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Assessment of the State of 
Ethnic-Specific Health Survey Data

Nadereh Pourat, Ninez A. Ponce, and Roberta Wyn

Abstract
Progress in Asian American and Pacific Islander (AAPI) 

health data had begun by the 1990s, although the gains have been 
temporal and localized.  This resource paper reviews the Hawai`i 
Health Interview Survey, the California Health Interview Survey, 
and the National Health Interview Survey (NHIS)1 with specific 
data on AAPIs.  We then provide an analysis of the NHIS to illus-
trate its usefulness and limitations in estimating access to health 
services of three socioeconomically similar AAPI subgroups—Chi-
nese, Filipinos, and Koreans.  The results underscore the need to 
disaggregate AAPI data.  In tandem with recent improvements in 
the NHIS, other states with a large AAPI population should in-
vest in ethnic-specific oversampling and in-language survey effort 
similar to what has been done in California.

Introduction
Ethnic-specific survey data are critical to understanding 

healthcare access and utilization for the diverse Asian American 
and Pacific Islander (AAPI) populations.  Yet relative to its popu-
lation size, little has been known about what predicts healthcare 
access and utilization for over sixty nationalities that are grouped 
under the AAPI racial category.  In a review article by Andersen 
and his colleagues, a tabulation of studies from 1980 to 1994 con-
cluded, “Given the rapid growth of the APIA [Asian and Pacific 
Islander American] population, this group is underrepresented in 
the published work.  Studies are needed that determine cultural 
influences on health status and outcomes of the health care system 
for ethnic subgroups of the APIA population” (Andersen, et al., 
1995).  Moreover, they concluded that paucity of data, given the 
population size, was most serious among Filipinos and Koreans.  

One contributing factor to the lack of detailed healthcare ac-



98

aapi nexus

cess information on AAPI subgroups has been the relative absence 
of reliable ethnic-specific survey data for Asian populations in the 
United States or states with large AAPI populations.  These popu-
lations are often not sampled, sampled but systematically excluded 
because of language barriers, or if included, often grouped together 
due to small sample sizes.  In the past, this resulted in frustration 
among researchers and advocates since the few included groups 
were often more advantaged segments and did not accurately de-
pict the health of all AAPI groups and furthermore, even among 
the groups represented, AAPI data could not be disaggregated.  
Consequently, the state of AAPI health data was either no data, or 
aggregated data that possibly led to erroneous conclusions about 
barriers to healthcare for specific AAPI ethnic groups.

Progress in AAPI health data had begun by the 1990s, al-
though the gains have been temporal and localized.  This paper 
reviews three noteworthy survey efforts that have benefited AAPI 
health data:  the Hawai`i Health Interview Survey, the California 
Health Interview Survey, and selected years of the National Health 
Interview Survey.  We then provide a case study of an analysis of 
the national population-based survey to illustrate how the infor-
mation can be used to estimate differences in access to and utiliza-
tion of health services among three of the largest immigrant Asian 
subgroups:  Chinese Americans, Filipino Americans, and Korean 
Americans (henceforth referred to as Chinese, Filipino, and Ko-
rean for ease of reporting).  We conclude this resource paper with 
recommendations on what needs to be done to improve ethnic-
specific health data for the AAPI population in the United States.  
We focus our discussions on publicly available datasets that serve to 
improve the health of communities across the United States.

Three Examples of Ethnic-Specific Health Data
The National Health Interview Survey, the nation’s principal 

source of data on the health of Americans, is administered as an 
in-person interview of household members.  Conducted annually, 
the NHIS collects information on a broad range of health issues 
and provides information on both acute and chronic conditions for 
a national sample of 40,000 households and over 100,000 persons.  
During a limited period over the past decade, the NHIS offered 
information on expanded categories of Asian, and also Pacific Is-
lander subgroups (Mays, Cochran, and Ponce, 2004).  From 1992 
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through 1995, for example, the NHIS released in their public-use 
file self-reported ethnic identification codes for Chinese, Filipino, 
Korean, Japanese, Vietnamese, Asian Indian, Hawaiian, Samoan, 
Guamanian, and other Pacific Islanders.  However, with a total 
survey sample size reduction in 1996, from 1996 onwards NHIS 
data reverted to the previous policy of identifying only a limited 
number of AAPI subgroups (Chinese, Filipino, Japanese, Other 
Asian, and Pacific Islanders) due to confidentiality reasons.  A ma-
jor limitation of the NHIS is that the survey is conducted only in 
English and Spanish and therefore leaves out any AAPI group that 
does not speak either language and had no one present to act as 
an interpreter. 

Studies that have used these special data years of the NHIS 
have confirmed that AAPI subgroups differ significantly in their 
characteristics and some indicators of access.  More Vietnamese and 
Koreans report poor health than Chinese, Filipinos or Japanese (Kuo 
and Porter, 1998).  In a study comparing seven Asian subgroups, 
after age-adjustment, Filipinos, Vietnamese, and Asian Indians 
reported to have higher rates of physical activity limitations than 
Chinese, Japanese, and Koreans (Frisbie, Cho, and Hummer, 2001).  
In the same study, Chinese and Koreans had the smallest propor-
tions with a usual source of care, compared to Filipinos, Japanese, 
and Vietnamese who reported much higher proportions; Koreans 
had the highest proportions that did not see a physician over the 
past year, and Vietnamese had the highest proportions with three or 
more physician visits.  Rates of breast cancer were higher for Japa-
nese than Koreans, while 21 percent of Japanese and more than 50 
percent of Koreans never had a mammogram screening (Kagawa-
Singer and Pourat, 2000).  In another study comparing four Asian 
groups (Chinese, Japanese, Korean, and Vietnamese), Korean and 
Vietnamese women had the lowest usage of prenatal care (Yu et 
al., 2001).  

In 2001, the California Health Interview Survey (CHIS) was 
launched, generating a robust data source for several AAPI groups—
Chinese, Filipinos, Japanese, South Asians, Vietnamese and Kore-
ans.  CHIS is a biennial telephone survey specifically developed 
to address program and policy needs for California counties and 
county-groups, and the state’s diverse racial/ethnic population 
(Ponce and Gatchell, 2006).  With adult samples totaling over 
40,000 each survey year, CHIS is the largest state health survey and 
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one of the largest health surveys in the United States.  As a tele-
phone survey, CHIS systematically excludes households without 
telephones, thus the poor, the homeless, migrants, and some rural 
households may be underrepresented.  In addition, although the 
CHIS data provides a rich source of Asian subgroup information, 
a study evaluating CHIS found that CHIS data might not be gen-
eralizable to Asian populations outside of California, given that 
the demographic profile of California’s Asian population differs 
from Asians who live outside the state (Ong and Ong, 2002).  How-
ever, unlike most national surveys, CHIS oversamples Asian sub-
groups (Koreans and Vietnamese), and administers the survey in 
several Asian languages:  Cantonese, Mandarin, Korean, and Viet-
namese (Ponce et al., 2004).  The example of CHIS as a landmark 
data source for AAPIs promotes the progress of efforts to improve 
health data collection for AAPIs nationwide.  Not surprisingly, re-
searchers concerned with the AAPI community have responded 
to good data:  since the 2002 release of the first round of the CHIS 
public-use dataset, numerous studies distinguishing Asian Amer-
ican subgroups or focusing on specific ethnic groups have been 
published, for example, studies on cancer screening (Kandula et 
al., 2006; Ponce et al., 2006; Wong et al., 2005); cardiovascular risk 
factors (Ivey et al., 2006); smoking (Tang, Shimizu, and Chen, 2005; 
Maxwell, Bernaards, and McCarthy, 2005); overweight and obesity 
risk (Cho and Juon, 2006);  nutrition (Harrison et al., 2005); and 
physical activity (Kandula and Lauderdale, 2005).

The Hawai`i Health Survey (HHS) is notable because it pro-
vides ethnic-specific data on Native Hawaiians, major Asian groups, 
and the state’s considerable multiracial population.  The HHS is 
an annual statewide household survey of health and socio-demo-
graphic conditions.  Initiated in 1968, it was modeled after the Na-
tional Health Interview Survey.  In 1996 the HHS switched from 
in-person household interviews to telephone interviews, presum-
ably to contain costs.  In 2004, 6,769 households (6,769 adult re-
spondents that were eighteen years of age or older) with 19,699 
household members were surveyed.

The HHS provides state and sub-area estimates of gender, 
age, income, race, education, household size, insurance status, 
health status, morbidity, and food security to inform planning 
and evaluation of health services, programs, and problems.  The 
survey chiefly provides surveillance of health and demographic 
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trends during the intercensal decade, but has been used to investi-
gate the use of complementary and alternative therapies (Harrigan 
et al., 2006); tobacco use, prevention, and control (Ichiho, 2004); 
and specific studies focused on Native Hawaiian health (Johnson 
et al., 2004).  

While ethnic-specific AAPI data are at best geographically 
and temporally uneven, and fail to include the smaller AAPI pop-
ulations, the available data do show the potential of how the infor-
mation can be mined and analyzed to provide important insights.  
Although AAPI subgroup data provides ideally more precise de-
tection of an ethnic community’s healthcare needs, cost consid-
erations prohibit representation of smaller groups in population-
based surveys.  Indeed, additional research could be and should be 
conducted, and we provide an example of access to healthcare to 
illustrate both the benefits and limitation of such analyses. 

Illustration of Further Analysis of Existing Data
Access to healthcare of ethnically diverse populations is of 

great interest to researchers and policymakers, since most recog-
nize the existence of health disparities and various barriers to care 
for these groups.  While utilization of services and quality of care 
can be measured by various sources of data, including insurance 
claims data and clinic facility data, only population-based surveys 
can depict a picture of who does and who does not get access to 
care.  Unfortunately, as we discussed, AAPIs are not well represent-
ed in most national and state population-based health surveys.  

Differences in demographic and socioeconomic characteris-
tics of each subgroup may contribute to differential rates of access 
to health services.  Poverty rates are higher for some groups than 
others:  among AAPI elderly, more Vietnamese and Asian Indians 
were found to live in poverty than other groups (Tanjasiri, Wallace, 
and Shibata, 1995).  Koreans are less likely to have health insurance, 
and Koreans and South Asians are less likely to have employment-
based health insurance and Medicaid coverage (Brown et al., 2000).  
Immigration and citizenship status varies considerably:  more Jap-
anese are native born compared to others; there are higher rates 
of recent immigration among Southeast Asians (Tanjasiri, Wallace, 
and Shibata, 1995).  But the differences in healthcare access among 
AAPIs may be explained beyond the disparate socioeconomic sta-
tus and immigration patterns that span the experience of Japanese, 
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Chinese, Filipinos, Korean, Asian Indian, Vietnamese, and other 
Asian.  Thus, as argued by Takeuchi and Hong, historical and cul-
tural context are often overlooked in AAPI health research, and 
traditional factors such as socioeconomic indicators may imper-
fectly explain the health behaviors of AAPI groups (Takeuchi and 
Hong, 2006).  

In our example analysis, we take a different approach in ex-
ploring the distinct cultural needs of specific AAPI subgroups in 
lieu of explicit measures of historical and cultural context of insti-
tutions and communities (which would entail further data collec-
tion and acquisition of datasets with contextual variables).  Our 
approach is to purposely focus our analysis on three groups—Ko-
reans, Chinese and Filipinos—that have comparable mean sociode-
mographic characteristics.  

We used data from the 1995 and 1996 National Health Inter-
view Survey (NHIS) to examine variations in healthcare access and 
utilization among Koreans, Filipinos, and Chinese, with whites 
serving as a benchmark.  We obtained information on demograph-
ic characteristics and healthcare access from the core survey for 
individuals eighteen to sixty-four years of age.  Information on 
health insurance coverage came from the health insurance supple-
ment.  In 1996, the Health Insurance and Access Supplements were 
administered in the second half of the year only, and therefore, had 
half the sample size of the larger core survey.  Population weights 
were adjusted to account for combining the data for 1995 and 1996 
and to represent the population of AAPIs in the U.S. for the 1995 
to 1996 period. 

We organized the indicators of access to care based on the 
Andersen model of healthcare access and utilization (Andersen, 
1995).  Based on this model, access to care is predicted by predispos-
ing, enabling and need characteristics and is measured by whether 
the person had a doctor visit in the past two years compared to 
those who had not seen the doctor for more than two years ago.  A 
visit to the doctor longer than two years ago may represent under-
use of acute care services as well as specific preventive services 
such as blood pressure checks and cervical cancer screenings.  

Based on the conceptual model, we selected age, education, 
gender, immigrant status, marital status, and working status as in-
dicators of predisposing characteristics of the population.  Health 
insurance coverage, having a usual source of care, and federal 
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poverty level were selected to represent the population’s enabling 
characteristics.  To indicate the level of need for healthcare, we se-
lected self-reported health status and having had a bed-day in the 
last year. 

We investigated whether Koreans, Filipinos, and Chinese dif-
fered in access from AAPIs as an aggregated group or from whites 
through descriptive analysis and unadjusted logistic regressions.  
Next, using multiple logistic regression analyses to adjust for all 
other characteristics we specified in our conceptual model, we 
identified similarities and differences in predictors of access of 
AAPI subgroups with that of AAPIs as a group.  We also identified 
similarities and differences in indicators of access between AAPI 
subgroups and whites to highlight disparities that potentially are 
not experienced by whites.  Standard errors of all estimates were 
globally adjusted by a conservative factor of 1.2 to account for the 
stratified clustered sample design of NHIS.

Results
The demographic, socioeconomic, and health status char-

acteristics of the sample are presented in Table 1.  The data con-
firmed that as a group, gender, marital status, and health status 
of AAPIs were similar to that of whites, although AAPIs differed 
from whites in age, insurance status, income level, reported bed-
days, immigrant status, and educational level.  Koreans, Filipinos 
and Chinese had very similar education levels, and shared other 
demographic and socioeconomic characteristics that constituted 
non-extreme values that have led to the previous depictions of the 
bimodal nature of AAPI group (Lin-Fu, 1988).  However, health 
insurance and health status differences emerged in various com-
parisons.  Filipinos had the lowest rate of uninsured, Koreans had 
the highest proportions of self-reported fair or poor health, and 
Filipinos had one of the highest proportions reporting one or more 
bed-days in the last year.

AAPIs, as a group, were significantly less likely than whites 
to have seen a doctor in the past two years (Table 1).  Chinese and 
Koreans have seen a doctor in the past two years less frequently 
than whites, but Filipinos had a rate statistically similar to whites.  
The predictors of a doctor visit in the past two years for Chinese 
were poor health (increased likelihood) and one or more bed-days 
in the past year (increased likelihood); similar to AAPIs and whites 
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(Table 2).  No other predictors affected doctor visits of Chinese.  
Predictors of a doctor visit in the past two years for Filipinos in-
cluded increased probability with older age (similar to AAPIs), 
and a day in bed last year (similar to AAPIs and whites), and a 
decreased probability with no usual source of care (similar to AA-
PIs and whites).  Filipinos’ access to a doctor, unlike AAPIs and 
whites, did not significantly vary by other predictors.  Among Ko-
reans and similar to AAPIs and whites, the probability of having 
a doctor visit in the last two years was higher with a bed-day last 
year and lower with being uninsured and having no usual source 
of care. 

Discussion
Population-based studies of disparities in access to care are 

particularly important in addressing the disparities in health of 
understudied AAPI populations.  Using special data years of the 
NHIS, for the three socioeconomically similar groups and the larg-
er segments of the AAPI population, aggregate AAPI analysis still 
masks the unique risk and protective factors for each group.  Our 
results support Takeuchi and Hong’s call for an AAPI health re-
search agenda that measures the historical (for example how well 
each group can navigate a system that may or may not be com-
parable to home country healthcare systems) and cultural context 
(such as the availability of interpreters and bilingual providers) 
that shapes the behavior and treatment of specific ethnic groups. 

The NHIS’ exclusion of monolingual Asian individuals lim-
ited our ability to examine the impact of a number of predictors 
of access such as acculturation or limited English proficiency for 
AAPI populations.  This exclusion had the likely effect of under-
estimating the disparities in access for AAPIs assessed in these 
analyses, since monolingual populations are likely to face the most 
barriers in access to healthcare.  The absence of potentially signifi-
cant cultural factors, such as preferences for alternative and com-
plementary medicine and providers are another limitation.  These 
along with immigration circumstances may overrepresent the im-
portance of existing predictors of access in the models.  The ab-
sence of data on year of immigration and language preferences are 
also limitations in understanding potential underlying reasons for 
group differences.  Nevertheless, these NHIS data are important 
resources because a number of Asian and Pacific Islander groups 
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were disaggregated in public use datasets for the first time and 
allowed us to assess the performance of aggregated data face-to-
face with ethnic-specific data.  However, due to sample size limita-
tions and underrepresentation of smaller AAPI groups, such as the 
Cambodian and Native Hawaiian populations in national popula-
tion-based surveys, estimates of health and healthcare access of 
AAPIs continue to be incomplete and unavailable.

Implications for future of AAPI data and research
The commonly held criticism of “bad” AAPI data is aggrega-

tion.  But the root cause of aggregation is small samples.  In a popu-
lation-representative sample, low frequency groups inevitably are 
rarely represented.  Oversampling would then be the only solution.  
Although expensive probability-based oversampling methods are 
preferred, alternative recruitment strategies, such as surname-list 
sampling, may be a viable, more cost-effective strategy.  Surname-list 
strategies have been employed to oversample Korean, Vietnamese, 
Cambodian, Japanese, and South Asian households only in CHIS 
2001.  Indeed, a study comparing the demographic, health, health-
care utilization, and access measures in the CHIS 2001 found that 
key healthcare measures, such as having a usual source of care, 
were very similar between the random sample and the surname-
list sample (Ponce and Gatchell, 2006).  Focused geographical sam-
pling of clusters of areas with a high proportion of a targeted eth-
nic groups is another cost-saving option compared to probability 
samples.  After decades of advocacy efforts to encourage an Asian 
oversample of NHIS, progress has recently been made nationally:  
in the 2006 survey year, the NHIS for the first time implemented 
geographic oversampling of Asian households, as has been done 
with black and Hispanic households in the NHIS1.  This innovation 
in its sampling design should improve the precision of estimates of 
the larger Asian groups, but may still leave out rarer groups who 
do not reside in the selected geographical clusters sampled.  Thus 
consideration of alternative sampling such as surname lists for 
smaller groups that we know little about, such as the Cambodian, 
Thai, Lao, Hmong and Mien populations, and the Native Hawai-
ian, Samoan, Tongan, Guamanian and Marshallese Island groups 
should be considered, if not for every round of the NHIS, but for 
special supplements in designated years. 

Despite its progress in sampling, the NHIS is still only of-
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ficially conducted in English and in Spanish.  Ensuring translated 
survey instruments in several Asian languages would raise the 
representative quality of this survey in a diverse population, fol-
lowing the example of the multilingual California Health Interview 
Survey (Ponce et al., 2004).  As populations become more diverse, 
the cost of translation, cultural adaptation, and multilanguage ad-
ministration of a survey is no longer prohibitively expensive espe-
cially given the quality gains in representation. 

Lastly, assuming all efforts have been made to increase the 
sample size of as many AAPI groups as possible, coupled with 
sound confidentiality and privacy policies, public use data broken 
down by different AAPI ethnic groups should be made available.  
There is no shortage of scholars, policymakers, and advocates who 
are keen to explore the unanswered questions in health and health-
care access of specific ethnic groups.  Since the initial release of the 
CHIS 2001 public-use data, a “pent-up” demand phenomenon has 
been observed with the number of publications, conference pre-
sentations and collaborations generated from the CHIS data.  This 
consumption of the CHIS data has quickly filled the void that An-
dersen and Harada noted a decade earlier (Andersen et al., 1995). 

Knowing more rather than less about specific AAPI subgroups 
therefore hinges on policies in state and national data collection.  The 
quality of AAPI ethnic-specific data needs to expand beyond Cali-
fornia and Hawai`i .  In tandem with improvements in the NHIS, 
other state data collection systems with a large AAPI population 
should invest in oversampling and in-language survey efforts such 
as has been done in California.  We also encourage the continued 
oversampling of Asians in the NHIS, and recommend formulating 
an oversampling strategy for the Pacific Islander population.  While 
cost-effectiveness is surely a consideration, a population’s increase 
by nearly 50 percent from 1990 to 2000, from 3.9 million to 6.9 mil-
lion (Barnes and Bennett, 2000) should warrant at least a commen-
surate gain in health information over that same decade.  Still, a re-
cent review article concluded that “significant data gaps remain” 
for baseline information on AAPIs needed to monitor the progress 
of Healthy People 2010 (Ghosh, 2003).  Much progress still has to be 
made in ethnic-specific health data, but unlike twenty years ago, at 
least three notable public health datasets have proved to be worthy 
investments and tangible models for advancing AAPI health.
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