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ABSTRACT OF THE DISSERTATION 

 

Transnational Sexual and Reproductive Healthcare Utilization 

Among Asian Immigrant Women in the United States:  

A Mixed-Methods Study 

 

by 

 

Tenzin Khando 

Doctor of Philosophy in Community Health Sciences 

University of California, Los Angeles, 2026 

Professor Jessica D. Gipson, Chair 

 

Background  

Immigrant women in the United States experience persistent sexual and reproductive health 

(SRH) disparities due to barriers, including immigration-related policies, insurance exclusions, 

and limited access to language and cultural concordant healthcare. Women navigate these 

barriers through transnational healthcare, obtaining care in their countries of origin while 

residing in the United States. Existing research has focused on general healthcare among Latino 

populations. Little is known about transnational SRH care among Asian immigrant women, 

including healthcare decisions across borders, patterns of transnational SRH utilization, services 

obtained, and reasons for transnational care-seeking. 

Aims 
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This dissertation examined transnational SRH care among Asian immigrant women in the United 

States by exploring: (1) decision-making processes surrounding transnational SRH care, (2) 

patterns and correlates of transnational SRH utilization, and (3) the types of services obtained, 

reasons for seeking care abroad, and contextual factors influencing transnational healthcare use. 

Methods 

This mixed-methods dissertation used data from the Building Communities Raising API Voices 

for health Equity (BRAVE) Study. Guided by the transnationalism framework and Andersen's 

Behavioral Model of Health Services use, three complementary studies were conducted: 

qualitative life-history interviews (Study 1; n=62), quantitative survey analyses (Study 

2; n=1,972), and analyses among women reporting transnational SRH care (Study 3; n=731; 

reasons n=705). 

Findings 

Study 1: Women strategically navigated SRH care across the United States and their countries of 

origin, balancing affordability, accessibility, cultural familiarity, provider trust, and healthcare 

quality. 

Study 2: More than one-third of participants (36.3%) reported transnational SRH care. 

Immigration status, years of U.S. residence, and state policy context were significantly 

associated with transnational healthcare utilization patterns. 

Study 3: Preventive and gynecologic services were the most obtained transnational SRH 

services. Affordability, cultural competence, language concordance, and perceived quality of 

care were the leading motivations for seeking care abroad. 

Significance: 
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This dissertation is among the first to examine transnational SRH care among Asian immigrant 

women in the United States. Integrating qualitative and quantitative evidence, it demonstrates 

that transnational healthcare is an adaptive strategy through which immigrant women navigate 

structural barriers across multiple healthcare systems. The findings inform equitable, culturally 

tailored, and accessible SRH policies and services for immigrant population. 
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I. INTRODUCTION 

Immigrants represent a substantial and growing share of the United States population. As 

of June 2025, approximately 51.9 million immigrants lived in the United States, accounting for 

15.8% of the nation’s population- the highest proportion of foreign-born residents in U.S. 

history1. Earlier national estimates indicate that more than one-quarter of immigrants are women 

of reproductive age, a population whose sexual and reproductive health (SRH) needs remain 

critically underserved2–5. Despite this demographic growth, immigrants continue to face 

substantial structural barriers to accessing healthcare in the United States. These disparities are 

reflected in insurance coverage: in 2025, 46% of likely undocumented and 21% of lawfully 

present immigrant adults were uninsured, compared with 7% of naturalized and 6% of U.S.-born 

citizens6. Structural factors—including insurance exclusions7,8, healthcare affordability9,10, 

language access9,11–13, U.S. healthcare system complexity9,12,14, discrimination15,16, reproductive 

health policies17–20, and immigration policies and legal status11,21–25—can limit timely access to 

needed healthcare services. 

These structural barriers have important implications for sexual and reproductive health 

among immigrant women. Sexual and Reproductive health (SRH) includes a broad range of 

services across the reproductive life course, including contraception, fertility and infertility care, 

maternal and perinatal health, prevention and treatment of sexually transmitted infections, 

protection from sexual and gender-based violence, and sex education26. Despite the importance 

of these services, immigrant women experience persistent disparities in SRH outcomes and 

service utilization, including lower use of effective contraception4,5,27, reduced uptake of 

preventive reproductive healthcare such as cervical and breast cancer screening28–32, delayed 

prenatal care33–36, lower postpartum care use37, increased risk of adverse birth outcomes18,38, and 
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greater overall unmet reproductive healthcare needs compared with U.S.-born women4,24. These 

disparities are rooted in and aggravated by intersecting structural barriers including immigration 

status39,40, insurance exclusions4,41, language barriers42, cultural and religious norms 43,44, as well 

as restrictive immigration policies and public charge rulings45–48 and reproductive health 

policies19 that that systematically constrain immigrant women’s ability to access and utilize SRH 

care47,49.   

Asian immigrants represent one of the fastest-growing immigrant populations in the 

United States. As of 2023, approximately 14.6 million Asian immigrants lived in the United 

States, accounting for 31% of the nation's 47.8 million foreign-born residents and making Asia 

the second-largest region of origin for U.S. immigrants after Latin America50. Chinese 

Americans comprise the largest Asian-origin group (5.5 million), followed by Indian (5.2 

million), Filipino (4.6 million), Vietnamese (2.3 million), Korean (2.0 million), and Japanese 

Americans (1.6 million), together accounting for approximately 86% of the U.S. Asian 

population51. Despite this rapid population growth, Asian immigrants remain highly diverse with 

respect to country of origin, migration pathways, immigration status, language, and 

socioeconomic position50,52,53. These diverse contexts shape sexual and reproductive healthcare 

access and utilization, highlighting the importance of studying the heterogeneity rather than 

treating Asian immigrant women as a homogeneous population, which research often does. In 

addition to this context, Asian immigrant women's SRH experiences are further shaped by 

sociocultural influences, including cultural and religious beliefs surrounding sexuality, 

reproductive decision-making, and family roles43,54,55. 

Consistent with these intersecting structural and sociocultural influences, studies have 

documented lower utilization of sexual and reproductive healthcare services among Asian 
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women such as lower use of highly effective contraception, cervical cancer screening, and other 

preventive reproductive healthcare services compared with other racial and ethnic groups4,56–58. 

Studies have also demonstrated significant heterogeneity in sexual and reproductive healthcare 

utilization across Asian ethnic groups, highlighting the importance of disaggregating Asian 

populations rather than treating them as a homogeneous group57,59–63. Although relatively few 

studies have examined SRH differences by nativity among Asian women, those that have 

generally found that foreign-born Asian women experience lower utilization of SRH services, 

including cervical cancer screening, abortion, and effective contraceptive use, than U.S.-born 

Asian women4,28,29,62,64.  

Beyond nativity, prior evidence suggests that sexual and reproductive healthcare 

utilization also varies according to immigration-related characteristics and the broader state 

policy contexts5,18,24,35,65–68. Prior studies have also found that longer duration of U.S. residence 

is associated with greater utilization of preventive reproductive healthcare services, including 

cervical cancer screening, likely reflecting increased familiarity with the U.S. healthcare system, 

expanded insurance coverage, and improved healthcare access over time28,29. Together, these 

findings suggest that SRH utilization is shaped by multiple intersecting dimensions of 

heterogeneity rather than nativity alone.  

One important yet understudied strategy through which immigrants respond to barriers in 

the U.S. healthcare system is the use of transnational healthcare. Transnational healthcare refers 

to the practices through which individuals residing outside their country of origin obtain 

healthcare services, health information, medications, or other healthcare resources from their 

home country while maintaining cross-border social and institutional ties69. Rather than 

representing a rejection of U.S. healthcare, transnational healthcare often reflects adaptive 
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healthcare-seeking strategies shaped by structural barriers, affordability, cultural preferences, 

trust in providers, family networks, and ongoing ties to countries of origin69–72.  

A systematic literature review of 26 studies on transnational healthcare identified several 

important gaps in the literature. Although transnational healthcare has been examined across 

diverse migrant populations in multiple countries, only one study specifically investigated 

transnational sexual and reproductive healthcare among Asian immigrant women in the United 

States71. Most studies included focused on general healthcare utilization rather than sexual and 

reproductive healthcare and disproportionately examined Latino immigrant populations71,73–75. 

Existing studies have primarily documented the barriers and motivations associated with seeking 

healthcare across borders but provide limited understanding of how immigrants compare 

healthcare systems across countries and make decisions regarding where to obtain specific 

healthcare services71. As a result, transnational healthcare decision-making remains poorly 

understood, particularly among immigrant women navigating multiple healthcare systems across 

the reproductive life course.  

Understanding transnational healthcare is particularly important in the context of sexual 

and reproductive health. Unlike many other forms of healthcare, SRH encompasses highly 

personal and culturally embedded services—including contraception, pregnancy care, abortion, 

infertility care, and gynecologic services—that are shaped not only by affordability and 

healthcare access but also by privacy, stigma, cultural norms, trust, and reproductive health 

policies58,71,76,77. Existing qualitative research suggests that these considerations may be 

especially important for immigrant women. For example, a qualitative study among Bengali 

immigrant women in New York demonstrated that pregnancy-related healthcare decisions were 

strongly influenced by transnational family networks that provided emotional support, culturally 
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informed advice, and guidance throughout pregnancy78. Similarly, studies of other immigrant 

populations have shown that women strategically combine healthcare across countries according 

to the type of service needed, rather than relying exclusively on a single healthcare system70. 

Across these studies, immigrants commonly report seeking healthcare abroad because of lower 

costs, lack of insurance coverage, shorter wait times, trusted provider relationships, language 

concordance, cultural familiarity, and family support70,71,79. These findings suggest that 

transnational sexual and reproductive healthcare decision-making is shaped by unique clinical, 

cultural, and structural factors that remain poorly understood, especially among Asian immigrant 

women. 

This study is guided by the transnationalism framework, which conceptualizes migration 

as an ongoing process through which immigrants remain simultaneously embedded within the 

social, cultural, and institutional contexts of both their countries of origin and countries of 

residence80,81. From this perspective, healthcare decision-making is understood as occurring 

across interconnected transnational social fields rather than within a single national healthcare 

system. Structural barriers within the United States—including healthcare costs, insurance 

exclusions, language barriers, discrimination, and restrictive immigration and reproductive 

policy environments—may encourage immigrants to seek alternatives outside the United States, 

while healthcare systems in countries of origin may attract women through affordability, trusted 

providers, cultural familiarity, language concordance, and continuity of care. Together, these 

push and pull factors shape how immigrant women evaluate healthcare options and navigate 

healthcare across national borders. 

Summary 
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This dissertation uses a sequential mixed methods design to examine transnational sexual 

and reproductive healthcare (SRH) utilization among Asian immigrant women in the United 

States. Drawing on qualitative and quantitative data from the Building Community, Raising All 

Immigrant Voices for Health Equity (BRAVE) Study, this dissertation examines how Asian 

immigrant women navigate SRH care across national borders and how transnational SRH 

utilization varies by ethnicity, immigration status, years of U.S. residence, and state policy 

context. 

Study 1: The first study uses qualitative life history interviews to explore how Asian 

immigrant women conceptualize and experience transnational SRH care across the reproductive 

life course and how these experiences vary by ethnicity, immigration status, years of U.S. 

residence, and state of residence. 

Study 2: The second study uses quantitative survey data to examine the 

sociodemographic and immigration-related correlates of transnational SRH care utilization by 

comparing four patterns of care utilization: non-use, U.S.-only care, mixed U.S. and 

transnational care, and transnational-only care. 

Study 3: The third study focuses on women who reported transnational SRH utilization to 

examine how the types of transnational SRH services used and the reasons for seeking care 

outside the United States vary by ethnicity, immigration status, years of U.S. residence, and state 

of residence. 

By integrating qualitative and quantitative evidence, this dissertation advances 

understanding of how structural barriers, migration experiences, and transnational ties shape 

cross-border SRH decision-making. Conducted during a period of rapidly evolving immigration 

and reproductive health policies in the United States, this dissertation provides timely evidence 
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to inform more equitable, culturally responsive, and accessible sexual and reproductive 

healthcare policies and programs. 
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II. BACKGROUND AND LITERATURE REVIEW 

2.1.Conceptualizing Transnational Sexual and Reproductive Healthcare 

Defining Transnationalism  

Transnationalism provides a foundational theoretical lens for understanding immigrant 

health behavior, emphasizing that migrants maintain multiple and sustained social, economic, 

cultural, and institutional ties across national borders80,82,83. Rather than viewing migration as a 

one-way process of assimilation into the host society, the transnationalism framework 

conceptualizes migrants as simultaneously embedded in both their countries of origin and 

countries of residence through ongoing exchanges of resources, relationships, identities, and 

practices69,71,82. This perspective recognizes that healthcare-seeking is shaped by these cross-

border connections, allowing immigrants to draw upon healthcare systems, social networks, and 

resources in multiple countries when making healthcare decisions. 

Defining Transnational Health care 

Transnational healthcare refers to the ways in which individuals access, utilize, and 

engage with health-related resources across national borders. Embedded in broader theories of 

transnationalism, which emphasize sustained ties and exchanges between migrants and their 

countries of origin83, transnational healthcare extends beyond physical mobility to include a 

range of practices that connect individuals to multiple healthcare systems simultaneously80. 

Rather than viewing healthcare use as bounded within a single national context, this perspective 

recognizes that migrants often navigate overlapping systems of care shaped by social ties, 

institutional structures, and prior experiences across borders84.  

Existing scholarship conceptualizes transnational healthcare as a multidimensional 

phenomenon that includes both formal and informal engagement with healthcare systems across 
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borders. For example, in a systematic review of transnational health practices, authors define it 

as encompassing a range of cross-border activities, including seeking care abroad, consulting 

providers in countries of origin, obtaining medications, and relying on transnational networks for 

health-related information and support71. Similarly, transnational healthcare was described as a 

strategy through which migrants access culturally familiar, affordable, or trusted care outside the 

host-country system70. Together, this body of work highlights that transnational healthcare is not 

a singular behavior, but rather a set of practices shaped by both structural constraints and access 

to transnational resources.  

To address the lack of conceptual clarity in prior research, this study conceptualizes 

transnational healthcare as comprising three analytically distinct but interconnected domains. 

First, cross-border clinical engagement includes direct interaction with healthcare 

providers located outside the United States, such as traveling abroad for treatment or consulting 

providers remotely through telecommunication technologies85–88. Second, material 

exchanges refer to the acquisition and use of medications, treatments, or health products obtained 

from countries of origin or through transnational networks89,90. Third, informational and advisory 

practices encompass the use of transnational social ties—such as family members, friends, and 

community networks—to obtain health-related advice, recommendations, or guidance90–93. 

While these domains are analytically distinct, they often operate together in practice, 

reflecting the fluid nature of healthcare engagement among migrant populations. Across these 

domains, transnational healthcare operates through key mechanisms, including the mobilization 

of transnational social ties, the circulation of material resources, and the use of digital and 

communication technologies to facilitate access to care across borders. These mechanisms enable 
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individuals to overcome structural barriers in the host-country context 

while maintaining connections to healthcare systems in their countries of origin.  

Importantly, transnational healthcare is not limited to episodic or one-time interactions 

but is often sustained through ongoing social relationships that span borders. Migrants 

may maintain long-term connections with trusted providers, rely on family members 

to facilitate access to medications, or regularly consult transnational networks for health 

decision-making. These practices are enabled by advancements in communication technologies 

and the persistence of transnational social fields, allowing individuals to access care without the 

need for physical travel84,86,94. As such, transnational healthcare should be understood as a 

socially mediated process, in which access to care is facilitated through relationships, trust, and 

the circulation of resources across borders.  

At the same time, it is important to distinguish transnational healthcare from related, but 

conceptually distinct, phenomena. Communication tools such as phone calls or messaging 

platforms do not constitute healthcare in themselves; rather, they function as mechanisms 

that facilitate access to care by enabling coordination, information exchange, and consultation 

across borders. Similarly, health beliefs and cultural practices shape healthcare decision-making 

but are not equivalent to healthcare use unless they are performed through engagement with 

specific health-related resources or services. Clarifying these distinctions is critical for 

analytically capturing how transnational healthcare operates and for avoiding overly broad 

definitions.  

While transnational healthcare is often used interchangeably with medical tourism, the 

two concepts are analytically distinct. Connell argues that the dominant framing of cross-border 

healthcare as medical tourism is both narrow and misleading, as it overemphasizes consumer 
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choice, leisure, and elective procedures while overlooking the broader realities of healthcare 

mobility95. Instead, he proposes understanding these practices as transnational healthcare, a more 

inclusive concept that captures the diverse, every day, and often necessity-driven ways 

individuals access care across borders95. Much cross-border healthcare, he shows, is not 

undertaken for convenience or preference, but emerges from structural constraints such as high 

costs, long wait times, lack of insurance, and the unavailability or restriction of services in the 

country of residence95. These practices are frequently regional, informal, and embedded in social 

networks, with migrants and diaspora populations relying on family ties, community knowledge, 

and familiarity with healthcare systems in their countries of origin. By shifting the focus from 

tourism to transnational healthcare, Connell highlights how cross-border care reflects broader 

processes of inequality, globalization, and policy variation, including the need to circumvent 

legal and institutional barriers to access care.  

Taken together, transnational healthcare can be defined as a set of social practices 

through which individuals engage with healthcare resources across national borders, including 

clinical consultation, material exchanges, and informational support. This definition emphasizes 

that transnational healthcare is not a singular event, but an ongoing, multi-dimensional process 

shaped by social relationships, structural constraints, and access to transnational resources. By 

conceptualizing transnational healthcare in this way, this study provides a framework for 

examining how individuals strategically navigate healthcare systems across borders, particularly 

within contexts of restricted healthcare access.   

Defining Transnational Sexual and Reproductive Healthcare  

Sexual and Reproductive health (SRH) includes a broad range of services across the 

reproductive life course, including contraception, fertility and infertility care, maternal and 
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perinatal health, prevention and treatment of sexually transmitted infections, protection from 

sexual and gender-based violence, and sex education26. Transnational sexual and reproductive 

health (SRH) refers to the ways individuals access, utilize, and engage with sexual and 

reproductive health–related services, information, and resources across national borders. It 

includes practices such as seeking reproductive care (e.g., contraception, abortion, prenatal care) 

outside the country of residence, consulting providers in countries of origin (in person or 

remotely), obtaining medications or reproductive health products through transnational networks, 

and relying on cross-border social ties for SRH-related advice and decision-making. Grounded in 

broader theories of transnationalism, which emphasize sustained cross-border ties and exchanges 

among migrants80,96, this conceptualization extends existing work on transnational healthcare, 

which highlights how migrants engage with multiple healthcare systems simultaneously through 

clinical, material, and informational practices70,71,95.  

2.2.Theoretical Perspectives on Transnational Healthcare 

Transnational Healthcare as a Social Practice  

Transnational healthcare is best understood not as an episodic behavior, but as an 

ongoing social practice embedded within migrants’ everyday lives and sustained connections 

across national borders. Drawing on theories of transnationalism, migrants are situated within 

transnational social fields that enable them to maintain simultaneous ties to both their country of 

residence and country of origin, shaping how they access and engage with healthcare across 

multiple contexts80,84,97. Within this framework, healthcare is not confined to a single national 

system but is instead multi-sited, occurring across overlapping institutional and social spaces.  

A central feature of transnational healthcare is its hybridization of healthcare91. Rather 

than fully substituting one healthcare system for another, migrants often engage with multiple 
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systems concurrently, combining care obtained in the origin country to complement or 

supplement care in the destination country78,90,98. For example, individuals may seek diagnosis or 

emergency care in the United States while consulting providers in their country of origin for 

second opinions, follow-up treatment, or culturally familiar care. Empirical 

research demonstrates that such patterns reflect a layering of healthcare systems, in 

which individuals strategically combine resources across borders rather than relying exclusively 

on a single system71. This co-occurrence challenges existing assumptions that 

healthcare utilization is bounded within national systems and instead highlights the fluidity or 

flexibility with which migrants navigate multiple sources of care.  

Additionally, transnational healthcare is not a temporary strategy but often reflects 

sustained and repeated engagement over time. Migrants may maintain long-term relationships 

with healthcare providers in their countries of origin, routinely obtain medications from abroad, 

or repeatedly consult transnational networks for health-related advice71,84,99. These practices are 

embedded within broader life trajectories, evolving across the migration and reproductive life 

course as individuals’ needs, resources, and constraints change.  

Central to this social practice is the role of transnational social ties, including family 

members, friends, and community networks. These relationships facilitate access to care by 

providing information, coordinating services, and enabling the circulation of resources across 

borders. As prior research shows, decisions about where and how to seek care are often shaped 

less by formal healthcare markets and more by informal, trust-based networks, which play a 

critical role in guiding healthcare navigation78,93,95,98. In this sense, transnational healthcare is 

fundamentally relational, grounded in social connections that extend beyond geographic 

boundaries.  
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Advancements in communication technologies have further transformed transnational 

healthcare practices by enabling remote and digital forms of engagement. Migrants increasingly 

rely on phone calls, messaging platforms, and telecommunication technologies to consult 

providers, seek advice, and coordinate care across borders69,86,100–102. These developments allow 

individuals to maintain active connections to healthcare systems in their countries of origin 

without the need for physical travel, reinforcing the notion that transnational healthcare extends 

beyond mobility to include non-physical forms of care engagement71,103.  

Taken together, transnational healthcare can be understood as a multi-sited, simultaneous, 

and socially embedded practice through which migrants engage with multiple healthcare systems 

over time. This perspective shifts the focus away from one-time cross-border travel and toward a 

more nuanced understanding of healthcare as an ongoing process shaped by social relationships, 

mobility, and the ability to navigate across institutional contexts.  

Mechanism Of Transnational Healthcare:  

While transnational healthcare can be described as a multi-sited social practice, it is 

equally important to understand the mechanisms through which individuals are able to engage in 

healthcare across borders. These mechanisms operate as the processes that enable migrants to 

mobilize resources, navigate constraints, and access care beyond the limits of a single healthcare 

system.  

A primary mechanism is the mobilization of transnational social ties. Migrants actively 

draw on relationships with family members, friends, and community networks 

to facilitate healthcare access, including identifying providers, coordinating appointments, and 

obtaining health-related information. These ties are not merely passive connections but are 

strategically activated to overcome barriers and expand access to care. In many cases, social 
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networks function as intermediaries between individuals and healthcare systems, particularly in 

contexts where formal access is limited or constrained.   

A second key mechanism involves the circulation of material resources across borders, 

including medications, treatments, and financial support. Migrants may obtain pharmaceuticals 

from their countries of origin through family members or informal distribution 

networks, particularly when such medications are more affordable, more accessible, or 

unavailable in the United States. These material exchanges allow individuals to access care that 

would otherwise be difficult or impossible to obtain within their country of residence, 

highlighting the importance of cross-border flows in sustaining healthcare practices.  

Third, information and knowledge flows serve as a critical mechanism through which 

transnational healthcare operates. Migrants frequently rely on transnational networks to seek 

advice, interpret diagnoses, and obtain second opinions from providers in their countries of 

origin. These information exchanges enable individuals to make informed decisions about care 

and to compare healthcare options across systems. As prior research demonstrates, such 

knowledge flows are often grounded in trust and familiarity, reinforcing the role of social 

relationships in shaping healthcare behavior71.  

Closely related to these processes is the role of digital and communication technologies as 

enabling mechanisms. Technologies such as phone calls, messaging platforms, and 

telemedicine facilitate real-time interaction across borders, allowing individuals to access care 

without physical travel. These tools reduce the barriers associated with geographic distance and 

enable the continuation of transnational healthcare practices even among those with restricted 

mobility.  
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Importantly, these mechanisms function within a broader context of structural constraints, 

including legal, financial, and institutional barriers to care. Migrants often engage in 

transnational healthcare as a way of navigating challenges such as lack of insurance, high costs, 

language barriers, or restricted access to specific services. In some cases, individuals may seek 

care abroad to circumvent legal restrictions in the United States, particularly in the context 

of sexual and reproductive health. Much cross-border healthcare is driven by necessity, 

frustration, and the inability to access adequate care within national systems95.  

Finally, transnational healthcare is characterized by selective and strategic engagement 

across systems. Rather than fully abandoning one system in favor of another, individuals often 

choose specific aspects of care from different contexts based on perceived advantages. For 

example, migrants may rely on U.S.-based providers for emergency care while seeking routine or 

specialized services from providers in their countries of origin. This selective engagement 

reflects a process of strategic navigation, in which individuals actively manage their healthcare 

across multiple systems to optimize access and outcomes.  

2.3. U.S. Healthcare Contexts as Push Factors for Transnational Care  

Immigrant women’s engagement with healthcare in the United States is shaped by a 

range of structural, institutional, and social constraints that can limit access to timely, affordable, 

and culturally appropriate care. These constraints function as push factors, creating conditions 

under which individuals may seek alternative forms of care, including transnational healthcare 

practices.  

A. Legal Status, Insurance Eligibility, and Restrictive Immigration Policy:  

One of the most significant structural determinants of healthcare access is legal status, 

which directly influences eligibility for insurance coverage and public health programs. 
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Undocumented immigrants are largely excluded from federally funded programs such as 

Medicaid, and even lawfully present immigrants may face eligibility restrictions, including 

waiting periods under federal policy21,104. These exclusions contribute to higher rates of 

uninsurance and create substantial financial barriers to accessing care. In addition, concerns 

about immigration enforcement and policies such as the Public Charge Rule can deter 

individuals from seeking healthcare services, even when they may be eligible9,68.  

Eligibility for programs like Medicaid or ACA marketplace subsidies varies by 

immigration status21,104. Undocumented immigrants are often explicitly excluded, and even 

lawful immigrants may face “five-year waiting periods” under the Personal Responsibility and 

Work Opportunity Reconciliation Act of 1996 (PRWORA)104. These restrictions, along with fear 

of deportation or anti-immigrant enforcement, deter healthcare seeking in the United States9,68. 

Moreover, structural policies, including public charge rules, Medicaid exclusions, and abortion 

restrictions can intersect with cultural and linguistic barriers to make U.S. healthcare feel 

inaccessible, pushing some women to consider transnational alternatives64,90,105–107.   

Although legal status can limit the ability to travel for healthcare, those who are unable to 

cross borders often rely on transnational networks to access care indirectly, highlighting the 

stratified nature of transnational healthcare practices. A qualitative study conducted among 

Mexican migrants revealed how transnational healthcare extended beyond travel89. Migrants 

accessed medications and remedies through ethnic shops in the United States and consulted 

traditional healers in their home countries via phone or by sharing information remotely. These 

providers were often preferred due to trust, cultural familiarity, and flexible payment options, 

highlighting how transnational care can be sustained through informal and network-based 

practices89. Similarly, another qualitative study conducted among Guatemalan women revealed 
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that migrants often engaged in transnational healthcare by mobilizing social networks such as 

family, friends, and ethnic stores to access both allopathic and traditional medicines90. Digital 

platforms and informal networks offer culturally and linguistically relevant information, which 

help migrants navigate both traditional and biomedical care systems, while also facilitating the 

exchange of knowledge and identification of culturally competent providers 86,100,101,108.   

While much of the existing research on transnational healthcare has focused on Latino 

immigrant populations, these dynamics are also highly relevant for Asian immigrant women, 

who face similar structural constraints related to legal status, insurance eligibility, and restrictive 

policy environments. Asian immigrants constitute approximately 11% of 11.2 million 

undocumented individuals in the United States 109,110. Among the 37 studies included in the 

concept analysis conducted to study transnational healthcare practices among migrants, only two 

focused on Asian immigrant populations, highlighting their limited representation in the 

literature69. One such study among Korean immigrants found that participants perceived the U.S. 

health insurance system as complex and unpredictable compared to Korea’s single-payer system, 

which discouraged healthcare utilization in the United States111. Another study among Korean 

immigrants in Hawaii also mentioned differences in health insurance systems playing a central 

role in shaping healthcare use among migrants86.   

B. State-Level Sexual and Reproductive Health Policy Environment:   

Beyond legal status, state-level policy environments further shape access to care. 

Variability across states in Medicaid expansion, reproductive health policies, and immigrant-

inclusive programs results in uneven access to healthcare services depending on geographic 

location105. State-level variation creates differing “policy climates.” States such as California, 

Illinois, and New York expand coverage to noncitizen or undocumented 
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residents, whereas others remain restrictive112. Even in inclusive states, policy shifts—such as 

pausing enrollment or adding premiums—threaten access105.   

Local policy climates influence whether Asian immigrant women engage with local 

systems or turn to transnational care as an adaptive strategy71,90. Restrictive reproductive 

policies, particularly following the Dobbs v. Jackson Women's Health Organization decision, 

have further intensified these disparities by limiting access to abortion and other sexual and 

reproductive health services in many states106. This uneven policy landscape not only constrains 

access to care but may also push individuals to seek services across state or national borders, 

reinforcing transnational healthcare as an adaptive strategy. As a result, the extent and form of 

transnational healthcare engagement are likely to vary depending on state of residence, with 

immigrants in more restrictive policy environments more likely to rely on cross-border or 

transnational care strategies compared to those in more inclusive states.  

C. High Cost of healthcare in the United States:   

Economic constraints also play a central role in shaping transnational healthcare use. 

Many immigrant women are employed in low-wage or unstable jobs that lack employer-

sponsored insurance and offer limited flexibility for seeking care. High out-of-pocket costs, 

transportation barriers, and opportunity costs associated with taking time off work further restrict 

access to healthcare services9. Migrants often seek care across borders due to lower costs in their 

countries of origin, particularly when facing gaps in insurance coverage in the United States. For 

example, qualitative research shows that families may turn to transnational care during periods of 

Medicaid lapse, when access to affordable services becomes temporarily unavailable113. 

Economic barriers including out-of-pocket costs, lack of insurance, transportation, and 

opportunity costs disproportionately affect immigrants in low-wage or unstable employment9.   
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D. Perceived Healthcare system complexity, quality, and trust:   

The complexity of the U.S. health system further incentivizes reliance on home-country 

providers or networks, especially for culturally sensitive SRH services 71,90.  Migrants often face 

structural barriers in host-country healthcare systems—such as long wait times, high costs, 

insurance limitations, and unfamiliar procedures—which can discourage local care use and 

encourage transnational healthcare 69,114–116. In addition, weak social integration and cultural 

mismatches between migrants’ health beliefs and host-country practices can reduce trust in local 

systems, reinforcing transnational care as a practical and culturally aligned strategy71,117–119.   

E. Discrimination, Provider Bias, and Lack of Culturally Competent Care:   

Language barriers, lack of culturally competent care, and experiences of discrimination 

or provider bias can undermine trust and reduce healthcare utilization among immigrant 

women120. These challenges are especially salient in the context of SRH, where communication, 

cultural sensitivity, and trust are critical for effective care. Negative experiences within 

healthcare settings may lead individuals to perceive U.S.-based care as inaccessible, inadequate, 

or culturally misaligned. Even when legal eligibility exists, structural racism, linguistic barriers, 

provider cultural incompetency, and discriminatory experiences act as powerful deterrents120. 

Immigrant women report negative interactions, lack of interpreters, and judgment around 

language or gender norms, pushing them toward culturally familiar providers abroad or within 

diaspora networks90,121. Transnational healthcare offers access to care that is culturally safe and 

trusted 71,122. Home country healthcare is often considered more empathetic and respectful by 

migrants89,116,123. Immigrants often relied on ethnic enclaves and expressed preference for 

culturally concordant providers86. 

F. Availability and Accessibility Barriers  
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Limited availability and accessibility of health services remain significant barriers for 

many immigrant populations. Even when services exist, they are often unevenly distributed 

across geographic areas, with rural regions and underserved urban communities facing shortages 

of providers, particularly for specialized SRH care124–126. Structural barriers such as limited clinic 

hours, long wait times, transportation challenges, and high out-of-pocket costs further constrain 

access. For immigrant women, these challenges are compounded by factors such as lack of 

insurance eligibility, language barriers, and limited culturally competent care9,127. As a result, 

individuals may delay or forgo necessary services, or seek alternatives outside the local 

healthcare system, including transnational care. These accessibility constraints highlight how 

structural inequalities in healthcare systems shape care-seeking behavior and reinforce disparities 

in SRH outcomes.  

2.4.Home-Country Healthcare Contexts as Pull Factors for Transnational Care:   

Home-country healthcare systems play a critical role in shaping migrants’ health-seeking 

behaviors by providing alternative pathways to care that may be perceived as more accessible, 

affordable, or culturally aligned. These systems function as pull factors, attracting individuals 

toward transnational healthcare practices not only because of constraints in the United States, but 

also due to the perceived advantages and familiarity of care in their countries of origin. 

Understanding these dynamics requires attention to both institutional characteristics of home-

country healthcare systems and the sociocultural contexts in which care is embedded.   

A. Accessibility of Care  

A key dimension of home-country healthcare systems is their accessibility and 

organization of care. In many Asian countries, healthcare systems allow more direct access to 

specialists without requiring referrals, and services may be delivered more quickly compared to 
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the often complex and fragmented structure of the U.S. healthcare system128–131. Shorter wait 

times, fewer bureaucratic barriers, and more streamlined pathways to care can make home-

country systems appear more efficient and responsive to patients’ needs. These features may be 

particularly important for time-sensitive or urgent health concerns, including certain sexual and 

reproductive health (SRH) services114,132.    

B. Cost and Affordability  

Cost and affordability also serve as significant pull factors. For many migrants, out-of-

pocket healthcare expenses in their countries of origin may be lower or more predictable than in 

the United States, even in systems with substantial private sector involvement. The ability to 

access consultations, diagnostic services, or medications at lower cost can make transnational 

healthcare a financially viable option, particularly for individuals who are uninsured or 

underinsured in the U.S. context. In some cases, migrants may strategically combine resources 

across settings, seeking more expensive or specialized services in the United States while relying 

on home-country providers for routine or follow-up care114,115.  

C. Cultural Familiarity and Provider Relationships  

Equally important are the cultural and relational dimensions of care in home-country 

contexts. Shared language, cultural norms, and communication styles between patients and 

providers can facilitate trust, improve understanding, and enhance perceived quality of care. 

Migrants may prefer providers in their countries of origin because of familiarity with medical 

practices, expectations of care, and culturally specific approaches to health and illness70. These 

preferences are often reinforced by longstanding relationships with providers or healthcare 

institutions established prior to migration, which can continue to shape healthcare decisions over 

time117.   
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D. Privacy, Stigma, and SRH-Specific Considerations  

For sexual and reproductive health in particular, privacy, stigma, and cultural 

expectations are central considerations. In some cases, home-country contexts may offer more 

discreet or socially acceptable pathways to care, particularly for sensitive services such as 

contraception, abortion, or fertility treatment. In addition, some countries may provide fewer 

legal or policy restrictions on specific SRH services than those currently in place in parts of the 

United States, making them a more accessible option for some immigrant women. Following 

the Dobbs v. Jackson Women's Health Organization decision, increasing variation in state-level 

abortion policies has further altered access to reproductive healthcare, potentially influencing 

where immigrant women seek care. Alternatively, migrants may seek care through trusted 

networks to avoid stigma or judgment within U.S. healthcare settings. The ability to navigate 

care in a familiar cultural environment, or through transnational social ties that provide 

confidentiality and support, can make home-country options especially attractive for SRH-

related needs.   

E. Transnational Social Ties as Mechanisms of Access  

Access to home-country healthcare is often mediated through transnational social ties, 

which facilitate coordination, information exchange, and resource mobilization across borders. 

Family members, friends, and broader community networks play a critical role 

in identifying providers, relaying medical advice, assisting with treatment decisions, and even 

connecting migrants to healthcare practitioners or traditional healers in their countries of origin. 

These networks may enable migrants to engage in healthcare transnationally—through phone, 

internet, or intermediaries—without necessarily traveling90,133. Empirical evidence shows that 

transnational network members frequently guide healthcare decision-making and 
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facilitate connections to providers, sometimes even coordinating consultations or treatments 

remotely. In this way, transnational social ties effectively extend the reach of home-country 

healthcare systems beyond national borders. Consequently, the pull of home-country healthcare 

is not solely driven by institutional characteristics such as cost or accessibility, but also by the 

strength, availability, and functionality of migrants’ transnational connections.   

F. Comparative Evaluation of Healthcare Systems  

At the same time, home-country healthcare contexts are not uniformly advantageous and 

may vary significantly across countries and regions in terms of quality, regulation, and access. 

Migrants’ engagement with transnational healthcare is therefore shaped by comparative 

evaluations of multiple systems, balancing perceived benefits and limitations in both the United 

States and their countries of origin. In this sense, transnational healthcare reflects an active and 

strategic process of navigating overlapping healthcare environments, rather than a simple 

substitution of one system for another.   

2.5.Health Care System in Key Asian Sending Countries:  

Given that this study focuses on Asian immigrant women, it is important to contextualize 

transnational healthcare practices within the healthcare systems of major sending countries from 

which the study population is drawn—particularly South Korea, China, India, and the 

Philippines. These countries represent diverse healthcare system structures yet share 

characteristics that may function as pull factors for transnational care, including accessibility, 

affordability, and cultural familiarity.  

South Korea  

Healthcare in South Korea is organized as a single-payer system administered through the 

National Health Insurance Service (NHIS), which provides near-universal coverage to the 
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population131,134. Enrollment is mandatory for most residents, including foreign nationals who 

plan to stay in the country for more than six months. This system ensures broad access to 

medical services, relatively low out-of-pocket costs, and streamlined care delivery, all of which 

contribute to its high accessibility and efficiency. These features, particularly universal coverage 

and ease of access, can make South Korea’s healthcare system an attractive option for migrants 

considering transnational care134. For Korean migrants, the combination of high-quality care, 

affordability, and familiarity with the system may encourage continued engagement with 

providers in South Korea, particularly for specialized or time-sensitive services 131,134.  

China  

China’s healthcare system is characterized by a hybrid model combining public insurance 

schemes with a significant private sector135,136. While near-universal coverage has been achieved 

through major reforms, access and quality vary considerably by region, with urban hospitals 

offering more advanced and specialized services. Tertiary hospitals in major cities are often 

perceived as centers of high clinical expertise, drawing both domestic and transnational patients. 

Chinese migrants may leverage family networks to access these facilities, particularly when 

seeking trusted providers, second opinions, or culturally familiar care practices129,137.   

India  

India has a highly pluralistic healthcare system, where a large private 

sector operates alongside a public system that is often under-resourced135. Although recent 

initiatives such as Ayushman Bharat yojana have expanded insurance coverage, out-of-pocket 

expenditures remain substantial138. Private healthcare providers offer relatively rapid access to 

care, flexible service delivery, and a wide range of treatment options, including both biomedical 

and traditional systems (e.g., Ayurveda). For Indian migrants, lower costs, provider flexibility, 
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and alignment with cultural health practices may make India an appealing option for 

transnational healthcare, especially for routine, elective, or culturally sensitive services 139,140.   

Philippines  

The Philippines maintains a mixed healthcare system supported by PhilHealth, a national 

insurance program aimed at achieving universal health coverage. Despite improvements, 

disparities in access and quality persist, particularly across geographic regions. However, private 

healthcare facilities especially in urban areas—are often regarded as offering high-quality 

services at relatively affordable costs. The widespread use of English in medical settings, along 

with strong family-based support systems, enhances accessibility for Filipino migrants. 

Transnational social ties frequently play a central role in coordinating care, reinforcing the 

feasibility of cross-border healthcare engagement141,142.  

Taken together, home-country healthcare systems function as important pull factors that 

shape transnational healthcare practices. By offering accessible, affordable, and culturally 

familiar alternatives—often facilitated through enduring social ties—these systems play a central 

role in how immigrant women evaluate and navigate healthcare options across borders.  

2.6.Empirical Evidence on Transnational Healthcare  

A growing body of empirical research demonstrates that transnational healthcare is a 

common and patterned strategy among migrant populations, rather than a marginal or 

exceptional practice. Studies across diverse immigrant groups show that individuals engage in a 

range of cross-border healthcare activities, including traveling to countries of origin for 

treatment, consulting providers remotely, obtaining medications, and relying on transnational 

networks for health-related advice and support 71,143. These practices reflect migrants’ capacity to 
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navigate multiple healthcare systems simultaneously, drawing on resources embedded in 

transnational social fields.  

Although estimates of prevalence vary depending on population and measurement, 

existing studies suggest that a substantial proportion of migrants report some form of 

transnational healthcare use. For example, research on Latin American, Asian, and European 

migrants has documented frequent reliance on cross-border care, particularly among those with 

strong transnational ties or limited access to healthcare in host-country systems 87. Importantly, 

transnational healthcare is not limited to physical travel. Many migrants engage in non-physical 

forms of care, such as remote consultations with providers, communication with family members 

about treatment options, and the acquisition of medications through transnational networks89,90.  

Empirical studies consistently suggest that transnational healthcare utilization is shaped 

by the interplay of push and pull factors. Rather than responding to a single barrier or motivation, 

migrants often make strategic healthcare decisions by weighing the relative advantages and 

disadvantages of healthcare systems across countries9,70. In addition to structural and institutional 

factors, social ties play a central role in shaping transnational healthcare use. Migrants frequently 

rely on family members, friends, and community networks to access information, coordinate 

care, and obtain medications or referrals to providers abroad90,93. These ties function as critical 

mechanisms that enable healthcare engagement across borders, particularly for individuals who 

face constraints on mobility or access within the host country. As a result, transnational 

healthcare practices are deeply embedded in relational networks that extend beyond national 

boundaries.  

Despite these insights, the existing literature remains fragmented in several important 

ways. Much of the empirical evidence is based on qualitative or small-sample studies, limiting 
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generalizability and the ability to quantify patterns of transnational healthcare use. Additionally, 

research has largely focused on specific immigrant groups—particularly Latin American 

populations—with relatively limited attention to Asian immigrant populations. Studies that do 

examine Asian migrants often emphasize general healthcare utilization rather than domain-

specific practices such as sexual and reproductive health. Taken together, these gaps highlight 

the need for more systematic and population-specific research that captures both the prevalence 

and determinants of transnational healthcare practices.  

2.7.Sexual And Reproductive Health Focus  

Sexual and reproductive health (SRH) represents a critical domain for understanding 

healthcare access and utilization among immigrant women, given its sensitivity, complexity, and 

centrality to women’s health across the life course. Existing research consistently documents 

disparities in SRH outcomes and service utilization between foreign-born and U.S.-born women, 

including differences in contraceptive use, prenatal care, cancer screening, and abortion 

access4,122. Among Asian immigrant women in particular, studies have identified lower rates of 

contraceptive use57, reduced uptake of preventive screening services28,29, and barriers to 

accessing culturally and linguistically appropriate care54.  

These disparities are shaped by a combination of structural, cultural, and interpersonal 

factors. Structural barriers—including lack of insurance, restrictive policies, and limited access 

to affordable services—can significantly constrain SRH care utilization. At the same time, 

cultural norms and stigma surrounding sexuality, contraception, and abortion may discourage 

open discussion and limit engagement with healthcare providers. Language barriers and lack of 

culturally competent care further compound these challenges, affecting both access to and 

quality of care85,129. 
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Importantly, SRH differs from other domains of healthcare in ways that make 

transnational healthcare particularly relevant. SRH services often involve issues of privacy, 

stigma, and personal autonomy, which can shape where and how individuals seek care. For 

example, women may prefer to access contraception, abortion, or fertility services in settings 

where they feel culturally understood, less judged, or more confident in the confidentiality of 

care. In some cases, this may lead individuals to seek care through transnational channels, 

including consulting providers in their countries of origin or relying on trusted networks for 

guidance and resources.  

Despite the relevance of transnational healthcare to SRH, empirical research explicitly 

examining this intersection remains limited. While studies have documented transnational 

healthcare practices among migrant populations more broadly, few have focused specifically on 

SRH-related behaviors or explored how these practices vary across different domains of 

reproductive health. Even fewer studies examine these dynamics among Asian immigrant 

women, who remain underrepresented in SRH research and are often treated as a homogeneous 

group despite substantial heterogeneity.  

The limited existing evidence suggests that transnational healthcare may play an 

important role in addressing unmet SRH needs, particularly in contexts where U.S.-based care is 

perceived as inaccessible, unaffordable, or culturally incongruent. However, there remains a lack 

of systematic research examining how and why immigrant women engage in transnational SRH 

care, what forms these practices take, and how they vary across different social and structural 

contexts. Addressing these gaps is essential for understanding the full spectrum of SRH care-

seeking behaviors and for developing interventions and policies that more effectively meet the 

needs of diverse immigrant populations.   
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2.8. Immigrant Women’s SRH Healthcare Utilization in the U.S.    

A. Differences Between Foreign-Born and U.S.-Born Women    

Foreign-born women exhibit different SRH behaviors and outcomes compared to U.S.-

born counterparts, even within racial/ethnic groups4,64. Patterns include contraceptive use, 

fertility preferences, prenatal care access, and abortion utilization. These differences may reflect 

selective migration, cultural norms, and barriers within the U.S. health system. Over time, some 

gaps narrow, while others persist (the “immigrant health paradox”) 144.     

B. SRH Domains    

Asian immigrant women’s sexual and reproductive health (SRH) experiences encompass 

a wide continuum of needs—from contraception and fertility care to prenatal, postpartum, and 

menopausal health—yet significant disparities persist in their access and utilization of these 

services. Compared to U.S.-born women, Asian immigrant women often exhibit lower rates of 

contraceptive counseling, prenatal and postpartum care, STI screening, abortion access, and use 

of fertility and menopause-related services4,64. These gaps are not simply a reflection of 

individual preferences but arise from the intersecting influences of cultural norms, gendered 

expectations, structural exclusion, and policy environments. Cultural norms, stigma, provider 

insensitivity, and legal or policy constraints may lead women to bypass U.S. systems in favor of 

transnational care78,90.    

More specifically, among Asian American women, disparities persist in contraceptive 

uptake: for example, a recent California survey found that Filipina, Korean, and Vietnamese 

women were less likely than non-Hispanic Whites to use long-acting reversible contraceptives 

(LARC) and had lower overall contraceptive use57.Studies of cervical cancer screening among 

Vietnamese, Chinese, Korean, and Filipino women repeatedly find that language discordance, 
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limited knowledge, modesty concerns, and lack of female or culturally concordant providers 

reduce screening, suggesting that women prefer settings that match their language and cultural 

expectations145. Work on Korean immigrant women’s preventive care similarly links underuse to 

system navigation barriers and insurance, again implying that more culturally and linguistically 

aligned care would improve uptake85.    

A recent qualitative study further highlights that undocumented Asian and Latina women 

experience fear of immigration enforcement, disrespectful treatment, and lack of informed 

consent in SRH settings, showing how structural racism and legal precarity jointly constrain their 

reproductive healthcare access and quality24. The lack of disaggregated, ethnicity-specific data 

on many of these SRH services means that these issues remain under-analyzed in Asian 

immigrant populations. A recent commentary calls out persistent invisibility of Asian American 

and Native Hawaiian/Pacific Islander (NHPI) populations in SRH research, underlining the 

importance of targeted inquiry56. These documented disparities across the SRH continuum 

highlight the need to examine not only whether Asian immigrant women access care, 

but where and under what conditions they do so. The persistent barriers and inequities described 

above—ranging from cultural and linguistic mismatches to exclusionary policies and experiences 

of discrimination—suggest that some women may seek alternative or supplementary care outside 

the United States. Indeed, patterns of transnational SRH care may emerge as a response to these 

intersecting constraints within U.S. systems.   

B. Barriers and Motivators in U.S.-Based SRH Utilization    

Barriers exist at multiple levels. On an individual level, limited English, low health 

literacy, fear of immigration consequences, and stigma may reduce utilization. On an 

interpersonal level, family or community norms can restrict SRH agency. Institutionally, 
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provider bias, lack of interpreters, and inflexible clinic hours may impede access. Structurally, 

legal restrictions, insurance exclusion, policy climate, and economic constraints can shape 

health-seeking. Motivators may include trust in providers, community-based programs, low-cost 

clinics, and hybrid strategies that combine U.S. care for emergencies and transnational care for 

culturally sensitive or preferred SRH services.  

2.9. Asian Immigrant Women in the U.S.: Context and Diversity     

A. Demographic Trends, Representation, and Transnational care     

Asian immigrants are among the fastest-growing segments of the U.S. foreign-born 

population, with their numbers increasing by 81% from 2000 to 2019146. Despite this rapid 

growth, these groups remain underrepresented in sexual and reproductive health (SRH) research 

and programming56. Prior studies indicate that foreign-born Non-Hispanic Asian women are less 

likely to receive SRH services in the U.S. compared to their U.S.-born NH Asian 

counterparts4,64, raising questions about how Asian immigrant women navigate SRH access, 

including the potential for seeking care across borders.    

Asian-origin immigrants increasingly settle in metropolitan hubs beyond traditional 

gateways (e.g., Los Angeles, New York, San Francisco) to secondary destinations (e.g., Atlanta, 

Houston, Dallas). This differing state of residence matters because local policy environments, 

health infrastructure, and immigrant-friendly services vary across cities and states. The BRAVE 

study itself leverages this geographic variation to examine how state-level context shapes SRH 

experiences. Within the broad “Asian immigrant” category lies considerable heterogeneity by 

country of origin, language, migration histories, and socioeconomic status. Common subgroups 

in U.S. immigration include Chinese, Filipino, Korean, Vietnamese, Indian, and others. These 

subgroups differ not only in baseline health profiles and health systems in origin countries, but 
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also in migration selectivity, transnational ties, diaspora networks, and cultural norms around 

gender and sexuality. Transnational healthcare—where migrants seek medical care either abroad 

or through remote transnational networks—has been documented among other immigrant groups 

and appears increasingly common, particularly among those maintaining strong ties to their 

countries of origin.     

However, research specifically examining how Asian immigrants engage in transnational 

healthcare for SRH needs is limited. In a systematic review of 26 empirical studies on migrant 

health and transnationalism, only one qualitative study focused on Asian immigrant women’s 

experiences with transnational SRH care71,122.    

B. Motivations for Transnational SRH Care    

The reasons Asian immigrant women may seek transnational SRH care remain 

underexplored. Existing evidence suggests that cultural alienation, lack of structural support, and 

provider insensitivity can make U.S. healthcare feel inadequate, pushing women to seek care 

abroad 78. Structural and policy-level barriers—including public charge rules47, Medicaid 

exclusions214, abortion restrictions248 and general mistrust in U.S. healthcare systems147 may also 

limit access. These challenges can be compounded by cultural and linguistic barriers90, 

stereotypes such as the model minority myth120, and stigma surrounding reproductive health, 

potentially making transnational care a crucial alternative for addressing unmet SRH 

needs. Despite the growing need for research on transnational healthcare practices, significant 

theoretical gaps remain. Limited frameworks exist to explain how Asian immigrant women 

navigate transnational SRH care, whose experiences are shaped by immigration status, country 

of origin, transnational ties, and cultural differences.  

C. Gendered Migration and Family Roles    
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Gender fundamentally structures migration trajectories and health outcomes among Asian 

immigrant women. Many migrate through family-based pathways, often accompanying spouses, 

parents, or children, which can limit autonomy over employment, social networks, and access to 

resources. Others migrate through care or domestic labor channels, entering precarious labor 

markets characterized by low wages, informal employment, and minimal health protections—all 

of which constrain healthcare engagemen148,149. Within these gendered contexts, expectations 

surrounding childbearing, filial duty, and spousal support shape women’s capacity to prioritize 

their own sexual and reproductive health (SRH) needs.   

These expectations often position women as health brokers within transnational 

families—coordinating care for relatives across borders, remitting funds for medical expenses, 

and drawing on their familiarity with multiple health systems to navigate care for others. The 

dual role of caregiver and care-seeker complicates women’s SRH trajectories: many defer or 

interrupt their own care needs while facilitating care for family members. At the same time, 

because SRH services such as contraception, abortion, and infertility treatment are deeply 

personal and often stigmatized, women tend to seek gender-concordant, culturally familiar, and 

nonjudgmental providers. The fragmentation of SRH services within broader healthcare 

systems—shaped by patriarchal and moral frameworks—further constrains immigrant women’s 

reproductive autonomy and reinforces gendered inequities in transnational health access150.   

At the structural level, gendered inequities in social policy have made SRH services 

particularly vulnerable to restriction and cost barriers, especially for low-income and immigrant 

women. Policies targeting abortion, contraception coverage, or insurance eligibility 

disproportionately affect women’s ability to access affordable and comprehensive reproductive 

care. Moreover, the gendered organization of medical knowledge and insurance systems—where 
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treatments related to women’s reproductive health are underfunded or excluded compared to 

male-centered interventions—reinforces these disparities and constrains women’s agency in 

managing their reproductive lives151. Taken together, these intersecting dynamics reveal how 

gender not only structures migration and family roles but also permeates every layer of SRH 

care—from the micro-level of bodily experience and provider interaction to the macro-level of 

policy. Understanding these multi-level gendered forces is thus essential for analyzing how 

Asian immigrant women navigate SRH care across both U.S. and transnational contexts.    

C. Acculturation, Social Integration, and Health Behavior    

Acculturation and social integration are frequently invoked to explain changes in health 

behaviors among immigrants. Years in the U.S., English proficiency, and strength of ethnic 

identity are common proxies152. Empirical work shows mixed patterns: greater acculturation can 

correlate with better self-rated health or increased healthcare use, but assimilation may also lead 

to adverse behaviors, including dietary changes and stress from discrimination73,153. 

Acculturation interacts with age at arrival, social networks, enclave residence, and discrimination 

experiences shape levels of comfort navigating U.S. health systems or continued trust in home-

country providers154. Transnational healthcare, which involves migrants seeking medical care 

across borders or through remote transnational networks, may offer an important strategy for 

navigating these challenges64,71. Systematic reviews show that while transnational care is 

common among other immigrant groups, research examining Asian immigrant women’s 

engagement remains extremely limited, with only one qualitative study identified exploring 

transnational SRH practices64,71.    

2.10. Conceptualization and Conceptual Framework:  
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Building on these perspectives, this dissertation conceptualizes transnational sexual and 

reproductive health (SRH) service utilization among Asian immigrant women as emerging from 

the dynamic interplay of individual, interpersonal, structural, and transnational domains across 

the life course. This multilevel framework reflects how immigrant women’s reproductive health 

behaviors are situated within intersecting systems of constraint and possibility—shaped 

simultaneously by personal characteristics, relational contexts, institutional structures, and cross-

border opportunities. At the individual level, factors such as ethnicity, age, reproductive 

life phase, legal status, English proficiency, and length of U.S. residency influence women’s 

familiarity with health systems, their perceived agency in navigating reproductive care, and their 

health-seeking preferences. These characteristics shape not only access, but also the meanings 

and priorities attached to SRH care across different stages of the reproductive life course.  

At the interpersonal level, relationships with partners, family members, peers, and 

healthcare providers mediate women’s decisions and experiences surrounding SRH. Family 

expectations gendered cultural norms, and spousal or parental influence can determine whether 

women disclose reproductive decisions or seek services across borders. This level also 

encompasses interpersonal violence, reproductive coercion, and discrimination from providers—

factors that shape trust, safety, and the perceived acceptability of different forms of care. 

Interpersonal dynamics thus bridge the individual and structural, translating social hierarchies 

into lived experiences of support or exclusion. At the structural level, access to insurance, 

immigration and reproductive health policy environments, institutional discrimination, and 

economic constraints delineate the broader opportunities and barriers to care. These structural 

determinants interact with interpersonal and individual conditions to constrain choice, reinforce 
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inequities, and shape the distribution of reproductive health resources across geographic and 

policy contexts.    

Finally, transnational opportunities and ties capture the enduring connections that Asian 

immigrant women maintain with their countries and cultures of origin. These include familial, 

cultural, and linguistic ties; trust in home-country providers or traditional healing systems; and 

the feasibility of travel or remote communication. Such transnational connections enable 

women to navigate care across multiple health systems—using return visits, imported medicines, 

or virtual consultations—to fill gaps left by exclusion, distrust, or cultural mismatch within 

U.S. health care systems. Together, these dimensions shape how women define, seek, and time 

transnational SRH care use—whether relying exclusively on U.S. systems, exclusively on 

transnational sources, or combining both. This conceptual framework situates transnational 

SRH utilization within a multilevel, intersectional, and life-course-informed model, providing a 

foundation for analyzing both the qualitative and quantitative components of this dissertation. It 

emphasizes that women’s transnational SRH practices are not merely individual strategies of 

choice but rather socially and structurally embedded responses to complex systems of inequality, 

belonging, and transnational connectivity.    
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Figure 1. Conceptual Framework 
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This conceptual framework illustrates how transnational sexual and reproductive 

healthcare (SRH) utilization among Asian immigrant women is shaped by the interaction of 

structural barriers within the U.S. healthcare system, facilitating factors in immigrants' countries 

of origin, and transnational social ties. Guided by the transnationalism framework82, the model 

conceptualizes healthcare-seeking as occurring across interconnected social fields in both the 

United States and immigrants' countries of origin, rather than within a single national healthcare 

system. 

At the top of the framework, transnationalism serves as the overarching theoretical lens, 

recognizing that immigrants maintain simultaneous social, cultural, and institutional connections 

with both their country of origin and country of residence. These transnational ties—including 

cross-border mobility, social networks, information exchange, and continuity of care—create 

opportunities for healthcare utilization across national borders80,155. Within the U.S. healthcare 

context, a range of structural barriers (push factors) may discourage women from obtaining SRH 

care in the United States. These include high healthcare costs, insurance exclusions, language 

barriers, immigration-related legal barriers, limited access to culturally concordant providers, 

experiences of racism and discrimination, restrictive reproductive health policies, and differences 

in state policy environments9,121,127,156,157. Together, these structural conditions may reduce the 

affordability, accessibility, and acceptability of U.S.-based SRH care. 

In contrast, the home-country healthcare context represents a set of pull factors that 

encourage women to seek care outside the United States. These include lower healthcare costs, 

trusted provider relationships, cultural familiarity, language concordance, perceived higher 

quality of care, shorter wait times, greater privacy and confidentiality, family and social support, 
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and continuity with previously established healthcare providers69,71,84,114. These factors may 

make healthcare in the country of origin a more attractive alternative for specific SRH needs. 

The interaction of these push and pull factors contributes to transnational SRH care 

utilization, which is the primary focus of Study 2. Study 2 quantitatively examines patterns of 

SRH utilization among Asian immigrant women, classifying participants according to whether 

they obtained SRH care exclusively in the United States, used both U.S. and transnational 

healthcare, or obtained care exclusively outside the United States. Variation in these utilization 

patterns is examined according to four key correlates: ethnicity, immigration status, years of 

residence in the United States, and state policy context. 

Among women who reported using transnational SRH care, Study 3 further investigates 

the specific types of SRH services obtained, the reasons for seeking care outside the United 

States, and contextual information provided through open-ended survey responses. This analysis 

extends beyond identifying whether women engage in transnational healthcare to understanding 

what services they obtain and the motivations underlying their healthcare decisions. 

Finally, Study 1 provides qualitative contextualization for the quantitative findings. 

Through life history interviews, Study 1 explores women's decision-making processes, the push 

and pull factors influencing transnational healthcare, navigation across U.S. and home-country 

healthcare systems, and the broader social and structural contexts shaping transnational SRH 

care utilization. Rather than functioning as a separate component of the framework, the 

qualitative findings complement and deepen interpretation of the quantitative results by 

explaining the mechanisms underlying observed utilization patterns. 
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Across all three studies, the framework recognizes that sexual and reproductive 

healthcare needs evolve over the reproductive life course—from adolescence through 

contraception, pregnancy, childbirth, postpartum care, fertility decision-making, and menopause. 

Consequently, decisions regarding transnational SRH care are dynamic and may change across 

different stages of women's reproductive lives and with changing policy environments.  

2.11. Gaps in the Literature  

Despite a growing body of scholarship on transnational healthcare, several important 

conceptual, empirical, and substantive gaps remain. Addressing these gaps is critical for 

advancing understanding of how individuals navigate healthcare across borders, particularly 

within the domain of sexual and reproductive health (SRH)69,71.  

First, there remains a lack of conceptual clarity and consistency in how transnational 

healthcare is defined and operationalized. Existing studies variably conceptualize transnational 

healthcare as cross-border travel, medical tourism, or broader engagement with transnational 

networks, often without clearly delineating the boundaries between these constructs69,114. As a 

result, it is frequently unclear whether activities such as remote consultation, informal 

information exchange, or the acquisition of medications from abroad constitute healthcare use. 

This lack of definitional precision limits comparability across studies and poses challenges for 

empirical measurement, particularly in quantitative research.  

Second, much of the existing literature has been shaped by a medical tourism framework, 

which emphasizes mobility among relatively privileged populations seeking elective or 

specialized care abroad95. This framing obscures the experiences of migrants and other 
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marginalized populations, for whom transnational healthcare often emerges not as a matter of 

choice, but as a response to structural constraints. Consequently, there is a need to shift the 

analytical focus from consumer-driven models toward understanding transnational healthcare as 

a practice that can also be shaped by inequality, constraint, and necessity.  

Third, there is a notable lack of research on sexual and reproductive health (SRH) within 

the transnational healthcare literature69,71. While prior studies document a range of cross-border 

healthcare practices, very few examine how individuals seek care for services such as abortion, 

contraception, and prenatal care. This gap is particularly significant given that SRH services are 

highly regulated, socially stigmatized, and deeply shaped by policy environments158. In the wake 

of the Dobbs v. Jackson Women's Health Organization Supreme Court decision, understanding 

transnational pathways to SRH care has become increasingly important159.   

Fourth, although prior research highlights the importance of structural barriers and social 

ties, there is limited attention to the mechanisms through which individuals engage in 

transnational healthcare71. Existing studies often describe patterns of use without fully explaining 

how decisions are made, how resources are mobilized, or how individuals navigate multiple 

healthcare systems simultaneously. In particular, the role of transnational social networks such as 

family members, community ties, and digital platforms in facilitating access to care remains 

under-theorized and inconsistently measured.  

Fifth, there is insufficient attention looking at access to transnational SRH across 

different structural and individual level factors. While factors such as immigration status, 

socioeconomic position, gender, and ethnicity are often examined independently, few studies 

consider how these dimensions intersect to shape access to transnational healthcare. As a result, 
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existing research does not fully capture the ways in which structural inequalities are compounded 

for individuals occupying multiple marginalized positions, such as undocumented immigrant 

women.  

Sixth, the literature remains limited by a lack of quantitative and mixed-methods 

research. Much of the existing evidence is based on qualitative studies with small or localized 

samples, which, while providing rich insights into lived experiences, offer limited 

generalizability69,71. There is a need for research that integrates quantitative and qualitative 

approaches to better assess the prevalence, patterns, and determinants of transnational healthcare 

use across populations.  

Seventh, existing research has largely focused on host-country barriers (push factors), 

with comparatively less attention to the role of home-country healthcare systems (pull 

factors)69,71,114. While dissatisfaction with healthcare in the country of residence is well 

documented, fewer studies examine how perceptions of quality, cultural familiarity, trust, and 

accessibility in countries of origin shape healthcare decision-making. Without accounting for 

these pull factors, explanations of transnational healthcare remain incomplete.  

Eighth, there is limited integration of policy and institutional contexts into analyses of 

transnational healthcare. Healthcare access is significantly shaped by immigration 

policies, insurance status, and state-level policy environments, yet these factors are often not 

significantly highlighted rather than central analytical components. This is particularly important 

in the context of shifting policy landscapes, where legal restrictions may both constrain and 

reconfigure pathways to care.  



 

44 

 

Finally, there is a lack of research focusing on Asian immigrant populations, particularly 

with disaggregated analyses across ethnic subgroups. Much of the existing literature has 

concentrated on Latin American or European populations, leaving significant gaps in 

understanding the experiences of Asian immigrant women, who may navigate distinct cultural, 

structural, and policy contexts in accessing transnational healthcare.  
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III. STUDY AIMS OF DISSERTATION RESEARCH 

1. Aim 1: Qualitative data analysis 

How do Asian immigrant women conceptualize and experience transnational sexual and 

reproductive health (SRH) care across the reproductive life course through qualitative analysis of 

Life History Interviews (LHIs; n= 62) from the BRAVE Study, including how these 

conceptualizations, experiences, and patterns of engagement vary by ethnicity, immigration 

status, years in the United States, and state of residence. 

2. Aim 2: Quantitative data analysis 

Examine the sociodemographic and immigration-related correlates of transnational SRH 

care utilization among Asian immigrant women in the United States. A four-category outcome 

— non-use, US-only care, mixed US and transnational care, and transnational-only care captures 

the full spectrum of SRH care utilization patterns, with mixed and transnational-only care 

constituting the primary outcomes of interest and non-use and US-only care serving as 

comparison categories.  

Hypothesis 2a: Women with greater immigration legal precarity, specifically legal permanent 

residents and temporary visa holders will have significantly higher odds of transnational SRH 

care use (mixed and transnational-only) relative to US-only care compared to naturalized 

citizens, after adjusting for ethnicity, length of U.S. residence, and relevant sociodemographic 

covariates, reflecting the structural exclusions that push noncitizen immigrants 

toward transnational SRH care-seeking.  

Hypothesis 2b: Transnational SRH care utilization patterns will differ significantly across Asian 

ethnic subgroups after adjusting for immigration status, state or residence, length of U.S. 

residence, and relevant sociodemographic covariates.  
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Hypothesis 2c: Transnational SRH care utilization will differ significantly by years of U.S. 

residence among Asian immigrant women, with women with fewer years of residence having 

higher odds of transnational SRH care utilization compared to women with longer duration of 

residence, after adjusting for immigration status, ethnicity, state of residence and relevant 

sociodemographic covariates.   

3. Aim 3: Quantitative analysis  

Among transnational SRH care users, examine how the five structured transnational SRH 

service types and five structured reasons for transnational care-seeking vary across ethnicity, 

immigration status, years of U.S. residence, and state of residence.  

Hypothesis 3a: The types of transnational SRH services utilized will differ significantly across 

ethnicity, immigration status, years of U.S. residence, and state of residence.  

Hypothesis 3b: The reasons for seeking transnational SRH care will differ significantly across 

ethnicity, immigration status, years of U.S. residence, and state of residence.  

Hypothesis 3c: Open-text responses will identify additional contextual factors influencing 

transnational SRH care utilization beyond the five structured reason categories. 
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IV. METHODS 

This chapter describes the overall research design and methods used across the three 

studies included in this dissertation. Following this chapter, each study is presented as a 

standalone manuscript in the format submitted to peer-reviewed journals, with complete 

references and citations retained in each manuscript. 

Overall Study Design: 

 

This dissertation draws on data from the Building Community, Raising All Immigrant 

Voices for Health Equity (BRAVE) Study, a community-engaged, exploratory sequential mixed-

methods study designed to examine sexual and reproductive health (SRH) among Asian 

immigrant women in the United States. The BRAVE Study was developed using a community-

based participatory research (CBPR) approach and an exploratory sequential mixed-methods 

design in which qualitative findings informed the development of a subsequent quantitative 

survey. This design enabled an in-depth examination of immigrant women's lived experiences 

while providing population-level evidence regarding patterns of SRH care utilization. 

The BRAVE Study was conducted in two sequential phases. Phase I consisted of 

qualitative Life History Interviews (LHIs) with Asian immigrant women and key informant 

interviews with community experts. Findings from these interviews informed the development of 

the Phase II survey instrument, including survey measures, sampling procedures, and recruitment 

strategies. Phase II consisted of a multi-site cross-sectional survey administered to Asian 

immigrant women residing across four metropolitan areas in the United States. 

Each of the three studies presented in this dissertation draws on a distinct component or 

subsample of the BRAVE study: Study 1 uses Phase I life history interview data; Study 2 and 

Study 3 both use Phase II quantitative survey data, applied to different analytic samples and 
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research questions. This chapter first describes elements common across the BRAVE study — its 

community-based participatory research (CBPR) foundation and, for the quantitative phase, its 

multi-site sampling design — before detailing the design, sample, measures, and analytic 

approach specific to each of the three studies. 

Community-Based Participatory Research Approach: 

 

The BRAVE study was conducted within a CBPR framework across both phases. 

Community partner organizations co-directed all research activities, including providing feedback 

on sampling procedures and survey and interview instruments, hiring and training multilingual 

field staff, and conducting recruitment events at their respective sites. A BRAVE Community 

Advisory Board (CAB), composed of immigrant-led and reproductive justice organizations, 

reviewed study instruments and evaluated the cultural appropriateness of measures, interview 

guides, and translations. This partnership structure was intended to strengthen the study's ability 

to reach Asian immigrant women across the full spectrum of immigration statuses, including 

populations — undocumented individuals, Deferred Action for Childhood Arrivals (DACA) 

recipients, and those in other liminal or temporary statuses that are frequently excluded from health 

research. 

Study 1 Transnational Healthcare Utilization and Decision-Making- A Qualitative Life History 

Analysis  

How do Asian immigrant women conceptualize and experience transnational sexual and 

reproductive health (SRH) care across the reproductive life course through qualitative analysis 

of Life History Interviews (LHIs; n= 62) from the BRAVE Study, including how these 

conceptualizations, experiences, and patterns of engagement vary by ethnicity, immigration 

status, years in the United States, and state of residence. 
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1.1.Study Design 

 

Study 1 uses data from 62 in-depth life history interviews conducted as part of BRAVE 

Phase I between June and September 2023. The study employed a life course perspective to 

examine participants' immigration trajectories and the cumulative influence of social, cultural, 

legal, and healthcare experiences on SRH knowledge, attitudes, and healthcare utilization across 

childhood, adolescence, and adulthood.  

1.2. Inclusion Criteria and Sampling 

Participants were eligible if they (1) identified as women; (2) were between the ages of 18 

and 49 years; (3) resided in Los Angeles County, California, or the Atlanta metropolitan area, 

Georgia; (4) identified as Chinese, Indian, Korean, or Filipino; (5) were born outside the United 

States; and (6) provided informed consent and participated in the interview in one of the study 

languages (English, Mandarin, Cantonese, Tagalog, Hindi, or Korean). Purposive sampling was 

used to recruit participants across diverse ethnic, legal status, and age groups. Los Angeles and 

Atlanta were selected because they represent distinct immigration and SRH policy environments 

and contain large and growing Asian immigrant populations. 

1.3. Recruitment 

Participants were recruited using a combination of online, venue-based, and snowball 

sampling strategies. Community-based recruitment was conducted through partnerships with 

community organizations serving Asian immigrant populations, with recruitment materials 

distributed through organizational listservs, social media, online community groups, and printed 

flyers. Direct recruitment also took place at community events, health centers, cultural gatherings, 

and religious institutions. Snowball sampling was used to expand recruitment through participants' 
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social networks. These combined strategies were intended to reach women with diverse migration 

experiences, legal statuses, and healthcare utilization histories. 

1.4. Data Collection 

The semi-structured Life History Interview guide was pilot tested and refined prior to data 

collection. Eight trained multilingual researchers conducted 60–90-minute interviews in 

participants' preferred language (English, Mandarin, Cantonese, Tagalog, Hindi, or Korean) via 

Zoom or telephone. Interviews explored migration histories, healthcare experiences, sexual and 

reproductive health, and perceptions of healthcare systems in the United States and participants' 

countries of origin. The interview guide included a dedicated section on transnational SRH care, 

examining experiences obtaining care outside the United States, types of services received, reasons 

for seeking care abroad, and perceptions of healthcare quality, accessibility, and safety. 

Throughout data collection, the research team met weekly to refine interviewing strategies, assess 

thematic saturation, and engage in reflexive discussions supported by analytic memos and field 

notes160–162. All interviews were audio-recorded, deidentified, professionally transcribed, 

translated into English when necessary, and managed and coded using Dedoose.  

1.5. Data Analysis 

Data were analyzed using a hybrid inductive–deductive thematic analysis informed by 

adapted grounded theory principles163,164. The research team collaboratively developed and refined 

the codebook through an iterative process, and two independent researchers double coded a subset 

of transcripts to establish coding consistency, with discrepancies resolved through team consensus. 

For this analysis, a focused secondary analysis examined transnational healthcare utilization and 

decision-making.  
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Study 2 Correlates of Transnational SRH Care Utilization Patterns 

Examine the sociodemographic and immigration-related correlates of transnational SRH 

care utilization among Asian immigrant women in the United States. A four-category outcome — 

non-use, US-only care, mixed US and transnational care, and transnational-only care captures 

the full spectrum of SRH care utilization patterns, with mixed and transnational-only care 

constituting the primary outcomes of interest and non-use and US-only care serving as 

comparison categories.  

2.1. Study Design and Data Source 

Study 2 draws on BRAVE Phase II quantitative survey data,  a multi-site, cross-sectional 

survey conducted in Atlanta, Houston, Los Angeles, and New York City and employs a 

quantitative, cross-sectional analytic design to examine the correlates of four SRH care utilization 

patterns: non-use, U.S.-only care, mixed U.S. and transnational care, and transnational-only care 

among Asian immigrant women.  

2.2. Sampling and Data Collection 

The study population consisted of individuals who were assigned female at birth, aged 18–

49 years, self-identified as Asian, were born outside the United States, currently resided in the 

United States, and were able to complete the survey in English, Chinese (Mandarin or Cantonese), 

Hindi, Korean, or Vietnamese. Consistent with the study's focus on reaching invisibilized and 

structurally marginalized populations, participants were eligible across the full spectrum of 

immigration statuses, including undocumented individuals, DACA recipients, individuals in 

liminal or temporary (e.g., visa) status, lawful permanent residents, and naturalized citizens. Data 

collection began in January 2025 across Atlanta, Houston, Los Angeles, and New York City, 
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which were selected because they are in states with large Asian immigrant populations and 

represent diverse reproductive rights environments and immigrant policy contexts. 

Participants were recruited using an adapted Starfish Sampling methodology, a novel 

hybrid approach combining random time-location sampling (TLS) and respondent-driven 

sampling (RDS) developed specifically to reach populations often excluded from traditional 

survey frames165,166. In the TLS component, trained multilingual field officers recruited 

participants at randomly selected venue–date–time combinations across venues frequented by 

Asian immigrant women, including grocery stores, religious centers, community-based 

organizations, and restaurants. In the RDS component, each recruited participant could refer up to 

three peers from their social networks, extending reach into harder-to-reach segments of the 

population, including women with undocumented or liminal immigration status. 

Recruited participants completed a 40-minute survey in their preferred language, in person 

at recruitment venues, by phone, or online through Qualtrics, a HIPAA-compliant survey platform. 

Upon completion, participants received a $40 gift card and were invited to refer up to three peers, 

receiving an additional $10 gift card for each referred peer who completed the survey. All study 

team members, including field officers at each site, completed CITI Human Subjects Research 

Training and HIPAA training, and the study protocol received IRB approval from the University 

of California, Los Angeles. 

2.3. Study Measures 

Outcome: Transnational SRH healthcare use was operationalized as a four-category measure — 

non-use, U.S.-only use, mixed use (engagement in both U.S. and transnational SRH care), and 

transnational-only use — constructed from two survey items: "Which of these sexual and 

reproductive healthcare services have you ever used in the U.S.?" and "While you have lived in 
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the U.S., which of these sexual and reproductive healthcare services have you used outside the 

U.S.?" Women who selected "prefer not to answer" were treated as missing and excluded from 

analyses.  

Key independent variables: 

• Current immigration status: naturalized citizen (reference), legal permanent resident, 

temporary non-immigrant/immigrant visa holder, and undocumented (with and without 

DACA). 

• Ethnicity: six categories — Chinese (reference), Korean, Indian, Vietnamese, Filipino, and 

Other Asian (other East Asian, South Asian, and Southeast Asian). 

• Years of U.S. residence: calculated by subtracting year of first arrival from 2025 and 

categorized as 0–4 years (reference), 5–9 years, or 10 or more years, consistent with prior 

literature demonstrating differences in healthcare integration with acculturation and time in the 

U.S. 

• State of residence: a proxy for contextual policy environment, categorized as California (34%) 

(reference), Georgia (11.5%), New York (15.8%), Texas (14.9%), or other states (23.6%). The 

largest represented states included in the “other states” category are New Jersey, 

Massachusetts, Florida, Indiana, Illinois, Maryland, Michigan, and Alabama.  

Covariates: 

Age(years); marital status (married/partnered [reference], widowed/separated/divorced, 

never married); education (college degree or higher [reference], high school or less); household 

income (<$30,000, $30,000–$79,999 [reference], $80,000–$149,999, ≥$150,000); and health 

insurance status, presented as a three-category variable (private/other insurance [reference], public 
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insurance, uninsured) in descriptive analyses but collapsed to a binary variable (insured versus 

uninsured) in the multinomial regression model.  

2.4. Analysis 

Analyses were conducted in four stages. First, descriptive statistics summarized 

participant characteristics and SRH care utilization patterns, with chi-square tests and one-way 

ANOVA examining bivariate associations. Participants with missing outcome data (n = 29, 

1.4%) were excluded from regression analyses. Second, multinomial logistic regression 

examined associations between immigration-related factors and SRH care utilization patterns, 

using U.S.-only care as the reference category. Base models included immigration status, 

ethnicity, years in the United States, and state of residence, while fully adjusted models 

additionally controlled for age, insurance status, marital status, household income, and education. 

Results are presented as relative risk ratios (RRRs) with 95% confidence intervals. 

Third, average marginal effects (AMEs) were estimated to express associations as 

percentage-point differences in predicted probabilities, which were also graphed across 

categories of the primary predictors. Finally, three sensitivity analyses evaluated the robustness 

of findings by examining (1) any transnational SRH care use versus no transnational care, (2) a 

three-category outcome combining mixed and transnational-only users, and (3) models including 

undocumented/DACA respondents. All analyses were conducted using Stata 18. 

Study 3 Transnational SRH Service Types and Reasons Among Transnational Users 

3.1. Study Design and Data Source 

Study 3 draws on the same BRAVE Phase II quantitative survey data as Study 2, but 

employs a quantitative descriptive design with supplemental open-text contextualization to 
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examine the types of SRH services sought transnationally and the reasons for transnational SRH 

care-seeking among the subset of Asian immigrant women who reported any transnational SRH 

care use since migrating to the United States. Whereas Study 2 examined sociodemographic and 

immigration-related correlates of transnational SRH care utilization patterns across the full 

analytic sample, Study 3 focuses specifically on the transnational care experience itself, 

describing what services women seek outside the U.S. healthcare system and why- among 

women who reported using such care. 

3.2. Sample 

The study population, recruitment methodology (adapted Starfish Sampling combining 

TLS and RDS), CBPR framework, and data collection procedures are identical to those 

described for Study 2. The full BRAVE analytic sample comprised 2,030 Asian immigrant 

women after exclusion of 29 participants (1.4%) with missing data on the primary outcome 

variable. Study 3, however, restricts analysis to women who reported any transnational SRH care 

use, defined as explicit endorsement of at least one specific SRH service used outside the United 

States since migration. This yielded a final analytic sample of N=745 transnational SRH care 

users, representing 36.3% of the full BRAVE analytic sample. For the reasons analyses, women 

who selected "prefer not to answer" on the reasons survey item (n=26) were additionally 

excluded, producing a reasons analytic sample of N=719. For the open-text analyses (H3c), all 

valid open-text responses (n=113) were analyzed and recoded to existing structured reason 

categories where appropriate; responses that could not be mapped onto existing categories were 

analyzed using inductive content analysis to identify themes not captured by the structured 

categories. 

3.3. Study Measures 
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Transnational SRH service types: The primary outcome for H3a asked: "While you have 

lived in the U.S., which of these sexual and reproductive healthcare services have you used 

outside the U.S.?" Response options included five structured categories — birth control 

counseling or method, abortion or termination of pregnancy, prenatal and pregnancy care, 

general women's health care, and other (with open-text specification) — each operationalized as 

a separate binary variable (1=endorsed, 0=not endorsed). Because women could select multiple 

service categories simultaneously, reported percentages represent the proportion of the 745 

transnational users endorsing each service type and do not sum to 100%. 

Reasons for transnational SRH care-seeking: Reasons were captured through a survey 

item asked of women who reported any transnational SRH care use: "What are the main reasons 

you have used sexual and reproductive health services outside the U.S.? Please select all that 

apply." Response options included five structured categories — more affordable healthcare, 

higher quality healthcare, more culturally competent healthcare, ease in understanding language, 

and my family asked me to — with an open-text "other" option. As with service types, each 

reason was operationalized as a separate binary variable. Of the 745 transnational users, 719 

responded to this item (excluding 26 who selected "prefer not to answer"), yielding the reasons 

analytic sample (N=719). 

Open-text responses (H3c). Open-text responses to the "other" reasons category were 

reviewed and, where appropriate, recoded into existing structured categories. Responses that did 

not map onto existing categories were retained as "other" and were further analyzed. Remaining 

valid open-text responses were further analyzed through inductive content analysis to identify 

additional contextual factors not captured by the five structured reason categories; responses 
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were read in full, and recurring themes were identified inductively and organized into thematic 

categories 

Key correlates. Consistent with Study 2, four variables constituted the primary correlates 

of interest for the sub-aim examining variation in service types and reasons across subgroups: 

ethnicity (Chinese/Taiwanese [reference], Korean, Indian, Vietnamese, Filipino, Other Asian), 

immigration status (naturalized citizen [reference], legal permanent resident, temporary visa 

holder, undocumented/DACA), years of U.S. residence (0–4 years [reference], 5–9 years, 10+ 

years), and state of residence (California [reference], Georgia, New York, Texas, Other states). 

3.4. Analysis 

Analyses were conducted in three stages corresponding to the study hypotheses. For H3a, 

descriptive statistics summarized transnational SRH service types among transnational users (N 

= 745), and Pearson chi-square or Fisher's exact tests (for sparse cell counts) examined 

differences by ethnicity, immigration status, years in the United States, and state of residence. 

For H3b, descriptive statistics characterized reasons for transnational SRH care-seeking among 

respondents with valid data (N = 719), and Pearson chi-square tests assessed subgroup 

differences. All statistical tests were two-tailed with a significance level of p < 0.05. For H3c, 

valid open-text responses (N = 113) were analyzed using inductive content analysis following 

recoding of responses into existing categories where appropriate. Remaining responses were 

coded into emergent themes. Because participants could select multiple service types and 

reasons, percentages do not sum to 100%. All quantitative analyses were conducted using Stata 

19. 

Human Subjects Protections 
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All three studies were conducted under a single protocol approved by the University of 

California, Los Angeles Institutional Review Board (IRB #22-0493 for Phase I qualitative data 

collection, with corresponding approval for Phase II quantitative data collection). All study team 

members, including field officers and interviewers at each site, completed CITI Human Subjects 

Research Training and HIPAA training. For Study 1, participants provided oral informed consent 

prior to participation and received a $50 incentive for completing the interview; interviews were 

conducted in private settings selected by participants, identifying information was removed from 

all transcripts prior to analysis, and audio recordings, transcripts, and study data were stored on 

secure, password-protected servers accessible only to authorized study personnel. For Studies 2 

and 3, participants provided consent prior to completing the Phase II survey, received a $40 gift 

card upon completion, and were compensated an additional $10 for each successfully referred 

peer; survey data were collected and stored via Qualtrics, a HIPAA-compliant platform. 
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V. STUDY 1: 

1. Introduction 

Immigrants represent a substantial and growing share of the U.S. population. As of 

January 2025, an estimated 53.3 million immigrants lived in the United States — the largest 

number ever recorded167. Despite this magnitude, immigrants continue to face substantial 

barriers to healthcare in the United States, including high costs, insurance instability, complex 

system navigation, discrimination, language barriers, and, for women of reproductive age, 

increasingly restrictive state-level reproductive health policy9,73,168. In response to these barriers, 

a growing body of evidence suggests that many immigrants maintain healthcare ties with their 

countries of origin and seek care across national borders, a practice referred to as transnational 

healthcare70,71,95.  

Transnational healthcare refers to the healthcare practices through which individuals 

residing outside their country of origin obtain healthcare from their home country while 

maintaining cross-border healthcare ties169. These practices may involve travel to the country of 

origin to receive healthcare or non-travel-based approaches, such as virtual consultations with 

healthcare providers, obtaining medications or other health-related products from abroad, or 

accessing other healthcare resources across national borders71,86,95,170,171. Rather than being 

confined to a single healthcare system, immigrants' healthcare decision-making increasingly 

spans multiple countries and institutional contexts , a pattern that is likely to grow as global 

interconnectedness, ease of communication, and international travel continue to expand and as 

the U.S. immigrant population increases146. 

Sexual and reproductive health (SRH) is defined by the World Health Organization as a 

state of complete physical, mental, and social well-being, not merely the absence of disease in all 
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matters relating to sexuality and the reproductive system, encompassing services such as 

contraception, pregnancy-related care, preventive screening, and abortion26. Most existing 

research on transnational healthcare, however, examines healthcare-seeking broadly rather than 

SRH specifically, despite the distinct clinical, social, and policy considerations that shape SRH 

care. These include privacy, stigma, differences in contraceptive availability and healthcare 

organization across countries (e.g., over-the-counter access to oral contraceptives in some 

countries such as China), and, in the United States, a rapidly evolving reproductive policy 

landscape characterized by increasing state-level abortion restrictions and changes to publicly 

funded family planning programs172–176.  

Existing research identifies a consistent set of factors shaping immigrants' decisions to 

seek care abroad: affordability, insurance limitations, direct access to specialists, shorter wait 

times, perceived quality of care, and trusted family and provider relationships in the home 

country70,71,91,95,114. Reasons specific to SRH care appear to overlap with, but also extend beyond, 

this general pattern. Among Thai-born women in Sweden, poor perceived access to local SRH 

services contributed to preferences for obtaining care in Thailand, with intimate partners also 

shaping care-seeking decisions across settings177. Qualitative research among Bengali immigrant 

women in New York further demonstrates the importance of transnational social therapeutic 

networks during pregnancy. Through frequent telephone communication, women obtained 

emotional reassurance, culturally informed pregnancy advice, and practical guidance from 

mothers and other female relatives in Bangladesh, creating forms of pregnancy support that 

extended across national borders. These networks supported women’s physical and emotional 

well-being even when family members could not be physically present, although immigration 

restrictions and travel costs constrained access to in-person support78.  
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Asian immigrants are the fastest-growing immigrant population in the United States146, 

yet Asian immigrant women remain underrepresented in both transnational healthcare and SRH 

research specifically56. Existing U.S.-based research establishes that foreign-born Asian women 

face distinct barriers to SRH care, including language barriers, cultural stigma, provider 

discrimination, and immigration-related constraints4,24,64,85, but this research has not examined 

whether or how these women respond to such barriers by seeking care transnationally. At the 

same time, the broader transnational healthcare literature has focused disproportionately on 

Latino immigrant populations and Mexico-U.S. “medical returns”70, with comparatively little 

attention to Asian immigrant populations71,169,178 and even less to Asian immigrant women's 

SRH care specifically. 

A systematic review of migrant Asian women's sexual health in high-income Western 

countries similarly found that individual, interpersonal, institutional, and societal-level factors, 

including stigma, provider relationships, and health system structure, jointly shape SRH care-

seeking, and that these dynamics can operate differently for SRH than for general healthcare178. 

Together, this literature suggests that transnational SRH practices are shaped not only by 

healthcare-system comparisons but also by cross-border family relationships, social support, and 

culturally grounded forms of care that may be especially important during pregnancy and other 

sensitive reproductive health experiences. 

Direct estimates of transnational healthcare prevalence remain limited. One of the few 

available studies, conducted among migrant women in Montreal, Canada, found that 4% of 

women who were already residing in Canada before pregnancy sought prenatal care in their 

country of origin, highlighting that cross-border healthcare utilization persists even after 

settlement in the receiving country179. Comparable prevalence data for transnational SRH care 
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among immigrants in the United States, and among Asian immigrant women specifically, does 

not yet exist — a critical gap given that SRH care is often the type of care most shaped by the 

stigma, confidentiality concerns, and policy restrictions that might make transnational 

alternatives especially attractive.  

Taken together, the existing literature demonstrates that transnational healthcare is an 

important but poorly understood dimension of immigrant healthcare. Although growing evidence 

suggests that immigrants maintain healthcare ties across national borders, relatively little is 

known about how transnational SRH care should be conceptualized, how common it is within 

the United States, what types of services women obtain across borders, and how immigrants 

make decisions regarding where to seek care. These gaps are particularly pronounced among 

Asian immigrant women, despite evidence that they face unique structural, cultural, and policy-

related barriers to SRH care. Addressing these gaps is increasingly important in the context of 

rapidly evolving immigration and reproductive health policies, making a comprehensive 

examination of transnational SRH care among Asian immigrant women both timely and 

necessary. 

 A final, methodological gap is definitional: studies in this area have not always clearly 

distinguished transnational healthcare, which is care obtained abroad or through a cross-border 

arrangement with a home-country provider — from domestic use of traditional or 

complementary medicine (e.g., acupuncture or herbal medicine practiced by a U.S.-based 

provider), which reflects a different phenomenon and should be separated from transnational 

care171. 

A Transnational Framework: Definition and Operationalization 
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This study is guided by a transnational framework, which conceptualizes migration not as 

a singular, one-directional move but as an ongoing process through which immigrants maintain 

economic, social, and institutional ties across the borders of both origin and destination 

countries83,180. Applied to health, this framework understands transnational healthcare as the set 

of practices through which individuals living outside their country of origin seek healthcare 

information, resources, or services connected to that country169,171. Consistent with recent 

typological work in this literature, we distinguish travel-based transnational care — physically 

returning to the country of origin to obtain services — from non-travel-based practices, such as 

importing medications or consulting a home-country provider virtually171. For this study, 

transnational SRH care refers specifically to sexual and reproductive health services — including 

preventive screening, contraceptive care, pregnancy-related care, and gynecological or 

reproductive procedures — obtained through either pathway. Consistent with this definition, care 

obtained from a domestically located traditional, complementary, or alternative medicine 

provider in the United States is not classified as transnational care unless it was obtained abroad 

or through direct arrangement with a provider in the country of origin.  

Immigrants in the United States often face substantial barriers to obtaining timely, 

affordable, and culturally responsive healthcare. High healthcare costs, insurance instability, 

complex healthcare navigation, discrimination, language discordance, and increasingly 

restrictive state policy environments can limit access to needed healthcare services and 

contribute to delayed or forgone care2,9,44,73. As migration, international travel, and 

communication technologies continue to expand, many immigrants respond to these challenges 

by maintaining healthcare ties with their countries of origin and navigating healthcare across 

national borders. 
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Existing research suggests that transnational healthcare reflects more than a response to 

barriers within host-country healthcare systems. Structural barriers within the U.S. healthcare 

system — including high costs, insurance instability, complex navigation requirements, 

discrimination, language barriers, and restrictive state policy environments — can push 

immigrants to consider healthcare alternatives outside the United States9,73. At the same time, 

healthcare systems in countries of origin can pull immigrants toward transnational care through 

greater affordability, accessibility, cultural familiarity, trusted provider relationships, and 

established social networks70,71,114. Transnational healthcare is therefore rarely a simple 

substitute for host-country care; it more often reflects a strategic process through which 

immigrants compare and selectively draw on multiple healthcare systems to meet their needs91,95. 

Despite growing scholarly attention to transnational healthcare, the exact scale of the 

practice remains poorly documented — a gap that reflects both the difficulty of capturing 

informal, cross-border care-seeking in routine health data systems and the limited research 

attention paid to it among specific immigrant subgroups. Much of the existing literature has 

focused on Latino immigrant populations and Mexico-U.S. medical returns70, with 

comparatively little attention to Asian immigrant populations69,71, despite Asian immigrants 

being among the fastest-growing immigrant populations in the United States — an estimated 

10.7 million Asian American and Pacific Islander women of reproductive age currently reside in 

the U.S.146 Asian immigrant women in particular remain underrepresented in both transnational 

healthcare and sexual and reproductive health (SRH) research56. Existing evidence suggests that 

foreign-born Asian women face distinct barriers to SRH care specifically, including language 

barriers, cultural stigma surrounding SRH topics, provider discrimination, and immigration-

related constraints on access4,24,64,85, yet little is known about how these women evaluate 
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healthcare systems across countries, why they choose to seek SRH or general care abroad, and 

how social locations such as ethnicity, immigration status, length of U.S. residence, and state 

policy context shape those decisions. 

Guided by a transnational framework83,180, this study examines transnational healthcare 

decision-making among Asian immigrant women participating in the Building Community, 

Raising All Immigrant Voices for Health Equity (BRAVE) Study. Using life history interviews 

with four ethnic subgroups (Chinese, Indian, Korean, and Filipino) of immigrant women residing 

in two distinct state policy contexts (California and Georgia), this study examines: (1) the 

comparative factors — spanning both U.S. healthcare barriers and home-country healthcare 

advantages — that shape consideration and use of transnational sexual, reproductive, and general 

healthcare; (2) the strategic patterns through which women who had sought care abroad 

navigated healthcare across borders; and (3) how ethnicity, immigration status, length of U.S. 

residence, and state policy context shape transnational healthcare decision-making. By centering 

the experiences of Asian immigrant women, this study contributes to a small but growing body 

of research on transnational healthcare and advances understanding of how immigrants 

strategically navigate healthcare across national boundaries. 
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Figure 2 Analytical Framework 

 
 

Figure 2 presents the analytical framework that guided the qualitative analysis for Study 

1. This framework is grounded in the transnationalism perspective, which conceptualizes 

immigrants as simultaneously embedded within the social, cultural, and healthcare systems of 

both their countries of origin and the United States80,181. Rather than viewing healthcare 

decisions as occurring within a single national context, the framework recognizes that 

immigrants actively compare, navigate, and maintain connections across multiple healthcare 

systems throughout the migration process. 

Within this framework, participants' decisions regarding sexual and reproductive 

healthcare were understood as emerging through the interaction of healthcare contexts in both 
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the United States and their countries of origin. U.S. healthcare factors including affordability, 

insurance coverage, language barriers, immigration-related constraints, healthcare navigation, 

provider relationships, discrimination, and reproductive health policies were compared alongside 

home-country factors such as lower costs, trusted providers, cultural familiarity, language 

concordance, accessibility, privacy, continuity of care, and family and social networks. These 

interacting contexts shaped how participants evaluated available healthcare options and 

determined where to seek care. 

Using an adapted grounded theory approach164,182 with constant comparative analysis, life 

history interviews were analyzed to identify patterns in participants' healthcare decision-making 

across the reproductive life course after migration to the U.S. Analysis focused on understanding 

how women navigated healthcare systems, weighed competing structural and interpersonal 

considerations, and made decisions regarding transnational sexual and reproductive healthcare. 

Through iterative coding and thematic analysis163, two overarching themes emerged: (1) patterns 

of transnational sexual and reproductive healthcare utilization and (2) the contextual or 

motivational factors that influenced these decisions. Throughout the analysis, themes were 

compared across participants' ethnicity, immigration status, years residing in the United States, 

and state of residence to examine how migration experiences and structural contexts shaped 

transnational healthcare decision-making. 

2. Methods 

2.1.Study Design 

This study draws on data from the Building Community, Raising All Immigrant Voices 

for Health Equity (BRAVE) Study, a community-engaged mixed-methods study examining 
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sexual and reproductive health (SRH) among Asian immigrant women in the United States.  The 

study employed a life course perspective to examine participants' immigration trajectories and 

the cumulative influence of social, cultural, legal, and healthcare experiences on SRH 

knowledge, attitudes, and healthcare utilization across childhood, adolescence, and adulthood. 

This paper utilizes data from 62 in-depth life history interviews conducted as part of the BRAVE 

study between June and September 2023 to specifically explore immigrant 

women's perceptions and utilization of transnational sexual, reproductive, and general healthcare 

services. 

 

2.2.Inclusion Criteria and Sampling 

Participants were eligible for inclusion in the BRAVE study if they: (1) identified as 

women; (2) were between the ages of 18 and 49 years; (3) resided in Los Angeles County, 

California, or the Atlanta metropolitan area, Georgia; (4) identified as Chinese, Indian, Korean, 

or Filipino; (5) were born outside the United States; and (6) provided informed consent and 

participated in one of the study languages, including English, Mandarin, Cantonese, Tagalog, 

Hindi, or Korean. Purposive sampling was used to recruit participants across diverse ethnic, legal 

status, and age groups. Los Angeles and Atlanta were selected because they represent distinct 

immigration and sexual and reproductive health policy environments and contain large and 

growing Asian immigrant populations.   

2.3. Recruitment 

Participants were recruited using a combination of online, venue-based, and snowball 

sampling strategies. Community-based recruitment was conducted through partnerships with 

community organizations serving Asian immigrant populations. Recruitment materials were 

distributed through organizational listservs, social media platforms, online community groups, 
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and printed flyers. Direct recruitment was also conducted at community events, health centers, 

cultural gatherings, and religious institutions. Snowball sampling was used to expand recruitment 

through participants' social networks and community connections. These multiple recruitment 

approaches were employed to reach women with diverse migration experiences, legal statuses, 

and healthcare utilization histories.  

2.4. Data Collection and Analysis  

The semi-structured life history interview guide was pilot tested prior to data collection 

and refined based on interviewer feedback and participant responses. Interviews were conducted 

by eight trained researchers representing diverse Asian cultural and linguistic backgrounds. 

Interviewers received training in qualitative interviewing techniques and culturally responsive 

data collection practices. Interviews lasted approximately 60–90 minutes and were conducted in 

participants' preferred languages, including English, Mandarin, Cantonese, Tagalog, Hindi, and 

Korean. Interviews were conducted either via Zoom or telephone. Interviews were completed via 

Zoom or telephone and explored participants' migration histories, family experiences, 

educational and employment trajectories, healthcare utilization, sexual and reproductive health 

experiences, and perceptions of healthcare systems in both the United States and their countries 

of origin. Participants also completed a separate demographic form that included a grid of SRH 

services received. 

To explore transnational healthcare utilization, the interview guide (Appendix A) 

included questions about participants' experiences obtaining sexual and reproductive healthcare 

outside the United States, including the types of services received, reasons for seeking care 

abroad, and perceptions of quality, safety, and accessibility. Follow-up probes explored factors 

such as cost, familiarity with healthcare systems, family or social network recommendations, and 
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comparisons between healthcare experiences across countries. Throughout data collection, the 

research team met weekly to discuss emerging findings, refine interviewing strategies, assess 

thematic saturation, and engage in reflexive discussions about how their positionalities and 

experiences might shape data collection and interpretation183,184. Analytic memos, field notes, 

and team-based analysis further supported rigorous and reflexive interpretation of the data183,184. 

All interviews were audio-recorded, deidentified, professionally transcribed, and 

translated into English when necessary. Data management and coding were conducted 

using Dedoose. Data were analyzed using an adapted grounded theory approach combined with 

thematic analysis and a hybrid inductive-deductive coding strategy that incorporated both theory-

driven and data-driven codes185,186. The research team collaboratively developed and refined a 

comprehensive codebook through an iterative process. Two independent researchers double 

coded a subset of transcripts to ensure consistent application of codes, refine code definitions, 

and establish coding reliability. Coding discrepancies were reviewed by a third team member and 

discussed collectively until consensus was reached.   

For the present analysis, we examined factors shaping transnational healthcare utilization 

across all 62 participants by reviewing excerpts coded under Transnational Healthcare 

Experiences and related codes addressing healthcare experiences, healthcare access, structural 

barriers, and sociocultural influences. Using an iterative process of constant comparison, we 

examined how participants discussed both U.S. and home-country healthcare systems, including 

participants who had not personally utilized transnational healthcare but shared perspectives on 

transnational care. Initial analyses identified 10 participants who reported utilizing transnational 

sexual, reproductive, or general healthcare services outside the United States. We then conducted 

a focused sub analysis of these participants' narratives to examine their transnational healthcare 



 

71 

 

utilization and decision-making in greater depth. Two independent researchers reviewed and 

double-coded a subset of transcripts to refine the transnational healthcare coding framework and 

ensure consistent code application before applying the finalized framework to the remaining 

relevant excerpts. Through repeated transcript review, memo writing, and team discussions, 

themes were refined and organized into four overarching categories: (1) structural barriers within 

the U.S. healthcare system, (2) comparative advantages of home-country healthcare systems, (3) 

patterns of strategic transnational healthcare utilization, and (4) the influence of social location 

on healthcare decision-making. 

2.5.Ethical Considerations  

The study protocol was approved by the University of California, Los Angeles 

Institutional Review Board (IRB #22-0493). All participants provided oral informed consent 

prior to participation and received a $50 incentive for completing the interview. To protect 

participant confidentiality, interviews were conducted in private settings selected by participants, 

and identifying information was removed from all transcripts prior to analysis. Audio recordings, 

transcripts, and study data were stored on secure, password-protected servers accessible only to 

authorized study personnel.  

 

3. Results 

Table 1. Demographic Characteristics of Study Participants (N=62) 

Characteristic  N (Range) Percentage (%) 

Mean age  30.7 years (20-48)   

Ethnicity    
India  13 21 

Korean  20 32 

Filipino  13 21 

Chinese  16 26 

City of residence    
Los Angeles  35 56 
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Atlanta  27 44 

Current legal status    
US Citizenship/LPR 31 50 

Temporary visa (Employment/Student visa)  17 27 

Undocumented (DACA and Non DACA)  14 23 

Highest level of Education Completed    
High school graduate, GED, or equivalent  1 2 

Some college, junior college or vocational school  7 11 

College Graduate  21 34 

Graduate or Professional Degree  33 53 

Marital status    
Partnered (Married or in relationship)  42 67 

Previously Partnered (Divorced/Separated/Widowed)  5 9 

Single  15 24 

Health Insurance Status    
Has health insurance  55 89 

Does not have health insurance  7 11 

Types of Health Insurance    
Public Insurance  20 37 

Private Insurance  35 63 

Transnational Healthcare Sought  11 18 

 

Participant Characteristics:  

As noted in Table 1, a total of 62 Asian immigrant women participated in the study, 

including women of Chinese (26%), Korean (32%), Indian (21%), and Filipino (21%) origin 

residing in Los Angeles, California (56%), and Atlanta, Georgia (44%) (Table 1). Participants 

had a mean age of 30.7 years (range: 20–48 years) and represented diverse immigration statuses, 

including U.S. citizens or lawful permanent residents (50%), temporary visa holders (27%), and 

undocumented immigrants (23%). Most participants had completed at least a college degree 

(87%) and had health insurance coverage (89%). 

Overview of Transnational Healthcare Utilization 

Ten participants (16%) reported obtaining sexual, reproductive, or related healthcare services in 

their countries of origin (Table 2). Participants sought care in Korea, India, China, and the 

Philippines for preventive screenings, annual gynecologic examinations, Pap smears, breast 
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examinations, contraceptive counseling, reproductive health consultations, diagnostic testing, 

treatment of gynecologic conditions, ultrasound examinations, fibroid surgery, and traditional 

Chinese medicine for menstrual concerns. Rather than replacing U.S. healthcare, participants 

described strategically combining healthcare across countries by selecting where to obtain 

different types of services according to affordability, accessibility, provider trust, cultural 

familiarity, and continuity of care. 

Two overarching themes emerged. Theme 1 examines how women who utilized 

transnational healthcare strategically navigated healthcare across countries. Theme 2 describes 

the broader factors shaping transnational healthcare decision-making across the full sample of 62 

participants. 

Table 2. Summary Characteristics of Participants Who Utilized Transnational Sexual and 

Reproductive, or General Healthcare (N=10) 

Characteristic Summary (N=10) 

Ethnicity Korean (n = 5); Indian (n = 2); Filipino (n = 2); Chinese (n = 1) 

Age 26–48 years 

State of residence California (n = 4); Georgia (n = 6) 

Immigration status U.S. citizen (n = 8); F-1 visa (n = 2) 

Years in the U.S. 1–27 years 

 

Countries where care was 

obtained  South Korea (n = 5); India (n = 2); Philippines (n = 2); China (n = 1) 

Types of transnational 

healthcare utilized 

 

Preventive screening and annual examinations (n = 6); gynecologic 

consultations and reproductive healthcare (n = 5); diagnostic testing 

and imaging (n = 4); treatment of gynecologic conditions, including 

fibroids (n = 3); traditional Chinese medicine for menstrual concerns 

(n = 1)† 

*Participants could report more than one type of healthcare service. 
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†Categories are not mutually exclusive. 

Theme 1: Use of and Decision-Making for Transnational Sexual and Reproductive 

Healthcare (N=10) 

Among participants who sought healthcare outside the United States, transnational 

healthcare was rarely described as a substitute for U.S. healthcare. Instead, women selectively 

combined healthcare systems, obtaining different services in different countries according to the 

nature of the health concern, perceived strengths of each healthcare system, and broader life 

circumstances. Four interconnected patterns characterized transnational healthcare utilization. 

a. Seeking Specialized Diagnostic and Procedural Care Abroad  

Participants also selectively sought specialized diagnostic, gynecologic, and surgical 

services in their countries of origin. Although the specific services varied across participants, 

including fibroid surgery, ultrasound examinations, reproductive health consultations, and 

treatment for gynecologic conditions—these services were consistently described as requiring 

greater confidence in providers and continuity of care. 

One Indian participant said:  

“If I had to get a surgery I might as well do it in India not out here because 

again, it's cheaper, it's faster. I know the doctors personally. It's harder to make that kind 

of connection out here because the health service is so convoluted.” (Indian, 32, Los 

Angeles, U.S. Citizen)  

b. Combining Healthcare Systems Across Borders 

Rather than relying exclusively on one healthcare system, many participants selectively 

combined healthcare services across countries, as participants perceived neither of the health 

systems to be universally superior and have their “own flaws”. Participants frequently described 
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obtaining some services in the United States while seeking other services abroad depending on 

the nature of the healthcare need. One participant said:  

“With those kinds of services where it does not require you to talk to 

somebody… that's okay here. But something more procedural… I'm deciding to do that in 

India.” (Indian, 41, Atlanta, U.S. Citizen) 

These narratives suggest that participants evaluated healthcare systems comparatively and 

selectively drew upon the strengths of each system to meet different healthcare needs.  

c. Integrating Healthcare into Transnational Mobility  

Healthcare utilization was closely integrated with participants' broader patterns of 

international mobility. Rather than traveling exclusively for healthcare, participants frequently 

scheduled preventive care, traditional medicine, or follow-up treatment during planned trips 

home for family visits, school breaks, or employment-related travel.  

For example, one Chinese participant described seeking traditional Chinese medicine for 

menstrual concerns during a planned visit to China: 

“This March, I went back to China because all my big projects just ended and I had a 

holiday... When I was back, I visited the traditional Chinese doctor.” (Chinese, 27, Los 

Angeles, F1 visa)   

Similarly, one Korean participant explained how preventive healthcare had become a routine 

component of visits to Korea: 

“Because the Korean healthcare system tends to focus more on prescreening and 

preventative health than the United States, whenever we would go back to Korea, we 

would try and get a couple exams done.” (Korean, 26, Los Angeles, U.S. Citizen)  
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Across participants, return visits served as opportunities to obtain preventive screenings, 

gynecologic care, traditional medicine, and specialized procedures that were perceived as more 

accessible, convenient, or appropriate in their countries of origin. These findings suggest that 

transnational healthcare was rarely the sole purpose of international travel; rather, healthcare-

seeking was embedded within participants' broader patterns of transnational mobility, shaping 

both the timing of care and the types of services obtained abroad. 

d. Leveraging Family and Provider Networks  

Finally, participants frequently described trusted provider relationships and family 

networks as facilitating transnational healthcare utilization. Longstanding relationships with 

physicians and recommendations from family members increased participants' confidence in 

seeking care abroad, particularly for specialized reproductive healthcare. 

One participant explained that she continued receiving gynecologic care from a physician who 

had longstanding ties to her family: 

“My mom's friend… she's a gynecologist… my parents, my sister, and extended family 

are there, so I can get a lot of support.” (Indian, 41, Atlanta, U.S. Citizen)  

For another participant, choosing India for fibroid surgery reflected not only concerns about the 

U.S. healthcare system but also the availability of family support during recovery: 

"I have a major distrust of the US healthcare system… They do not recognize the pain or 

recognize experiences of women of color... and also because my parents, my sister, and, 

you know, have extended families, so I can get a lot of support. I'm deciding to do that 

fibroid procedure in India." (Indian, 41, Atlanta, U.S. Citizen) 
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These narratives suggest that transnational healthcare decisions extended beyond healthcare 

system characteristics alone. Trust in providers and the availability of family support were 

integral to decisions about where to obtain more complex reproductive healthcare services 

Theme 2: Drivers of Transnational Sexual and Reproductive Healthcare Decision-making: 

Comparing U.S. and Home Country Contexts (N=62) 

While Theme 1 describes how women who utilized transnational healthcare navigated 

healthcare across national borders, Theme 2 examines the broader factors shaping transnational 

healthcare decision-making across the full sample. Regardless of whether participants had 

personally obtained healthcare abroad, women routinely compared healthcare in the United 

States with that in their countries of origin when discussing sexual and reproductive healthcare. 

These comparisons extended beyond healthcare costs to encompass accessibility, provider trust, 

cultural familiarity, and broader home country healthcare seeking behavior and policy contexts. 

a. Affordability and Financial Accessibility 

Affordability emerged as one of the most frequently discussed factors shaping 

participants' evaluations of healthcare systems. Participants consistently contrasted the financial 

uncertainty and insurance complexity of the U.S. healthcare system with the greater affordability 

and predictability of healthcare in their countries of origin. These comparisons extended beyond 

the absolute cost of services and reflected broader differences in health insurance coverage, 

payment systems, and financial accessibility. 

Few participants described healthcare systems in their countries of origin as more 

affordable and financially accessible than the U.S. healthcare system. For participants from 

South Korea in particular, universal health insurance and lower out-of-pocket costs contributed 
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to perceptions that healthcare could be accessed without substantial financial concern. One 

Korean participant explained: 

"In Korea, for example, if we are Korean, we have national health insurance, so we can 

easily go to any hospital and we don't have to worry about the cost of the hospital." 

(Korean, 32, Atlanta, J2 visa) 

In contrast, participants described health insurance in the United States as closely tied to 

employment, immigration status, and age, creating periods of insurance instability that affected 

healthcare access. One Korean participant explained that after aging out of her insurance 

coverage, she was no longer able to obtain gynecologic care in the United States and instead 

sought care in Korea: 

"After I turned 18, I no longer had health insurance, so I was not able to see a 

gynecologist in the United States. Instead, I would go to a gynecologist in Korea because 

the services were cheaper." (Korean, 31, Atlanta, U.S. Citizen) 

One participant, who was born in Canada and had lived in both Canada and the United 

Kingdom before relocating to the United States, described how navigating multiple healthcare 

systems shaped her perceptions of continuity of care. Having previously experienced the 

Canadian and UK healthcare systems, she found the transition between U.S. insurance plans—

from a PPO to an HMO requiring referrals and new providers, particularly disruptive to 

maintaining gynecologic care: 

"That OBGYN was really lovely, but I haven't gone back because the idea of starting over 

with another OBGYN is difficult. My healthcare is different now. Before, I had a PPO 
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plan, which is totally different from what we have in Canada, and now I think I have an 

HMO. That means I would have to see my primary care provider first, then get a referral, 

and then be referred to someone else. The thought of having a random person 

I don't know perform my Pap smear is horrifying. I would rather fly home.” (Chinese, 44, 

Los Angeles, O1 work visa) 

Beyond insurance coverage itself, participants frequently expressed frustration with the 

financial unpredictability of healthcare in the United States. Unlike healthcare systems in their 

countries of origin, where costs were often known before receiving care, participants described 

uncertainty regarding deductibles, copayments, and unexpected medical bills. As one Indian 

participant explained: 

"In our country, when you go to a doctor, they tell you how much it costs upfront and 

that's it… But here, it doesn't happen that way... We think, ‘Okay, if I pay $400, then I 

will get the treatment,’ but later we keep getting bills." (Indian, 31, Atlanta, F1 student 

visa) 

Participants further emphasized that healthcare in their countries of origin often remained 

financially advantageous even after accounting for travel costs. One Korean participant 

explained: 

“I always recommend getting health care services in Korea over the States. I 

think it's mostly the quality. The quality of care is better, but also the prices are more 

affordable in Korea. Even with a flight that costs $1,000, I feel like it's worth going to 

Korea to get that care.” (Korean, 31, Atlanta, U.S. Citizen)  
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Similarly, an Indian participant noted: 

"It's kind of cheaper to go back home and get a procedure if you need to… it's cheaper, 

it's faster." (Indian, 32, Los Angeles, U.S. Citizen) 

Rather than seeking healthcare abroad solely because services were less expensive, 

participants described strategically postponing nonurgent healthcare until return visits home 

when healthcare could be obtained at lower cost and with greater financial certainty. As one 

Chinese participant explained: 

"I just did it that time when I was doing that bevy of tests before my healthcare expired. 

And then now it's like, whenever I go home." (Chinese, 44, Los Angeles, O1 work visa) 

Another participant summarized this pattern across immigrant communities: 

"A lot of immigrants, especially immigrants from places where they have universal health 

care. Once they go back to their home country, they're like, 'Oh, this is my chance to get 

everything done I want.'" (Korean, 30, Atlanta, U.S. Citizen) 

Collectively, these findings suggest that participants valued not only lower healthcare 

costs but also predictable pricing, government provided healthcare, and greater financial 

accessibility, making healthcare in their countries of origin more attractive for routine and 

nonurgent sexual and reproductive care. 

b. Accessibility and Healthcare Navigation 

Beyond affordability, participants frequently evaluated healthcare systems based on how 

easily healthcare could be accessed and navigated. Across interviews, women described the U.S. 
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healthcare system as administratively complex, fragmented, and difficult to understand. In 

contrast, healthcare systems in their countries of origin were commonly characterized as more 

straightforward, efficient, and responsive, allowing patients to obtain care with fewer 

administrative barriers. Participants compared the two systems in terms of insurance complexity, 

appointment scheduling, referral requirements, access to specialists, and the overall ease of 

obtaining healthcare services.  

One Chinese participant reflected on the challenges of adapting to an unfamiliar 

healthcare system after immigrating to the United States: 

"It's very confusing. I don't even know how to get the medicine. It's very difficult. It's very 

different. American healthcare insurance is operating very differently than the Chinese health 

care." (Chinese, 29, Atlanta, U.S. Citizen) 

Similarly, a Korean participant contrasted the simplicity of Korea's insurance system with the 

complexity of navigating multiple insurance plans in the United States: 

"In Korea, the insurance system is very simple. Here, each insurance plan is different and 

covers different services, so you have to understand everything on your own." (Korean, 

43, Atlanta, H4 dependent visa) 

Participants also emphasized the absence of formal guidance to help immigrants navigate 

the U.S. healthcare system. As one undocumented Filipino participant explained: 

"Nobody gave us a rulebook for that; you know what I mean? Like, nobody gave us like, 

a step by step on, like, how to find insurance, like how to find like, health care providers." 

(Filipino, 20, Los Angeles, Undocumented) 
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Beyond understanding the healthcare system, participants frequently compared how 

healthcare services were organized across countries. Several women contrasted the referral-based 

structure of U.S. healthcare with the more direct access to specialists available in their countries 

of origin. One Indian participant explained that obtaining specialty care in the United States 

often required multiple appointments and prolonged waiting periods, even when immediate care 

was needed: 

"In India, you can just book an appointment with any doctor at any time. But here, you 

have to go to your primary provider and then go to that specialized doctor... if I want to 

see a doctor right away, if I'm in pain, I cannot get an appointment with the correct 

specialized doctor, because I have to go through a primary provider and it may take 

around one month or even 15 days to get a doctor appointment. Whereas my current 

situation requires me to have an immediate consultancy." (Indian, 28, Los Angeles, H4 

dependent visa) 

Participants also highlighted differences in the accessibility of sexual and reproductive 

healthcare services. For example, one Chinese participant described how contraceptives were 

readily available in China without requiring a physician's prescription: 

"In China, for the birth control pill, you can just go to any drugstore and buy it. It's not 

like here, you don't need a prescription. In China, you can buy it anywhere. And it's not 

expensive." (Chinese, 35, Los Angeles, U.S. Citizen) 

Participants described healthcare in their countries of origin as offering more direct 

access to providers, shorter wait times, fewer administrative barriers, and greater flexibility than 
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the U.S. healthcare system. Rather than attributing these advantages solely to familiarity, 

participants identified structural differences in healthcare organization that shaped their 

preferences for where to seek sexual and reproductive healthcare. 

c. Provider Trust, Cultural Concordance, and Perceived Quality of Care 

Beyond affordability and accessibility, participants' decisions about where to seek sexual 

and reproductive healthcare were strongly influenced by trust in healthcare providers and 

perceptions of healthcare quality. Across interviews, women compared not only the technical 

aspects of healthcare systems but also their interpersonal experiences with providers. 

Several participants described healthcare encounters in the United States that left them 

feeling dismissed, inadequately treated, or unheard. One Chinese participant recalled seeking 

care for severe throat pain but leaving without treatment despite feeling seriously ill: 

"They ran a strep throat test with me, and the result was negative. Then, they just told me 

to go home and drink hot water. Then, I felt like I wasted my time and money... I felt like I 

was sitting there for hours, with the throat pain, for nothing. I thought it was 

unacceptable. Back in China, at least the doctors will give you Chinese medicines or 

liquid medicines... But they really didn't give me any medicine, I was speechless." 

(Chinese, 27, Los Angeles, F1 student visa) 

Similarly, another participant described broader structural barriers that limited 

meaningful healthcare access for immigrant women despite formal eligibility for care: 
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"I know that immigrant women... have less realistic choices... because of these barriers, 

both languages, cultural, and like the medical model, they're very racist enabling." 

(Korean, 33, Los Angeles, U.S. Citizen) 

One participant described how navigating an abnormal breast cancer screening without 

an established provider, receiving impersonal communications from laboratories, and losing 

insurance during follow-up care undermined her confidence in the healthcare system. Although 

she later obtained coverage through Covered California, she explained that she remained 

reluctant to seek care except in emergencies:  

"Yeah, it's very... now I'm on a different plan through Covered California that's different 

and I'm scared to participate in it and I'm only going to use it if I'm really in trouble." 

(Chinese, 44, Los Angeles, O1 work visa) 

Participants frequently contrasted these experiences with healthcare encounters in their countries 

of origin, where cultural familiarity and longstanding provider relationships fostered greater 

trust. Several women emphasized feeling more comfortable communicating with providers who 

shared their language and cultural background. As one Indian participant explained: 

"Sometimes, I feel difficult to convey my message to them in English compared to Indian 

language... as somebody is Indian, I can ask them more questions." (Indian, 39, Atlanta, 

H4 dependent visa) 

Likewise, one Korean participant described feeling more comfortable with healthcare providers 

in Korea despite occasionally struggling with medical terminology: 
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"The doctors here, they're nice too, but I feel like the Korean doctors are more... I felt 

more comfortable with them... I think there was a language barrier... But other than that, 

I feel like the nurses there at the hospitals are very, like they're nicer." (Korean, 31, 

Atlanta, U.S. Citizen) 

Participants also explained how longstanding relationship with their providers back home 

influenced their decision to obtain SRH care in their home country. An Indian participant said: 

"My mom's friend. She's a gynecologist, and she lives literally five minutes from our 

house... So, I started getting my examinations done with her." (Indian, 41, Atlanta, U.S. 

Citizen) 

Therefore, for many women, culturally familiar healthcare environments and established 

provider relationships in their countries of origin increased confidence in seeking care outside 

the United States. 

d. Home Country Healthcare-Seeking Culture and Policy Contexts 

Participants' evaluations of healthcare systems were further shaped by broader cultural norms, 

policy environments, and their social locations as immigrants. Rather than viewing healthcare 

decision-making as solely an individual choice, women described how expectations surrounding 

preventive care, reproductive health, immigration status, length of residence in the United States, 

and state policy environments collectively influenced where healthcare was sought and how 

healthcare systems were evaluated. 
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Participants frequently explained that health-seeking behaviors developed in their countries of 

origin continued to shape healthcare practices after migration. Korean participants commonly 

described preventive healthcare as a routine part of healthcare, emphasizing comprehensive 

health screenings during visits home. One participant explained: 

"The Korean healthcare system tends to focus more on pre screening and preventative 

health than the United States one. Whenever we would go back to Korea, we would try 

and get a couple exams done. And I know my parents... they've done like the full body 

physical exams when they go to Korea." (Korean, 26, Los Angeles, U.S. Citizen) 

A Filipino participant likewise described annual physicals as a routine family practice that 

continued to shape her healthcare behavior as an adult in the U.S.: 

"My parents were always going into their annual physical. So that's kind of how I grew 

up... you have to get your annual physical." (Filipino, 41, Atlanta, U.S. Citizen) 

By contrast, other participants described growing up in contexts where preventive care was 

uncommon and healthcare was sought only once symptoms became severe: 

“I feel like because Asian immigrants, like, basically, if it doesn’t hurt, they won’t 

get it checked out by a doctor.” (Chinese, 28, Atlanta, U.S. Citizen) 

Additionally, an Indian participant explained that she felt more comfortable seeking gynecologic 

care in the United States because reproductive healthcare carried greater stigma in India: 

"I was able to go and consult a doctor... I wasn't judged. I never thought about what the 

doctor would think. In India... you are scared to even go to the gynecologist." (Indian, 25, 

Los Angeles, F1 student visa) 
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These divergent norms around preventive care, some formed in the home country, some formed 

in the U.S. — shaped how and when participants evaluated care across systems, including 

whether they used return trips home to catch up on routine screening. 

Participants' perceptions of transnational healthcare were also shaped by state policy 

environments. Women residing in Georgia more frequently discussed restrictive abortion 

policies and contingency plans involving interstate or international travel if reproductive 

healthcare became inaccessible. In contrast, participants residing in California generally reported 

fewer concerns regarding abortion access, although participants in both states described similar 

challenges related to healthcare costs, insurance complexity, provider trust, and healthcare 

navigation. One participant explained: 

"Suppose if I got pregnant by mistake... this is Georgia law, you can't have an abortion... 

So I'll go to my country, India." (Indian, 39, Atlanta, H4 dependent visa) 

Another participant described considering obtaining abortion medication from outside the United 

States in anticipation of future restrictions: 

" I know that is not allowed. I will have to travel out of state if I were to get pregnant. I 

thought about spending 200 bucks to order some mail-order abortion pills just in case I 

need it from another country. I thought about that, but I didn’t execute that plan." 

(ID321-18) 

Participants also recognized that opportunities to utilize transnational healthcare were unequally 

distributed across immigrant communities. Immigration status influenced both access to 
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healthcare within the United States and the ability to travel internationally for care. One 

participant said: 

"If it happened to me, if I really want to get abortion, I buy a ticket and I fly back to 

China. But for a lot of people, they just don't have this opportunity." (Chinese, Atlanta) 

Length of residence in the United States also shaped participants' relationships with healthcare 

systems in their countries of origin. Participants who had immigrated as young children 

sometimes described diminished familiarity with healthcare systems abroad and difficulties 

communicating in their native language. One Korean participant explained: 

"There was a language barrier... those health words in Korean are very hard words for 

me to understand." (Korean, 31, Atlanta, U.S. Citizen) 

Taken together, these findings demonstrate that transnational healthcare decision-making was 

shaped not only by comparisons of healthcare systems but also by participants' broader social 

locations and migration experiences.  

4. Discussion 

This study examined how Asian immigrant women navigate transnational sexual, 

reproductive, and general healthcare and the factors shaping their decision-making. Using a 

transnational perspective, findings suggest that transnational healthcare decisions emerged 

through participants’ ongoing comparative evaluation of U.S. and home-country healthcare 

systems, and that among the subset of women who actually sought transnational care, care-

seeking was highly strategic and shaped by individual needs, mobility, and social location. 
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A central contribution of this study is that transnational healthcare is best understood as a 

strategic healthcare navigation strategy, not simply a response to U.S. barriers of healthcare or a 

form of medical tourism. This is broadly consistent with prior work on transnational healthcare 

among other immigrant groups, including Horton and Cole’s work on Mexican immigrants’ 

“medical returns”70 and Roosen et al.’s review of transnational social networks and health , and 

extends this literature to a population — Asian immigrant women — that has received 

comparatively little attention 69,71. 

Consistent with prior research, participants identified cost, insurance instability, and 

navigation challenges as key U.S. barriers. This study extends that literature by showing that 

these barriers extended beyond financial constraints to include distrust, discrimination, and 

limited access to culturally and linguistically concordant care, several factors that plausibly 

reflect broader administrative burden in the U.S. healthcare system187. Importantly, decisions to 

seek care abroad were motivated by more than affordability alone: participants described home-

country systems as offering universal coverage, direct specialist access, shorter wait times, a 

stronger preventive care orientation, and culturally familiar providers, facilitated by family and 

social networks that extended trust and support across borders. 

At the same time, home-country contexts functioned as both resource and constraint. 

While often affordable and accessible, they could also carry stigma, privacy concerns, and in at 

least one case — restrictive norms around SRH care that pushed a participant toward U.S. care 

instead. These findings underscore that transnational healthcare decision-making was not simply 

a matter of personal preference but was shaped by broader structural factors, including healthcare 

costs, insurance coverage, immigration status, and the ability to travel across national borders. 
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Participants' comparisons also reflected differences in the healthcare systems and 

sociocultural contexts of their countries of origin. Korean participants frequently emphasized 

universal health insurance and preventive health screening, whereas Indian participants often 

highlighted affordability, healthcare efficiency, and trusted provider relationships. Chinese 

participants more commonly discussed healthcare accessibility, system navigation, and 

traditional Chinese medicine. Several temporary visa holders also described periods of insurance 

instability that increased reliance on healthcare during return visits to their countries of origin. 

State policy differences emerged primarily through discussions of abortion access, with 

participants residing in Georgia more frequently describing contingency plans involving 

interstate or international travel should abortion become inaccessible. Together, these findings 

suggest that opportunities to engage in transnational healthcare are shaped not only by healthcare 

systems but also by immigrants' migration experiences and continued ties to their countries of 

origin. 

Findings also demonstrate that transnational healthcare decision-making varied by social 

location. Ethnic differences reflected variation in the healthcare systems and cultural contexts of 

participants’ countries of origin, immigration status shaped both exposure to U.S. barriers and 

capacity to seek care abroad, and length of U.S. residence and state policy context (particularly 

abortion restrictions in Georgia) further shaped healthcare decision-making. A more targeted 

focus on transnational care in future work — rather than general healthcare utilization would 

allow deeper examination of how these dynamics unfold over time, including whether and how 

transnational healthcare use changes with length of U.S. residence. 

These findings have several implications for clinical practice, health systems, and future 

research. First, although transnational healthcare served as an important strategy for addressing 
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unmet sexual and reproductive healthcare needs, not all immigrants possess the financial 

resources, legal documentation, or mobility required to obtain care abroad. Transnational 

healthcare should therefore not be viewed as a substitute for equitable access to high-quality care 

within the United States. Participants' experiences suggest that improving culturally responsive, 

person-centered, and linguistically appropriate sexual and reproductive healthcare, while 

reducing administrative and financial barriers to care, may lessen the need for immigrants to seek 

care outside the United States. Efforts to recruit, train, and retain a diverse healthcare workforce 

that reflects the populations served may further improve healthcare experiences for immigrant 

communities. 

Second, healthcare providers should recognize that many immigrant patients receive 

preventive and reproductive healthcare outside the United States. Participants frequently 

described obtaining routine gynecologic examinations, Pap smears, breast examinations, and 

other preventive services during visits to their countries of origin. Routinely asking patients 

about healthcare received abroad and documenting these services may improve continuity of 

care. Finally, these findings raise important considerations for immigrant health research and 

surveillance. Estimates of preventive sexual and reproductive healthcare utilization based solely 

on U.S. healthcare encounters may underestimate true utilization among immigrant populations 

if healthcare received outside the United States is not captured. Future research should examine 

the extent to which transnational healthcare contributes to observed disparities in preventive 

service utilization and develop approaches to better measure healthcare received across national 

borders. 

Limitations 
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Several limitations should be considered. First, although all 62 participants discussed 

factors shaping healthcare-seeking in the U.S. and their countries of origin, only 10 reported 

directly utilizing transnational healthcare; this constrains our ability to examine differences in 

utilization patterns within and between subgroups (e.g., by ethnicity or legal status) with 

precision. Second, as with any qualitative study, participants were purposively sampled from two 

metropolitan regions; findings may not be statistically generalizable, but are likely transferable to 

Asian immigrant women in other geographic contexts, and possibly to other immigrant 

communities navigating transnational healthcare 188. Third, consistent with broader patterns in 

the U.S. Asian population189, the sample was relatively highly educated and largely insured, 

which may shape healthcare access and decision-making in ways that would differ in a less 

advantaged sample. Finally, interviews captured a single point in time and cannot directly 

document how transnational healthcare practices change over the life course. 

Contributions 

Despite these limitations, this study makes several contributions. Research on 

transnational SRH care remains limited, particularly among Asian immigrant women — a 

population overlooked in both immigrant health and transnational healthcare research. This study 

demonstrates that transnational healthcare utilization is shaped by the interaction of healthcare 

systems, migration experience, social networks, policy environment, and individual need. 

Findings highlight the importance of improving affordability, navigation support, cultural 

responsiveness, and language access within the U.S. healthcare system, while recognizing that 

many immigrants will continue to maintain meaningful transnational healthcare ties regardless. 

As healthcare systems become more interconnected and migration continues to shape population 
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health, understanding how immigrants strategically navigate healthcare across countries remains 

critical to advancing health equity for immigrant communities. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

94 

 

VI. STUDY 2: 

1. Introduction 

Immigrant women in the United States represent a large and rapidly growing population 

with diverse sexual and reproductive health (SRH) needs, whose healthcare experiences are 

shaped by the intersecting forces of immigration, acculturation, structural exclusion, and a 

rapidly shifting policy environment190. As of 2020, approximately 45 million 

immigrants resided in the United States, representing 14% of the total population, with an 

estimated 27.5% being females of reproductive age, a population whose SRH needs remain 

critically underserved.2 Compared to their US-born counterparts, immigrant women face well-

documented disparities across multiple dimensions of SRH care: they are less likely to use highly 

effective contraceptive methods4,191, less likely to access preventive SRH services including 

breast and cervical cancer screenings29,30,192 and have lower prenatal care utilization compared to 

US-born individuals193.These disparities are rooted in and aggravated by intersecting structural 

barriers including immigration status39,40, insurance exclusions4,41, language barriers42, cultural 

stigma46, as well as restrictive immigration45,46 and reproductive health policies19 that that 

systematically constrain immigrant women’s ability to access and utilize SRH care47,49.  

At the most fundamental level, immigration status determines access to health insurance: 

noncitizen immigrants - particularly those who are undocumented are explicitly barred from 

federally funded insurance programs including Medicaid, Medicare, and the Children’s Health 

Insurance Program, and from purchasing insurance from the federal marketplace194. As a result, 

approximately 46% of undocumented immigrant adults are uninsured, compared to just 6% of 

U.S. born adults, a disparity that directly constrains access to SRH services6. Even among 

immigrants with some form of insurance coverage, citizenship-based Medicaid eligibility 
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restrictions have been shown to widen prenatal care disparities. A cross-sectional analysis of 

over 8 million birth records found that access to timely prenatal care increased for US-born 

women but not immigrant women following Medicaid expansion, with the widening gap 

attributable to exclusions from eligibility for many immigrant subgroups. Beyond insurance, 

language barriers, limited health literacy, lack of culturally concordant providers, and 

navigational challenges within the US healthcare system compound immigrants’ structural 

disadvantage in accessing SRH care46,73. Immigration enforcement further exacerbates these 

barriers: research documents chilling effects that delay care68,195 and lead to decreased 

participation in public programs196. The cumulative effect of these intersecting structural barriers 

among immigrant women whose SRH needs are systematically unmet by the US healthcare 

system may motivate alternative care-seeking strategies, including seeking SRH care in countries 

of origin.   

The structural environment shaping immigrant women’s SRH care access is defined by 

two intersecting policy landscapes - immigration policy and reproductive health policy that 

together create compounding constraints with particular impact on immigrant women of 

reproductive age. On the immigration policy side, decades of federal and state legislation have 

systematically restricted immigrant access to healthcare and social services. The 1996 Personal 

Responsibility and Work Opportunity Reconciliation Act established five-year waiting periods 

for lawful permanent residents to access Medicaid and barred undocumented immigrants from 

most federal benefit programs40,197. The public charge rule has further deterred immigrant 

families from utilizing benefits they are entitled to, and escalating immigration enforcement has 

produced chilling effects across healthcare settings that disproportionately affect communities 

with high concentrations of legally precarious immigrants39,40,198. State-level immigration 
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policies add additional layers of variation: states with restrictive immigration enforcement 

postures, limited sanctuary protections, and narrow Medicaid eligibility rules for immigrants 

create systematically worse structural environments for SRH care access than states with more 

protective policies199–201.  

On the reproductive health policy side, the 2022 Supreme Court decision in Dobbs v. 

Jackson Women’s Health Organization overturned nearly five decades of federally protected 

abortion rights, granting states authority to restrict or ban abortion care and triggering a cascade 

of restrictions across approximately half of US states202,203. These reproductive policy changes 

compound pre-existing immigration-related barriers: research documents that abortion bans have 

deepened barriers for immigrant communities through fear of surveillance, documentation 

requirements, and geographic barriers to abortion access, while also restricting the broader SRH 

services available in states where abortion providers have closed or curtailed operations20,204 

. For immigrant women navigating both a restrictive immigration policy environment and a post-

Dobbs reproductive health landscape, the cumulative structural burden may motivate 

transnational care-seeking as an adaptive strategy where women may return to countries of origin 

for SRH services that are unavailable, unaffordable, or unsafe to access in the United States.  

Within the broader landscape of immigrant women’s SRH disparities, Asian immigrant 

women represent a particularly understudied yet rapidly growing population warranting focused 

attention. Asian Americans are currently the fastest-growing racial group in the United States, 

having experienced an 81% population increase since 2000, with 71% of adult Asian Americans 

being immigrants206. Despite their demographic significance, research consistently treats this 

population as a monolithic group, an aggregation that obscures substantial heterogeneity across 

ethnic subgroups, countries of origin, immigration pathways, languages, socioeconomic 
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circumstances, and health behaviors207–209. This aggregation is particularly problematic for SRH 

research. Data from the California Health Interview Survey reveal that Filipina, Korean, and 

Vietnamese women exhibit markedly different contraceptive utilization patterns, with 

acculturation level, particularly among Vietnamese and Korean subgroups significantly 

associated with contraceptive use57. Similarly, foreign-born Asian immigrant women experience 

greater difficulties obtaining timely SRH care than non-Hispanic White women even within the 

same state, with disparities varying substantially by country of origin, length of US residence, 

and insurance status57,210. These subgroup differences may extend to transnational healthcare 

utilization. Asian ethnic subgroups differ in migration-related characteristics, language, 

socioeconomic resources, and access to healthcare in the country of residence, factors that may 

shape whether and how immigrants seek care abroad211,212. Comparative research also documents 

differences in transnational healthcare practices between Asian immigrant groups, while broader 

research on diasporic medical travel demonstrates that family, community, and ethnic networks 

can facilitate access to healthcare in countries of origin79,213. 

Asian immigrant women also span the full spectrum of immigration statuses from 

naturalized citizens and legal permanent residents to temporary visa holders and undocumented 

individuals creating meaningful heterogeneity in structural vulnerability that aggregate analyses 

obscure50,51. Immigration status may shape transnational healthcare through two related 

mechanisms: access to healthcare in the United States and the ability to travel across national 

borders. Among the groups included in the present analysis, naturalized citizens generally have 

the most secure eligibility for public health coverage. Many lawful permanent residents are 

subject to a five-year waiting period for Medicaid, although exceptions and state-level coverage 

options apply, while temporary visa holders’ eligibility depends on their visa category, insurance 
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arrangements, income, and state policy40,214. Prior research demonstrates that immigration status 

affects health-service utilization partly through insurance coverage and other enabling 

resources215,216. These differences in U.S. healthcare access, together with varying degrees of 

familiarity with the U.S. healthcare system and continuing ties to origin-country providers, 

families, and healthcare systems, may produce differences in transnational care-seeking216,217.  

A prior BRAVE study conducted to examine the role of health insurance and SRH 

use among undocumented Asian and Latinx immigrants revealed that undocumented Asian 

respondents had lower adjusted odds than undocumented Latinx respondents of obtaining 

contraception a private clinic rather than a public clinic or another source and using health 

insurance to pay for contraception used at last sex66. These patterns underscore the necessity of 

disaggregating Asian immigrants by not only ethnic subgroup but also by immigration status and 

examining the structural factors that differentially shape SRH care utilization across this 

population. Understanding not just whether Asian immigrant women use SRH care, but the 

patterns of care they utilize including care sought across national borders requires an analytic 

framework that attends to structural context, ethnic diversity, and the adaptive strategies 

immigrants employ in response to healthcare barriers.  

One adaptive strategy that immigrant women may employ in response to structural 

barriers in the U.S. healthcare system is seeking healthcare in their countries of origin, a practice 

commonly described as transnational healthcare or diasporic return healthcare95. Such care-

seeking may be shaped by multiple, overlapping considerations, including cost, service 

availability, perceived quality, cultural familiarity, language concordance, trust in providers, and 

family and social ties to the country of origin69,95,218. Consistent with scholarship emphasizing 

the fluid boundaries among forms of cross-border healthcare seeking, we do not treat 
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transnational healthcare and medical tourism as mutually exclusive categories217. Instead, we use 

transnational healthcare descriptively to refer to participants’ use of healthcare in their countries 

of origin while residing in the United States and examine the motivations underlying this 

practice, particularly in relation to intimate and culturally embedded domains of care such as 

SRH69,95,218. 

Research across diverse immigrant populations documents the prevalence and adaptive 

logic of transnational health-seeking. Among Central and Eastern European migrants in the 

United Kingdom, push factors including cultural expectations of medical services, distrust in the 

National Health Service, and ongoing transnational ties led migrants to seek healthcare in their 

home countries, often combining home visits with medical appointments219. Among older 

Chinese and Korean immigrants in Canada, transnational health practices including traveling to 

home countries for healthcare and accessing home-country medicines were directly linked to 

sociocultural and economic barriers encountered in the Canadian healthcare system79. 

Theoretically, transnational healthcare can be understood within Levitt and Glick 

Schiller’s transnational social field framework, which proposes that assimilation and enduring 

transnational ties are neither incompatible nor binary opposites, immigrants can simultaneously 

participate in US healthcare systems while maintaining healthcare connections to their countries 

of origin81. This simultaneity may be especially relevant for SRH care given its culturally 

embedded nature and the heightened barriers immigrant women face in the US context. Yet, 

despite growing recognition of transnational healthcare as an adaptive strategy, to our 

knowledge, no quantitative research has examined the full spectrum of transnational SRH care 

utilization patterns among Asian immigrant women in the United States including who uses 
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exclusively transnational care, who uses both US and transnational care simultaneously (mixed 

care), and what structural and sociodemographic factors predict each pattern.  

The present study integrates two complementary theoretical frameworks to examine 

correlates of transnational SRH care utilization among Asian immigrant women. First, 

Andersen's Behavioral Model of healthcare utilization220 provides the organizing structure for the 

study's predictors, categorizing factors that shape healthcare-seeking into three domains: 

predisposing factors - sociodemographic characteristics that exist prior to the onset of illness or 

need, including ethnicity, years of US residence, age, and marital status; enabling 

factors- structural resources and barriers that facilitate or impede access to care, including 

immigration status, state of residence, insurance status, and income; and need factors - perceived 

and evaluated health needs that motivate care-seeking, including SRH care need and cultural 

norms around healthcare.  

Originally developed to explain healthcare utilization in general populations, the 

Andersen model has subsequently been extended and adapted for immigrant populations by 

incorporating migration-specific and structural factors216,220. Within these adaptations, 

immigration status and insurance coverage may be especially consequential enabling factors 

because legal eligibility restrictions and other structural exclusions shape immigrants’ access to 

healthcare215,216. Second, the transnationalism framework of Levitt and Glick Schiller, 

specifically the concept of transnational social fields, provides the theoretical lens through which 

we understand how these predisposing, enabling, and need factors shape patterns of SRH care 

utilization across national borders81. The transnational social field framework proposes that 

immigrants are simultaneously embedded in social fields spanning both their origin and 
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receiving countries — maintaining social, cultural, and institutional ties across borders even as 

they integrate into host country contexts81.  

Applied to healthcare, this framework conceptualizes transnational healthcare not as a 

failure of integration but as a rational adaptive response to the push and pull forces operating 

within immigrants' transnational social fields: structural barriers in the US healthcare system 

(push factors) combined with cultural familiarity, trust, and ongoing social ties to origin-country 

healthcare systems (pull factors) simultaneously motivate transnational care-seeking. As 

illustrated in Figure 1, predisposing, enabling, and need factors shape immigrants' position 

within transnational social fields, which in turn predict the four-category SRH care utilization 

outcome - non-use, US-only care, mixed US and transnational care, and transnational-only 

care, with mixed and transnational-only care representing the primary outcomes of interest.  

Duration of US residence is a key structural and social determinant of immigrant 

healthcare utilization, widely used as a proxy for acculturation — the process by which 

immigrants adopt host country behaviors, norms, and institutional practices over time221–223. The 

healthy immigrant effect posits that recent arrivals often exhibit health-protective behaviors 

shaped by origin-country norms, with gradual integration into US healthcare systems as length of 

residence increases; however, the relationship between residence duration and healthcare 

behavior is neither linear nor uniform across health domains, racial and ethnic groups, or 

structural contexts221,224,225. A critical review of the acculturation literature among Asian 

immigrants found substantial heterogeneity in duration patterns across health outcomes, 

cautioning against the assumption that longer residence uniformly predicts assimilation 

toward host-country healthcare behaviors, and proposing alternative frameworks that consider 

structural and environmental influences alongside cultural processes153. For SRH specifically, 
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acculturation level has been positively associated with contraceptive use among Asian immigrant 

women, particularly among Vietnamese and Korean subgroups with lower 

acculturation suggesting that SRH behaviors shift meaningfully with increased integration into 

the US healthcare system57. Drawing on Andersen’s behavioral model of healthcare utilization, 

extended to incorporate immigrant-specific factors, years of US residence can be understood as 

both an enabling resource providing time to develop familiarity with the US healthcare 

system and a marker of changing structural context as immigrants’ immigration status, insurance 

coverage, and social networks evolve220.  

Building on these frameworks and the transnational social field perspective, we 

hypothesize that transnational SRH care utilization follows a three-stage acculturation 

trajectory: recent arrivals (0–4 years) relying primarily on transnational or no care, reflecting 

limited integration into the US healthcare system and strong maintenance of origin-country ties; 

women at intermediate residence durations (5–9 years) engaging in mixed dual-system care as 

they simultaneously navigate US and home-country healthcare; and longer-term residents (10+ 

years) transitioning progressively toward US-only care, though potentially retaining mixed care 

patterns reflecting enduring transnational social ties.  

The state policy environment adds a critical geographic dimension to the structural 

barriers shaping immigrant women’s SRH care utilization. States vary dramatically in their 

immigration enforcement policies, Medicaid eligibility rules for immigrants, sanctuary 

protections, and reproductive health policy environments creating a patchwork of structural 

conditions that may differentially motivate transnational care-seeking across geographic 

contexts106,199,200. On the immigration policy side, states range from those with explicit sanctuary 

protections that limit cooperation between local law enforcement and federal immigration 
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authorities to those with active enforcement partnerships that heighten fear of care-seeking 

among immigrant communities226.  

On the reproductive health policy side, the post-Dobbs landscape has produced dramatic 

state-level variation in abortion access, with approximately half of states imposing partial or 

complete bans including several states with large Asian immigrant populations203,227. Research 

suggests that state restrictiveness in both immigration and reproductive health policy compounds 

structural barriers for immigrant women, potentially pushing those in more restrictive 

environments toward transnational care as an alternative when US-based care is unavailable, 

unaffordable, or unsafe to access2,19,228,229. The BRAVE Study’s multi-state design recruiting 

Asian immigrant women across California, Georgia, New York, Texas, and other states captures 

meaningful variation in both immigration and reproductive health policy environments, 

providing a unique opportunity to examine how state-level structural context shapes SRH care 

utilization patterns.   

Despite the growing body of research on immigrant women’s SRH disparities and the 

emerging literature on transnational healthcare practices, quantitative research on transnational 

SRH care utilization patterns among Asian immigrant women in the United States is virtually 

nonexistent. No prior study has examined the full spectrum of SRH care utilization among this 

population, nor the sociodemographic and structural predictors that distinguish engagement in 

each pattern. The present study addresses this critical gap using data from the BRAVE (Building 

Community, Raising All immigrant Voices for health Equity) Study, a multi-state survey of 

Asian immigrant women recruited across five US states. The research questions presented 

below guides the framework of this study.   

Research Questions: 
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1. What are the sociodemographic and immigration-related correlates of transnational sexual 

and reproductive healthcare (SRH) utilization among Asian immigrant women in the United 

States? 

2. What patterns of SRH care utilization exist among Asian immigrant women, including non-

use, U.S.-only care, mixed U.S. and transnational care, and transnational-only care? 

Hypotheses: 

 

Guided by Andersen's Behavioral Model 220of Health Services Use and theories of transnational 

healthcare utilization, we hypothesized that: 

H1: Compared with naturalized citizens, lawful permanent residents and temporary visa holders 

will have higher adjusted odds of mixed and transnational-only SRH care, relative to U.S.-only 

care, after accounting for relevant sociodemographic and immigration-related characteristics. We 

further expect temporary visa holders to have the highest odds of transnational SRH care 

utilization, followed by lawful permanent residents and naturalized citizens. 

H2: Transnational SRH care utilization will differ across Asian ethnic subgroups, independent of 

immigration status, years of U.S. residence, state of residence, and other relevant 

sociodemographic characteristics. 

H3: Women with fewer years of U.S. residence will be independently associated with higher 

odds of transnational SRH care utilization compared with women with longer durations of U.S. 

residence, after controlling for relevant sociodemographic and immigration-related 

characteristics. 
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Figure 3. Analytical Framework 

 
 

Applied to Asian immigrant women's SRH care utilization, contextual characteristics 

include the state-level immigration and reproductive health policy environments that structure 

care access; predisposing factors include ethnicity, years of US residence, age, and marital status 

—characteristics that exist prior to the healthcare encounter and shape the likelihood of care-

seeking. Enabling factors include immigration status, state of residence, insurance status, and 

income — structural resources and barriers that facilitate or constrain access to SRH care in both 

the United States and countries of origin. Immigration status is positioned as a particularly 

salient enabling factor, given its centrality to insurance eligibility, fear of enforcement, and 

access to transnational care.  Need factors include perceived SRH care need and cultural norms 
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around reproductive health, the motivating conditions that prompt healthcare-seeking. \Several 

studies have used Andersen Behavioral Model to study migrants’ mental health230 and few 

studies have used this model to study maternal health231,232 globally and maternal health and 

breast cancer screening in the United States233–236and very few studies applied to Asian 

immigrants237–240. 

The present study extends Andersen's original framework to account for transnational 

care-seeking, recognizing that immigrant women may simultaneously engage healthcare systems 

in both the United States and their countries of origin81. The transnationalism framework of 

Levitt and Glick Schiller provides the theoretical lens through which Andersen's predisposing, 

enabling, and need factors are understood to shape care patterns across national borders. This 

framework conceptualizes transnational SRH care not as a failure of integration into the US 

healthcare system, but as a rational adaptive practice shaped by the push and pull forces 

operating within immigrants' transnational social fields: structural barriers in the US healthcare 

environment including insurance exclusions, legal precarity, and restrictive reproductive health 

policies push women toward origin-country care, while cultural familiarity, trust in home country 

providers, language concordance, and ongoing social ties to origin-country healthcare systems 

pull them toward transnational care69.  

Critically, these push and pull forces do not operate as an either/or the transnational 

social field framework predicts that many immigrants will simultaneously engage both US and 

transnational healthcare systems, reflected empirically in the Mixed care category that is one of 

the primary outcomes of interest in this study. As illustrated in Figure 1, predisposing, enabling, 

and need factors shape Asian immigrant women's position within transnational social fields, 

which in turn predicts their SRH care utilization pattern across four categories: non-use, US-only 
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care, mixed US and transnational care, and transnational-only care, with mixed and 

transnational-only care representing the primary outcomes of theoretical interest.  

 

2. Methods 

2.1. Study Design and Data Source:  

The present study draws on data from the BRAVE (Building Community, Raising All 

immigrant Voices for health Equity) study,  a  sequential mixed-methods study to examine the 

association between immigration status and SRH among Asian immigrant women in the United 

States166. BRAVE Phase I was comprised of qualitative interviews with Asian immigrant women 

and community experts, whose findings directly informed the design, measures, and recruitment 

strategies of the Phase II quantitative survey a multi-site, cross-sectional survey, conducted in 

Atlanta, Houston, Los Angeles, and New York City. The present analysis draws exclusively on 

Phase II survey data and employs a quantitative, cross-sectional analytic design to examine the 

correlates of four SRH care utilization patters - non-use, US-only care, mixed US and 

transnational care, and transnational-only care among Asian immigrant women.   

2.2. Sampling and Data Collection:  

The study population consists of individuals who were assigned female at birth, aged 18-

49 years, self-identified as Asian, were born outside the United States, currently resided in the 

United States, and were able to complete the survey in English, Chinese (Mandarin and 

Cantonese), Hindi, Korean, or Vietnamese. Consistent with the study’s focus on 

reaching invisibilized and structurally marginalized populations, participants were eligible across 

the full spectrum of immigration statuses, including undocumented individuals, Deferred Action 

for Childhood Arrivals (DACA) recipients, individuals in liminal or temporary status (e.g., visa), 

lawful permanent residents, and naturalized citizens166. Data collection began in January 2025 
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across Atlanta, Houston, Los Angeles, and New York City. These sites were selected because 

they are located in states with large Asian immigrant populations and represent diverse 

reproductive rights environments and immigrant policy contexts65,241. 

Participants were recruited using an adapted Starfish Sampling methodology- a novel 

hybrid approach combining random time-location sampling and respondent-driven sampling 

(RDS), developed specifically to reach populations that are often excluded from traditional 

survey frames165. In the TLS component, trained multilingual field officers recruited participants 

at randomly selected venue–date–time combinations across venues frequented by Asian 

immigrant women, including grocery stores, religious centers, community-based organizations, 

and restaurants. In the RDS component, each recruited participant could refer up to three peers 

from their social networks, extending reach into harder-to-reach segments of the population 

including women with undocumented or liminal immigration status166. The study was conducted 

within a community-based participatory research framework, with community partner 

organizations co-directing all research activities, providing feedback on sampling procedures and 

survey instruments, hiring and training multilingual field officers, and conducting recruitment 

events at their respective sites. The BRAVE Community Advisory Board, composed of 

immigrant-led and reproductive justice organizations, additionally reviewed survey instruments 

and evaluated cultural appropriateness of measures and translations166. 

Recruited participants completed a 40-minute survey in their preferred language in 

person at recruitment venues, by phone, or online through Qualtrics, a HIPAA-compliant survey 

platform. Upon survey completion, participants received a $40 gift card and were invited 

to refer up to three peers from their social networks, receiving an additional $10 gift card for 

each peer who completed the survey166. All study team members, including field officers at each 
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site, completed CITI Human Subjects Research Training and HIPAA training and the study 

protocol received IRB approval from the University of California, Los Angeles166.  

2.3. Study Measures:  

Outcome: Transnational SRH Healthcare Use is operationalized as a four-category 

measure: non-use (reference?), US-only use, mixed use (engagement in both U.S. and 

transnational SRH care), and transnational-only use. — relative to women who did not access 

care transnationally (Non-user, US-only). This variable constructed using two survey items 

(See Appendix A): “Which of these sexual and reproductive healthcare services have you ever 

used in the U.S.?” and a second item, “While you have lived in the U.S., which of these sexual 

and reproductive healthcare services have you used outside the U.S.?”   

Responses were collapsed into a single binary indicator of any transnational SRH care 

use — defined as endorsing at least one service option — versus no transnational use, defined as 

selecting "I have never used SRH care outside the United States since moving here." Women 

who selected "Prefer not to answer" were treated as missing and excluded from analyses (X% of 

responses).   

A four-category outcome variable was constructed:  

• Non-users (no SRH service use in the US or outside the United States (Q406), US-only 

users: participants who reported using at least one SRH service in the US but no SRH 

service use outside the US. This category serves as the reference group in all regression 

analyses.  

• Mixed users: participants who reported SRH use in the United States and outside the 

United States, and.  
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• Transnational-only users: participants who reported using at least one SRH service 

outside the United States but no SRH service use in the United States   

Key Independent Variables  

a. Current immigration status: Immigration status was categorized as naturalized citizen 

(reference), lawful permanent resident, or temporary visa holder. Participants who 

identified as undocumented or as DACA recipients (n = 58; 2.9% of participants with 

non-missing outcome data) were excluded from the analytic sample because their small 

subgroup size produced sparse cells across the four SRH care-utilization categories, 

including only one participant in the transnational-only category. The resulting analytic 

sample included 1,972 participants. In sensitivity analyses that retained 

undocumented/DACA respondents, estimates for the three primary immigration-status 

categories were substantively unchanged; however, estimates for undocumented/DACA 

respondents were unstable and accompanied by extremely wide confidence intervals 

because of sparse data and separation. 

b. Ethnicity responses were categorized into six groups: Chinese (reference), Korean, 

Indian, Vietnamese, Filipino, and other Asian (other East Asian, South Asian, and 

Southeast Asian).  

c. Years of US residence was calculated by subtracting the year of first arrival in the United 

States from 2025, then categorized into three groups: 0–4 years (reference), 5–9 years, 

and 10 or more years to align with prior literature demonstrating differences in healthcare 

integration242–244 acculturation and time in US.  

d. State of residence served as a proxy for the contextual policy environment and was 

categorized into five groups: California (reference), Georgia, New York, Texas, 
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and other states. Per the BRAVE study design, these states represent meaningful variation 

in both immigration and post-Dobbs reproductive health policies. California and New 

York maintain more protective policy environments — including sanctuary 

protections245, expanded Medicaid eligibility for immigrants40,246, and legally protected 

abortion access17,203— while Georgia and Texas represent more restrictive environments 

with active immigration enforcement cooperation247 and highly restrictive post-

Dobbs abortion policies, including a six-week ban in Georgia248 and a near-total ban in 

Texas . The remaining 42 states were collapsed into an 'Other states' category due to 

small and heterogeneous cell sizes across individual states (ranging from n=1 to n=50), 

which precluded meaningful state-level analysis. This group comprised 486 participants 

(23.6%) residing across 35 additional states and the District of Columbia. The largest 

represented states included New Jersey (n=50), Massachusetts (n=44), Florida (n=29), 

Indiana (n=29), Illinois (n=27), Maryland (n=25), Michigan (n=22), and Alabama 

(n=19).  

Covariates. Age (years), Marital status (married or partnered (reference), 

widowed/separated/divorced, and never married); Education (college degree or higher 

(reference) and high school or less); Household income (less than $30,000, $30,000–$79,999 

(reference), $80,000–$149,999, and $150,000 or more). Health insurance status is presented 

as a three-category variable (private/other insurance [reference], public insurance, and uninsured) 

in descriptive analyses but subsequently collapsed to a binary variable (insured [private/other 

insurance and public combined] versus uninsured) in the multinomial model. Sensitivity analyses 

using the original three-category insurance specification yielded substantively similar findings.  

2.4. Statistical Analysis:  
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Analyses proceeded in three stages. First, descriptive statistics characterized the full 

analytic sample (N=2,030) across all study measures, including distributions of 

sociodemographic characteristics, immigration-related variables, and SRH care utilization 

patterns. Frequencies and cross-tabulations described the prevalence of each SRH care category, 

and chi-square tests and one-way ANOVA examined bivariate associations between the outcome 

variable and each predictor and covariate. Missing data on the primary outcome variable (n=29, 

1.4%) were primarily attributable to missing responses on the transnational care component 

(Q406) and were excluded from regression analyses. 

Second, multinomial logistic regression was used to estimate associations between 

primary independent variables and SRH care utilization patterns, with US-only care as the 

reference outcome category. Two models were estimated: a base model including the four 

primary predictors (immigration status, ethnicity, years of US residence, and state of residence), 

and a full model additionally adjusting for age, insurance status, marital status, household 

income, and education. Undocumented/DACA respondents were excluded from regression 

analyses due to small cell sizes (n=58, 2.9%), yielding an analytic regression sample of N=1,890 

for the base model and N=1,751 for the full model. All models were estimated with robust 

standard errors to account for potential heteroscedasticity. Results are presented as relative risk 

ratios (RRRs) with 95% confidence intervals. Joint significance of each predictor across all 

outcome categories was assessed using Wald chi-square tests. Model fit was assessed using 

pseudo-R² values and Akaike Information Criterion (AIC).  

Third, post-estimation average marginal associations were calculated from the fitted 

models and expressed as percentage-point differences to facilitate interpretation and comparison 

across predictors. These estimates represent the average difference in the model-adjusted 
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predicted probability of each outcome associated with a change in each predictor, averaging over 

the observed values of the other covariates. They are interpreted as adjusted associations rather 

than causal effects. 

Three sets of sensitivity analyses were conducted to assess the robustness of primary 

findings. First, a binary logistic regression examined predictors of any transnational SRH care 

use (Mixed + Transnational-only, n=746) versus no transnational use (non-user + US-only, 

n=1,284) and were compared to primary adjusted model. Second, a three-category outcome 

collapsing Mixed and Transnational-only users into a single ‘any transnational’ category was 

examined using multinomial logistic regression. Third, the primary multinomial model was re-

estimated including undocumented/DACA respondents to confirm that their exclusion did 

not substantially alter findings for other immigration status groups. All analyses were conducted 

using Stata 18.  

 

3. Results 

3.1. Sample Characteristics 

The initial study sample consisted of a total of 2,059 Asian immigrant women from the 

BRAVE Study across the four study sites. Of these, 29 (1.4%) were missing data on the primary 

outcome variable (transnational healthcare use) and 58 participants who reported being 

undocumented or having DACA status were excluded because the small subgroup size did not 

permit reliable estimation of immigration-status differences across the three healthcare-

utilization categories. The final analytic sample therefore included 1,972 participants. The mean 

age of participants was 31.9 years (SD=8.1). Two-fifths of the sample (41.3%) were naturalized 

citizens, with the remainder distributed across legal permanent residents (28.3%), and temporary 

visa holders (30.4%). Participants identified across six ethnic groups: Chinese (29.3%), Korean 
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(20.7%), Indian (13.7%), Vietnamese (13.4%), Filipino (7.8%), and Other Asian (15.2%). The 

“other” Asian category consisted of participants from other East Asian, South Asian, and 

Southeast Asian countries. Just over half of participants (55.4%) had resided in the United States 

for 10 or more years, while 24.9% had resided in the U.S. for 0–4 years and 19.7% for 5–9 years.  

Participants were distributed across California (33.6%), New York (16%), Texas (15%), 

Georgia (11.7%), and 42 other states and the District of Columbia (23.6%). Most participants 

were highly educated with a college degree or higher (88.9%) and were covered by private 

insurance (73.9%), with 19.7% covered by public insurance and 

6.4% remain uninsured. Approximately half of participants were married or partnered (51.3%), 

and household income was distributed across four categories, with the largest proportion (34.1%) 

reporting income between $30,000 and $79,999. Full sample characteristics are presented in 

Table 3.  

Table 3. Sample Characteristics by Sexual and Reproductive Health Care Utilization 

Pattern Among Asian Immigrant Women, BRAVE Study (N=1,972) 

Characteristic  
Total  

(N=1,972)  

Non-user  

(n=434, 

21.1%)  

US-only  

(n=850, 

41.3%)  

Mixed  

(n=627, 

30.5%)  

Transnational

-only (n=119, 

5.8%)  

p-value  

Age (years), mean ± SD  

  Age  31.9 ± 8.1  28.3 ± 7.6  32.7 ± 8.1  33.7 ± 7.8  29.6 ± 8.3  <0.001  

Immigration Status (ref: Naturalized citizen)  

 Naturalized citizen  789 (41.3%)  118 (15.0%)  457 (57.9%)  202 (25.6%)  12 (1.5%)  <0.001  

 Legal permanent resident  540 (28.3%)  102 (18.9%)  181 (33.5%)  229 (42.4%)  28 (5.2%)     

 Temporary visa holder  581 (30.4%)  180 (31.0%)  154 (26.5%)  170 (29.3%)  77 (13.3%)     

Ethnicity (ref: Chinese)  

  Chinese  575 (29.3%)  115 (20.0%)  252 (43.8%)  173 (30.1%)  35 (6.1%)  <0.001  

  Korean  406 (20.7%)  80 (19.7%)  145 (35.7%)  153 (37.7%)  28 (6.9%)     

  Indian  268 (13.7%)  82 (30.6%)  83 (31.0%)  79 (29.5%)  24 (9.0%)     

  Vietnamese  262 (13.4%)  79 (30.2%)  103 (39.3%)  63 (24.1%)  17 (6.5%)     
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  Filipino  152 (7.8%)  14 (9.2%)  90 (59.2%)  42 (27.6%)  6 (4.0%)     

  Other Asian  

  
298 (15.2%)  52 (17.5%)  139 (46.6%)  99 (33.2%)  8 (2.7%)     

Years in U.S. (ref: 0–4 years)  

  0–4 years  487 (24.9%)  182 (37.4%)  114 (23.4%)  118 (24.2%)  73 (15.0%)  <0.001  

  5–9 years  385 (19.7%)  77 (20.0%)  120 (31.2%)  167 (43.4%)  21 (5.5%)     

  10+ years  
1,083 

(55.4%)  
158 (14.6%)  576 (53.2%)  328 (30.3%)  21 (1.9%)     

State of Residence (ref: California)  

  California  662 (33.6%)  123 (18.6%)  303 (45.8%)  197 (29.8%)  39 (5.9%)  <0.001  

  Georgia  230 (11.7%)  51 (22.2%)  103 (44.8%)  56 (24.4%)  20 (8.7%)     

  New York  316 (16.0%)  64 (20.3%)  131 (41.5%)  110 (34.8%)  11 (3.5%)     

  Texas  298 (15.1%)  75 (25.2%)  128 (43.0%)  79 (26.5%)  16 (5.4%)     

  Other states  466 (23.6%)  113 (24.3%)  149 (32.0%)  172 (36.9%)  32 (6.9%)     

Education (ref: College or higher)  

  College or higher  
1,751 

(88.9%)  
348 (19.9%)  738 (42.2%)  564 (32.2%)  101 (5.8%)  <0.001  

  High school or less  219 (11.1%)  78 (35.6%)  76 (34.7%)  48 (21.9%)  17 (7.8%)     

Insurance Status (ref: Private/Other)  

 ᵃPrivate/Other insurance  
1,424 

(73.9%)  
293 (20.6%)  638 (44.8%)  410 (28.8%)  83 (5.8%)  <0.001  

  Public insurance  379 (19.7%)  69 (18.2%)  134 (35.4%)  161 (42.5%)  15 (4.0%)     

  Uninsured  124 (6.4%)  40 (32.3%)  36 (29.0%)  32 (25.8%)  16 (12.9%)     

Marital Status (ref: Married/partnered)  

  Married/partnered  
1,010 

(51.3%)  
122 (12.1%)  459 (45.5%)  386 (38.2%)  43 (4.3%)  <0.001  

Widowed/separated/divorced

  
107 (5.4%)  14 (13.1%)  45 (42.1%)  43 (40.2%)  5 (4.7%)     

  Never married  851 (43.2%)  289 (34.0%)  310 (36.4%)  182 (21.4%)  70 (8.2%)     

ᵇHousehold Income (ref: $30,000–$79,999)  

  Less than $30,000  378 (20.6%)  119 (31.5%)  125 (33.1%)  104 (27.5%)  30 (7.9%)  <0.001  

  $30,000–$79,999  628 (34.1%)  138 (22.0%)  267 (42.5%)  186 (29.6%)  37 (5.9%)     

  $80,000–$149,999  483 (26.3%)  81 (16.8%)  213 (44.1%)  168 (34.8%)  21 (4.4%)     

  More than $150,000  350 (19.0%)  25 (7.1%)  180 (51.4%)  130 (37.1%)  15 (4.3%)     

Notes:  

The initial sample included 2,059 participants. Participants missing the SRH care-utilization outcome (n = 29) and undocumented/DACA 

participants (n = 58) were excluded, yielding a final sample of 1,972. Row percentages calculated across the four SRH care utilization categories 
within each characteristic.  

Age reported as mean ± SD; p-value from one-way ANOVA. All other p-values from Pearson chi-square omnibus tests across all categories of each 

variable.  

ᵃ Private/Other insurance includes private employer-based, non-group/marketplace, student health plans, and military-related insurance.  

ᵇ Household income: ‘Don’t know’ responses (n=132) set to missing prior to analysis.  
Missing data (excluded from row percentages): SRH care type n=29 (1.4%); Immigration status n=62; Ethnicity n=11; Years in U.S. n=17; 

Education n=2; Insurance n=45; Marital status n=4; Income n=133. Missing observations were excluded from percentages and omnibus tests. 

Reference categories for multivariable regression analyses indicated by (ref).  
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P values were calculated using one-way analysis of variance for age and Pearson χ² tests for all categorical characteristics. Tests were two-sided, and 

observations with missing data for the characteristic being tested were excluded. 
 

Source: BRAVE Study   

 

4.2 Bivariate Associations Between Sociodemographic Characteristics and SRH Care 

Utilization Pattern (Transnational Healthcare Use):  

Among the analytic sample, 30.5% (n=627) reported using SRH care both in the United 

States and in their country of origin (Mixed), and 5.8% (n=119) reported using SRH care 

exclusively in their country of origin (Transnational-only). Together, utilization of transnational 

SRH care constituted 36.3% of the analytic sample, underscoring that more than one in three 

Asian immigrant women in this study accessed SRH services outside the U.S. healthcare system 

at some point after they migrated to the US.   

Bivariate analyses revealed significant associations between all examined 

sociodemographic and immigration-related characteristics and SRH care utilization pattern (all 

p<0.001; Table 3). Mean age differed significantly across groups with mixed care users being 

oldest (mean=33.7 years, SD=7.8). Immigration status was strongly associated with SRH 

care utilization pattern (χ²=251.4, p<0.001). Temporary visa holders had the highest proportion 

of both non-user (31.0%) and Transnational-only (13.3%) care relative to other immigration 

status groups, while naturalized citizens had the highest proportion of US-only care 

(57.9%) and legal permanent residents had the highest mixed care use (42.4%).  

Ethnicity was significantly associated with SRH care utilization (χ²=80.5, 

p<0.001). Filipino women had the highest proportion of US-only care (60.1%) compared to other 

ethnic groups. Korean women had the highest proportion of mixed care use (37%) and Indian 

women had the highest proportion of Transnational-only care (9.1%). Both Korean and Indian 

had highest proportion of mixed care and transnational care compared to other ethnic groups. 
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Years of U.S. residence showed a strong bivariate association with SRH care utilization pattern 

(χ²=297.4, p<0.001). Women with 0–4 years of U.S. residence had the highest proportion of 

both non-use (37.4%) and Transnational-only (14.7%) care, while women with 10 or more years 

of residence had the highest proportion of US-only care (53.8%). Notably, women with 5–9 

years of residence had the highest proportion of Mixed care (43.4%) of any residence duration 

category, suggesting a non-linear relationship between acculturation and transnational care 

engagement. State of residence was significantly associated with SRH care utilization (χ²=43.3, 

p<0.001), though the four focal states- California, Georgia, New York, and Texas were relatively 

similar to one compared to the more heterogeneous ‘Other states’ category. Georgia showed a 

modestly elevated rate of Transnational-only use (8.6%) compared to other states, while Texas 

showed elevated non-user rather than elevated transnational care. However, these state 

differences were not statistically significant in adjusted models.   

4.3 Correlates of SRH Care Utilization Pattern: Base Multinomial Model  

The base multinomial logistic regression model (N=1,890; Pseudo R²=0.092) confirmed 

that the bivariate patterns described above persisted after accounting for the joint influence of 

main predictors: immigration status, ethnicity, years of U.S. residence, and state of residence. 

Results are presented as relative risk ratios (RRR) relative to US-only care, the reference 

outcome category (Table 4).   

Consistent with Hypothesis 2a, immigration status was strongly associated with 

transnational care use (p<0.001) after accounting for other predictors. Relative to naturalized 

citizens, both legal permanent residents and temporary visa holders had substantially 

higher relative risk of Mixed care (RRR=2.49 and 2.09, respectively) and Transnational-only 

care (RRR=2.61 and 5.35, respectively) versus US-only care. The magnitude of the visa holder 
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finding is noteworthy with temporary visa holders having more than five times the relative 

risk of relying exclusively on transnational SRH care compared to naturalized citizens, the 

largest effect of any predictor in the base model.  

Consistent with Hypothesis 2b, ethnicity was significantly associated with 

care pattern even after accounting for immigration status and years of residence. Korean and 

Indian women were significantly more likely than Chinese women to engage in Mixed care 

versus US-only care, while Vietnamese and Indian women were significantly more likely to 

be Non-users of either modality versus US-only care. Filipino women, by contrast, had 

significantly lower relative risk of Non-use, mirroring the strong U.S. care use observed at the 

bivariate level. Women in the Other Asian category had significantly lower relative risk of 

Transnational-only care versus US-only care relative to Chinese women.   

Consistent with Hypothesis 2c, years of U.S. residence followed the non-linear pattern 

depicted by the bivariate results. Compared to recent arrivals (0–4 years), women with 5–9 years 

of residence had significantly lower relative risk of Transnational-only care, but significantly 

higher relative risk of Mixed care — indicating a shift away from exclusive transnational reliance 

toward dual-system use. Women with 10 or more years of residence showed an even sharper 

decline in Non-use and Transnational-only care but no longer differed significantly from recent 

arrivals in their likelihood of Mixed care, suggesting that the elevated dual-system use observed 

at 5–9 years decreased over time in the US.   

State policy context was also jointly associated with SRH care-utilization pattern 

(P=.002). Participants living in other Medicaid-expansion states had higher relative risk of mixed 

care rather than U.S.-only care compared with California residents (RRR, 1.44; 95% CI, 1.03–

2.00). The association was stronger among participants living in other non-expansion states 



 

119 

 

(RRR, 3.57; 95% CI, 1.79–7.11). Georgia, New York, and Texas did not differ significantly from 

California in any of the three outcome comparisons. No state-policy category was significantly 

associated with transnational-only care. These findings indicate that the association previously 

attributed to the heterogeneous “Other states” category was concentrated in mixed care and was 

particularly pronounced among participants residing in other non-expansion states. 

Table 4. Base Multinomial Logistic Regression Model of Sexual and Reproductive 

Healthcare Utilization Patterns Among Asian Immigrant Women (N=1,890) 

Pseudo R²=0.092 | Overall p<0.001 | AIC=4,288.9 | Reference outcome: US-only care   
  

   Non-user vs. US-only  Mixed vs. US-only  
Transnational-only vs. 

US-only  
Joint p  

Variable   RRR   95% CI   RRR   95% CI   RRR   95% CI       

Immigration Status (ref: Naturalized citizen)   

Legal permanent resident   1.35   0.94–1.94   2.49***   1.87–3.31   2.61*   1.19–5.72   <0.001   

Temporary visa holder   1.68*   1.09–2.58   2.09***   1.46–2.99   5.35***   2.41–11.86       

Ethnicity (ref: Chinese)   

Korean   1.2   0.83–1.74   1.50*   1.09–2.07   1.56   0.88–2.75   <0.001   

Indian   1.65*   1.09–2.50   1.54*   1.03–2.29   1.32   0.70–2.46       

Vietnamese   2.08**   1.35–3.20   1.12   0.74–1.69   1.87   0.92–3.81       

Filipino   0.45*   0.23–0.87   0.88   0.56–1.37   0.69   0.25–1.90       

Other Asian   0.65   0.41–1.03   1.08   0.76–1.53   0.38*   0.16–0.87       

Years in U.S. (ref: 0–4 years)   

5–9 years   0.43***   0.29–0.65   1.69**   1.16–2.47   0.37**   0.20–0.66   <0.001   

10+ years   0.25***   0.16–0.37   0.98   0.68–1.43   0.16***   0.08–0.30       

State (ref: California)  

Georgia 0.92  0.60–1.42 0.70 0.48–1.04   1.20  0.62–2.33   .002 

New York 1.21  0.82–1.87 1.34 0.96–1.87   0.75   0.36–1.56       

Texas 0.89  0.58–1.37 0.86 0.60–1.24   0.83 0.42–1.63     

Other Medicaid-expansion 

states 

  

1.40  9.96–2.05 1.44* 1.03–2.00 1.01 0.55–1.87       
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Other non-expansion states 

 

2.06 0.89–4.77 3.57*** 1.79–7.11 1.89 0.60–5.92  

RRR = Relative Risk Ratio with robust standard errors. 95% CI = confidence interval. Undocumented/DACA excluded from 

regression (n=58, 2.9%); included in Table 1 

* p<0.05  ** p<0.01  *** p<0.001. Joint p-values from Wald chi-square tests. Source: BRAVE Study.   
 

4.4 Correlates of SRH Care Utilization Pattern: Fully Adjusted Model   

The fully adjusted model, which additionally controlled for covariates such as age, 

insurance status, marital status, household income, and education, improved 

model fit compared to the base model (N=1,751; Pseudo R²=0.133) and largely confirmed the 

robustness of the primary findings (Table 5).   

The immigration status findings not only persisted but strengthened slightly after 

adjustment. Temporary visa holders remained at substantially higher likelihood of both Mixed 

care (RRR=2.58) and Transnational-only care (RRR=6.49) relative to naturalized citizens, while 

legal permanent residents showed a somewhat smaller yet similar pattern (RRR=2.54 and 2.57, 

respectively). This suggests that the association between immigration status and transnational 

care use is robust and that immigration status remains a key predictor even after adjusting for 

other socioeconomic factors.    

Ethnic differences also remained statistically significant after adjustment, though the 

specific pattern shifted slightly. Korean and Indian women continued to show significantly 

elevated relative risk of Non-use, and Korean women additionally showed elevated relative risk 

of Transnational-only care after adjustment - a pattern that was not depicted at the bivariate 

level but suggests that controlling for socioeconomic and structural factors revealed ethnic 

differences in transnational care that had been partially hidden in unadjusted analyses.   

Years in the US continued to remain statistically significant even after controlling 

for other sociodemographic factors. Women with 5–9 years of U.S. residence continued to 

show lower Non-use and Transnational-only care alongside elevated Mixed care, while women 
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with 10 or more years showed the strongest decline in both Non-use and Transnational-only care, 

with Mixed care no longer differing from recent arrivals. The persistence of this pattern after 

adjustment for income, insurance, education, and marital status strengthens the interpretation that 

this reflects a genuine acculturation process rather than confounding by socioeconomic 

circumstances that happen to correlate with length of residence.   

State policy context remained jointly associated with SRH care-utilization pattern after 

adjustment (P=.007). Compared with California residents, participants living in other non-

expansion states had more than three times the relative risk of mixed care rather than U.S.-only 

care (RRR, 3.24; 95% CI, 1.66–6.34). Participants living in other Medicaid-expansion states did 

not differ significantly from California residents after full adjustment (RRR, 1.36; 95% CI, 0.97–

1.91). Georgia, New York, and Texas also did not differ significantly from California in any 

outcome comparison. No state-policy category was significantly associated with transnational-

only care. 

Several covariates were independently associated with care pattern. Being uninsured was 

associated with significantly lower relative risk of both Mixed care (RRR=0.46) and 

Transnational-only care (RRR=0.41) relative to insured women, suggesting that financial 

constraints limit transnational as well as domestic care-seeking. Never-married women had 

significantly elevated relative risk of both Non-use (RRR=2.34) and Transnational-only care 

(RRR=2.01) relative to married or partnered women, while women with a high school education 

or less had significantly elevated relative risk of Non-use (RRR=1.85) relative to college-

educated women. Age was not significantly associated with care pattern after adjustment for all 

other factors.  
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Table 5. Adjusted Multinomial Logistic Regression of Correlates of Sexual and 

Reproductive Healthcare Utilization Patterns Among Asian Immigrant Women (N=1,751) 

 

Pseudo R²=0.133 | Overall p<0.001 | AIC=3,777.5 | Reference outcome: US-only care   

  

   Non-user vs. US-only   Mixed vs. US-only   
Transnational-only vs. US-

only   
Joint p   

Variable   RRR   95% CI   RRR   95% CI   RRR   95% CI      

   

Immigration Status (ref: Naturalized citizen)   

Legal permanent 

resident   
1.17   0.78–1.75   2.54***   1.88–3.43   2.57*   1.12–5.91   <0.001   

Temporary visa holder   1.27   0.78–2.07   2.58***   1.77–3.76   6.49***   2.68–15.68      

Ethnicity (ref: Chinese)   

Korean   1.80**   1.18–2.75   1.36   0.97–1.90   2.02*   1.08–3.79   0.0002   

Indian   1.87**   1.18–2.96   1.38   0.91–2.09   1.36   0.70–2.67      

Vietnamese   1.58   0.96–2.60   1.27   0.83–1.95   1.61   0.72–3.56      

Filipino   0.51   0.25–1.03   0.77   0.49–1.22   0.47   0.14–1.65      

Other Asian   0.72   0.44–1.16   0.87   0.59–1.26   0.38*   0.16–0.91      

Years in U.S. (ref: 0–4 years)   

5–9 years   0.39***   0.25–0.60   1.67**   1.13–2.48   0.40**   0.21–0.76   <0.001   

10+ years   0.25***   0.15–0.40   0.94   0.64–1.39   0.18***   0.09–0.36      

State of Residence (ref: California)   

Georgia   0.95   0.58–1.55   0.71   0.47–1.08   1.44   0.71–2.92   .007 

New York   1.19   0.79–1.79   1.30   0.92–1.85   0.82   0.38–1.77      

Texas   0.72   0.44–1.19   0.91   0.62–1.34   1.09   0.53–2.27      

Other Medicaid-

expansion states  
1.33  0.87–2.03   1.36   0.97–1.91 1.14 0.58–2.23    

Other non-expansion 

states 
1.92 0.79–4.66 3.24*** 1.66–6.34 1.41 0.36–5.58  

Covariates   

Age (continuous)   0.98   0.96–1.01   1.01   1.00–1.03   1.02   0.99–1.06   ns   

Insurance Status (ref: Insured)   

Uninsured   0.70   0.48–1.00   0.46***   0.35–0.62   0.41**   0.22–0.77   <0.001   

Marital Status (ref: Married/partnered)   

Widowed/sep/div   1.29   0.61–2.74   1.39   0.81–2.36   1.49   0.47–4.72   <0.001   

Never married   2.34***   1.62–3.38   0.76   0.57–1.02   2.01*   1.10–3.66      

Household Income (ref: $30,000–$79,999)   

Less than $30,000   1.19   0.80–1.75   1.16   0.80–1.69   1.22   0.68–2.22   ns   

$80,000–$149,999   1.00   0.69–1.46   1.34   0.99–1.82   1.06   0.52–2.15      

More than 

$150,000   
0.54*   0.32–0.89   1.30   0.93–1.82   1.44   0.66–3.12      

Education (ref: College or higher)   

High school or less   1.85**   1.16–2.94   0.63   0.40–1.03   1.66   0.71–3.89   0.001   
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RRR = Relative Risk Ratio with robust standard errors. 95% CI = confidence interval.    
Reference outcome: US-only care.    
Undocumented/DACA excluded from regression (n=58); included in Table 1.   
Insurance collapsed to binary: Insured (Private/Other + Public) vs. Uninsured.   
* p<0.05  ** p<0.01  *** p<0.001. Joint p-values from Wald chi-square tests. ns = not significant.    
Source: BRAVE Study.   

 

4.5 Predicted Probabilities and Average Marginal Effects  

Predicted probabilities from the full adjusted model (Figure 4-7) visually depict the 

patterns observed in the multivariable multinomial analyses. The predicted probability of 

transnational only SRH care declined steadily with longer US residence compared to US only 

SRH care, which showed the opposite trend by sharp increase as women stayed in the US longer. 

Women in the US 0-4years had a 10% predicted probability of transnational-only care, dropping 

to 4% at 5–9 years and about 2% at 10+ years. In contrast, a clear upward trend is seen in US-

only care use where women in the U.S. 0–4 years had only a 31% predicted probability of US-

only care use, rising to 36% at 5–9 years and reaching 51% at 10+ years. However, an inverted 

U-shape is observed for mixed SRH care use, where women in the U.S. 0–4 years had only a 

22% predicted probability of mixed care use, rising sharply to 43% at 5–9 years, then declining 

to about 32% at 10+ years.   

The predicted probability of transnational only SRH care showed a sharp upward trend 

with highest predicted probability of transnational-only SRH care among temporary visa holders 

(approximately 9%) compared to 4% for legal permanent residents and only about 2% for 

naturalized citizens. Although these percentages are low, the relative increase 

is substantial with temporary visa holders roughly 4–5 times more likely than naturalized citizens 

to rely solely on care obtained outside the U.S. In contrast, naturalized citizens had the highest 

predicted probability of using US-only SRH care at around 50-55%, falling to approximately 

38% for LPRs and 33% for temporary visa holders. This is a drop of roughly 17–22 percentage 
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points across the immigration status gradient, one of the largest effects in the entire analysis. 

Mixed care follows a similar trend as was observed for years in the US with naturalized citizens 

with lowest predicted probability of mixed care use at about 21%, rising steeply to 42% for legal 

permanent residents and 37% for temporary visa holders.    

As for ethnicity, Korean women had the highest predicted probability of transnational 

only SRH care at about 10%, notably above Vietnamese (8%), Chinese (6%), and Indian (6%) 

women. Filipino (4%) and Other Asian (3%) women were lowest. For mixed SRH care use, 

predicted probabilities were relatively uniform across ethnic groups, ranging from about 29% 

(Filipino) to 33% (Korean and Indian). Wide, overlapping confidence intervals suggest ethnicity 

is not a meaningful differentiator of mixed care use after accounting for immigration status 

and other covariates. As for US-only SRH care use, Filipino women had the highest predicted 

probability at about 57%, followed by Other Asian (51%) and Chinese women (47%, 

reference).    

Predicted probabilities of SRH care type varied modestly across states of residence, 

though differences were generally not statistically significant after accounting for individual-

level covariates. The most notable state pattern observed for mixed and transnational-only care 

included: New York had the highest predicted probability of mixed care use (~37%), while 

Georgia showed the opposite pattern, with the lowest mixed care (~23%).   

Average marginal effects (Figures 6-9) identified immigration legal status and length of U.S. 

residence as the strongest and most statistically robust predictors of SRH care utilization patterns, 

while ethnicity and state of residence did not emerge as significant independent predictors after 

full adjustment. Relative to naturalized citizens, both legal permanent residents and temporary 

visa holders were significantly more likely to use mixed SRH care (AME ≈ +17 and +15 
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percentage points respectively) and significantly less likely to forgo SRH care entirely, with 

temporary visa holders additionally showing a significant positive AME for transnational-only 

care (~ +7 percentage points) — a pattern not observed among legal permanent residents.   

Longer U.S. residence was associated with significant reductions in both non-use 

(approximately −17 to −19 percentage points at 5–9 and 10+ years relative to 0–4 years) and 

transnational-only care, alongside significant increases in mixed care use, with the most dramatic 

shifts occurring between the 0–4 and 5–9-year periods rather than accumulating gradually over 

time. In contrast, ethnic differences in SRH care type were small and uniformly non-significant 

across all groups relative to Chinese women, as were state-level differences relative 

to California, though the directional patterns for state, particularly the inverse relationship 

between New York and Georgia across mixed and transnational-only care were consistent with 

those observed in the predicted probability figures.   
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Figure 4. Predicted Probabilities of Transnational-only SRH Care Use by Key Correlates 

Among Asian Immigrant Women, BRAVE Study (N=1,751) 

 
Note: Fully adjusted model (N=1,751). Covariates: age, insurance, marital status, income, education. 
References: naturalized citizen; Chinese; 0-4years in the U.S.; California. Undocumented/DACA excluded (n=58). 95% Cis shown. 
Source: BRAVE Study. 
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Figure 5. Predicted Probabilities of Mixed SRH Care Use (U.S. + Transnational) by Key 

Correlates Among Asian Immigrant Women, BRAVE Study (N=1,751) 

 
 
Note: Fully adjusted model (N=1,751). Covariates: age, insurance, marital status, income, education. 
References: naturalized citizen; Chinese; 0-4years in the U.S.; California. Undocumented/DACA excluded (n=58). 95% Cis shown. 
Source: BRAVE Study. 
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Figure 6. Predicted Probabilities of US-only SRH Care Use by Key Correlates Among 

Asian Immigrant Women, BRAVE Study (N=1,751) 

 
Note: Fully adjusted model (N=1,751). Covariates: age, insurance, marital status, income, education. 
References: naturalized citizen; Chinese; 0-4years in the U.S.; California. Undocumented/DACA excluded (n=58). 95% Cis shown. 
Source: BRAVE Study. 
 

Figure 7. Predicted Probabilities of Non-use of SRH Care by Key Correlates Among Asian 

Immigrant Women, BRAVE Study (N=1,751) 
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Note: Fully adjusted model (N=1,751). Covariates: age, insurance, marital status, income, education. 
References: naturalized citizen; Chinese; 0-4years in the U.S.; California. Undocumented/DACA excluded (n=58). 95% Cis shown. 
Source: BRAVE Study. 
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Figure 8. Average Marginal Effects of Immigration Status on Sexual and Reproductive 

Healthcare Utilization Patterns, Adjusted (N=1,751) 

 
 

 

Figure 9. Average Marginal Effects of Years in the US on Sexual and Reproductive 

Healthcare Utilization Patterns, Adjusted (N=1,751) 
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Figure 10. Average Marginal Effects of Ethnicity on Sexual and Reproductive Healthcare 

Utilization Patterns, Adjusted (N=1,751) 

 
Figure 11. Average Marginal Effects of State on Sexual and Reproductive Healthcare 

Utilization Patterns, Adjusted (N=1,751) 
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4.6 Sensitivity Analyses   

Several sensitivity analyses were conducted to assess the robustness of the primary 

multinomial logistic regression findings. First, predicted probability plots and average marginal 

effect plots were plotted for the unadjusted multinomial logistic regression model and are 

presented in the Supplemental Tables and Figures (Figures SF1–SF8). The unadjusted models 

produced patterns largely consistent with the fully adjusted model across all four SRH care type 

outcomes, with the strong positive association between non-citizen immigration status and mixed 

care use, the steep decline in non-use with longer U.S. residence, and the elevated transnational-

only care use among temporary visa holders all evident prior to covariate adjustment, providing 

confidence that these associations remained after controlling for these sociodemographic 

characteristics.  

Second, to examine whether findings held under a simpler binary operationalization of 

transnational care use, binary logistic regression models were estimated comparing women who 

ever used transnational SRH care (mixed or transnational-only; n=746) to those who never did 

(non-user or US-only; n=1,284), with results presented in Supplemental Tables 1 and 2. In 

the base model (Supplemental Table 1, N=1,890), both legal permanent residents (OR=2.28, 

95% CI: 1.76–2.96; AME=+18.5 percentage points) and temporary visa holders (OR=2.05, 95% 

CI: 1.50–2.82; AME=+16.0 percentage points) were significantly more likely to use any 

transnational SRH care compared to naturalized citizens. Women in the U.S. for 5–9 years were 

also significantly more likely to use transnational care compared to newly arrived women 

(OR=1.82; AME=+13.5 percentage points), while the association for 10+ years was not 

statistically significant.  
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In the fully adjusted model (Supplemental Table 2, N=1,751), associations for 

immigration status were strengthened after covariate adjustment — legal permanent residents 

(AOR=2.41; AME=+18.5 percentage points) and temporary visa holders (AOR=2.82; 

AME=+22.1 percentage points) — while the pattern for years in U.S. remained consistent. 

Notably, being uninsured was significantly negatively associated with transnational care use in 

the adjusted model (AOR=0.50; AME= −15.1 percentage points), suggesting that women 

without insurance were less likely to use transnational care, possibly reflecting the additional 

financial barriers women may face in seeking transnational SRH care. Never-married women 

were also significantly less likely to use transnational care (AOR=0.66; AME=−8.6 percentage 

points), while higher household income (>$150,000) was positively associated with transnational 

care use (AOR=1.45; AME=+7.9 percentage points), consistent with transnational care being 

partially a resource-dependent behavior. Ethnicity and state of residence were not significant 

predictors of transnational care use in the fully adjusted binary model, consistent with the 

primary multinomial findings.  

Third, to assess whether the exclusion of undocumented/DACA women (n=58) 

influenced the primary findings, a sensitivity multinomial logistic regression model was 

estimated including this group (Supplemental Table 3, N=1,947). Findings for immigration 

status, ethnicity, and years in U.S. were substantively consistent with the primary model. 

Temporary visa holders remained significantly more likely to use mixed care (RRR=2.07) and 

transnational-only care (RRR=5.45) relative to US-only care compared to naturalized citizens, 

and the pattern of declining non-use with longer U.S. residence remained. Undocumented/DACA 

women did not significantly differ from naturalized citizens on any SRH care type outcome, 
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though this null finding should be interpreted more carefully given the small cell size (n=58) and 

resulting limited statistical power to detect differences for this group.  

Taken together, these sensitivity analyses support the robustness of the primary findings 

and suggest that the key associations between immigration legal status, length of U.S. residence, 

and SRH care utilization patterns, particularly transnational SRH care use are stable across 

model specifications, analytic samples, and outcome operationalizations.  

4. Discussion 

This study examined patterns of SRH care utilization among Asian immigrant women in 

the United States, identifying four distinct care-seeking trajectories — non-use, US-only, mixed 

transnational and transnational-only and their structural determinants. More than one-third 

of participants reported obtaining transnational SRH care. Consistent with Andersen's Behavioral 

Model and the transnational social fields framework, immigration legal status and duration of 

U.S. residence emerged as the strongest and most consistent predictors of transnational SRH care 

utilization, whereas ethnic differences and state of residence became substantially attenuated 

after adjustment for immigration-related and socioeconomic characteristics.  

Growing evidence suggests that transnational healthcare is an adaptive strategy through 

which immigrants navigate barriers encountered within host-country healthcare systems 

while maintaining healthcare ties to their countries of origin71. Previous studies among Latino 

immigrants have documented transnational healthcare use as a response to insurance ineligibility, 

language barriers, immigration-related concerns, and limited access to affordable care in the 

United States75,171,241. Similarly, studies among Chinese and Korean immigrants in Canada have 

shown that perceived quality of care, cultural familiarity, language concordance, and challenges 

navigating local healthcare systems encourage continued use of healthcare services in countries 
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of origin87. Our findings support this literature while extending it to Asian immigrant women in 

the United States, a population that has received comparatively little attention in transnational 

healthcare research despite representing one of the fastest-growing immigrant populations.  

The strongest finding of this study was the robust association between immigration legal 

status and transnational SRH care utilization. Compared with naturalized citizens, legal 

permanent residents and temporary visa holders were significantly more likely to use mixed care, 

while temporary visa holders had more than six times the relative risk of transnational-only care, 

even after socioeconomic adjustment. These findings suggest that immigration legal status 

influences not only access to SRH care but also where care is obtained, underscoring its role as a 

key structural determinant of transnational SRH care utilization. The particularly high reliance on 

transnational care among temporary visa holders further suggests that cross-border SRH care is, 

at least in part, a structural response to barriers within the U.S. healthcare system rather than 

solely a reflection of cultural preference or continued attachment to countries of origin. This 

interpretation is consistent with previous research demonstrating that restrictive immigration 

policy environments limit access to reproductive healthcare, whereas more inclusive policy 

environments improve access to reproductive health services among immigrant 

populations219,227.  

Mixed care was considerably more common than exclusive transnational 

care, indicating that immigrant women generally supplement rather than replace U.S. healthcare 

with care in their countries of origin. This finding also provides quantitative support for the 

transnational social fields framework proposed by Peggy Levitt and Nina Glick Schiller, which 

argues that immigrants remain simultaneously embedded in institutions across sending and 

receiving countries rather than transitioning from one system to another81. Our findings suggest 
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that healthcare utilization should similarly be understood as occurring across multiple healthcare 

systems rather than within a single national context. Duration of U.S. residence further suggested 

a three-stage integration trajectory, with recent arrivals relying more on transnational care, 

women with 5–9 years most likely to use mixed care, and longer-term residents increasingly 

relying on U.S.-based care while maintaining some cross-border healthcare connections.  

Rather than supporting a simple one-way process of assimilation, these findings suggest 

that healthcare integration and transnational use coexist over time as immigrants gradually 

expand their engagement with the U.S. healthcare system while maintaining healthcare ties 

abroad. Ethnic differences were substantially attenuated after adjustment, suggesting that 

structural migration-related factors, particularly immigration status and duration of residence, 

explain more of the variation in SRH care utilization than ethnicity alone. Likewise, state of 

residence showed limited independent associations after accounting for individual-level 

characteristics. Finally, uninsured women were less likely to engage in transnational care, 

suggesting that obtaining healthcare across borders requires financial and social resources and 

may not be a feasible strategy for the most economically marginalized immigrants.   

Collectively, these findings extend the transnational healthcare literature in three 

important ways. First, they provide one of the first quantitative examinations of transnational 

SRH care utilization among Asian immigrant women in the United States. Second, by 

distinguishing between mixed and transnational-only care, they demonstrate that immigrant 

women frequently navigate multiple healthcare systems simultaneously rather than substituting 

one system for another. Third, they identify immigration legal status and duration of residence as 

strong predictors of transnational SRH care utilization, highlighting the importance of structural 

migration-related factors in shaping transnational healthcare decisions.  
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However, several limitations should be considered. First, the cross-sectional study 

design precludes causal inference regarding the temporal relationships 

between immigration related experiences and healthcare utilization patterns. Second, although 

the BRAVE study employed an adapted Starfish Sampling approach specifically designed to 

recruit structurally marginalized and traditionally ‘hard to reach’ immigrant women across a 

broad spectrum of immigration statuses249, the relatively small number of undocumented 

participants (n=58) limited our statistical power to examine this particularly vulnerable 

population separately. Additionally, small sample size for transnational-only users (n=119) limit 

the precision of estimates for this group and preclude more granular within-group analyses.  

Third, transnational SRH healthcare utilization was self-reported and may be subject to 

recall bias or social desirability bias. Fourth, while the BRAVE survey included an item 

capturing transnational SRH care use in the past 24 months (Q428), the present analysis used 

the lifetime measure (Q406) to maximize sample size and analytic power across the four 

outcome categories. As a result, findings reflect care-seeking behavior at any point since 

migration rather than current or recent patterns of transnational SRH care 

use. Fifth, the transnational SRH use (Q406) captured the presence of any transnational SRH 

care use rather than distinguishing among specific service types, frequency of use, or number of 

services used transnationally.  

Women who used a single transnational SRH service were classified identically to those 

who used multiple SRH services, potentially obscuring meaningful heterogeneity in the depth 

and breadth of transnational SRH use. Future research examining service-specific transnational 

SRH care use including which services women are most likely to seek transnationally and 

whether the structural predictors of transnational use differ by service type, would provide a 
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more granular understanding of transnational care-seeking patterns among Asian immigrant 

women.   

Finally, while this study categorized state of residence as a proxy for the broader 

immigration and reproductive health policy environment, no existing index combines both 

dimensions into a single composite score applicable to the current study period. The Immigration 

Policy Climate (IPC) Index, which quantifies and tracks state-level immigration policies along 

an inclusionary-to-exclusionary continuum, covers only 2009–2019 and could not be applied to 

the current study period25. Similarly, the Institute for Women's Policy Research (IWPR) 

Reproductive Rights Composite Index, which captures nine indicators of state reproductive 

rights including abortion access, Medicaid family planning expansions, and mandatory sex 

education, is available only through 2022 and does not incorporate immigration policy 

dimensions250. The absence of a validated composite index that simultaneously captures both 

immigration and reproductive health policy restrictiveness at the state level precluded a more 

nuanced operationalization of state policy context in this study, and the use of state of residence 

as a proxy variable limits conclusions about the specific policy mechanisms driving geographic 

variation in SRH care patterns.  

Additionally, the heterogeneous ‘Other states’ category which collapsed 42 states and the 

District of Columbia due to small and variable cell sizes limits the ability to draw meaningful 

conclusions about geographic variation beyond the four focal states. Future research 

should prioritize the application of a combined immigration and reproductive health policy index 

to more precisely capture the compounding effect of both policies on transnational SRH care 

use. Finally, while this study identifies important correlates of transnational 

healthcare utilization, it cannot fully explain the motivations underlying healthcare decisions.  
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Despite these limitations, the findings from this study have several important 

implications. First, the strong association between immigration status and transnational care 

underscores the importance of policies that reduce structural barriers to healthcare access among 

noncitizen immigrants, including expanding insurance eligibility, improving language access, 

increasing culturally responsive SRH services, and reducing administrative barriers that 

discourage healthcare utilization or forego SRH care. Second, the acculturation 

trajectory identified in this study from high non-use among recent arrivals to mixed care use 

among mid-tenure women to high US-only care among longer-term residents has direct 

implications for the timing and targeting of public health interventions.  

Third, the significant ethnic variation in care patterns particularly the elevated non-use 

rates among Vietnamese women and the comparatively lower non-use among Filipino women 

underscores the importance of recognizing and adequately addressing the heterogeneity of Asian 

immigrant women in program design, research, and data collection efforts. Public health 

programs and surveillance systems should consistently disaggregate by specific Asian ethnicity 

to identify and address meaningful ethnic subgroup differences that can contribute to adverse 

health outcomes and that are invisible in aggregated Asian data.  

Fourth, the finding that uninsured women were over four times more likely to use 

transnational-only care and more than twice as likely to use no SRH care at all highlights 

insurance coverage as a significant barrier in SRH care access among Asian immigrant women in 

the United States. Expanding Medicaid eligibility to immigrant women regardless of 

documentation status or federal waiting periods, as several states have already done for pregnant 

women and children, would likely reduce non-use and transnational only SRH use67.  
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Fifth, the persistence of immigration status effects on transnational SRH use after full 

socioeconomic adjustment suggests that clinical and insurance-level interventions alone are 

insufficient to eliminate disparities in SRH care utilization. Chilling effects due to restrictive 

immigration policies and public charge rules that penalize benefit use deter Asian immigrant 

women from seeking SRH care68,196. Finally, although this study’s categorical state 

variable captures limited variation in transnational SRH use post-Dobbs, findings such as the 

elevated mixed and transnational care use observed among women in states with highly 

exclusionary immigration policy climates and abortion restrictions such as Georgia and 

Texas247,248, suggest that the inters109,110ection of restrictive immigration and reproductive rights 

policies may compound barriers to domestic SRH care access in ways not fully captured by 

categorical state groupings.  

In conclusion, transnational SRH care represents an adaptive healthcare 

strategy that immigrants adopt when faced with structural barriers to SRH care access in the 

US. Rather than completely adopting one single healthcare system, the patterns documented in 

this study suggest that Asian immigrant women strategically navigate multiple healthcare 

systems simultaneously, maintaining transitional ties while incrementally integrating into US-

based care as their immigration status, duration of residence, and access to health care evolve 

over time. While the motivations underlying transnational SRH care-seeking remain to be fully 

understood and will be the focus of future research examining the specific services sought and 

reasons for transnational care use among this population, the structural predictors identified in 

this study strongly suggest that barriers within the US system play a meaningful role in shaping 

where immigrant women seek care, and that addressing those barriers is a necessary first step 

toward ensuring equitable SRH access for Asian immigrant women in the United States. 
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VII. STUDY 3: 

1. Introduction 

Immigrant women in the United States represent a large and rapidly growing population 

with diverse sexual and reproductive health (SRH) needs. Their healthcare experiences are 

shaped by intersecting forces of immigration, acculturation, structural exclusion, and a rapidly 

shifting policy environment. As of 2020, approximately 45 million immigrants resided in the 

United States, representing 14% of the total population2 . Of these, an estimated 27.5% were 

women of reproductive age, a population whose SRH needs remain critically underserved2. 

Compared to their US-born counterparts, immigrant women face well-documented disparities 

across multiple dimensions of SRH care: they are less likely to use highly effective contraceptive 

methods4,191, less likely to access preventive SRH services including breast and cervical cancer 

screenings29,30,192and have lower prenatal care utilization compared to US-born individuals193. 

These disparities are rooted in and aggravated by intersecting structural barriers including 

immigration status40,252, insurance exclusions , language barriers42, cultural stigma253, and 

restrictive immigration45,48 and reproductive health policies19 that constrain immigrant women’s 

ability to access and utilize SRH care47,49.  

Importantly, these structural barriers are not experienced uniformly across the United 

States but are shaped by state policy environments. States differ substantially in Medicaid 

expansion, immigrant eligibility for publicly funded health insurance, reproductive health 

policies, investments in safety-net services, and the availability of culturally and linguistically 

appropriate healthcare providers157,254. These policy differences influence the affordability, 

accessibility, and quality of SRH care available to immigrant women and may contribute to 

geographic variation in healthcare utilization. Consequently, women residing in more restrictive 
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policy environments may encounter greater financial and structural barriers to obtaining SRH 

care in the United States, increasing the likelihood that they seek care transnationally as an 

adaptive strategy 

These structural barriers are particularly prominent among Asian immigrant women, a 

rapidly growing immigrant population in the United States. Nearly three-quarters of Asian 

American adults are foreign-born206. Despite their demographic significance, Asian immigrants 

are frequently treated as a homogeneous population despite substantial diversity in ethnicity, 

migration histories, immigration status, language, and socioeconomic circumstances207–209. 

Language barriers, lack of insurance particularly among temporary visa holders and 

undocumented immigrants, limited availability of culturally and linguistically concordant SRH 

providers, and cultural norms around discussing sexual and reproductive health all contribute to 

significant gaps in SRH care access and utilization among this population255,256. 

Existing research has documented disparities in SRH care access and utilization among 

Asian immigrant women in the United States, including lower rates of cervical cancer screening, 

contraceptive use, and prenatal care utilization compared to U.S.-born women5,29,57,210. Previous 

studies have documented important differences in SRH utilization across Asian ethnic groups, 

years of U.S. residence, and immigration status50,57,208,210, suggesting that transnational 

healthcare practices may likewise vary across immigrant subgroups. One adaptive strategy that 

immigrant women may employ in response to structural barriers in the US healthcare system is 

transnational healthcare, the practice of seeking medical care in one’s country of origin. 

Transnational healthcare is conceptually distinct from medical tourism: whereas medical tourism 

is driven by convenience, cost savings, or access to procedures unavailable in the host country, 

transnational healthcare among immigrants is primarily motivated by cultural familiarity, trust in 



 

143 

 

home country providers, language concordance, perceived quality of care, and the maintenance 

of social ties to the country of origin171,218. 

A growing body of literature has documented transnational healthcare practices among 

immigrant populations globally, including travel to home countries for primary care, dental care, 

specialist services, and prescription medications . Studies consistently identify several key 

drivers of transnational healthcare-seeking including cost barriers and lack of insurance in the 

receiving country, perceived higher quality or greater accessibility of care in the home 

country, language ease, cultural familiarity with home-country providers, and family and social 

network influences71,171. These drivers map closely onto the push-pull framework of 

transnational health behavior, which conceptualizes transnational care-seeking as shaped by 

structural barriers pushing immigrants away from receiving-country healthcare systems and 

cultural and relational factors pulling them toward origin-country care155. Despite growing 

research on transnational healthcare among immigrant populations, research specifically 

examining transnational sexual and reproductive healthcare remains extremely limited. The only 

identified study focused specifically on transnational SRH was a qualitative investigation of 

pregnancy-related care among Bengali immigrant women in the United States78. A systematic 

review of transnational healthcare research found that most studies have examined general 

healthcare utilization rather than SRH and have focused predominantly on Mexican and Latino 

immigrant populations, particularly in U.S. and U.S.–Mexico border regions  . Comparatively 

few studies have involved Asian immigrants, and even fewer have examined Asian immigrant 

populations in the United States71. Consequently, little is known about the prevalence, patterns, 

types of services, and motivations underlying transnational SRH care among Asian immigrant 

women in the United States. 
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The transnationalism framework, which positions immigrants as simultaneously 

embedded in origin and receiving country social fields, provides a productive theoretical lens for 

understanding why Asian immigrant women seek SRH care transnationally82. Push factors 

operating within the U.S. healthcare system including the high cost of SRH care, language 

barriers, lack of cultural concordance between providers and patients, and perceived inadequacy 

of U.S. care quality or accessibility are theorized to motivate transnational SRH care-seeking by 

making care within the U.S. system inaccessible, unaffordable, or culturally 

unwelcoming5,69,86,89,115,258,259.  

Pull factors operating within origin-country healthcare systems including cultural 

familiarity, trusted and established provider relationships, government-subsidized services not 

available or affordable in the United States, and family and social network influence are 

theorized to attract women toward home-country care by making it more accessible, affordable, 

or desirable than U.S.-based alternatives71. A qualitative study of 50 first- and second-generation 

Mexican immigrants in San Diego, California, found that participants strategically combined 

healthcare in the United States and Mexico. They sought second opinions from providers in 

Mexico, valued the emotional support and trust offered by Mexican physicians, accessed 

specialist services, used different healthcare systems for different health needs, and purchased 

prescription medications across the border260.   

Transnational healthcare has emerged as an increasingly recognized component of 

healthcare utilization among immigrant populations, reflecting the ways migrants navigate 

healthcare across national borders while maintaining enduring social, cultural, and institutional 

ties to their countries of origin69,84,261. In a recent national study of Asian immigrant women, 

approximately 36% of Asian immigrant women in the BRAVE Study reported any transnational 
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SRH care use since migrating to the United States, with immigration status and years of U.S. 

residence among the strongest predictors of transnational care utilization patterns. Yet, to date, 

there is a critical gap in understanding among women who do seek SRH care transnationally, 

what specific services do they obtain, and what motivates them to seek care outside the U.S. 

healthcare system? Understanding these questions is essential for identifying the factors that 

drive women to seek transnational SRH care.  

The present study builds upon prior work examining patterns of transnational SRH 

care utilization among Asian immigrant women by investigating the types of services obtained, 

the reasons underlying transnational healthcare utilization, and the broader contexts in which 

these decisions occur. Guided by Andersen's Behavioral Model220,262 and the transnational social 

field perspective, this study examines variation in transnational SRH services and motivations 

across ethnicity, immigration status, years of residence in the United States, and state of 

residence. In addition, qualitative analysis of participants' open-text responses provides further 

insight into contextual influences that are not captured through structured survey measures. 

Together, these analyses contribute to a more nuanced understanding of transnational SRH care 

among Asian immigrant women and advance the literature by examining not only the occurrence 

of transnational healthcare, but also the motivations that shape transnational SRH 

care utilization.  

Research Questions: 

Among the 745 Asian immigrant women who reported using transnational SRH care, what types 

of SRH services are obtained transnationally, and what reasons do women report for seeking 

transnational SRH care? How do transnational SRH service types and reasons for care-seeking 

vary by ethnicity, immigration status, years of U.S. residence, and state of residence? 
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Hypothesis 3a: The types of transnational SRH services sought will differ significantly by 

ethnicity, immigration status, years of U.S. residence, and state of residence among Asian 

immigrant women who engage in transnational SRH care. 

Hypothesis 3b: The reasons for seeking transnational SRH care will differ significantly by 

ethnicity, immigration status, years of U.S. residence, and state of residence.  

Hypothesis 3c: Open-text responses will identify additional motivations for transnational SRH 

care that are not captured by the structured survey response categories. 

Figure 12. Analytical Framework 

 
 

Study 3 builds directly on the integrated theoretical framework applied in Study 2, 

which combined Andersen's Behavioral Model of Health Services Use with Levitt and Glick 
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Schiller's transnational social field perspective82,220. While Study 2 applied this framework to 

examine predisposing and enabling correlates of transnational SRH care utilization patterns 

across the full BRAVE Study analytic sample, Study 3 adapts the framework to examine what 

happens within transnational SRH care utilization, specifically, what services Asian immigrant 

women seek outside the U.S. healthcare system and why, among the subset of women who 

reported any transnational SRH care use (N=745).  

As shown in Figure 12, the framework retains the same structural components as Study 2 

— predisposing factors, enabling factors, SRH need factors, and home country push and pull 

forces but reorients their role in the analytic model. In Study 2, these factors served 

as correlates of who uses transnational SRH care. However, in Study 3, they serve as explanatory 

factors for heterogeneity in service types and reasons across subgroups of transnational SRH care 

users, consistent with the sub-aim examining variation by ethnicity, immigration status, years of 

U.S. residence, and state of residence.  

Predisposing factors- ethnicity and years in the U.S. are hypothesized to shape which 

SRH services women seek transnationally and which reasons they cite, reflecting how cultural 

background and length of U.S. residence influence health beliefs, care preferences, and degree of 

integration into the U.S. healthcare system. Enabling factors - immigration status and state of 

residence are hypothesized to shape structural reasons for transnational care-seeking, including 

affordability and language ease, which are expected to be more prevalent among women with 

more precarious immigration statuses (e.g., visa holders; undocumented) and those residing in 

states with more restrictive reproductive health policy environments9,121,156.  
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Consistent with the transnationalism framework, the push and pull 

forces operating within immigrants' transnational social fields are theorized as the primary 

drivers of transnational SRH care-seeking. Push factors such as structural barriers within the U.S. 

healthcare system encompass perceived affordability barriers, language barriers, lack of 

culturally concordant providers, and perceptions of lower care quality or accessibility69,71. These 

push factors are hypothesized to explain the structured reasons of affordability, language ease, 

higher quality, and cultural competence. Pull factors such as attractions of home-country 

healthcare systems — encompass cultural familiarity, existing trusted provider relationships, 

government-subsidized or otherwise inaccessible services, and family and social network 

influences69,71. These pull factors are hypothesized to explain both structured reasons (cultural 

competence, family request) and novel contextual factors emerging from open-text responses, 

including opportunistic care-seeking during home visits, trusted provider continuity, 

and structural service unavailability in the U.S.  

The transnationalism framework181,263 which positions migrants as simultaneously 

embedded in origin and receiving country social fields, serves as links between the predisposing, 

enabling, and need factors and the primary Study 3 outcomes. The primary outcomes consist of 

three interconnected components: H3a examines the types of SRH services sought 

transnationally (what care is obtained outside the U.S.); H3b examines the reasons for 

transnational care-seeking (why care is sought outside the U.S.); and H3c uses open-text 

narrative responses to contextualize and extend the structured findings by identifying additional 

factors not captured by the five structured reason categories. Together, H3a, H3b, and H3c 

provide a comprehensive descriptive analysis of transnational SRH care-seeking among Asian 

immigrant women through the BRAVE study.  
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2. Methods 

2.1. Study Design and Data Source:  

The present study draws on data from the BRAVE (Building Community, Raising All 

immigrant Voices for health Equity) study, a national study with multi-site, cross-sectional 

survey, conducted in Atlanta, Houston, Los Angeles, and New York City. The BRAVE study is 

designed using an exploratory sequential mixed-methods framework that aimed to study the 

association between immigration status and SRH among Asian immigrant women in the United 

States .  

The BRAVE study was conducted in two phases: Phase I consisted of qualitative 

interviews with Asian immigrant women and community experts, whose findings directly 

informed the design, measures, and recruitment strategies of the Phase II quantitative 

survey. The present analysis draws exclusively on Phase II quantitative survey data and employs 

a quantitative descriptive design with supplemental open-text contextualization to examine the 

types of SRH services sought transnationally and the reasons for transnational SRH care-seeking 

among Asian immigrant women who reported any transnational SRH care use since migrating to 

the United States. While Study 2 examined sociodemographic and immigration-related correlates 

of transnational SRH care utilization patterns across the full analytic sample, Study 3 focuses 

specifically on transnational care experience itself, describing what services women seek outside 

the U.S. healthcare system and why among the subset of women who reported any transnational 

SRH care use.  

2.2. Sampling and Data Collection:  

The study population consists of individuals who were assigned female at birth, aged 18-

49 years, self-identified as Asian, were born outside the United States, currently resided in the 
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United States, and were able to complete the survey in English, Chinese (Mandarin and 

Cantonese), Hindi, Korean, or Vietnamese. Consistent with the study’s focus on 

reaching invisibilised and structurally marginalized populations, participants were eligible across 

the full spectrum of immigration statuses, including undocumented individuals, Deferred Action 

for Childhood Arrivals (DACA) recipients, temporary visa holders, lawful permanent residents, 

and naturalized citizens166. Data collection began in January 2025 across Atlanta, Houston, Los 

Angeles, and New York City. These sites were selected because they are located in states with 

large Asian immigrant populations and represent diverse reproductive rights environments and 

immigrant policy contexts . 

Participants were recruited using an adapted Starfish Sampling methodology- a novel 

hybrid approach combining random time-location sampling (TLS) and respondent-driven 

sampling (RDS), developed specifically to reach populations that are often excluded from 

traditional survey frames165. In the TLS component, trained multilingual field officers recruited 

participants at randomly selected venue–date–time combinations across venues frequented by 

Asian immigrant women, including grocery stores, religious centers, community-based 

organizations, and restaurants. In the RDS component, each recruited participant could refer up 

to three peers from their social networks, extending reach into harder-to-reach segments of the 

population including women with undocumented or liminal immigration status .  

The study was conducted within a Community-Based Participatory Research (CBPR) 

framework, with community partner organizations co-directing all research activities, providing 

feedback on sampling procedures and survey instruments, hiring and training multilingual field 

officers, and conducting recruitment events at their respective sites. The BRAVE Community 

Advisory Board (CAB), composed of immigrant-led and reproductive justice organizations, 
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additionally reviewed survey instruments and evaluated cultural appropriateness of measures and 

translations166.  

Recruited participants completed a 40-minute survey in their preferred language in 

person at recruitment venues, by phone, or online through Qualtrics, a HIPAA-compliant survey 

platform. Upon survey completion, participants received a $40 gift card and were invited to refer 

up to three peers from their social networks, receiving an additional $10 gift card for each peer 

who completed the survey166. All study team members, including field officers at each site, 

completed CITI Human Subjects Research Training and HIPAA training and the study protocol 

received IRB approval from the University of California, Los Angeles166.  

The full BRAVE Study analytic sample comprised 2,030 Asian immigrant women after 

exclusion of 29 participants (1.4%) with missing data on transnational SRH care use. However, 

the present study focuses specifically on Asian immigrant women who reported any transnational 

SRH care use since migrating to the United States. Transnational SRH care use was defined as 

explicit endorsement of at least one specific SRH service used outside the United States since 

migration. Participants who responded affirmatively were then asked reasons for using SRH 

services outside of the U.S. Women who selected only "I have never used SRH care outside the 

United States since moving here" were classified as non-transnational users. 

Participants who left the transnational service use question unanswered (n = 67) or had 

missing data for all those items (n = 28) were excluded because their transnational SRH care 

status could not be determined. This yielded a final analytic sample of N=745 transnational SRH 

care users, representing 36.3% of the full BRAVE Study analytic sample. Women who selected 

"prefer not to answer" on reasons for transnational SRH care (n=26) were additionally excluded, 

producing an analytic sample of N=719. Additionally, consistent with study 2, 
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undocumented/DACA women (n=14, 1.9%) were excluded from all subgroup analyses due to 

small cell sizes that preclude stable statistical estimates. This yielded a final analytic sample of 

N=731 transnational SRH care users for service type analyses (H3a).  

For reasons analyses (H3b), women who selected "prefer not to answer" on Q92 (n=26) 

were additionally excluded, yielding a final reasons analytic sample of N=705. Women with 

missing immigration status data (n=14) were also excluded from all analyses. For open-text 

analyses, all valid open-text responses to reasons were analyzed and recoded to existing 

structured reasons categories and those that could not be mapped onto existing categories were 

analyzed using inductive content analysis to identify new themes not captured by the five 

structured reason categories.   

2.3. Study Measures:  

Transnational SRH service types (H3a). The primary outcome for H3a was derived from 

Q406, which asked: "While you have lived in the U.S., which of these sexual and reproductive 

healthcare services have you used outside the U.S.?" Response options included five structured 

categories: birth control counseling or method, abortion or termination of pregnancy, prenatal 

and pregnancy care, general women's health care, and other (with open-text specification). Each 

service type was operationalized as a separate binary variable (1=endorsed, 0=not endorsed).   

Prior to analysis, open-text responses to the other category (Q406_5) were reviewed and 

recoded into existing structured service categories where substantively appropriate: responses 

describing gynecological examinations, PAP (Papanicolaou) smears, Polycystic Ovary 

Syndrome management, Sexually Transmitted Infection testing, Urinary Tract Infection 

treatment, pelvic imaging, and breast ultrasound were recoded into general women's health; birth 

control counseling was recoded into contraception; and pregnancy testing was recoded into 
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prenatal and pregnancy care. Responses describing fertility-related services including egg 

freezing, IVF, and infertility treatment were retained in the other category as they represent a 

distinct service type not captured by existing structured categories. Non-use responses (e.g., 

"none," "none of the above") were set to zero. Following recoding, the other category (n=13) 

reflected fertility-related services exclusively. Since women could select multiple service 

categories simultaneously, the percentages therefore represent the proportion of the 

731 transnational users endorsing each service type and do not sum to 100%.  

Reasons for transnational SRH care-seeking (H3b). Participants who reported transnational SRH 

care use were asked: “What are the main reasons you have used sexual and reproductive health 

services outside the U.S.? Please select all that apply.” Response options included five structured 

categories: more affordable health care, higher quality health care, more culturally competent 

health care, ease in understanding language, and my family asked me to, with an open-text other 

option. As with service types, each reason was operationalized as a separate binary variable (1= 

endorsed, 0=not endorsed). Of the 731 transnational users, 705 responded to Q92 (excluding 26 

who selected prefer not to answer), yielding a reasons analytic sample of N=705.  

Open-text responses (H3c). Prior to analysis, open-text responses to the other category of 

Q92 were reviewed and, where appropriate, recoded into existing structured reason categories. 

Responses indicating affordability (e.g., "cheaper," "free healthcare in my home country") were 

recoded into the affordability category; responses indicating perceived quality or efficiency (e.g., 

"faster," "easier to get appointments," "more accessible") were recoded into the higher quality 

category; and responses indicating cultural familiarity (e.g., "more comfortable," "feels 

familiar") were recoded into the cultural competence category. Responses that did not map to 

existing categories were retained as other and subjected to qualitative content analysis for H3c. 
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Non-substantive responses (e.g., "did not use," "none," "N/A") and responses indicating 

care was obtained before migration or while living outside the U.S. were excluded from the 

analytic sample. Valid open-text responses remaining after the recoding process described above 

were subjected to inductive content analysis to identify additional contextual factors not captured 

by the five structured reason categories. Responses were read in full, and recurring themes were 

identified inductively and organized into thematic categories.   

Key correlates. Consistent with Study 2, four variables constituted the primary correlates 

of interest for the sub-aim examining variation in service types and reasons across subgroups: 

ethnicity (Chinese/Taiwanese [reference], Korean, Indian, Vietnamese, Filipino, Other Asian), 

immigration status (naturalized citizen [reference], legal permanent resident, temporary visa 

holder), years of U.S. residence (0–4 years [reference], 5–9 years, 10+ years), and state of 

residence (California [reference], Georgia, New York, Texas, Other states).  

2.4. Statistical Analysis  

All statistical analyses were conducted using Stata 19. Analyses were conducted in three 

stages based on the three study hypotheses. For H3a, descriptive statistics first characterized the 

overall distribution of transnational SRH service types among the 731 transnational users, 

including frequencies and percentages for each service type. The number of service types 

simultaneously endorsed was described to characterize the multiplicity of transnational care 

engagement. Bivariate associations between each service type and the four key correlates were 

then examined using Pearson chi-square tests, treating each service type as a separate binary 

outcome. Fisher's exact tests were substituted for service types with small cell sizes, specifically 

abortion (n=31) and other services (n=13) where expected cell counts fell below five in one or 

more cells.  
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For H3b, descriptive statistics characterized the overall distribution of reasons for 

transnational SRH care-seeking among the 705 respondents, including frequencies and 

percentages for each reason. The number of reasons simultaneously endorsed was described to 

characterize the multiplicity of motivations for transnational care-seeking. Bivariate associations 

between each reason and the four key correlates were examined using Pearson chi-square tests, 

treating each reason as a separate binary outcome. These bivariate analyses constituted the 

primary tests of H3a and H3b. All tests were two-tailed with a significance threshold of p<0.05.  

For H3c, valid open-text responses (n=113) were analyzed using inductive content 

analysis following the two-stage process described above. Responses were read in full and coded 

into thematic categories based on recurring patterns in the data. Theme frequencies 

were quantified and representative quotes are presented to illustrate each emergent theme. Open-

text findings are presented alongside and integrated with the structured quantitative findings to 

provide a more complete account of the motivations underlying transnational SRH care-seeking 

than structured survey categories alone can capture, consistent with a sequential mixed-methods 

integration approach. Since women could select multiple service types and reasons 

simultaneously, all percentages represent the proportion of the analytic sample endorsing each 

item and do not sum to 100%.  

3. Results 

A. Overall distribution of Transnational SRH Service Types:   

Figure 13 presents the overall distribution of transnational SRH service types among the 

731 transnational users included in the analytic sample. Undocumented/DACA women (n=14) 

were excluded from all analyses due to small cell sizes, consistent with Study 2. All percentages 

in Figure 13 are calculated using the 731 transnational SRH care users as the denominator. 
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Because participants could report more than one service type, the categories are not mutually 

exclusive, and percentages do not sum to 100%. 

The most commonly reported transnational SRH service was general women's health care 

(n=557, 77%), followed by contraception (n=215, 30%), prenatal and pregnancy care (n=112, 

16%), abortion (n=28, 4%), and other services — consisting exclusively of fertility-related 

treatments including egg freezing, in vitro fertilization (IVF), and infertility treatment (n=13, 

2%). As shown in Figure 14, women reported using a mean of 1.3 service types simultaneously 

(SD=0.6). Most women (77.0%) reported using exactly one type of transnational SRH service, 

18.7% reported using two service types, 3.7% reported using three service types, and 0.5% 

reported using four service types, indicating that most women sought one primary type of SRH 

care transnationally. 
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Figure 13. Types of Transnational SRH Services used Among Asian Immigrant Women 

(N=731) 
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Figure 14. Number of Transnational SRH Services used Among Asian Immigrant Women 

(N=731) 

 

B. Transnational SRH Service Types Variation by key correlates.  

Patterns of transnational SRH service utilization differed across several 

sociodemographic characteristics, although the extent of variation depended on the type of 

service (Table 6). Undocumented/DACA women (n=14) were excluded from immigration status 

analyses due to small cell sizes, consistent with Study 2. 

Use of transnational general women's health services varied significantly by ethnicity 

(p=0.047), years of U.S. residence (p=0.018), and state of residence (p=0.049), but not by 
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immigration status (p=0.515). Specifically, Korean (81%), Indian (80%), and Other Asian (80%) 

women were more likely than Chinese (69%) and Vietnamese (70%) women to report obtaining 

general women's health care outside the United States. Women who had lived in the United 

States for 0–4 years reported the highest utilization (85%), compared with those residing in the 

United States for 5–9 years (74%) and 10 or more years (73%). By state, utilization ranged from 

71% among Texas residents to 84% among women residing in other states. 

Transnational contraception services also differed significantly by ethnicity (p=0.021) 

and state of residence (p<0.001), but not by immigration status (p=0.621) or years of U.S. 

residence (p=0.464). Vietnamese women reported the highest prevalence of obtaining 

contraception abroad (43%), whereas Korean women reported the lowest (23%). Across states, 

utilization ranged from 18% among women residing in other states to 37% among Texas 

residents. 

Prenatal and pregnancy-related care demonstrated the greatest heterogeneity across 

participant characteristics. Use differed significantly by ethnicity (p=0.038), immigration status 

(p<0.001), and years of U.S. residence (p=0.002), but not by state of residence (p=0.999). 

Korean (23%) and Filipino (18%) women reported higher utilization than Chinese (12%) and 

Indian (10%) women. Among the three immigration status groups, legal permanent residents 

(21%) and naturalized citizens (19%) were substantially more likely than temporary visa holders 

(7%) to report receiving prenatal or pregnancy-related care transnationally. In addition, 

utilization increased with duration of U.S. residence, from 9% among women residing in the 

United States for 0–4 years to 20% among those residing in the United States for 10 or more 

years. 
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Use of transnational abortion services differed significantly only by immigration status 

(Fisher's exact test, p=0.021), with legal permanent residents (5%) reporting higher utilization 

than naturalized citizens (3%) and temporary visa holders (3%). No statistically significant 

differences were observed for abortion by ethnicity (p=0.068), years of U.S. residence (p=0.453), 

or state of residence (p=0.751). No statistically significant differences were observed for other 

transnational SRH services — reflecting fertility-related treatments — across ethnicity, 

immigration status, years of U.S. residence, or state of residence (all p>0.05). 

C. Overall distribution of Reasons for Transnational SRH Care-Seeking:   

Figure 15 presents the overall distribution of reasons for transnational SRH care seeking 

among the 719 respondents. Affordability was the most commonly cited reason (n=396, 57%), 

followed by cultural competence (n=310, 45%), language ease (n=271, 39%), higher quality 

(n=228, 32%), family request (n=138, 19%), and other reasons captured through open-text 

analysis (n=107, 15%).  

Figure 15. Reasons for Transnational SRH Care-Seeking Among Asian Immigrant Women 

(N=705) 
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Women endorsed a mean of 2.1 reasons (SD = 1.2), indicating that motivations for 

seeking transnational SRH care were often multifactorial. Although 41.3% of women reported a 

single reason, 56.5% endorsed two or more reasons, including 20.1% who selected three reasons 

and 15% who selected four or more reasons (Figure 16).  

Figure 16. Number of Reasons Cited for Transnational SRH Care Among Asian Immigrant 

Women (N=705) 
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D. Reasons for Transnational SRH Care-Seeking by key correlates:  

 

Patterns of reasons for seeking transnational SRH care varied across participant 

characteristics, with five of the six structured reasons differing significantly by at least one key 

correlate (Table 7). Undocumented/DACA women (n=14) were excluded from immigration 

status analyses due to small cell sizes, consistent with Study 2. 

Affordability, the most endorsed reason for obtaining SRH care outside the United States 

(56%), differed significantly by ethnicity (p<0.001), immigration status (p=0.012), and state of 

residence (p=0.049), but not by years of U.S. residence (p=0.392). Korean women reported the 

highest prevalence of affordability as a motivation (72%), whereas women identifying as Other 

Asian reported the lowest (49%). Among the three immigration status groups, temporary visa 

holders (65%) were more likely than naturalized citizens (50%) and legal permanent residents 
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(56%) to cite affordability as a reason for transnational care-seeking. Across states, affordability 

was most frequently reported among women residing in Texas (67%) and Georgia (66%) and 

least frequently among those residing in New York (50%). 

Cultural competence, reported by 44% of respondents, varied significantly by ethnicity 

(p=0.001), years of U.S. residence (p=0.041), and state of residence (p<0.001), but not by 

immigration status (p=0.496). Korean (57%) and Other Asian (51%) women were more likely to 

cite cultural competence than Chinese (37%), Indian (38%), and Filipino (33%) women. Women 

residing in the United States for 5–9 years reported the highest prevalence (52%), compared with 

those residing for 10 or more years (40%), suggesting a curvilinear rather than linear 

acculturation pattern. By state, cultural competence as a reason for seeking care ranged from 

33% among New York residents to 63% among women residing in other states. 

Language ease was endorsed by 38% of respondents and differed significantly by 

ethnicity (p<0.001), immigration status (p<0.001), and years of U.S. residence (p=0.009), but not 

by state of residence (p=0.488). Korean women reported the highest prevalence (61%), whereas 

Indian women reported the lowest (18%). Legal permanent residents (46%) and temporary visa 

holders (41%) were more likely than naturalized citizens (27%) to identify language ease as a 

motivation for seeking care abroad, consistent with the expectation that citizenship acquisition 

reflects greater English language proficiency and integration into the U.S. healthcare system. 

Women residing in the United States for 0–4 years (44%) and 5–9 years (44%) were more likely 

than those residing for 10 or more years (33%) to report language as a motivating factor, 

consistent with English language acquisition over time. 

Perceived higher quality of care, endorsed by 32% of respondents, varied significantly by 

ethnicity (p<0.001), immigration status (p=0.001), and state of residence (p=0.002), but not by 
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years of U.S. residence (p=0.309). Korean (52%) and Vietnamese (36%) women were more 

likely to report higher quality as a reason for seeking transnational care than Chinese (25%), 

Indian (19%), and Filipino (21%) women. Among immigration status groups, legal permanent 

residents reported the highest prevalence (42%), while temporary visa holders (27%) and 

naturalized citizens (28%) reported lower prevalence. Across states, women residing in Georgia 

(43%) and other states (40%) reported the highest prevalence, compared with New York 

residents (23%). 

Family request was endorsed by 20% of respondents and differed significantly by 

ethnicity (p<0.001) and state of residence (p=0.005), but not by immigration status (p=0.580) or 

years of U.S. residence (p=0.479). Women identifying as Other Asian (35%) and Vietnamese 

(28%) were more likely than Korean (11%) and Chinese (16%) women to report family 

influence as a reason for obtaining transnational SRH care. Across states, family request was 

most frequently reported among women residing in other states (28%) and least frequently 

among Texas residents (11%). 

Other reasons captured through open-text analysis (15%) differed significantly by state of 

residence (p=0.026), with women in California (19%) and New York (20%) more likely to report 

other reasons than women in Texas (11%) or other states (10%). No statistically significant 

differences were observed in endorsement of other open-text reasons across ethnicity (p=0.618), 

immigration status (p=0.783), or years of U.S. residence (p=0.882). 

E. Open-Text Contextualization  

To complement the structured survey responses, inductive content analysis was 

conducted on 113 valid open-text responses to the "Other" reason for seeking transnational SRH 

care (Q92_6). Analysis was conducted in two stages. First, responses that were conceptually 
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consistent with existing structured categories were recoded into those categories. Second, the 

remaining responses were analyzed inductively to identify additional contextual factors not 

captured by the structured survey items.  

Recoding into existing structured categories.  

There were 16 open-text responses that reflected reasons already represented in the 

structured questionnaire and were therefore recoded prior to analysis. Three responses describing 

free or government-subsidized care (e.g., "Before came to U.S. Free healthcare," "My country 

provided free HPV vaccine," and "cheaper") were recoded as affordability. Ten responses 

emphasizing the efficiency, speed, or accessibility of care (e.g., "Easier and quicker to see the 

doctor," "Fast, accurate and efficient care system," and "Get in and get result in the same 

morning") were recoded as higher quality. Three responses describing greater comfort or 

familiarity with clinicians (e.g., "Felt more comfortable doing such an intimate procedure in my 

home country" and "Friendly clinicians") were recoded as cultural competence. These responses 

represented alternative expressions of the structured categories rather than substantively new 

motivations for transnational care-seeking.  

Emergent Contextual Themes  

Analysis of the remaining responses identified three major contextual themes. The most 

frequently identified category was circumstantial or opportunistic care-seeking (n=25), capturing 

instances in which transnational SRH care was obtained not through deliberate cross-border 

healthcare decisions but because women were outside the United States when care was needed or 

convenient. This category encompassed two related patterns. The first and more prevalent pattern 
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was opportunistic care-seeking during return visits to the country of origin (n=20), in which 

women described receiving SRH services while already visiting their home country for family 

visits, vacations, or other purposes rather than traveling abroad specifically to obtain healthcare. 

Representative responses included: "Convenient to do a check up along the way," "Regular 

checkup when visiting my home country," "Needed contraceptive pills because I was traveling 

and forgot to pack them," "convenient as I traveled back for summer vacation," and "I needed to 

buy contraceptives at that time and I was in Vietnam."  

The second pattern reflected circumstantial necessity (n=5), in which women reported 

obtaining SRH care because they urgently needed care while outside the United States and had 

no alternative source of care available. Representative responses included: "No choice," 

"Necessary at the time," "Urgent need," "Health need while living outside the U.S.," and "Time 

and location dictated the availability." While both patterns share the characteristic of 

transnational care being incidental rather than intentional, they differ in an important way — 

opportunistic care involves women actively choosing to obtain care during a home visit, whereas 

circumstantial necessity reflects care obtained under conditions of constraint with no alternative 

available. Together these responses suggest that a meaningful proportion of transnational SRH 

care use in this sample was shaped by the circumstances of transnational mobility rather than by 

deliberate healthcare-seeking decisions. 

A second theme reflected continuity with trusted healthcare providers in the country of 

origin (n = 3). Participants described maintaining long-standing relationships with clinicians they 

knew and trusted, including "Have my physician in my home country," "Better relationship with 

my doctor back home than the ones here," and "My annual preventive care with my former 
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doctor." These responses highlight the importance of relationship with home 

country providers playing a role in transnational healthcare.  

A third theme highlighted structural differences between healthcare systems (n = 3). 

Participants described seeking services that were unavailable, uncommon, or government 

subsidized in their countries of origin, including Korean government-supported IVF treatment, 

routine preconception screening, and services unavailable in the U.S. healthcare system. One 

respondent explained, "In Korea, we do the pre-pregnancy test as a routine before trying to 

conceive, but none of the U.S. healthcare I visited provides it." These responses suggest that 

transnational care was motivated not only by affordability but also by structural differences in 

healthcare delivery and service availability across countries. This aligns with the findings from 

the BRAVE life history interviews where participants mentioned universal or government 

subsidized healthcare system in home countries as a pull factor in seeking 

transnational SRH care.   

Measurement Consideration  

Thirty-nine open-text responses described SRH care received before migration or while 

participants were living outside the United States rather than transnational care obtained after 

migration. Examples included "Born in Vietnam," "Still in China at that time," "I was physically 

outside the U.S.—graduate student exchange program," and "I gave birth before I moved to the 

U.S." These responses suggest that a subset of participants interpreted the survey item as 

referring to lifetime SRH care received outside the United States rather than 

care sought transnationally after migration. This potential measurement issue will be discussed 

further in the Limitations section. Overall, the open-text responses expanded the structured 
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survey findings by identifying contextual influences not captured by the predefined response 

options. Most notably, the dominant theme of opportunistic care during return visits suggests that 

a substantial proportion of transnational SRH care may be embedded within routine transnational 

mobility rather than representing intentional medical travel.   
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Table 6. Transnational SRH Service Types by Key Correlates Among Asian Immigrant Women (N=731) 

    Ethnicity  Immigration Status  Years in U.S.  State of Residence  

Service / 

Reason  N (%)  Chinese  Korean  Indian  Vietnamese  Filipino  Other 

Asian  p-value  Naturalized 

citizen  
Legal 

perm. 

resident  

Temp. 

visa 

holder  
p-value  0–4 

years  
5–9 

years  
10+ 

years  p-value  California  Georg

ia  
New 

York

  
Texas  Other 

states  p-value  

General 

women's 

health  
557(76%)  69%  81%  80%  70%  79%  80%  0.047  74%  76%  80%  0.515 85%  74%  73%  0.018  72%  79%  75%

  71%  84%  0.049 

Contracept-

ion  215(33%)  33%  23%  27%  43%  27%  28%  0.021  33%  29%  28%  0.621 27%  32%  30%  0.464  35%  29%  35%

  37%  18%  0.000  

Prenatal/  
pregnancy 

care  
112(15%)  12%  23%  10%  13%  18%  16%  0.038  19%  21%  7%  0.000  9%  14%  20%  0.002  15%  14%  15%

  15%  16%  0.999  

Abortion  28 (4%)  8%  4%  4%  3%  0%  1%  0.068†  3%  5%  3%  0.021†  3%  4%  5%  0.453†  5%  5%  3%  2%  4%  0.751†  

Other 

services  13(2%)  0%  1%  3%  1%  2%  3%  0.113†  1%  2%  3%  0.469†  2%  1%  2%  0.817†  0%  1%  2%  2%  3%  0.164†  

N = number of women using each service (out of 731 transnational users). Excludes undocumented/DACA women (n=14) due to small cell sizes, consistent with Study 2. Column percentages shown within 
each correlate category.  

Open-text responses to the other category (Q406_5) were reviewed and recoded into existing structured categories where applicable prior to analysis. Remaining Other responses reflect SRH services not captured 
by existing structured categories.  

p-values from Pearson chi-square tests unless noted. † Fisher's exact test used due to small cell sizes. Significant p-values (p<0.05) highlighted in yellow.  
Women could select multiple services simultaneously; percentages do not sum to 100%.  %. LPR = Legal permanent resident. Source: BRAVE Study.  

  

 
  

Table 7. Reasons for Transnational SRH Care Use by Key Correlates Among Asian Immigrant Women (N=705) 

      Ethnicity  Immigration Status  Years in U.S.  State of Residence  

Service / 

Reason   N (%)  Chinese  Korean  Indian  Vietn  
amese  Filipino  Other 

Asian  
p-

value  Naturalized   LPR  
Temp. 

visa 

holder  
p-value  0–4 

years  
5–9 

years  
10+ 

years  
p-

value  California  Georgia  New 

York  Texas  Other 

states  p-value  

Affordability  396 

(56%)  51%  72%  52%  57%  54%  49%  0.000  50%  56%  65%  0.012  60%  59%  54%  0.392  53%  66%  50%  67%  57%  0.049  

Cultural 

competence  310(44%)  37%  57%  38%  45%  33%  51%  0.001  40%  45%  48%  0.496  46%  52%  40%  0.041  35%  49%  33%  42%  63%  0.000  

Language 

ease  271(38%)  37%  61%  18%  42%  22%  30%  0.000  27%  46%  41%  0.000  44%  44%  33%  0.009  35%  34%  42%  40%  43%  0.488  
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Higher 

quality  
228 

(32%)  25%  52%  19%  36%  21%  29%  0.000  28%  42%  27%  0.001  30%  37%  32%  0.309  28%  43%  23%  32%  40%  0.002  

Family 

request  
138 

(20%)  16%  11%  20%  28%  20%  35%  0.000  22%  17%  19%  0.580  19%  17%  21%  0.479  17%  20%  16%  11%  28%  0.005  

Other   
(open-text)  

107  
(15%)  19%  12%  13%  13%  15%  16%  0.618  16%  16%  14%  0.783 16%  14%  15%  0.882  19%  13%  20%  11%   10%  0.026  

  

N = number of women endorsing each reason (out of 705 respondents who answered Q92). Excludes undocumented/DACA women (n=14) and 26 who selected prefer not to answer on Q92, 

consistent with Study 2. Column percentages shown within each correlate category.        
Women could select multiple reasons simultaneously; percentages represent the proportion endorsing each reason and do not sum to 100%.          

p-values from Pearson chi-square tests. Significant p-values (p<0.05) highlighted in yellow.  
LPR = Legal permanent resident.                   

 
Other (open text): valid responses (n=113) analyzed using inductive content analysis; 16 recoded into existing categories; 32 retained as new themes (H3c); 39 described pre-migration care (measurement 

limitation). Source: BRAVE Study. 
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4. Discussion 

The present study extends previous study on transnational SRH care by moving 

beyond whether Asian immigrant women engage in transnational sexual and reproductive 

healthcare (SRH) to examine the types of transnational SRH services obtained, the reasons 

underlying transnational care-seeking, and the contextual factors shaping these decisions. Among 

women who reported obtaining SRH care outside the United States, general women's health 

services were the most sought transnational SRH services, while affordability, cultural 

competence, language ease, and perceived healthcare quality emerged as the primary 

motivations. Importantly, both service utilization and reasons for transnational care varied 

substantially across ethnicity, immigration status, years of residence in the United States, and 

state of residence, suggesting that transnational SRH care is not a homogeneous behavior but one 

that reflects diverse migration experiences and structural contexts.   

Consistent with Andersen's Behavioral Model, predisposing characteristics such as 

ethnicity and years of residence, together with enabling factors including immigration status and 

state of residence, were associated with variation in both the types of SRH services sought and 

the reasons for obtaining care outside the United States. At the same time, the findings also 

support the transnational social field perspective, suggesting that healthcare decisions are 

influenced not only by barriers within the U.S. healthcare system but also by continuing social, 

cultural, and institutional ties to countries of origin.   

Affordability was the most frequently reported reason for seeking care abroad, 

particularly among temporary visa holders and undocumented or DACA participants. This 

finding is consistent with previous literature demonstrating that immigration-related restrictions 
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on insurance eligibility and healthcare access continue to create financial barriers to reproductive 

healthcare in the United States . However, the present findings also demonstrate that 

transnational SRH care cannot be understood solely as a response to financial constraints. Nearly 

half of participants also cited cultural competence, language ease, or perceived healthcare quality 

as motivating factors, and more than half reported multiple reasons for seeking care abroad. 

These findings suggest that transnational healthcare decisions are multifaceted and reflect the 

interaction of economic, cultural, linguistic, and healthcare system factors rather than any single 

motivating factor.  

The open-text analysis further enhanced the understanding of transnational 

care by identifying contextual influences that were not fully captured through the structured 

survey responses. Most notably, the dominant theme of opportunistic care-seeking during return 

visits to participants' countries of origin suggests that a proportion of transnational SRH care 

may occur not because women intentionally travel abroad for healthcare but because healthcare 

is incorporated into routine family visits, vacations, or other forms of transnational mobility. This 

finding suggests that transnational healthcare is often integrated into regular travel between 

countries rather than occurring as separate medical trips. Similarly, the emergence of themes 

related to trusted provider relationships and structural differences between healthcare 

systems illustrates that women often maintain enduring healthcare connections across borders 

and continue to utilize healthcare resources available in their countries of origin. Together, these 

findings reinforce the transnational perspective that migrants remain simultaneously embedded 

within multiple healthcare systems rather than transitioning completely from one national system 

to another.  
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The finding that service types and reasons differed across ethnic groups, immigration 

statuses, and geographic contexts further underscores the importance of avoiding a monolithic 

understanding of Asian immigrant women's healthcare experiences. The considerable 

heterogeneity observed across subgroups suggests that structural position within the immigration 

system, cultural context, and local healthcare environments influence both what services women 

obtain abroad and why they choose to do so. These findings reinforce the importance within 

immigrant health research to disaggregate Asian populations and to recognize the diversity of 

migration experiences that shape healthcare access and utilization.  

The findings also have implications for future research on immigrant healthcare. Much of 

the existing literature conceptualizes transnational healthcare as travel undertaken specifically to 

obtain medical services. However, the present findings suggest that transnational healthcare may 

instead be integrated into routine patterns of cross-border mobility and shaped by migrants' 

continued engagement with healthcare systems in their countries of origin. Future research 

should adopt longitudinal approaches to better understand how transnational healthcare practices 

evolve over the migration life course and how healthcare utilization across multiple national 

contexts influences continuity of care and health outcomes. The heterogeneity observed across 

ethnic groups, immigration statuses, and geographic contexts suggests that interventions 

designed to improve reproductive healthcare access should avoid monolithic approaches. 

Instead, interventions should account for the diverse structural, cultural, and migration-related 

experiences that shape SRH care utilization among Asian immigrant populations.  

Several limitations should be considered when interpreting these findings. First, the 

cross-sectional design precludes conclusions regarding causal relationships between participant 
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characteristics and transnational SRH care-seeking behaviors. Second, all measures relied on 

self-report and may be subject to recall error or social desirability bias, particularly 

for sensitive reproductive health experiences. Third, although the BRAVE Study recruited a 

large and diverse sample of Asian immigrant women across multiple U.S. cities using 

community-engaged sampling methods, the findings may not be generalizable to all Asian 

immigrant populations. Fourth, the analyses were descriptive and bivariate in nature and 

therefore do not account for potential confounding between participant characteristics. Finally, 

the open-text responses identified a measurement issue whereby some participants appeared to 

interpret the survey item as referring to lifetime SRH care received outside the United States, 

including care obtained before migration, rather than transnational healthcare received after 

immigrating to the United States. Although these responses were excluded from the thematic 

analysis, they suggest that future studies may benefit from collecting more detailed information 

on the timing of healthcare utilization relative to migration.  

Despite these limitations, this study makes several important contributions to the 

literature. It is among the first to provide a comprehensive description of both the types of 

transnational SRH services utilized and the motivations underlying transnational SRH care 

among a large, multiethnic sample of Asian immigrant women in the United States. By 

integrating quantitative survey findings with qualitative contextualization, the 

study demonstrates that transnational SRH care represents a multifaceted healthcare 

strategy shaped by structural barriers, cultural and linguistic preferences, enduring ties to 

healthcare systems in countries of origin, and routine patterns of transnational mobility. These 

findings advance understanding of transnational healthcare beyond questions of access alone and 

underscore the importance of viewing immigrant healthcare utilization through a transnational 
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lens that recognizes migrants' continued engagement with multiple healthcare systems across 

national borders. 
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VIII. DISCUSSION 

Overview 

This dissertation examined transnational sexual and reproductive healthcare utilization 

among Asian immigrant women in the United States using an integrated mixed-methods 

approach. Across three complementary studies, the findings demonstrate that transnational SRH 

care represents a strategic and adaptive healthcare practice through which immigrant women 

navigate structural barriers within the U.S. healthcare system while maintaining healthcare 

relationships with their countries of origin. By integrating qualitative interviews with quantitative 

survey analyses, this dissertation moves beyond documenting whether immigrant women engage 

in transnational healthcare to explain how women make healthcare decisions, what services they 

obtain, what motivates them, and why they selectively utilize healthcare across national borders. 

Taken together, the findings support the conceptualization of transnational healthcare as a 

form of healthcare navigation occurring across interconnected social fields rather than within a 

single national healthcare system. Rather than viewing healthcare in the United States and 

countries of origin as mutually exclusive, Asian immigrant women selectively engaged with both 

systems, drawing on the relative advantages of each to meet their sexual and reproductive 

healthcare needs. Across all three studies, transnational healthcare emerged not as an exceptional 

response to isolated barriers but as an ongoing strategy through which women negotiated 

multiple healthcare systems in ways that maximized affordability, accessibility, cultural 

concordance and trust, and continuity of care. 

Transnational healthcare as a strategic healthcare practice 

A central contribution of this dissertation is the demonstration that transnational SRH 

care is not simply healthcare obtained outside the United States but a deliberate and strategic 
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form of healthcare utilization. Previous research has largely described transnational healthcare in 

terms of cross-border healthcare use or medical travel. In contrast, the findings presented here 

illustrate that immigrant women actively compare healthcare options across countries and make 

selective decisions regarding where to obtain different types of SRH services based on the 

characteristics of each healthcare system and based on their circumstances in which they receive 

transnational care. 

Qualitative findings showed that women actively compared healthcare options available 

in the United States and their countries of origin, selecting healthcare settings according to 

affordability, provider expertise, accessibility, cultural familiarity, and continuity of care. 

Quantitative findings similarly demonstrated that more than one-third of participants (36.3%) 

reported transnational SRH care, suggesting that healthcare utilization across national borders 

represents an important component of healthcare utilization among Asian immigrant women 

rather than an uncommon or temporary practice. 

Structural barriers shape transnational healthcare utilization 

Across all three studies, structural barriers within the U.S. healthcare system consistently 

emerged as major determinants of transnational SRH care utilization. While affordability was 

one of the most frequently cited reasons for obtaining care abroad, the findings demonstrate that 

financial considerations alone cannot explain transnational healthcare behaviors. Instead, 

women's decisions reflected the cumulative effects of multiple structural barriers, including 

insurance instability, immigration-related eligibility restrictions, language barriers, limited access 

to culturally concordant providers, discrimination, and variation in state reproductive health 

policy environments. 
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These findings extend previous research by demonstrating that transnational healthcare is 

fundamentally shaped by broader systems of structural exclusion rather than solely by individual 

healthcare preferences. Immigration status, insurance eligibility, and state policy contexts 

influenced not only whether women sought care outside the United States but also the types of 

services obtained and the reasons underlying those decisions. Particularly in the context of 

changing reproductive health policies following Dobbs v. Jackson Women's Health 

Organization227, the findings suggest that transnational healthcare may increasingly represent 

one strategy through which immigrant women navigate evolving legal and institutional barriers 

to sexual and reproductive healthcare. 

Healthcare decisions occur across transnational social fields 

This dissertation also provides empirical support for transnational social field theory by 

demonstrating that healthcare decision-making occurs within ongoing social, cultural, and 

institutional relationships spanning both countries of origin and residence. Rather than 

conceptualizing migration as a one-way transition from one healthcare system to another, 

participants described maintaining enduring relationships with healthcare providers, family 

members, and healthcare institutions across national borders (Mixed SRH care). 

Family members frequently facilitated access to healthcare by recommending providers, 

arranging appointments, providing transportation, or sharing healthcare information. Established 

provider relationships, familiarity with healthcare systems, and confidence in providers also 

influenced women's willingness to seek care abroad. These findings suggest that transnational 

healthcare is embedded within broader networks of social relationships and resources that extend 

across national boundaries and continue to shape healthcare utilization long after migration. 
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Importantly, the findings also highlight the importance of considering both push and pull 

factors simultaneously. While barriers within the United States encouraged women to seek 

alternatives, characteristics of healthcare systems in their countries of origin—including trusted 

provider relationships, cultural familiarity, language concordance, shorter wait times, continuity 

of care, and perceived quality actively attracted women to seek care abroad. Together, these 

findings demonstrate that transnational healthcare is shaped not only by dissatisfaction with 

healthcare in the country of residence but also by the continuing value of healthcare resources 

maintained through immigrants' transnational social fields. 

Contributions to theory 

This dissertation makes few important theoretical contributions. 

First, it extends Andersen's Behavioral Model of Health Services Use by demonstrating 

that healthcare utilization among immigrants may occur across multiple healthcare systems 

rather than exclusively within the healthcare system of the country of residence. Predisposing 

characteristics, enabling resources, and healthcare needs influenced not only whether women 

accessed care but also where care was obtained, suggesting that healthcare utilization models 

should explicitly account for transnational healthcare opportunities. 

Second, this dissertation advances applications of transnationalism within health research 

by illustrating how immigrants' transnational social fields shape healthcare decision-making 

throughout the reproductive life course. Rather than treating transnational healthcare as episodic 

medical travel, the findings conceptualize healthcare utilization as an ongoing process occurring 

across interconnected healthcare systems, social relationships, and institutional contexts. 



 

180 

 

Third, by integrating qualitative and quantitative evidence, this dissertation addresses an 

important methodological gap in the transnational healthcare literature. The qualitative findings 

explain the mechanisms underlying healthcare decision-making, while the quantitative analyses 

demonstrate the correlates and variation of transnational SRH care across a large, multi-state 

sample of Asian immigrant women. Together, these complementary approaches provide a more 

comprehensive understanding of transnational healthcare than either method could achieve 

independently. 

Implications for policy and practice 

These findings have important implications for healthcare policy, clinical practice, and 

immigrant health research. Although expanding health insurance coverage remains essential, 

improving healthcare access for immigrant women requires addressing broader structural barriers 

that extend beyond insurance alone. Policies that improve language access, expand culturally 

responsive care, increase the availability of culturally concordant providers, strengthen patient 

navigation services, and reduce immigration-related barriers to healthcare may decrease unmet 

sexual and reproductive healthcare needs. Healthcare providers should also recognize that 

transnational healthcare is not necessarily indicative of dissatisfaction with U.S. healthcare but 

may represent a rational strategy through which immigrant women meet sexual and reproductive 

healthcare needs that are unmet domestically. Therefore, recognizing these transnational sexual 

and reproductive healthcare practices may facilitate more patient-centered SRH care and 

improve continuity of SRH care across borders. 

Strengths and limitations 

This dissertation has several important strengths. First, it addresses a significant gap in 

the literature by examining transnational sexual and reproductive healthcare (SRH) among Asian 
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immigrant women, a population that remains substantially underrepresented in both the 

transnational healthcare and SRH literature. To date, only few studies have examined the 

intersection of transnational healthcare and SRH, and even fewer have focused specifically on 

Asian immigrant women. Moreover, much of the existing research has treated Asian immigrants 

as a homogeneous population, with limited attention to heterogeneity across ethnic groups and 

immigration statuses. By leveraging data from the BRAVE Study, this dissertation provides one 

of the first comprehensive examinations of transnational SRH care among Chinese, Filipino, 

Indian, and Korean immigrant women and investigates how transnational healthcare utilization 

varies by ethnicity, immigration status, years of U.S. residence, and state policy context. 

Second, this dissertation employs a rigorous sequential mixed-methods design that 

integrates qualitative life history interviews with quantitative survey analyses. Combining these 

complementary approaches enabled a more comprehensive understanding of transnational SRH 

care than either method alone could provide. The qualitative findings illuminated the decision-

making processes and mechanisms underlying transnational healthcare utilization, while the 

quantitative analyses quantified the patterns and correlates of transnational SRH care across a 

large, multi-site sample. Together, these approaches generated a richer understanding of both the 

"how" and the "why" of transnational SRH care-seeking among Asian immigrant women. 

Third, this dissertation is guided by an integrated conceptual framework that brings 

together Andersen's Behavioral Model of Health Services Use and the transnational social field 

perspective. By applying these frameworks to sexual and reproductive healthcare, this research 

extends existing conceptualizations of healthcare utilization beyond a single national healthcare 
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system and demonstrates how immigrant women strategically navigate healthcare across 

interconnected social, cultural, and institutional contexts. 

Several limitations should also be acknowledged. The cross-sectional nature of the survey 

data precludes causal inference regarding the determinants of transnational SRH care. All 

measures relied on self-reported information and may therefore be subject to recall and social 

desirability bias. Although the BRAVE Study includes one of the largest and most diverse 

samples of Asian immigrant women available for SRH research, the findings may not be 

generalizable to other Asian ethnic groups, immigrant populations, or geographic settings. 

Finally, while the survey captured multiple dimensions of transnational SRH utilization, it was 

not designed to fully capture the complexity of informal cross-border healthcare practices or 

changes in healthcare utilization over time because of its cross-sectional design. 

Future directions 

Future research should examine transnational healthcare longitudinally, evaluate how 

changing immigration and reproductive health policies influence transnational healthcare 

utilization, and explore transnational SRH care among other immigrant populations. Greater 

attention should also be given to the role of digital health technologies (telehealth), virtual cross-

border consultations, and evolving transnational healthcare practices as healthcare systems 

become increasingly interconnected. 

Conclusion 

This dissertation provides one of the first comprehensive examinations of transnational 

sexual and reproductive healthcare among Asian immigrant women in the United States. By 

integrating qualitative and quantitative evidence, it demonstrates that transnational healthcare is 

not simply healthcare obtained outside the United States but rather an adaptive strategy through 
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which immigrant women navigate multiple healthcare systems in response to structural barriers 

and opportunities. These findings expand understanding of immigrant healthcare utilization 

beyond national borders and underscore the importance of developing equitable, culturally 

inclusive, and accessible sexual and reproductive healthcare systems that recognize the 

increasingly barriers immigrants face in accessing sexual and reproductive health services.  
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IX. APPENDICES 

Appendix 1. BRAVE study Life History Interview Field Guide 

Participant ID:  Interviewer:  

 

Date of interview: Language of interview:  

    

Reviewed information sheet:   Yes  No 

 

Answered questions regarding consent:  Yes  No 

 

Mode of interview:    Phone  Zoom  In-person 

 

Consent to audio record:    Yes  No 

 

Consent to video record (if applicable):  Yes  No 

 

Recording Mode #1: Mode #2:  

 

Time interview started:  

 

Introduction 

● Content Awareness: We may cover some sensitive topics today, including immigration 

history, sexual encounters, intimate relationships, and healthcare experiences. If at any point 

you want to take a break, stop the interview, or skip any questions, just let me know.  

● Before we start, I want to assure you that I am in a private and secure environment here and 

no one will hear our conversation since I am wearing headphones. How about for you? Do 

you feel you are in a safe, private, and quiet environment where we can talk about these 

topics? [ASK ABOUT MOVING LOCATION; USING HEADPHONES, IF NEEDED] 

● If at any point you wish to take a quick break, just let me know. 

● In the event we are interrupted or someone is able to overhear you, please feel free to change 

the subject until we can again ensure privacy. Other participants have chosen to switch to 

talking about an everyday topic, such as work/school or their last shopping experience.  

 

[Permission to begin recording and verbal consent process occurred prior to the 

administering the demographic form]  

Can I get your verbal consent to participate in the interview?
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Construction of life history timelines: 

 

Directions to Interviewer: Use this space to draw out the life history interview timeline and use this throughout the interview. Insert 

information from participant’s Screener and Demographic Survey (including immigration history) on the timeline below prior to the 

interview. Print this out BEFORE your interview:  

 

Information to include on the timeline –populate ahead of time if they turned it in prior to interview: 

● Current age and current documentation status (Screener) 

● Probe on timing of participant’s education, current/past relationship status, and number of children (Demographic Survey) 

● Where did they live before coming to the US 

● Date/age of first arrival to US to live permanently- immigration status 

● Date/age of any changes in immigration statuses 

 

Information to include from interviews – populate while you are conducting the life history interview: 

● Age of first sex 

● Any major/memorable sexual or reproductive health experiences, including if they had romantic partnerships, experiences of sexual 

coercion, had children, abortions, miscarriages, experiences with SRH providers that they were memorable 

● Dates/periods where they had access to health insurance 

 

Script: We are interested in hearing your story as an immigrant in the US. Throughout our discussion today, I will construct a timeline with 

stories that you tell me today. The purpose of this timeline is to help me situate major life events that you have experienced so I can get a 

comprehensive understanding of your life.  

 

First, can you tell me when you were born? [then move on to immigration questions] 

 

 

 

 
Birth date                                                                                                                                                                                                               Today’s date 

      Age 

        Current immig status 
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Interview Part 1 — Key life events 

 

Immigration History 

Thank you so much. I wanted to start by learning more about you and your immigration story. 

 

1. Can you tell me about your life before moving to the US? 

a. Financial situation of their family; neighborhood and living situation; schooling; 

work/parent’s work; closeness to family; support through government programs  

 

2. What do you remember about when you or your family first decided to stay in US long-

term? 

PROBE:   

● Where did you move from/to? 

● When was this? [CONFIRM DATE ON IMMIGRATION GRID] 

● Why did you/your family decide to stay in US? 

● Who moved with you? 

● Who was involved in this process? Who helped you? 

 

3. What was your life like after moving to the US?  

a. Financial situation of their family; neighborhood and living situation; schooling; 

work/parent’s work; closeness to family; support through government programs 

 

4. [If participant moved to the US at a young age] What was your life like growing up in the 

US? 

[If participant moved to the US at a later date] What was your life like growing up in 

your country of origin? 

a. Who were you living with? Tell me a bit about your household and 

neighborhood(s) where you grew up. 

b. If you feel comfortable sharing, could you please describe the general financial 

situation or household income level while you were growing up?” 

c. How has your or your family’s immigration status affected your 

social/economic/education opportunities? (e.g., Opportunities: travel, leisure, 

education, etc.) 

 

5. What was it like for you being a (ethnicity) in the US? 

a. Can you tell me about the neighborhoods you have lived in? 

b. Can you tell me about any family, cultural institutions or community supports that 

you use or can go to? And that provide a place or ways to connect with others 

from your cultural background? 

c. PROBE: Language services; community centers; cultural events; extended family 

in the area; role of religion 
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d. Tell me about your experience with: 

i. Connecting and interacting with people around you? 

ii. Making friends and finding a community here in the US? 

iii. Experiences with discrimination or prejudice in your interactions with 

others in your community   

 

[PROCEED THROUGH IMMIGRATION HISTORY/ ASKING THE FOLLOWING 

QUESTIONS ABOUT EACH CHANGE IN STATUS] 

 

We are interested in learning about each of these points in time when your immigration status 

changed. Could you walk me through the changes in immigration status(es) since you moved to 

the US? [REFER TO DEMOGRAPHIC FORM] 

 

[CONFIRM DATE OF NEXT STATUS CHANGE WITH IMMIGRATION GRID] 

 

6. Can you tell me about the process of adjusting your status [visa/green card/naturalization] 

in [DATE/AGE]? 

a. Who was involved in the process of adjusting your status? 

i. Probe: Family member, friends, employer, partner, lawyer, sponsor, 

institution, etc. 

 

7. Did you ever feel like someone might take advantage of you during, or as a result of your 

change in immigration status? Can you tell me about that? Were there other times in your 

life when this happened?  

a. When was this? [CONFIRM DATE ON IMMIGRATION GRID] 

 

8. Can you tell me a bit about what your life was like during this time [AROUND 

CHANGE IN STATUS]? How did your immigration status affect you and your family 

with respect to:  

a. Reasons for change of status (e.g., change in school; work; marriage, etc.) 

b. Access to health insurance and health care 

c. How about your housing or living situation? 

d. Your or your family’s language ability/comfort in speaking English  

e. Work situation? Income to support you (and your family)? 

f. Access to social services (e.g. food or financial assistance) and education (e.g., 

language; legal; etc.) 

g. The level of fear, stigma, or discrimination that you experienced at that time? 

 

Interview Part 2 — Relationships and sexual histories 

 

[CONSTRUCT SRH HISTORIES]: We are interested in learning about ways to improve 

women’s healthcare. We would like to improve services that are specific to sex and having 
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children. We know these services may be difficult to access and harder for people to get. First, 

we would like to learn a bit more about your past or current relationships. 

9. To what extent, if at all, do you think your, or your partner’s immigration status 

influences/d your relationship? 

a. Probe: Have you ever felt pressured to stay in a relationship because of your 

immigration status? 

10. To what extent, if at all, do you think your, or your partner’s, immigration status 

influences/d your decision about having children?  

a. Have you experienced pressure to have or not have any children? 

i. Probe: Fertility, economic reasons, social and cultural reasons, 

parenthood, COVID 

 

Next, I would like to hear about any significant sexual or reproductive experiences in your life? 

Significant experiences might be sexual encounters, partnerships or relationships, or any health 

care services that might be particularly memorable for any reason. Please think freely first and 

then I can follow up.  

 

For many women, before or around the time at first sex marks the point at which she may be 

thinking about or needing specific health services, such as a pelvic exam or contraception.  

11. Since every person is different and may define sex in different ways --  What does ‘sex’ 

mean to you? How do you define sex? Would you say that you have had sex? 

a. [If yes] Based on that definition, can you share with me a bit about the first time 

you had sex? 

a. How did you first learn about sex? From whom?  

 

12. How about now - Do you talk to anyone about sex, sexual and reproductive health, or 

other related matters?  

a. Probe: Partners, family, friends, professionals? 

b. What makes them trustworthy? How do you choose who to talk to about these 

things? 

 

[PROBE ON OTHER EXPERIENCES MENTIONED BY PARTICIPANT] Can you tell me 

about other significant experiences related to sexual and reproductive health?  

 

[FOR EACH TIMELINE EVENT, WE WILL NEED THE FOLLOWING INFORMATION] 

13. Can you recall when this happened – at what age or year if you could recall? 

 

[Other potential probes if SRH experiences are limited]: 

 

14. Can you tell me about any memorable services you received related to sex, any 

infections, contraception, pregnancy, or pregnancy loss?  

 



 

189 

 

15. Why was that event particularly memorable for you? 

 

 

[PROBE AND FILL IN SEXUAL HISTORY, MAKING SURE TO ASK ABOUT EACH 

EVENT IN RELATION TO SERVICES AT EACH EVENT AND THEIR IMMIGRATION 

HISTORY] 

16. For each of these points, can you tell me about the SRH services that you have received 

around that time?  

a. Tell me about your experiences. 

b. Where did you go? 

c. Tell me about your interactions with the health care providers there. How did the 

provider(s) treat you? What did they do that made you feel that way (respected or 

not respected)? 

d. How did you pay for your visit? What kind of insurance did you have? 

e. To what extent do you feel that your immigration status at that time affected your 

sexual and reproductive healthcare? 

 

[PROBE ON ANY SRH SERVICES MENTIONED IN THE SRH GRID] 

Now, going back to this list of services, I am interested in the SRH services you weren’t able to 

access.  

 

Transnational healthcare experiences 

 

17. Have you ever received any of the services we were discussing – meaning those related 

to sexual or reproductive healthcare - outside of the US?  

a. Can you tell me about your experiences?  

b. What types of services have you received specifically?  

c. What led you to seek services outside the US?  

i. Probe: costs too high, more familiar with other healthcare systems, 

someone recommended, etc. 

d. What was that experience like for you?  

e. Would you recommend this to someone you know? Why or why not? Probe 

quality of care or perceived safety here 

 

Thank you so much for sharing. Next, I am going to ask you questions about any unwanted 

sexual encounters or experiences. I know it may be somewhat uncomfortable to talk about this, 

so I just want to remind you again that you are also in control of our conversation and if at any 

point, you want to discuss something else, pause, or stop the interview, please just let me know. 

 

18. Have you ever experienced any unwanted sexual activity or encounter? 

a. At what age(s)? 
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b. To the extent that you feel comfortable, can you tell me what happened at that 

time? What happened after? Did you feel comfortable talking to anyone? Can you 

tell me about that?  

c. How did you feel after this happened? And about any support you may – or may 

not – have received? 

 

Administrative Burden and Immigrants’ SRH care 

As a part of this study we are interested in the how policy impacts the ability of Asian immigrant 

women to access sexual and reproductive health care. For example, these policies may be related 

to one’s immigration status, access to health insurance, or financial assistance for services. 

 
19. Speaking from your experience, or of other Asian immigrant women you know, are there 

any policies or programs that make sexual and reproductive health care services easier or 

harder to get? Can you tell me what you know about these policies or programs? 

PROBES: 

a. How did you learn about this? To what extent do you feel you were able to get 

accurate, reliable information? 

b. What have your experiences been like in using this program/accessing this 

policy? Or what you have heard about others’ experiences? 

i. Barriers: e.g. time; language services; complexity; paperwork 

ii. Facilitators: people or systems that may have helped them learn about or 

navigate access 

20. Can you tell me about your experiences interacting with these policies or programs? 

What has it been like for you in actually using these services? 

a. [If none] Do you know anyone else who has interacted with these policies or 

programs? What has it been like for them in using these services? 

 

In this country, some states now protect access to abortion services, while others have restricted 

the availability of abortion or have banned it altogether. We know that people have a range of 

views on abortion, but are curious to hear your views. 

21.  How familiar are you with the laws regarding abortion in [COUNTRY OF ORIGIN]? 

22.  To what extent do you feel that the laws in [COUNTRY OF ORIGIN] affect how you 

view abortion now? 

23. If a friend or family member was in the situation where they wanted or needed an 

abortion in the US, how difficult do you think it would be for them?  

24. To what extent do you think these recent legal changes may affect your family or 

community if they needed an abortion?  

25. How do you think these laws will affect immigrants in general? 

 

Immigration enforcement experiences 

 



 

191 

 

26. Thinking about our conversations about abortion and your past immigration experiences, 

how are immigrants treated by police or law enforcement in the US? 

27. Have you ever had any encounters or experiences with law enforcement, such as local 

police or with ICE?  

PROBE: 

- experiences with USCIS, restrictions on travel, limiting your movement because 

of fear of immigration enforcement, immigration raids, traffic stops, airport 

security, surveillance of your status when you are seeking employment, or going 

to get healthcare.  

28. Have USCIS, border patrol, or local/federal police ever affected your ability to get health 

care? 

 

Interview Part 3 — Resilience  

 

Thank you for sharing your life history with me. We wanted to conclude with just two questions 

on how we can improve healthcare for immigrants in this country. 

29.  What factors helped you overcome difficult or challenging times that you have faced? 

[INTERVIEWERS CAN REFER BACK TO EXAMPLES FROM PARTICIPANT’S 

INTERVIEW] 

30. When you think of those you are close to - in your family and the larger Asian immigrant 

community – what would you describe as their superpowers? 

31. What can be done to help improve healthcare for immigrants?  

 

Interview Part 5 — Conclusion and Feedback 

That concludes our interview. Do you have any requests or suggestions for our study or study 

team?  

 

32. Is there anything in particular you would like to see come out of the study?  

 

Thank you so much for your participation in your study and sharing your stories with me. You 

can expect to receive you $50 e-gift card for your participation within 1-3 days. Please feel free 

to reach out to us in the future if you have any questions, concerns, or comments. 

 

Do you have others who might be eligible for this study? Can you connect us to this person?  

 

Time interview ended: 6:00PM 

 

Preferred mode of receipt of compensation: Email 

 

Text? Confirm phone number: _____________________ 

 

Email? Confirm email:  
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Appendix 2: Study 2 

BRAVE National Survey (Block: SRH service utilization outside the US) 

Q406. We are now going to ask about your sexual and reproductive health service use outside the 

U.S. While you have lived in the U.S., which of these sexual and reproductive healthcare services 

have you used outside the U.S.?   

• Birth control counseling or method   

• Abortion or termination of pregnancy   

• Prenatal, pregnancy and birth, or postpartum care   

• General women’s health   

• Other (please specify)   

• ⊗ I have never used SRH care outside the United States since moving here   

• ⊗ Prefer not to answer   

 

Q87. We are now going to ask you questions about the use of sexual and reproductive health  

care. By this, we mean services such as contraception, pap test, pelvic exam, testing and  

counseling for sexually transmitted infections and services related to pregnancy such as 

pregnancy tests, prenatal and postpartum care, and abortion care. Which of these sexual and  

reproductive healthcare services have you ever used in the U.S.?  

  

• Birth control counseling or method ?  

• Pap smear (PAP test) ?  

• A pelvic exam ?  

• Human Papilloma Virus (HPV) vaccine to prevent cervical cancer (Cervarix, Gardasil)  

• Counseling for, or been tested or treated for a sexually transmitted infection and/or 

HIV/AIDS  

• Breast cancer screening, mammogram, clinical breast exam, and/or MRI tests ?  

• Menstrual period services for irregular periods, missing periods, menstrual pain, etc.  

• Polycystic ovary syndrome (PCOS) ?  

• Pregnancy test  

• Prenatal care ?  

• Abortion or termination of pregnancy ?  

• Labor and delivery care  

• Postpartum or post-pregnancy care  

• Pregnancy and postpartum mental healthcare ?  

• Fertility and/or infertility treatment  

• Treatment following a miscarriage  

• Other service(s) - 1 (please specify):  

• Other service(s) - 2 (please specify):  

• ⊗I have not heard of any of these services  

• ⊗None of the above  

• ⊗Prefer not to answer  
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SUPPLEMENTAL TABLES FOR SENSITIVITY ANALYSES: 

 

Table 8. Binary Logistic Regression — Base Model: Correlates of Any Transnational SRH 

Care Use Among Asian Immigrant Women (Supplemental Table) 

Outcome: Ever transnational use (Mixed + Transnational-only, n=746) vs. Never 

transnational use (Non-user + US-only, n=1,284) 

N=1,890 | Pseudo R²=0.041 | Overall p<0.001 | AIC=2,428.0 

 

Variable OR 95% CI AME 95% CI 
Joint 

p 

 

Immigration Status (ref: Naturalized citizen) 

Legal permanent resident 2.28*** 1.76–2.96 +0.185*** 0.128–0.243 <0.001 

Temporary visa holder 2.05*** 1.50–2.82 +0.160*** 0.089–0.230  

Ethnicity (ref: Chinese/Taiwanese) 

Korean 1.40* 1.06–1.84 +0.076* 0.014–0.138 0.124 

Indian 1.21 0.87–1.68 +0.042 
−0.032–

0.116 
 

Vietnamese 0.92 0.64–1.30 −0.019 
−0.094–

0.056 
 

Filipino 1.00 0.67–1.50 +0.000 
−0.088–

0.089 
 

Other Asian 1.09 0.79–1.49 +0.018 
−0.051–

0.088 
 

Years in U.S. (ref: 0–4 years) 

5–9 years 1.82*** 1.35–2.44 +0.135*** 0.069–0.200 0.0002 

10+ years 1.23 0.91–1.67 +0.045 
−0.019–

0.110 
 

State of Residence (ref: California) 

Georgia 0.82 0.59–1.14 −0.043 
−0.113–

0.027 
0.039 

New York 1.18 0.87–1.58 +0.037 
−0.031–

0.104 
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Texas 0.90 0.65–1.24 −0.023 
−0.093–

0.046 
 

Other states 1.30* 1.00–1.69 +0.060* 0.000–0.119  

OR = Odds Ratio. AME = Average Marginal Effect (percentage points). Robust standard errors. 

Undocumented/DACA excluded from regression (n=58); included in descriptive analyses. 

* p<0.05  ** p<0.01  *** p<0.001. Joint p-values from Wald chi-square tests. Source: BRAVE Study. 

 

Table 9. Binary Logistic Regression — Full Model: Correlates of Any Transnational SRH 

Care Use Among Asian Immigrant Women (Supplemental Table) 

Outcome: Ever transnational use (Mixed + Transnational-only, n=746) vs. Never 

transnational use (Non-user + US-only, n=1,284) 

N=1,751 | Pseudo R²=0.079 | Overall p<0.001 | AIC=2,184.0 

 

Variable AOR 95% CI AME 95% CI 
Joint 

p 

Immigration Status (ref: Naturalized citizen) 

Legal permanent resident 2.41*** 1.83–3.17 +0.185*** 0.128–0.241 <0.001 

Temporary visa holder 2.82*** 2.00–3.99 +0.221*** 0.149–0.292  

Ethnicity (ref: Chinese/Taiwanese) 

Korean 1.21 0.90–1.63 +0.041 
−0.023–

0.106 
0.347 

Indian 1.08 0.76–1.54 +0.017 
−0.058–

0.092 
 

Vietnamese 1.13 0.77–1.66 +0.026 
−0.056–

0.109 
 

Filipino 0.83 0.54–1.26 −0.040 
−0.126–

0.047 
 

Other Asian 0.87 0.62–1.22 −0.030 
−0.100–

0.041 
 

Years in U.S. (ref: 0–4 years) 

5–9 years 1.87*** 1.35–2.58 +0.135*** 0.066–0.205 0.0002 

10+ years 1.15 0.83–1.61 +0.030 
−0.039–

0.099 
 

State of Residence (ref: California) 



 

195 

 

Georgia 0.84 0.59–1.19 −0.036 
−0.108–

0.035 
0.160 

New York 1.17 0.85–1.61 +0.033 
−0.035–

0.102 
 

Texas 1.03 0.73–1.47 +0.007 
−0.067–

0.081 
 

Other states 1.28 0.98–1.69 +0.054 
−0.005–

0.112 
 

Covariates 

Age (continuous) 1.02* 1.00–1.04 +0.004* 0.001–0.007 0.022 

Insurance Status (ref: Insured) 

Uninsured 0.50*** 0.39–0.65 −0.151*** 
−0.207–

−0.095 
<0.001 

Marital Status (ref: Married/partnered) 

Widowed/sep/div 1.33 0.82–2.15 +0.064 
−0.044–

0.172 
0.003 

Never married 0.66** 0.51–0.86 −0.086** 
−0.142–

−0.031 
 

Household Income (ref: $30,000–$79,999) 

Less than $30,000 1.07 0.78–1.47 +0.014 
−0.051–

0.079 
0.107 

$80,000–$149,999 1.30 0.99–1.72 +0.056 
−0.003–

0.114 
 

More than $150,000 1.45* 1.06–1.99 +0.079* 0.012–0.146  

Education (ref: College or higher) 

High school or less 0.60* 0.39–0.91 −0.104* 
−0.184–

−0.025 
0.017 

OR = Odds Ratio. AME = Average Marginal Effect (percentage points). Robust standard errors. 

Insurance collapsed to binary: Insured (Private/Other + Public) vs. Uninsured. 

Undocumented/DACA excluded from regression (n=58); included in descriptive analyses. 

* p<0.05  ** p<0.01  *** p<0.001. Joint p-values from Wald chi-square tests. ns = not significant. Source: 

BRAVE Study. 
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Table 10. Multinomial Logistic Regression — Base Model Including Undocumented/DACA 

(Supplemental Table) 

Full sample including undocumented/DACA (n=58). Outcome: Non-user / US-only (ref) / Mixed / 

Transnational-only. 

N=1,947 | Pseudo R²=0.092 | AIC=4,401.8 

Variable 

Non-user 

vs US-

only 

(RRR) 

95% CI 

Mixed vs 

US-only 

(RRR) 

95% CI 

Transnat-

only vs US-

only (RRR) 

Immigration Status (ref: Naturalized citizen) 

Legal permanent resident 1.33 0.93–1.92 2.49*** 1.87–3.31 2.68* 

Temporary visa holder 1.65* 1.08–2.52 2.07*** 1.45–2.96 5.45*** 

Undocumented/DACA 0.68 0.30–1.56 0.78 0.40–1.52 0.81 ns 

            

Ethnicity (ref: Chinese/Taiwanese) 

Korean 1.21 0.84–1.75 1.45* 1.06–1.99 1.55 

Indian 1.68* 1.12–2.54 1.57* 1.06–2.32 1.42 

Vietnamese 2.08** 1.35–3.19 1.15 0.77–1.72 1.91 

Filipino 0.49* 0.26–0.92 0.85 0.55–1.31 0.68 

Other Asian 0.66 0.42–1.04 1.05 0.74–1.48 0.37* 

            

Years in U.S. (ref: 0–4 years) 

5–9 years 0.43*** 0.29–0.64 1.70** 1.17–2.46 0.37** 

10+ years 0.24*** 0.16–0.36 0.98 0.68–1.41 0.16*** 

            

State of Residence (ref: California) 

Georgia 0.91 0.60–1.40 0.70 0.48–1.03 1.17 

New York 1.22 0.83–1.79 1.38 0.99–1.93 0.74 

Texas 0.93 0.61–1.42 0.90 0.62–1.29 0.86 

Other states 1.41 0.99–2.00 1.62** 1.20–2.19 1.09 

 

SUPPLEMENTAL FIGURES: 
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Supplemental Figure 17. Predicted Probabilities (Unadjusted) of Transnational-only SRH 

Care Use by Key Correlates Among Asian Immigrant Women, BRAVE Study (N=1,890) 

 
Supplemental Figure 18. Predicted Probabilities (Unadjusted) of Mixed SRH Care Use by 

Key Correlates Among Asian Immigrant Women, BRAVE Study (N=1,890) 
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Supplemental Figure 19. Predicted Probabilities (Unadjusted) of US-only SRH Care Use by 

Key Correlates Among Asian Immigrant Women, BRAVE Study (N=1,890) 

 
Supplemental Figure 20. Predicted Probabilities (Unadjusted) of Non-use of SRH Care by 

Key Correlates Among Asian Immigrant Women, BRAVE Study (N=1,890) 
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Supplemental Figure 21. Average Marginal Effects of Immigration Status on SRH Care 

Utilization Pattern, Unadjusted Base Model (Sensitivity Analysis) 
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Supplemental Figure 22. Average Marginal Effects of Ethnicity on SRH Care Utilization 

Pattern, Unadjusted Base Model (Sensitivity Analysis) 

 
 

 



 

201 

 

Supplemental Figure 23. Average Marginal Effects of Years in the US on SRH Care 

Utilization Pattern, Unadjusted Base Model (Sensitivity Analysis) 

 
Supplemental Figure 24. Average Marginal Effects of State of residence on SRH Care 

Utilization Pattern, Unadjusted Base Model (Sensitivity Analysis) 
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Appendix 3: Study 3 

BRAVE National Survey (Block: SRH service utilization outside the US) 

Q406. We are now going to ask about your sexual and reproductive health service use outside the 

U.S. While you have lived in the U.S., which of these sexual and reproductive healthcare services 

have you used outside the U.S.?   

• Birth control counseling or method   

• Abortion or termination of pregnancy   

• Prenatal, pregnancy and birth, or postpartum care   

• General women’s health   

• Other (please specify) __________________________________________________ 

• ⊗ I have never used SRH care outside the United States since moving here   

• ⊗ Prefer not to answer   

 

Q92. What are the main reasons you have used sexual and reproductive health services 

outside the U.S.? Please select all that apply. 

▢ More affordable health care 

▢ Higher quality health care 

▢ More culturally competent health care (e.g. familiar, trustworthy) 

▢ Ease in understanding language 

▢ My family asked me to (e.g., husband, parents, etc.) 
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▢ Other (Please specify) __________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

204 

 

X. REFERENCES 

   1. Kramer S, Passel JS. What the data says about immigrants in the U.S. Pew Research 

Center. August 21, 2025. Accessed July 31, 2026. https://www.pewresearch.org/short-

reads/2025/08/21/key-findings-about-us-immigrants/ 

2. Barriers to sexual and reproductive health services faced by immigrant women of reproductive 

age in the United States. Ibis Reproductive Health. Accessed June 27, 2026. 

https://www.ibisreproductivehealth.org/publications/barriers-sexual-and-reproductive-health-

services-faced-immigrant-women-reproductive-age 

3. Caballero TM, Carvajal DN, Crockett AH, Wilkinson TA. Supporting Sexual and 

Reproductive Health for Immigrant Families Across the Lifespan. Acad Pediatr. 2024;24(5 

Suppl):19-24. doi:10.1016/j.acap.2023.05.021 

4. Tapales A, Douglas-Hall A, Whitehead H. The sexual and reproductive health of foreign-born 

women in the United States. Contraception. 2018;98(1):47-51. 

doi:10.1016/j.contraception.2018.02.003 

5. Immigrant Women’s Access to Sexual & Reproductive Coverage & Care | Commonwealth 

Fund. November 20, 2018. doi:10.26099/2dcc-mh04 

6. kffbritw. Key Facts on Health Coverage of Immigrants. KFF. May 19, 2026. Accessed June 

28, 2026. https://www.kff.org/racial-equity-and-health-policy/key-facts-on-health-coverage-

of-immigrants/ 

7. Perreira KM, Pedroza JM. Policies of Exclusion: Implications for the Health of Immigrants 

and Their Children. Annual Review of Public Health. 2019;40(Volume 40, 2019):147-166. 

doi:10.1146/annurev-publhealth-040218-044115 

8. Rivers PA, Patino FG. Barriers to health care access for Latino immigrants in the USA. 

International Journal of Social Economics. 2006;33(3):207-220. 

doi:10.1108/03068290610646234 

9. Hacker K, Anies M, Folb BL, Zallman L. Barriers to health care for undocumented 

immigrants: a literature review. RMHP. 2015;8:175-183. doi:10.2147/RMHP.S70173 

10. Olukotun O, Mkandawire-Valhmu L, Kako P. Navigating complex realities: Barriers to 

health care access for undocumented African immigrant women in the United States. Health 

Care for Women International. 2021;42(2):145-164. doi:10.1080/07399332.2019.1640703 

11. Woofter R, Sudhinaraset M. Differences in Barriers to Healthcare and Discrimination in 

Healthcare Settings Among Undocumented Immigrants by Deferred Action for Childhood 

Arrivals (DACA) Status. J Immigrant Minority Health. 2022;24(4):937-944. 

doi:10.1007/s10903-022-01346-4 



 

205 

 

12. Joseph TD, Martinez V. Language Barriers and Healthcare Challenges for Immigrants 

with Limited English Proficiency After Health Reform in the United States. Int J Environ Res 

Public Health. 2025;23(1):9. doi:10.3390/ijerph23010009 

13. Imanpour S, I. Allen S, Williams V. Understanding Multilevel Barriers to Healthcare 

Access Among Immigrants with Limited English Proficiency: A Qualitative Study. J 

Immigrant Minority Health. Published online July 30, 2026. doi:10.1007/s10903-026-01966-0 

14. Laurence C, Drainoni ML, Kimball SL, et al. Immigrant perspectives on navigating the 

US healthcare system in the Post-COVID-19 landscape: a photo-elicitation project. Journal of 

Migration and Health. 2026;14:100424. doi:10.1016/j.jmh.2026.100424 

15. Hacker K, Chu J, Leung C, et al. The impact of Immigration and Customs Enforcement 

on immigrant health: perceptions of immigrants in Everett, Massachusetts, USA. Soc Sci Med. 

2011;73(4):586-594. doi:10.1016/j.socscimed.2011.06.007 

16. Samari G, Wurtz HM, Desai S, Coleman-Minahan K. Perspectives from the pandemic 

epicenter: Sexual and reproductive health of immigrant women in New York City. 

Perspectives on Sexual and Reproductive Health. 2024;56(2):136-146. 

doi:10.1111/psrh.12260 

17. After Roe Fell: U.S. Abortion Laws by State. Center for Reproductive Rights. Accessed 

June 29, 2026. https://reproductiverights.org/maps/abortion-laws-by-state/ 

18. Sudhinaraset M, Woofter R, Young MEDT, Landrian A, Vilda D, Wallace SP. Analysis 

of State-Level Immigrant Policies and Preterm Births by Race/Ethnicity Among Women Born 

in the US and Women Born Outside the US. JAMA Netw Open. 2021;4(4):e214482. 

doi:10.1001/jamanetworkopen.2021.4482 

19. Shiman LJ, Pickering S, Romero D, Jones HE. Abortion care access and experience 

among U.S. immigrants: A systematic review. Journal of Migration and Health. 

2024;10:100248. doi:10.1016/j.jmh.2024.100248 

20. Arvallo L, Liu H, Setty S, Pandey P, Andrews S. DEEPENING THE DIVIDE: 

ABORTION BANS FURTHER HARM IMMIGRANT COMMUNITIES. 

21. Vargas Bustamante A, Fang H, Garza J, et al. Variations in Healthcare Access and 

Utilization Among Mexican Immigrants: The Role of Documentation Status. J Immigrant 

Minority Health. 2012;14(1):146-155. doi:10.1007/s10903-010-9406-9 

22. Hacker K, Chu J, Arsenault L, Marlin RP. Provider’s Perspectives on the Impact of 

Immigration and Customs Enforcement (ICE) Activity on Immigrant Health. J Health Care 

Poor Underserved. 2012;23(2):651-665. doi:10.1353/hpu.2012.0052 

23. Marshall KJ, Urrutia-Rojas X, Mas FS, Coggin C. Health Status and Access to Health 

Care of Documented and Undocumented Immigrant Latino Women. Health Care for Women 

International. 2005;26(10):916-936. doi:10.1080/07399330500301846 



 

206 

 

24. Leon YB, Soun B, Sudhinaraset M. Structural racism and sexual and reproductive 

healthcare experiences: A qualitative study among undocumented Asian and Latina. Soc Sci 

Med. 2025;382:118374. doi:10.1016/j.socscimed.2025.118374 

25. Samari G, Nagle A, Coleman-Minahan K. Measuring structural xenophobia: US State 

immigration policy climates over ten years. SSM - Population Health. 2021;16:100938. 

doi:10.1016/j.ssmph.2021.100938 

26. Sexual and Reproductive Health and Research (SRH). Accessed July 31, 2026. 

https://www.who.int/teams/sexual-and-reproductive-health-and-research-(srh)/overview 

27. Olorunsaiye CZ, Brunner Huber LR, Degge HM, Yada FN, Yusuf KK. Assessing the 

Contraceptive Attitudes of US-Born and Foreign-Born Black Women Living in the USA: a 

Descriptive Cross-Sectional Study. J Racial Ethn Health Disparities. 2024;11(2):874-884. 

doi:10.1007/s40615-023-01569-7 

28. Endeshaw M, Clarke T, Senkomago V, Saraiya M. Cervical Cancer Screening Among 

Women by Birthplace and Percent of Lifetime Living in the United States. J Low Genit Tract 

Dis. 2018;22(4):280-287. doi:10.1097/LGT.0000000000000422 

29. Tsui J, Saraiya M, Thompson T, Dey A, Richardson L. Cervical cancer screening among 

foreign-born women by birthplace and duration in the United States. J Womens Health 

(Larchmt). 2007;16(10):1447-1457. doi:10.1089/jwh.2006.0279 

30. Rodríguez MA, Ward LM, Pérez-Stable EJ. Breast and Cervical Cancer Screening: 

Impact of Health Insurance Status, Ethnicity, and Nativity of Latinas. Ann Fam Med. 

2005;3(3):235-241. doi:10.1370/afm.291 

31. Abdi HI, Hoover E, Fagan SE, Adsul P. Cervical Cancer Screening Among Immigrant 

and Refugee Women: Scoping-Review and Directions for Future Research. J Immigr Minor 

Health. 2020;22(6):1304-1319. doi:10.1007/s10903-020-01014-5 

32. Reyes AM, Miranda PY. Trends in Cancer Screening by Citizenship and Health 

Insurance, 2000–2010. J Immigr Minor Health. 2015;17(3):644-651. doi:10.1007/s10903-

014-0091-y 

33. Reed MM, Westfall JM, Bublitz C, Battaglia C, Fickenscher A. Birth outcomes in 

Colorado’s undocumented immigrant population. BMC Public Health. 2005;5:100. 

doi:10.1186/1471-2458-5-100 

34. It Is Complicated: The Medico‐Social Journey of an Undocumented Pregnant Adolescent 

- Kest - 2020 - Case Reports in Pediatrics - Wiley Online Library. Accessed August 3, 2026. 

https://onlinelibrary.wiley.com/doi/full/10.1155/2020/6749630 

35. Korinek K, Smith KR. Prenatal care among immigrant and racial-ethnic minority women 

in a new immigrant destination: Exploring the impact of immigrant legal status. Social 

Science & Medicine. 2011;72(10):1695-1703. doi:10.1016/j.socscimed.2011.02.046 



 

207 

 

36. El-Sayed AM, Galea S. Prenatal Care and Risk of Preterm Birth Among Foreign and US-

Born Mothers in Michigan. J Immigrant Minority Health. 2012;14(2):230-235. 

doi:10.1007/s10903-011-9458-5 

37. State Public Insurance Coverage Policies and Postpartum Care Among Immigrants - 

PubMed. Accessed August 4, 2026. https://pubmed.ncbi.nlm.nih.gov/37462705/ 

38. Torche F, Sirois C. Restrictive Immigration Law and Birth Outcomes of Immigrant 

Women. American Journal of Epidemiology. 2019;188(1):24-33. doi:10.1093/aje/kwy218 

39. kffmariad. Health Coverage and Care of Undocumented Immigrants. KFF. July 15, 2019. 

Accessed July 1, 2026. https://www.kff.org/racial-equity-and-health-policy/health-coverage-

and-care-of-undocumented-immigrants/ 

40. Health coverage for lawfully present immigrants. HealthCare.gov. Accessed June 27, 

2026. https://www.healthcare.gov/immigrants/lawfully-present-immigrants/ 

41. Olson H, Douglas‐Hall A, Haas M, Kavanaugh ML. How Health Insurance Instability 

Differentially Impedes Access to Sexual and Reproductive Healthcare, by Race/Ethnicity and 

Nativity. Health Serv Res. 2026;61(1):e70049. doi:10.1111/1475-6773.70049 

42. Gerchow L, Fernandez Cajavilca M, Squires A. Language Barriers and Family Planning: 

An Integrative Review. J Transcult Nurs. 2026;37(1):81-97. 

doi:10.1177/10436596251369413 

43. Dhar CP, Kaflay D, Dowshen N, et al. Attitudes and Beliefs Pertaining to Sexual and 

Reproductive Health Among Unmarried, Female Bhutanese Refugee Youth in Philadelphia. 

Journal of Adolescent Health. 2017;61(6):791-794. doi:10.1016/j.jadohealth.2017.06.011 

44. Sawadogo PM, Sia D, Onadja Y, et al. Barriers and facilitators of access to sexual and 

reproductive health services among migrant, internally displaced, asylum seeking and refugee 

women: A scoping review. PLoS One. 2023;18(9):e0291486. 

doi:10.1371/journal.pone.0291486 

45. Conservatives Are Using the Intersection of Immigration, Health Care and Reproductive 

Rights Policy to Undermine Them All | Guttmacher Institute. Accessed August 1, 2026. 

https://www.guttmacher.org/gpr/2020/04/conservatives-are-using-intersection-immigration-

health-care-and-reproductive-rights 

46. Desai S, Samari G. COVID‐19 and Immigrants’ Access to Sexual and Reproductive 

Health Services in the United States. Perspect Sex Reprod Health. 2020;52(2):69-73. 

doi:10.1363/psrh.12150 

47. Barofsky J, Vargas A, Rodriguez D, Barrows A. Spreading Fear: The Announcement Of 

The Public Charge Rule Reduced Enrollment In Child Safety-Net Programs. Health Aff 

(Millwood). 2020;39(10):1752-1761. doi:10.1377/hlthaff.2020.00763 



 

208 

 

48. Desai S, Samari G. COVID‐19 and Immigrants’ Access to Sexual and Reproductive 

Health Services in the United States. Perspect Sex Reprod Health. 2020;52(2):69-73. 

doi:10.1363/psrh.12150 

49. Page KR, Polk S. Chilling Effect? Post-Election Health Care Use by Undocumented and 

Mixed-Status Families. N Engl J Med. 2017;376(12):e20. doi:10.1056/NEJMp1700829 

50. Immigrants from Asia in the United States | Migration Policy Institute. April 17, 2025. 

Accessed August 1, 2026. https://www.migrationpolicy.org/journal/spotlight/immigrants-asia-

united-states 

51. Krogstad JM, Im C. Key facts about Asians in the U.S. Pew Research Center. May 1, 

2025. Accessed May 14, 2026. https://www.pewresearch.org/short-reads/2025/05/01/key-

facts-about-asians-in-the-us/ 

52. kffmarleyp. Understanding the Diversity in the Asian Immigrant Experience in the U.S. 

KFF. January 4, 2024. Accessed August 3, 2026. https://www.kff.org/racial-equity-and-

health-policy/understanding-the-diversity-in-the-asian-immigrant-experience/ 

53. Fact Sheets: Asian Americans. Pew Research Center. May 1, 2025. Accessed August 3, 

2026. https://www.pewresearch.org/collections/asians-in-the-united-states/ 

54. Najafi-Sharjabad F, Syed Yahya SZ, Rahman HA, Hanafiah M, Abdul Manaf R. Barriers 

of Modern Contraceptive Practices among Asian Women: A Mini Literature Review. Glob J 

Health Sci. 2013;5(5):181-192. doi:10.5539/gjhs.v5n5p181 

55. Frost M, Cares A, Gelman K, Beam R. Accessing sexual and reproductive health care 

and information: Perspectives and recommendations from young Asian American women. 

Sexual & Reproductive Healthcare. 2016;10:9-13. doi:10.1016/j.srhc.2016.09.007 

56. Heyrana KJ, Kaneshiro B, Soon R, Nguyen BT, Natavio MF. Data Equity for Asian 

American and Native Hawaiian and Other Pacific Islander People in Reproductive Health 

Research. Obstet Gynecol. 2023;142(4):787-794. doi:10.1097/AOG.0000000000005340 

57. Xie H, Li Y, Wen C, Wang Q. Contraceptive Use Disparities in Asian American Women 

in 2015–2016: California Health and Interview Survey. Sexes. 2024;5(3):3. 

doi:10.3390/sexes5030028 

58. Jain T, LaHote J, Samari G, Garbers S. Publicly-Funded Services Providing Sexual, 

Reproductive, and Maternal Healthcare to Immigrant Women in the United States: A 

Systematic Review. J Immigr Minor Health. 2022;24(3):759-778. doi:10.1007/s10903-021-

01289-2 

59. Yoo GJ, Nhung Le M, Vong S, Lagman R, Lam AG. Cervical Cancer Screening: 

Attitudes and Behaviors of Young Asian American Women. J Cancer Educ. 

2011;26(4):10.1007/s13187-011-0230-0232. doi:10.1007/s13187-011-0230-2 



 

209 

 

60. Shroff N, Manze M, Jesudason S, Grov C. Factors Associated With Contraceptive Use 

Among South Asians in New York City. Perspectives on Sexual and Reproductive Health. 

2026;58(1):3-15. doi:10.1111/psrh.70046 

61. Kagawa-Singer M, Pourat N, Breen N, et al. Breast and cervical cancer screening rates of 

subgroups of Asian American women in California. Med Care Res Rev. 2007;64(6):706-730. 

doi:10.1177/1077558707304638 

62. Yu SM, Alexander GR, Schwalberg R, Kogan MD. Prenatal Care Use Among Selected 

Asian American Groups. Am J Public Health. 2001;91(11):1865-1868. 

doi:10.2105/ajph.91.11.1865 

63. Qin C, Gould JB. Maternal Nativity Status and Birth Outcomes in Asian Immigrants. J 

Immigrant Minority Health. 2010;12(5):798-805. doi:10.1007/s10903-008-9215-6 

64. Desai S, Huynh M, Jones HE. Differences in Abortion Rates between Asian Populations 

by Country of Origin and Nativity Status in New York City, 2011-2015. Int J Environ Res 

Public Health. 2021;18(12):6182. doi:10.3390/ijerph18126182 

65. Sudhinaraset M, Vilda D, Gipson JD, Bornstein M, Wallace ME. Women’s Reproductive 

Rights Policies and Adverse Birth Outcomes: A State-Level Analysis to Assess the Role of 

Race and Nativity Status. Am J Prev Med. 2020;59(6):787-795. 

doi:10.1016/j.amepre.2020.07.025 

66. Sudhinaraset M, Khan A, Choi HY, Ling I. Centering Undocumented Immigrants: A 

Cross-Sectional Study of Sexual and Reproductive Health of Undocumented Asian and Latinx 

Immigrants in California. J Immigr Minor Health. Published online April 28, 2026. 

doi:10.1007/s10903-026-01919-7 

67. Kim G, Choi SW, Kim Y. Effects of state immigrant insurance coverage policies on 

access to adequate prenatal care among immigrant pregnant women in the United States. J 

Migr Health. 2025;12:100350. doi:10.1016/j.jmh.2025.100350 

68. Young MEDT, Tafolla S, Saadi A, Sudhinaraset M, Chen L, Pourat N. Beyond “Chilling 

Effects”: Latinx and Asian Immigrants’ Experiences With Enforcement and Barriers to Health 

Care. Med Care. 2023;61(5):306-313. doi:10.1097/MLR.0000000000001839 

69. Metersky K, Guruge S, Wang L, et al. Transnational Healthcare Practices Among 

Migrants: A Concept Analysis. J Adv Nurs. 2025;81(7):3647-3673. doi:10.1111/jan.16693 

70. Horton S, Cole S. Medical returns: Seeking health care in Mexico. Social Science & 

Medicine. 2011;72(11):1846-1852. doi:10.1016/j.socscimed.2011.03.035 

71. Villa-Torres L, González-Vázquez T, Fleming PJ, et al. Transnationalism and health: A 

systematic literature review on the use of transnationalism in the study of the health practices 

and behaviors of migrants. Social Science & Medicine. 2017;183:70-79. 

doi:10.1016/j.socscimed.2017.04.048 



 

210 

 

72. Gilbert AS, Antoniades J, Brijnath B. The symbolic mediation of patient trust: 

Transnational health-seeking among Indian-Australians. Social Science & Medicine. 

2019;235:112359. doi:10.1016/j.socscimed.2019.112359 

73. Pérez-Sánchez M, Immordino P, Romano G, Giordano A, García-Gil C, Morales F. 

Access of migrant women to sexual and reproductive health services: A systematic review. 

Midwifery. 2024;139:104167. doi:10.1016/j.midw.2024.104167 

74. Horton SB. Medical Returns as Class Transformation: Situating Migrants’ Medical 

Returns within a Framework of Transnationalism. Medical Anthropology. 2013;32(5):417-

432. doi:10.1080/01459740.2012.749875 

75. Wallace SP, Mendez-Luck C, Castañeda X. Heading South: Why Mexican Immigrants in 

California Seek Health Services in Mexico. Med Care. 2009;47(6):662-669. 

doi:10.1097/MLR.0b013e318190cc95 

76. Bohren MA, Vazquez Corona M, Odiase OJ, et al. Strategies to reduce stigma and 

discrimination in sexual and reproductive healthcare settings: A mixed-methods systematic 

review. PLOS Glob Public Health. 2022;2(6):e0000582. doi:10.1371/journal.pgph.0000582 

77. Egli-Gany D, Aftab W, Hawkes S, et al. The social and structural determinants of sexual 

and reproductive health and rights in migrants and refugees: a systematic review of reviews. 

East Mediterr Health J. 2021;27(12):1203-1213. doi:10.26719/emhj.20.101 

78. Chakrabarti R. Therapeutic networks of pregnancy care: Bengali immigrant women in 

New York City. Soc Sci Med. 2010;71(2):362-369. doi:10.1016/j.socscimed.2010.03.032 

79. Czukar L, Wang L, Guruge S, Lum J, Greenbaum M. A Comparison of Chinese and 

Korean Older Adult Immigrants’ Transnational Healthcare Practices in Toronto, Canada: A 

Mixed-Methods Study. Healthcare (Basel). 2025;13(19):2493. 

doi:10.3390/healthcare13192493 

80. Schiller NG, Basch L, Blanc‐Szanton C. Transnationalism: A New Analytic Framework 

for Understanding Migration: A NEW ANALYTIC FRAMEWORK. Annals of the New York 

Academy of Sciences. 1992;645(1):1-24. doi:10.1111/j.1749-6632.1992.tb33484.x 

81. Levitt P, Schiller NG. Conceptualizing simultaneity: A transnational social field 

perspective on society. International Migration Review. 2004;38(3):1002-1039. 

doi:10.1111/j.1747-7379.2004.tb00227.x 

82. Levitt P, Schiller NG. Conceptualizing simultaneity: A transnational social field 

perspective on society. International Migration Review. 2004;38(3):1002-1039. 

doi:10.1111/j.1747-7379.2004.tb00227.x 

83. Vertovec S. Conceiving and researching transnationalism. Ethnic and Racial Studies. 

1999;22(2):447-462. doi:10.1080/014198799329558 



 

211 

 

84. Levitt P, Jaworsky BN. Transnational Migration Studies: Past Developments and Future 

Trends. Annual Review of Sociology. 2007;33(Volume 33, 2007):129-156. 

doi:10.1146/annurev.soc.33.040406.131816 

85. Lee YS, Hofstetter CR, Irvin VL, et al. Korean American Women’s Preventive Health 

Care Practices: Stratified Samples in California, USA. Health Care for Women International. 

2012;33(5):422-439. doi:10.1080/07399332.2011.603869 

86. Choi JY. Negotiating old and new ways: contextualizing adapted health care-seeking 

behaviors of Korean immigrants in Hawaii. Ethnicity & Health. 2013;18(4):350-366. 

doi:10.1080/13557858.2012.734280 

87. Wang L, Kwak MJ. Immigration, barriers to healthcare and transnational ties: A case 

study of South Korean immigrants in Toronto, Canada. Social Science & Medicine. 

2015;133:340-348. doi:10.1016/j.socscimed.2014.11.039 

88. Horton S, Cole S. Medical Returns: Seeking Health Care in Mexico. Social science & 

medicine (1982). 2011;72:1846-1852. doi:10.1016/j.socscimed.2011.03.035 

89. González-Vázquez TT, Torres-Robles CA, Pelcastre-Villafuerte BE. [Transnational 

health service utilization by Mexican immigrants in the United States]. Salud Publica Mex. 

2013;55 Suppl 4:S477-484. 

90. Menjívar C. The Ties that Heal: Guatemalan Immigrant Women’s Networks and Medical 

Treatment1. International Migration Review. 2002;36(2):437-466. doi:10.1111/j.1747-

7379.2002.tb00088.x 

91. Roosen I, Salway S, Osei-Kwasi HA. Transnational social networks, health, and care: a 

systematic narrative literature review. International Journal for Equity in Health. 

2021;20(1):138. doi:10.1186/s12939-021-01467-6 

92. Sun KCY. Transnational healthcare seeking: how ageing Taiwanese return migrants view 

homeland public benefits. Global Networks. 2014;14(4):533-550. doi:10.1111/glob.12050 

93. Sanon MA, Spigner C, McCullagh MC. Transnationalism and Hypertension Self-

Management Among Haitian Immigrants. J Transcult Nurs. 2016;27(2):147-156. 

doi:10.1177/1043659614543476 

94. Dekker R, Engbersen G. How social media transform migrant networks and facilitate 

migration. Global Networks. 2014;14(4):401-418. doi:10.1111/glob.12040 

95. Connell J. From medical tourism to transnational health care? An epilogue for the future. 

Social Science & Medicine. 2015;124:398-401. doi:10.1016/j.socscimed.2014.11.015 

96. Vertovec S. Transnationalism and identity. Journal of Ethnic and Migration Studies. 

2001;27(4):573-582. doi:10.1080/13691830120090386 



 

212 

 

97. Kauppi N. Transnational Social Fields. In: Medvetz T, Sallaz JJ, eds. The Oxford 

Handbook of Pierre Bourdieu. Oxford University Press; 2018:0. 

doi:10.1093/oxfordhb/9780199357192.013.8 

98. Escandell X, Tapias M. Transnational Lives, Travelling Emotions and Idioms of Distress 

Among Bolivian Migrants in Spain. Journal of Ethnic and Migration Studies. 2010;36(3):407-

423. doi:10.1080/13691830903266093 

99. Ormond M. Knowledge transfer in the ‘medical tourism’ industry: the role of 

transnational migrant patients and health workers. In: Thomas F, ed. Handbook of Migration 

and Health. Edward Elgar Publishing; 2016. doi:10.4337/9781784714789.00040 

100. Poppleton A, Howells K, Adeyemi I, Chew-Graham C, Dikomitis L, Sanders C. The 

perceptions of general practice among Central and Eastern Europeans in the United Kingdom: 

A systematic scoping review. Health Expect. 2022;25(5):2107-2123. doi:10.1111/hex.13433 

101. Chowdhury N, Naeem I, Ferdous M, et al. Unmet Healthcare Needs Among Migrant 

Populations in Canada: Exploring the Research Landscape Through a Systematic Integrative 

Review. J Immigrant Minority Health. 2021;23(2):353-372. doi:10.1007/s10903-020-01086-3 

102. Shin YK, Koskinen V, Kouvonen A, et al. Digital Information Technology Use and 

Transnational Healthcare: A Population-Based Study on Older Russian-Speaking Migrants in 

Finland. J Immigrant Minority Health. 2022;24(1):125-135. doi:10.1007/s10903-021-01301-9 

103. Imtiaz S, Yu C, Chen X, Pan SW. Factors associated with transnational telehealth app use 

among Chinese immigrants in the United States. Digit Health. 2026;12:20552076251412044. 

doi:10.1177/20552076251412044 

104. Kaushal N, Kaestner R. Welfare Reform and Health Insurance of Immigrants. Health 

Services Research. 2005;40(3):697-722. doi:10.1111/j.1475-6773.2005.00381.x 

105. KFF - The independent source for health policy research, polling, and news. KFF. April 

9, 2026. Accessed April 13, 2026. https://www.kff.org/ 

106. kffannab. Abortion in the United States Dashboard. KFF. January 6, 2026. Accessed 

April 20, 2026. https://www.kff.org/womens-health-policy/abortion-in-the-u-s-dashboard/ 

107. Vo T. Southeast and East Asian immigrant women’s transnational postpartum 

experiences: A meta-ethnography. J Clin Nurs. 2023;32(9-10):1556-1568. 

doi:10.1111/jocn.16037 

108. Amegbor PM, Rosenberg MW. Predictors of Unmet Traditional, Complementary and 

Alternative Medicine Need Among Persons of Sub-Saharan African Origin Living in the 

Greater Toronto Area. J Immigrant Minority Health. 2020;22(5):1031-1038. 

doi:10.1007/s10903-020-01003-8 



 

213 

 

109. Nayak SS, Cardone A, Soberano K, Dhond M. The Health Status of Undocumented 

Immigrants from Asian Countries in the United States: A Scoping Review and 

Recommendations for Future Directions. J Immigrant Minority Health. 2024;26(6):1099-

1112. doi:10.1007/s10903-024-01625-2 

110. Soto JVH Julia Gelatt, Ariel G Ruiz. A Turning Point for the Unauthorized Immigrant 

Population in the United States. migrationpolicy.org. September 13, 2023. Accessed April 20, 

2026. https://www.migrationpolicy.org/news/turning-point-us-unauthorized-immigrant-

population 

111. Jang SH. “I can wait until I return home”: healthcare utilization among Korean 

international students in the U.S. J Am Coll Health. 2023;71(6):1804-1814. 

doi:10.1080/07448481.2021.1947833 

112. kffdrishtip. 2022 Changes to the Public Charge Inadmissibility Rule and the Implications 

for Health Care. KFF. May 5, 2022. Accessed April 20, 2026. https://www.kff.org/racial-

equity-and-health-policy/2022-changes-to-the-public-charge-inadmissibility-rule-and-the-

implications-for-health-care/ 

113. Grineski SE. Why parents cross for children’s health care: Transnational cultural capital 

in the United States–Mexico border region. Soc Theory Health. 2011;9(3):256-274. 

doi:10.1057/sth.2011.7 

114. Mainil T, Van Loon F, Dinnie K, Botterill D, Platenkamp V, Meulemans H. 

Transnational health care: From a global terminology towards transnational health region 

development. Health Policy. 2012;108(1):37-44. doi:10.1016/j.healthpol.2012.08.002 

115. Messias DKH. Transnational Health Resources, Practices, and Perspectives: Brazilian 

Immigrant Women’s Narratives. Journal of Immigrant Health. 2002;4(4):183-200. 

doi:10.1023/A:1020154402366 

116. Stan S. Transnational healthcare practices of Romanian migrants in Ireland: Inequalities 

of access and the privatisation of healthcare services in Europe. Social Science & Medicine. 

2015;124:346-355. doi:10.1016/j.socscimed.2014.04.013 

117. Kemppainen L, Kemppainen T, Skogberg N, Kuusio H, Koponen P. Immigrants’ use of 

health care in their country of origin: the role of social integration, discrimination and the 

parallel use of health care systems. Scand J Caring Sci. 2018;32(2):698-706. 

doi:10.1111/scs.12499 

118. Menjívar C. The Ties that Heal: Guatemalan Immigrant Women’s Networks and Medical 

Treatment1. International Migration Review. 2002;36(2):437-466. doi:10.1111/j.1747-

7379.2002.tb00088.x 

119. Tiilikainen M, Koehn PH. Transforming the boundaries of health care: insights from 

Somali migrants. Med Anthropol. 2011;30(5):518-544. doi:10.1080/01459740.2011.577288 



 

214 

 

120. Ngo-Metzger Q, Massagli MP, Clarridge BR, et al. Linguistic and cultural barriers to 

care. J Gen Intern Med. 2003;18(1):44-52. doi:10.1046/j.1525-1497.2003.20205.x 

121. Viruell-Fuentes EA. “My Heart Is Always There”: The Transnational Practices of First-

Generation Mexican Immigrant and Second-Generation Mexican American Women. 

Identities. 2006;13(3):335-362. doi:10.1080/10702890600838076 

122. Desai S, Huynh M, Jones HE. Differences in Abortion Rates between Asian Populations 

by Country of Origin and Nativity Status in New York City, 2011–2015. IJERPH. 

2021;18(12):6182. doi:10.3390/ijerph18126182 

123. Şekercan A, Lamkaddem M, Snijder MB, Peters RJG, Essink-Bot ML. Healthcare 

consumption by ethnic minority people in their country of origin. Eur J Public Health. 

2015;25(3):384-390. doi:10.1093/eurpub/cku205 

124. Pliskin E, Welti K, Manlove J. Rural and Urban Women Have Differing Sexual and 

Reproductive Health Experiences. Published online September 15, 2022. Accessed August 4, 

2026. https://www.childtrends.org/publications/rural-and-urban-women-have-differing-

sexual-and-reproductive-health-experiences 

125. Thomson CJ, Zhang Y, Weidner A, et al. Patient concerns about accessing sexual and 

reproductive health services outside of primary care: A survey in rural and urban settings in 

the Pacific Northwest. Contraception. 2023;119:109901. 

doi:10.1016/j.contraception.2022.10.003 

126. Bennett T. Reproductive Health Care in the Rural United States. JAMA. 2002;287(1):112. 

doi:10.1001/jama.287.1.112-JMS0102-6-1 

127. Derose KP, Escarce JJ, Lurie N. Immigrants and health care: sources of vulnerability. 

Health Aff (Millwood). 2007;26(5):1258-1268. doi:10.1377/hlthaff.26.5.1258 

128. Aggarwal AK. Strengthening Health Care System in India: Is Privatization the Only 

Answer? Indian J Community Med. 2008;33(2):69-70. doi:10.4103/0970-0218.40869 

129. Meng Q, Fang H, Liu X, Yuan B, Xu J. Consolidating the social health insurance 

schemes in China: towards an equitable and efficient health system. Lancet. 

2015;386(10002):1484-1492. doi:10.1016/S0140-6736(15)00342-6 

130. Cheng TM. Taiwan’s new national health insurance program: genesis and experience so 

far. Health Aff (Millwood). 2003;22(3):61-76. doi:10.1377/hlthaff.22.3.61 

131. Kwon S. Thirty years of national health insurance in South Korea: lessons for achieving 

universal health care coverage. Health Policy Plan. 2009;24(1):63-71. 

doi:10.1093/heapol/czn037 



 

215 

 

132. Stan S. Transnational healthcare practices of Romanian migrants in Ireland: Inequalities 

of access and the privatisation of healthcare services in Europe. Social Science & Medicine. 

2015;124:346-355. doi:10.1016/j.socscimed.2014.04.013 

133. Thomas F. Transnational health and treatment networks: Meaning, value and place in 

health seeking amongst southern African migrants in London. Health & Place. 

2010;16(3):606-612. doi:10.1016/j.healthplace.2010.01.006 

134. Lee JC. Health Care Reform in South Korea: Success or Failure? Am J Public Health. 

2003;93(1):48-51. doi:10.2105/ajph.93.1.48 

135. Tikkanen R, Osborn R, Mossialos E, Djordjevic A, Wharton G. International Health Care 

System Profiles: South Korea. Commonwealth Fund. Updated 2020. - Google Search. 

Accessed August 4, 2026. 

https://www.google.com/search?client=safari&rls=en&q=Tikkanen+R%2C+Osborn+R%2C+

Mossialos+E%2C+Djordjevic+A%2C+Wharton+G.+International+Health+Care+System+Pro

files%3A+South+Korea.+Commonwealth+Fund.+Updated+2020.&ie=UTF-8&oe=UTF-8 

136. Yi B. An overview of the Chinese healthcare system. Hepatobiliary Surg Nutr. 

2021;10(1):93-95. doi:10.21037/hbsn-2021-3 

137. Yip WCM, Hsiao WC, Chen W, Hu S, Ma J, Maynard A. Early appraisal of China’s huge 

and complex health-care reforms. Lancet. 2012;379(9818):833-842. doi:10.1016/S0140-

6736(11)61880-1 

138. Rai P, Singh PK. Does Ayushman Bharat Reduce Out-of-Pocket Expenditure? 

139. Balarajan Y, Selvaraj S, Subramanian SV. Health care and equity in India. Lancet. 

2011;377(9764):505-515. doi:10.1016/S0140-6736(10)61894-6 

140. Patel V, Parikh R, Nandraj S, et al. Assuring health coverage for all in India. Lancet. 

2015;386(10011):2422-2435. doi:10.1016/S0140-6736(15)00955-1 

141. Dayrit MM, Lagrada LP, Picazo OF, Pons MC, Villaverde MC. Front Matter. World 

Health Organization; 2018:i-ii. Accessed April 20, 2026. 

https://www.jstor.org/stable/resrep28462.1 

142. Obermann K, Jowett MR, Alcantara MOO, Banzon EP, Bodart C. Social health insurance 

in a developing country: the case of the Philippines. Soc Sci Med. 2006;62(12):3177-3185. 

doi:10.1016/j.socscimed.2005.11.047 

143. Gideon J. Exploring migrants’ health seeking strategies: the case of Latin American 

migrants in London. International Journal of Migration, Health and Social Care. 

2011;7(4):197-208. 

144. Antecol H, Bedard K. Unhealthy assimilation: Why do immigrants converge to American 

health status levels? Demography. 2006;43(2):337-360. doi:10.1353/dem.2006.0011 



 

216 

 

145. Fang CY, Ma GX, Tan Y. Overcoming Barriers to Cervical Cancer Screening Among 

Asian American Women. N Am J Med Sci (Boston). 2011;4(2):77-83. doi:10.7156/v4i2p077 

146. Budiman A, Ruiz NG. Asian Americans are the fastest-growing racial or ethnic group in 

the U.S. Pew Research Center. April 9, 2021. Accessed June 27, 2026. 

https://www.pewresearch.org/short-reads/2021/04/09/asian-americans-are-the-fastest-

growing-racial-or-ethnic-group-in-the-u-s/ 

147. Deepening the Divide: Abortion Bans Further Harm Immigrant Communities (2024). 

CLASP. Accessed April 16, 2026. https://www.clasp.org/publications/fact-sheet/deepening-

divide-abortion-bans-harm-immigrants-2024/ 

148. Glenn EN. Forced to Care: Coercion and Caregiving in America. Harvard university 

press; 2010. 

149. Hoang LA, Yeoh BSA, Wattie AM. Transnational labour migration and the politics of 

care in the Southeast Asian family. Geoforum. 2012;43(4):733-740. 

doi:10.1016/j.geoforum.2011.12.006 

150. Hart J, Crear-Perry J, Stern L. US Sexual and Reproductive Health Policy: Which 

Frameworks Are Needed Now, and Next Steps Forward. Am J Public Health. 2022;112(Suppl 

5):S518-S522. doi:10.2105/AJPH.2022.306929 

151. Campo-Engelstein L, Loutrianakis G. The Relational and Gendered Nature of 

Reproductive Medicine. The American Journal of Bioethics. 2022;22(3):62-63. 

doi:10.1080/15265161.2022.2027566 

152. Kim MJ, Gorman BK. Acculturation and Self-rated Health Among Asian Immigrants: 

The Role of Gender and Age. Popul Res Policy Rev. 2022;41(1):89-114. doi:10.1007/s11113-

021-09642-x 

153. Ro A. The longer you stay, the worse your health? A critical review of the negative 

acculturation theory among Asian immigrants. Int J Environ Res Public Health. 

2014;11(8):8038-8057. doi:10.3390/ijerph110808038 

154. Song Y, Jang SH. Transnational ties with the home country matters: the moderation 

effect of the relationship between perceived discrimination and self-reported health among 

foreign workers in Korea. Ann Occup Environ Med. 2022;34:e18. 

doi:10.35371/aoem.2022.34.e18 

155. Levitt P, work(s): NGSR. Conceptualizing Simultaneity: A Transnational Social Field 

Perspective on Society. International Migration Review. 2004;38(3,):1002-1039. 

156. Castañeda H, Holmes SM, Madrigal DS, Young MED, Beyeler N, Quesada J. 

Immigration as a social determinant of health. Annu Rev Public Health. 2015;36:375-392. 

doi:10.1146/annurev-publhealth-032013-182419 



 

217 

 

157. Salganicoff A, Gomez I, Ranji U. State Choices, Unequal Access: Policies Shaping 

Reproductive Health Care Across the United States. Milbank Q. Published online June 10, 

2026. doi:10.1111/1468-0009.70099 

158. Coast E, Norris AH, Moore AM, Freeman E. Trajectories of women’s abortion-related 

care: A conceptual framework. Social Science & Medicine. 2018;200:199-210. 

doi:10.1016/j.socscimed.2018.01.035 

159. The Provision of Abortion Care via Telehealth in the United States: A Rapid Review - 

Brown - 2023 - Journal of Midwifery & Women’s Health - Wiley Online Library. Accessed 

August 5, 2026. 

https://onlinelibrary.wiley.com/doi/10.1111/jmwh.13586?utm_source=chatgpt.com 

160. Saunders B, Sim J, Kingstone T, et al. Saturation in qualitative research: exploring its 

conceptualization and operationalization. Qual Quant. 2018;52(4):1893-1907. 

doi:10.1007/s11135-017-0574-8 

161. Forbes M. Thematic analysis: A practical guide. Evaluation Journal of Australasia. 

2022;22(2):132-135. doi:10.1177/1035719X211058251 

162. Birks M, Chapman Y, Francis K. Memoing in qualitative research: Probing data and 

processes. Journal of Research in Nursing. 2008;13(1):68-75. 

doi:10.1177/1744987107081254 

163. Demonstrating Rigor Using Thematic Analysis: A Hybrid Approach of Inductive and 

Deductive Coding and Theme Development - Jennifer Fereday, Eimear Muir-Cochrane, 2006. 

Accessed August 5, 2026. https://journals.sagepub.com/doi/10.1177/160940690600500107 

164. White RE, Cooper K. Grounded Theory. In: Qualitative Research in the Post-Modern 

Era. Springer International Publishing; 2022:339-385. doi:10.1007/978-3-030-85124-8_9 

165. Raymond HF, Chen YH, McFarland W. “Starfish Sampling”: a Novel, Hybrid Approach 

to Recruiting Hidden Populations. J Urban Health. 2019;96(1):55-62. doi:10.1007/s11524-

018-0316-9 

166. Sudhinaraset M, Kim H, Song K, Ronquillo RJ, Kim J, Raymond HF. Implementation of 

starfish sampling for invisibilised populations: a methods protocol of the BRAVE multi-site 

cross-sectional community-based participatory study. BMJ Open. 2025;15(12):e108572. 

doi:10.1136/bmjopen-2025-108572 

167. Kramer S, Passel JS. What the data says about immigrants in the U.S. Pew Research 

Center. August 21, 2025. Accessed July 28, 2026. https://www.pewresearch.org/short-

reads/2025/08/21/key-findings-about-us-immigrants/ 

168. Portes A, Fernández-Kelly P, Light DW. Life on the Edge: Immigrants Confront the 

American Health System. Ethn Racial Stud. 2012;35(1):3-22. 

doi:10.1080/01419870.2011.594173 



 

218 

 

169. Metersky K, Guruge S, Wang L, et al. Transnational Healthcare Practices Among 

Migrants: A Concept Analysis. J Adv Nurs. 2025;81(7):3647-3673. doi:10.1111/jan.16693 

170. Transnational Disorders: Returned Migrants at Oaxaca&apos;s Psychiatric Hospital - 

Duncan - 2015 - Medical Anthropology Quarterly - Wiley Online Library. Accessed July 31, 

2026. 

https://anthrosource.onlinelibrary.wiley.com/doi/abs/10.1111/maq.12138?casa_token=U_69D

P26PhsAAAAA%3AHaShJf5eZeKhn-l801IiRs9jSoQJxw7-I-

q6iGwgPMc6t1fR7tfxXrenX3mDKT0J86qQk_UO1W7M 

171. Guruge S, Wang L, Metersky K, et al. Transnational Healthcare Practices Among 

Afghan, Syrian, and Ukrainian Refugee Older Adults in the Greater Toronto Area: A Study 

Protocol. Healthcare. 2025;13(20):2644. doi:10.3390/healthcare13202644 

172. Compton SD, Carter G, Gero A, et al. Assessing the impact of federal restrictions to the 

Title X program on reproductive health service provision between 2018 and 2022 in the 

United States. Contraception. 2025;142:110724. doi:10.1016/j.contraception.2024.110724 

173. Saunders TM, Kane KA, Watts Smith C. Implementing Title X: policy design, 

administration, and geographic access to care. Health Aff Sch. 2026;4(4):qxag082. 

doi:10.1093/haschl/qxag082 

174. kffakashp. State Health Coverage for Immigrants and Implications for Health Coverage 

and Care. KFF. May 19, 2026. Accessed August 5, 2026. https://www.kff.org/racial-equity-

and-health-policy/state-health-coverage-for-immigrants-and-implications-for-health-coverage-

and-care/ 

175. Zeng X, Cheng L, Wu S, Qian X, Gu B, Zhang J. Optimising contraceptive services as 

fertility rates fall in China. BMJ. 2024;386:e078642. doi:10.1136/bmj-2023-078642 

176. Perkin GW, Genstein J, Morrow M. Contraceptive use in China. PIACT Prod News. 

1980;2(1):1-8. 

177. Åkerman E, Essén B, Westerling R, Larsson E. Healthcare-seeking behaviour in relation 

to sexual and reproductive health among Thai-born women in Sweden: a qualitative study. 

Cult Health Sex. 2017;19(2):194-207. doi:10.1080/13691058.2016.1214746 

178. Gray C, Crawford G, Maycock B, Lobo R. Socioecological Factors Influencing Sexual 

Health Experiences and Health Outcomes of Migrant Asian Women Living in “Western” 

High-Income Countries: A Systematic Review. Int J Environ Res Public Health. 

2021;18(5):2469. doi:10.3390/ijerph18052469 

179. Merry L, Kim YN, Urquia ML, Goulet J, Villadsen SF, Gagnon A. Transnational 

prenatal care among migrant women from low-and-middle-income countries who gave birth 

in Montreal, Canada. BMC Pregnancy Childbirth. 2023;23:292. doi:10.1186/s12884-023-

05582-w 



 

219 

 

180. Levitt P, Jaworsky BN. Transnational Migration Studies: Past Developments and Future 

Trends. Annual Review of Sociology. 2007;33(Volume 33, 2007):129-156. 

doi:10.1146/annurev.soc.33.040406.131816 

181. Levitt P, work(s): NGSR. Conceptualizing Simultaneity: A Transnational Social Field 

Perspective on Society. International Migration Review. 2004;38(3,):1002-1039. 

182. Grounded theory research: A design framework for novice researchers - PMC. Accessed 

August 5, 2026. https://pmc.ncbi.nlm.nih.gov/articles/PMC6318722/ 

183. Darwin Holmes AG. Researcher Positionality - A Consideration of Its Influence and 

Place in Qualitative Research - A New Researcher Guide. education. 2020;8(4):1-10. 

doi:10.34293/education.v8i4.3232 

184. Chen L, Tse HW, Wu D, Young MEDT. Cross-Cultural Researchers’ Positionality in 

Immigrant Health Research: Reflections on Conducting Research on Chinese Immigrants’ 

Experiences in the United States. International Journal of Qualitative Methods. 

2021;20:16094069211052190. doi:10.1177/16094069211052190 

185. Glaser BG. The Constant Comparative Method of Qualitative Analysis. Social Problems. 

1965;12(4):436-445. doi:10.2307/798843 

186. Lungu M. The Coding Manual for Qualitative Researchers. American Journal of 

Qualitative Research. 2022;6:232-237. doi:10.29333/ajqr/12085 

187. Herd P, Moynihan D. Health care administrative burdens: Centering patient experiences. 

Health Serv Res. 2021;56(5):751-754. doi:10.1111/1475-6773.13858 

188. Drisko JW. Transferability and Generalization in Qualitative Research. Research on 

Social Work Practice. 2025;35(1):102-110. doi:10.1177/10497315241256560 

189. Educational attainment of the Asian population, 2023. Pew Research Center. April 29, 

2025. Accessed July 31, 2026. https://www.pewresearch.org/race-and-ethnicity/fact-

sheet/asian-americans-in-the-u-s/ 

190. What Recent Policy Changes Mean for Immigrant Health Coverage. October 15, 2025. 

doi:10.26099/kq53-0261 

191. Garcés-Palacio IC, Altarac M, Scarinci IC. Contraceptive knowledge and use among low-

income Hispanic immigrant women and non-Hispanic women. Contraception. 

2008;77(4):270-275. doi:10.1016/j.contraception.2007.12.008 

192. Reyes AM, Miranda PY. Trends in Cancer Screening by Citizenship and Health 

Insurance, 2000–2010. J Immigr Minor Health. 2015;17(3):644-651. doi:10.1007/s10903-

014-0091-y 



 

220 

 

193. Choi S, McElfish PA, Brown CC. Disparities in Prenatal Care Utilization Among 

Racial/Ethnic and Nativity Subgroups in the United States. Prev Med. 2025;192:108238. 

doi:10.1016/j.ypmed.2025.108238 

194. kffakashp. State Health Coverage for Immigrants and Implications for Health Coverage 

and Care. KFF. May 19, 2026. Accessed June 28, 2026. https://www.kff.org/racial-equity-

and-health-policy/state-health-coverage-for-immigrants-and-implications-for-health-coverage-

and-care/ 

195. Valdez ES, Chan J, Donis A, et al. Structural Racism and Its Influence On Sexual and 

Reproductive Health Inequities Among Immigrant Youth. J Immigrant Minority Health. 

2023;25(1):16-22. doi:10.1007/s10903-022-01385-x 

196. Potential “Chilling Effects” of Public Charge and Other Immigration Policies on 

Medicaid and CHIP Enrollment | KFF. Accessed August 1, 2026. 

https://www.kff.org/medicaid/potential-chilling-effects-of-public-charge-and-other-

immigration-policies-on-medicaid-and-chip-enrollment/ 

197. Rep. Kasich JR [R O 12. H.R.3734 - 104th Congress (1995-1996): Personal 

Responsibility and Work Opportunity Reconciliation Act of 1996. August 22, 1996. Accessed 

July 1, 2026. https://www.congress.gov/bill/104th-congress/house-bill/3734 

198. Haley JM, Kenney GM, Bernstein H, Gonzalez D. One in Five Adults in Immigrant 

Families with Children Reported Chilling Effects on Public Benefit Receipt in 2019. Urban 

Institute; 2020. Accessed July 1, 2026. https://www.urban.org/research/publication/one-five-

adults-immigrant-families-children-reported-chilling-effects-public-benefit-receipt-2019 

199. Dondero M, Altman CE. Immigrant policies as health policies: State immigrant policy 

climates and health provider visits among U.S. immigrants. SSM Popul Health. 

2020;10:100559. doi:10.1016/j.ssmph.2020.100559 

200. Wallace SP, Young MEDT, Rodríguez MA, Brindis CD. A social determinants 

framework identifying state-level immigrant policies and their influence on health. SSM Popul 

Health. 2018;7:100316. doi:10.1016/j.ssmph.2018.10.016 

201. De Trinidad Young ME, León-Pérez G, Wells CR, Wallace SP. More Inclusive States, 

Less Poverty Among Immigrants? An Examination of Poverty, Citizenship Stratification, and 

State Immigrant Policies. Popul Res Policy Rev. 2018;37(2):205-228. doi:10.1007/s11113-

018-9459-3 

202. State Bans on Abortion Throughout Pregnancy | Guttmacher Institute. Accessed August 

1, 2026. https://www.guttmacher.org/state-policy/explore/state-policies-abortion-bans 

203. Institute G. Interactive Map: US Abortion Policies and Access After Roe. Accessed July 

1, 2026. https://states.guttmacher.org/policies/ 



 

221 

 

204. Mueller J, Cech S, Mulhern O, VandeVusse A. Effects of the Dobbs decision on abortion 

and related service provision among sexual and reproductive health clinics in the United 

States: results from a qualitative study. Sex Reprod Health Matters. 2025;33(1):2557074. 

doi:10.1080/26410397.2025.2557074 

205. Jerman J, Frohwirth L, Kavanaugh ML, Blades N. Barriers to Abortion Care and Their 

Consequences For Patients Traveling for Services: Qualitative Findings from Two States. 

Perspect Sex Reprod Health. 2017;49(2):95-102. doi:10.1363/psrh.12024 

206. Key facts about Asian Americans | Pew Research Center. Accessed July 1, 2026. 

https://www.pewresearch.org/short-reads/2025/05/01/key-facts-about-asians-in-the-us/ 

207. Yi SS, Kwon SC, Sacks R, Trinh-Shevrin C. Commentary: Persistence and Health-

Related Consequences of the Model Minority Stereotype for Asian Americans. Ethn Dis. 

26(1):133-138. doi:10.18865/ed.26.1.133 

208. Holland AT, Palaniappan LP. Problems with the collection and interpretation of Asian-

American health data: omission, aggregation, and extrapolation. Ann Epidemiol. 

2012;22(6):397-405. doi:10.1016/j.annepidem.2012.04.001 

209. Islam NS, Khan S, Kwon S, Jang D, Ro M, Trinh-Shevrin C. 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. 

2010;21(4):1354-1381. doi:10.1353/hpu.2010.0939 

210. Seo JY, Kuerban A, Bae SH, Strauss SM. Disparities in Health Care Utilization Between 

Asian Immigrant Women and Non-Hispanic White Women in the United States. J Womens 

Health (Larchmt). 2019;28(10):1368-1377. doi:10.1089/jwh.2018.7532 

211. Chang E, Chan KS, Han HR. Factors associated with having a usual source of care in an 

ethnically diverse sample of Asian American adults. Med Care. 2014;52(9):833-841. 

doi:10.1097/MLR.0000000000000187 

212. Lee S, Choi S, Jung MJ. Ethnic variation in access to health care of Asian Americans 

who are not U.S. citizens: Chinese, Korean, and Vietnamese ethnic groups. J Health Care 

Poor Underserved. 2014;25(2):577-590. doi:10.1353/hpu.2014.0104 

213. Mathijsen A, Mathijsen FP. Diasporic medical tourism: a scoping review of quantitative 

and qualitative evidence. Global Health. 2020;16(1):27. doi:10.1186/s12992-020-00550-x 

214. Medicaid and CHIP Coverage of Lawfully Residing Children & Pregnant Women | 

Medicaid. Accessed August 30, 2026. https://www.medicaid.gov/medicaid/enrollment-

strategies/medicaid-and-chip-coverage-of-lawfully-residing-children-pregnant-women 

215. Choi S. Insurance status and health service utilization among newly-arrived older 

immigrants. Journal of Immigrant and Minority Health. 2006;8(2):149-161. 

doi:10.1007/s10903-006-8523-3 



 

222 

 

216. Yang PQ, Hwang SH. Explaining Immigrant Health Service Utilization: A Theoretical 

Framework. Sage Open. 2016;6(2):2158244016648137. doi:10.1177/2158244016648137 

217. Ormond M, Lunt N. Transnational medical travel: patient mobility, shifting health system 

entitlements and attachments. Journal of Ethnic and Migration Studies. 2020;46(20):4179-

4192. doi:10.1080/1369183X.2019.1597465 

218. Bell D, Holliday R, Ormond M, Mainil T. Transnational healthcare, cross-border 

perspectives. Social Science & Medicine. 2015;124:284-289. 

doi:10.1016/j.socscimed.2014.11.014 

219. Stepanova V, Poppleton A, Ponsford R. Central and Eastern European Migrants in the 

United Kingdom: A Scoping Review of the Reasons for Utilisation of Transnational 

Healthcare. Health Expectations. 2024;27(4):e14155. doi:10.1111/hex.14155 

220. Andersen RM. Revisiting the Behavioral Model and Access to Medical Care: Does it 

Matter? Journal of Health and Social Behavior. 1995;36(1):1-10. doi:10.2307/2137284 

221. Li J, Hummer RA. The Relationship Between Duration of U.S. Residence, Educational 

Attainment, and Adult Health Among Asian Immigrants. Popul Res Policy Rev. 

2015;34(1):49-76. doi:10.1007/s11113-014-9344-7 

222. Juárez SP, Honkaniemi H, Gustafsson NK, Berg L. Is duration of residence a proxy for 

acculturation? The case of health risk behaviors among international immigrants. Scand J 

Public Health. 2024;52(7):884-892. doi:10.1177/14034948231199534 

223. Juárez SP, Honkaniemi H, Gustafsson NK, Rostila M, Berg L. Health Risk Behaviours 

by Immigrants’ Duration of Residence: A Systematic Review and Meta-Analysis. Int J Public 

Health. 2022;67:1604437. doi:10.3389/ijph.2022.1604437 

224. Elshahat S, Moffat T, Newbold KB. Understanding the Healthy Immigrant Effect in the 

Context of Mental Health Challenges: A Systematic Critical Review. J Immigr Minor Health. 

2022;24(6):1564-1579. doi:10.1007/s10903-021-01313-5 

225. Bacong AM, Menjívar C. Recasting the Immigrant Health Paradox Through Intersections 

of Legal Status and Race. J Immigrant Minority Health. 2021;23(5):1092-1104. 

doi:10.1007/s10903-021-01162-2 

226. Sanctuary Policies: An Overview. American Immigration Council. Accessed July 1, 

2026. https://www.americanimmigrationcouncil.org/fact-sheet/sanctuary-policies-overview/ 

227. Dobbs v. Jackson Women’s Health Organization | Constitution Center. National 

Constitution Center – constitutioncenter.org. Accessed August 1, 2026. 

https://constitutioncenter.org/the-constitution/supreme-court-case-library/dobbs-v-jackson-

womens-health-organization 



 

223 

 

228. kffivetteg. What are the Implications of the Dobbs Ruling for Racial Disparities? KFF. 

April 24, 2024. Accessed April 16, 2026. https://www.kff.org/womens-health-policy/what-

are-the-implications-of-the-dobbs-ruling-for-racial-disparities/ 

229. The High Toll of US Abortion Bans: Nearly One in Five Patients Now Traveling Out of 

State for Abortion Care | Guttmacher Institute. November 29, 2023. Accessed July 1, 2026. 

https://www.guttmacher.org/2023/12/high-toll-us-abortion-bans-nearly-one-five-patients-

now-traveling-out-state-abortion-care 

230. Krzyż EZ, Antunez Martinez OF, Lin HR. Uses of Andersen health services utilization 

framework to determine healthcare utilization for mental health among migrants—a scoping 

review. Front Public Health. 2023;11. doi:10.3389/fpubh.2023.1284784 

231. Kabir MR. Adopting Andersen’s behavior model to identify factors influencing maternal 

healthcare service utilization in Bangladesh. PLOS ONE. 2021;16(11):e0260502. 

doi:10.1371/journal.pone.0260502 

232. Li Y, Li H, Jiang Y. Factors influencing maternal healthcare utilization in Papua New 

Guinea: Andersen’s behaviour model. BMC Women’s Health. 2023;23(1):544. 

doi:10.1186/s12905-023-02709-1 

233. Kim H, Mahmood A, Kedia S, Boykins A, Ogunsanmi D. Social Support and Maternal 

Healthcare Utilization Among Black Women in Mississippi. J Racial and Ethnic Health 

Disparities. Published online October 22, 2025. doi:10.1007/s40615-025-02670-9 

234. Aguirre D. Assessment of the Utilization of Healthcare Services Specific to Pregnancy-

Related Complications In Rural And Medically Underserved Georgia. College of Graduate 

Studies: Theses & Dissertations. Published online January 1, 2023. 

https://digitalcommons.georgiasouthern.edu/etd/2625 

235. Narcisse MR, Shah SK, Hallgren E, Felix HC, Schootman M, McElfish PA. Factors 

associated with breast cancer screening services use among women in the United States: An 

application of the Andersen’s Behavioral Model of Health Services Use. Preventive Medicine. 

2023;173:107545. doi:10.1016/j.ypmed.2023.107545 

236. Jin SW, Lee HY, Lee J. Analyzing Factors of Breast Cancer Screening Adherence among 

Korean American Women Using Andersen’s Behavioral Model of Healthcare Services 

Utilization. Ethn Dis. 29(Suppl 2):427-434. doi:10.18865/ed.29.S2.427 

237. Shafeek Amin N, Driver N. Health care utilization among Middle Eastern, 

Hispanic/Latino, and Asian immigrants in the United States: an application of Andersen’s 

behavioral model. Ethnicity & Health. 2022;27(4):858-876. 

doi:10.1080/13557858.2020.1830034 

238. Seo JY, Kuerban A, Bae SH, Strauss SM. Disparities in Health Care Utilization Between 

Asian Immigrant Women and Non-Hispanic White Women in the United States. J Womens 

Health (Larchmt). 2019;28(10):1368-1377. doi:10.1089/jwh.2018.7532 



 

224 

 

239. Ma A, Kibler J, Ma M. Health Care Utilization and Patient–Provider Racial/Ethnic 

Concordance Among Asian American Subgroups. J Racial and Ethnic Health Disparities. 

2026;13(2):1538-1554. doi:10.1007/s40615-025-02353-5 

240. Shibusawa T, Mui AC. Health Status and Health Services Utilization Among Older Asian 

Indian Immigrants. J Immigrant Minority Health. 2010;12(4):527-533. doi:10.1007/s10903-

008-9199-2 

241. De Trinidad Young ME, Wallace SP. Included, but Deportable: A New Public Health 

Approach to Policies That Criminalize and Integrate Immigrants. Am J Public Health. 

2019;109(9):1171-1176. doi:10.2105/AJPH.2019.305171 

242. Chi JT, Handcock MS. Identifying Sources of Health Care Underutilization Among 

California’s Immigrants. J Racial Ethn Health Disparities. 2014;1(3):207-218. 

doi:10.1007/s40615-014-0028-0 

243. Noah AI, Perez-Patron MJ, Gongalla M, Hill AV, Taylor BD. Foreign-born status and 

risk of gestational diabetes mellitus by years of residence in the United States. Sci Rep. 

2023;13:10060. doi:10.1038/s41598-023-36789-8 

244. Tuseth N, Dong X, Bergren S, Eng M. Association Between Length of Residence in the 

U.S. and Insurance Coverage Within U.S. Chinese Older Adults. Innov Aging. 2021;5(Suppl 

1):1025. doi:10.1093/geroni/igab046.3668 

245. Vaughan JM, Griffith B. Map: Sanctuary Cities, Counties, and States. CIS.org. October 

16, 2025. Accessed June 29, 2026. https://cis.org/Map-Sanctuary-Cities-Counties-and-States 

246. Health Care Coverage (Maps). NILC. July 28, 2025. Accessed June 29, 2026. 

https://www.nilc.org/resources/healthcoveragemaps/ 

247. 2024 State Laws on Immigration Enforcement. Accessed June 29, 2026. 

https://datawrapper.dwcdn.net/nzlmR/7/ 

248. Institute G. Interactive Map: US Abortion Policies and Access After Roe. Accessed April 

30, 2026. https://states.guttmacher.org/policies/ 

249. Sudhinaraset M, Kim H, Song K, Ronquillo RJ, Kim J, Raymond HF. Implementation of 

starfish sampling for invisibilised populations: a methods protocol of the BRAVE multi-site 

cross-sectional community-based participatory study. BMJ Open. 2025;15(12):e108572. 

doi:10.1136/bmjopen-2025-108572 

250. Mason CN, Poyatzis G. IWPR Reproductive Rights Index. 

251. Barriers to sexual and reproductive health services faced by immigrant women of 

reproductive age in the United States. Ibis Reproductive Health. Accessed July 31, 2026. 

https://www.ibisreproductivehealth.org/publications/barriers-sexual-and-reproductive-health-

services-faced-immigrant-women-reproductive-age 



 

225 

 

252. kffmariad. Health Coverage and Care of Undocumented Immigrants. KFF. July 15, 2019. 

Accessed June 27, 2026. https://www.kff.org/racial-equity-and-health-policy/health-coverage-

and-care-of-undocumented-immigrants/ 

253. Agbemenu K, Banke-Thomas A, Ely G, Johnson-Agbakwu C. Avoiding obstetrical 

interventions among US-based Somali migrant women: a qualitative study. Ethnicity & 

Health. 2021;26(7):1082-1097. doi:10.1080/13557858.2019.1613519 

254. Vargas Bustamante A, Rivera-González AC, Martinez-Cardoso A, Barajas CB, Young 

ME, Ortega AN. Shifting Federal and State Policy Landscapes for Health Insurance Coverage 

of Noncitizen Immigrants: Where Are We 30 Years After PRWORA? J Health Polit Policy 

Law. 2025;50(6):945-970. doi:10.1215/03616878-11995160 

255. Samari G, Wurtz HM, Karunaratne M, Coleman-Minahan K. Disruptions in Sexual and 

Reproductive Health Care Service Delivery for Immigrants During COVID-19. Women’s 

Health Reports. 2023;4(1):whr.2023.0004. doi:10.1089/whr.2023.0004 

256. Kim W, Keefe RH. Barriers to Healthcare Among Asian Americans. Social Work in 

Public Health. 2010;25(3-4):286-295. doi:10.1080/19371910903240704 

257. González-Vázquez T, Pelcastre-Villafuerte BE, Taboada A. Surviving the Distance: The 

Transnational Utilization of Traditional Medicine Among Oaxacan Migrants in the US. J 

Immigrant Minority Health. 2016;18(5):1190-1198. doi:10.1007/s10903-015-0245-6 

258. Joseph TD, Thapa V. Health migrations: How pre-migration healthcare experiences and 

US healthcare challenges shape immigrants’ transnational healthcare practices. Social Science 

& Medicine. 2026;402:119382. doi:10.1016/j.socscimed.2026.119382 

259. Barrio-Ruiz C, Ruiz de Viñaspre-Hernandez R, Colaceci S, et al. Language and Cultural 

Barriers and Facilitators of Sexual and Reproductive Health Care for Migrant Women in 

High-Income European Countries: An Integrative Review. J Midwifery Womens Health. 

2024;69(1):71-90. doi:10.1111/jmwh.13545 

260. Raudenbush DT. “We go to Tijuana to double check everything”: The contemporaneous 

use of health services in the U.S. and Mexico by Mexican immigrants in a border region. 

Social Science & Medicine. 2021;270:113584. doi:10.1016/j.socscimed.2020.113584 

261. Sargent C, Larchanché S. The construction of “cultural difference” and its therapeutic 

significance in immigrant mental health services in France. Cult Med Psychiatry. 

2009;33(1):2-20. doi:10.1007/s11013-008-9115-1 

262. Alkhawaldeh A, ALBashtawy M, Rayan A, et al. Application and Use of Andersen’s 

Behavioral Model as Theoretical Framework: A Systematic Literature Review from 2012–

2021. Iran J Public Health. 2023;52(7):1346-1354. doi:10.18502/ijph.v52i7.13236 

263. Bell D, Holliday R, Ormond M, Mainil T. Transnational healthcare, cross-border 

perspectives. Soc Sci Med. 2015;124:284-289. doi:10.1016/j.socscimed.2014.11.014 



 

226 

 

 


	ABSTRACT OF THE DISSERTATION
	LIST OF FIGURES
	LIST OF TABLES
	ACKNOWLEDGEMENTS
	FUNDING
	BIOGRAPHICAL SKETCH
	I. INTRODUCTION
	II. BACKGROUND AND LITERATURE REVIEW
	2.1. Conceptualizing Transnational Sexual and Reproductive Healthcare
	2.2. Theoretical Perspectives on Transnational Healthcare
	2.3.  U.S. Healthcare Contexts as Push Factors for Transnational Care
	2.4. Home-Country Healthcare Contexts as Pull Factors for Transnational Care:
	2.5. Health Care System in Key Asian Sending Countries:
	2.6. Empirical Evidence on Transnational Healthcare
	2.7. Sexual And Reproductive Health Focus
	2.8.  Immigrant Women’s SRH Healthcare Utilization in the U.S.  
	2.9.  Asian Immigrant Women in the U.S.: Context and Diversity  
	2.10. Conceptualization and Conceptual Framework:
	2.11. Gaps in the Literature

	III. STUDY AIMS OF DISSERTATION RESEARCH
	IV. METHODS
	Study 1 Transnational Healthcare Utilization and Decision-Making- A Qualitative Life History Analysis
	Study 2 Correlates of Transnational SRH Care Utilization Patterns
	Study 3 Transnational SRH Service Types and Reasons Among Transnational Users

	V. STUDY 1:
	1. Introduction
	2. Methods
	2.1. Study Design
	2.2. Inclusion Criteria and Sampling
	2.3.  Recruitment
	2.4.  Data Collection and Analysis
	2.5. Ethical Considerations

	3. Results
	4. Discussion

	VI. STUDY 2:
	1. Introduction
	2. Methods
	2.1.  Study Design and Data Source:
	2.2.  Sampling and Data Collection:
	2.3.  Study Measures:
	2.4.  Statistical Analysis:
	3. Results
	4. Discussion

	VII. STUDY 3:
	1. Introduction
	2. Methods
	2.1.  Study Design and Data Source:
	2.2.  Sampling and Data Collection:
	2.3.  Study Measures:
	2.4.  Statistical Analysis
	3. Results
	4. Discussion

	IX. APPENDICES
	Appendix 1. BRAVE study Life History Interview Field Guide
	Appendix 2: Study 2
	Appendix 3: Study 3

	X. REFERENCES


  ≈


  ~



Accessibility Report



		Filename: 

		Khando_Dissertation2026.pdf






		Report created by: 

		Tenzin  Khando 


		Organization: 

		





 [Personal and organization information from the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 2


		Passed manually: 0


		Failed manually: 0


		Skipped: 0


		Passed: 30


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Needs manual check		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Needs manual check		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Passed		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top


