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Abstract
Healthy Enclaves or Isolated Neighborhoods?
Understanding the Role of Racial Residential Segregation on the Health Status of Asian
Americans: Implications for Research, Policy, and Practice
By
Raphy David Rebanal
Doctor of Public Health
University of California, Berkeley
Professor Amani Nuru-Jeter, Chair

Racial residential segregation is known to affect the social, physical, and mental well-
being of segregated minority groups in the United States. Racial residential segregation
creates different exposures to a variety of resources that enhance health, including
economic opportunity and access to health-promoting resources such as grocery stores
and parks. Racial residential segregation also increases exposure to adverse conditions
such as crime, alcohol, and toxic air pollutants. Few studies examining the relationship
between segregation and health have focused on Asian Americans. However, data
show that several Asian Americans groups experience considerable racial residential
segregation, and are now the fastest growing population in the country. Furthermore,
high-degrees of segregation have enabled political power in Black communities as a
mechanism to counter the negative effects of isolation. Much less, however, is known
about the effects of segregation on the political and social capital of Asian Americans
and its benefits to health. Further research is needed to test the complex association
between residential segregation, its mechanistic pathways, and overall health status of
Asian Americans.

In this three-paper dissertation, | ask 1) What are the potential mechanisms by which
racial segregation is associated with self-rated physical and mental health status among
Asian Americans in the United States? 2) How does social capital and political
empowerment, moderate the association of racial segregation and self-rated mental
health status among Asian Americans? 3) How can building political empowerment be
utilized by public health departments to address the effects of racial segregation and the
health of Asian Americans? Paper #1 examines the empirical evidence of the
association between residential segregation and Asian American health by critically
reviewing the literature with a relational geography lens, and is one of the first papers to
examine this literature. Paper #2 empirically tests the role of residential segregation on
health status of AAs and the moderating roles of social capital and collective political
participation. To do so, | employ multilevel modeling methods using the California
Health Interview Survey (2011-12). Paper #3 studies the role of political empowerment
in addressing segregation and health, and utilizes comparative multi-site case-study
design, key informant interviews, participant observations, and document reviews that to
review in California counties with high Asian-white residential segregation. Specifically, |
document examples of collective political empowerment, and discuss the role of health
practitioners—particularly those employed at local health departments—in building
political empowerment as a health promotion and equity strategy.
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INTRODUCTION
Public Health and the Racial Formation of Asian Americans in the U.S.

The overwhelming narrative for Asian Americans in the United States has been one that
perpetuates the myth of the “model minority”, which states that collectively all Asian
Americans are healthy despite their minority status. lronically, this narrative persists in
the field of public health, even as public health has declared that eliminating disparities
in health by race and ethnicity as its overarching goal (Healthy People 2020, 2011). The
category “Asian American" represents a diversity of religions, customs, languages,
values, and social class backgrounds, with no common language, religions, or traditions
uniting these various groups (Tseung, 2009). According to the 2010 Census, Asian
Americans are now the fastest growing racial group in the United States. Though
California’s population of more than 5.5 million Asian Americans remained the country’s
largest, several other states showed significant growth over the last decade. The
population of Asian Americans in Nevada more than doubled, while in Arizona it almost
doubled. Southern states, including Georgia, Arkansas and Alabama, also showed rapid
growth (Hoeffel, 2012). These demographic changes have implications for institutions
and resources that affect population health, including the nation’s public health system,
which is accountable for the health of all people in its jurisdiction.

While public health often depicts Asian Americans (Asians) collectively as faring well, a
historical examination of how public health departments have treated Asians reveals
occasions of institutional racism, and arguably has contributed to the social production
of health inequalities experienced by Asians. In the 1870s, before bacteriology was
discovered, health was largely promoted through sanitation interventions. Some
populations, such as Chinese, were considered “unclean” and believed to be innately
“dirty” and “disease ridden” (Chase, 2004). As historian Nayan Shah (2001) documents
in “Contagious Divides: Epidemics and Race in San Francisco’s Chinatown,” public
health officials helped to construct an early Chinese identity conflated with disease,
vice, and filth, citing official heath reports authored by the city health officer warning the
“Caucasian population” of the Chinese living standards and styles: “As a class, their
mode of life is the most abject in which it is possible for human beings to exist. The
great majority of them live crowded together in rickety, filthy, and dilapidated tenement
houses, like so many cattle or hogs” (Shah, 2001, p.27). Such worry by public health
officials was used to justify the segregation of San Francisco-Chinatown residents
through public health measures such as quarantines, where Chinese residents were
restricted to a few city blocks marked by barbed wire, whereas Whites living in the same
area were free to move in and out of the area at will (Baldwin, 2002). The Chinese
Exclusion Act of 1882, which denied Chinese laborers entrance to the U.S., was fueled
in part by sensationalized media reports of “uncurable” and “mysterious” Asian

1 According to U.S. Office of Management & Budget, “Asian” refers to a person having origins in any of the original peoples of the Far East,
Southeast Asia, or the Indian subcontinent, including, for example, Cambodia, China, India, JAAn, Korea, Malaysia, Pakistan, the Philippine
Islands, Thailand, and Vietnam. The Asian population includes people who indicated their race(s) as “Asian” or reported entries such as “Asian
Indian,” “Chinese,” “Filipino,” “Korean,” “Japanese,” and “Vietnamese” or provided other detailed Asian responses (Hoefell, 2012).



diseases, and endorsed by some public health professionals (Gee & Ro, 2009), further
disenfranchising Chinese Americans by preventing state and federal courts
opportunities to naturalized citizenship and political participation, thus “branding
Chinese other Asian immigrants as perpetual ‘aliens ineligible for citizenship™ (Shah,
2001, p.37). The internment of Japanese Americans by the American government
during World War Il led to small infectious disease outbreaks in the internment camps,
and also resulted in negative physical health consequences such as increased
cardiovascular disease and psychological anguish, as well as feelings of vulnerability
not only among the internees but also their children (Gee & Ro, 2009). In the 1930s,
Los Angeles County and the California State public health departments submitted a
resolution to Congress recommending a mass deportation of Filipinos, arguing that high
rates of tuberculosis was overburdening the public health infrastructure, and that Filipino
patients, who “carry many superstitions and often are mentally disturbed, make it
miserable for white patients around them” (Abel, 2003).

The model minority narrative—originally coined by sociologist William Peterson—
emerged in the latter twentieth century based on sociological and epidemiological
studies comparing Japanese-Americans and whites, offering an incomplete perspective
on the health of this diverse population (Flack, 1995). This racial transformation of Asian
Americans from “disease-ridden foreigner” to healthy “model minority” in public health
persists in part due to the preference of Asians to African Americans as schools and
neighborhoods desegregate, and as the Immigration Act of 1965 allows more educated
professionals from Asia (Brooks, 2009). This perception continues to prevail in public
health despite accounts of other Asian Americans’ struggles, such as Fadiman’s
research in “A Spirit Catches You and You Fall Down” (1999), which documents the
Hmong community’s oppressive interactions with American public health system in a
Merced, California. Finally, just as recent as the turn of the twenty-first century when the
healthy model minority myth was pervasive, during the global epidemic of SARS
(severe acute respiratory syndrome)—which was sometimes referred to as “Chinese flu”
due the earliest cases being discovered in Asian countries—U.S. health agencies once
again perpetuated feelings of anxiety and fear of Asian Americans and their
communities, something the Centers for Disease Control and Prevention later admitted
it could have done more to prevent (Eichelberger, 2007; Person, et al., 2004)

These examples highlight the varying and complex histories of different Asian American
groups and their resulting health outcomes. Aggregating Asian Americans masks
important differences in many sub-Asian ethnicities—a practice by health agencies that
contributes to the social production of health inequities, and results in a lack of attention
to strategies that promote health behaviors and social conditions to optimize community
health for specific communities. For example, while 23% of Pakistani and Bangladeshi
Americans lack health insurance, only 8% of Japanese Americans do (Trinh-Shevrin,
2009). And while 26% of Hmong Americans and 20% of Bangladeshi Americans live
below the poverty line, only 6% of Filipinos and 8% of Indians do (Trinh-Shevrin, 2009).
Asian Americans account for over half of deaths resulting from chronic Hepatitis B
infection in the U.S (National Center for Health Statistics 2006). However, Chinese
Americans are at six times higher risk of dying from liver cancer compared to



Caucasians, while Korean Americans are at eight times higher risk, and Vietnamese
Americans are at 13 times higher risk. (National Center for Health Statistics 2006).
Despite these disparities, several barriers and challenges have been documented with
respect to accurately studying Asian Americans, and in effectively engaging Asian
Americans to participate in research studies (Giuliano, 2000; Chen, 2005). As a result,
Asian Americans have often been neglected with regard to targeted public health
surveillance, health services, and federal allocation of resources (Ghosh, 2003; Wang,
2007).

Surveys suggest that the U.S. general population often sees Asian Americans as
economically successful and as a healthy model minority (Tesung, 2009). Such a
positive depiction can have a negative impact on communities (Zhou & Xiong, 2005).
Many Asian Americans have come to falsely assume they have achieved
socioeconomic parity with other ethnic/racial groups, when in reality studies
demonstrate that Asian Americans are underrepresented, under-rewarded, and
overexerted in the workforce and social hierarchy nationwide (Tesung, 2009). Other
surveys reveal anti-Asian attitudes in economic power. For example, as one survey
indicates, 25% of Americans believe Asians take too many jobs away from Americans.
When asked which ethnic group Americans in general were ready to elect as president,
Asians ranked the lowest, indicating a high resistance to potential Asian American
political leadership. And when asked about intermarriage, 24% said they would
disapprove if someone in their family were to marry an Asian American, compared to
only 15% of Americans stating they would disapprove of intermarriage between blacks
and whites. (Gee & Ro, 2009). In addition, the successful and problem-free portrayals of
Asian Americans have fostered anti-Asian sentiment and anti-Asian violence in
communities and universities due to a perception that foreigners are taking over various
jobs and college campuses (Takaki, 1989; Tesung, 2009). While this myth has resulted
in preferential treatment with respect to various opportunities in education, employment,
and housing (Tesung, 2009), surveys of Asian Americans themselves, such as the
California Health Interview Survey, the National Latino and Asian American Survey, the
Commonwealth Survey, and newspaper polls, consistently reveal high rates of reports
among Asians of experiencing discrimination (Gee & Ro, 2009). From a public health
perspective, these formations of Asian American identity and membership manifest in
social and political structures that shape the distribution of resources and opportunities
impacting the health of Asian Americans, and warrant further attention.

Racial residential segregation: a fundamental cause of health inequities

Social epidemiology—which is the study of the population distribution of the social
determinants of health and how that distribution of those determinants affect health and
health disparities—has identified racial residential segregation as a fundamental cause
of health inequities in the U.S. Racial residential segregation (hereafter residential
segregation) is known to affect the social, physical, and mental well-being of segregated
minority groups in the United States (Williams & Collins, 2001). Residential segregation
is non-randomly distributed across racial and ethnic groups and is correlated with a
clustering of poor health outcomes in these same communities (Link & Phelan, 1995).



Few studies examining the relationship between residential segregation and health
have focused on Asian Americans. However, data show that some Asian American
groups experience considerable residential segregation (lceland et al., 2010).

Examining the role of racial residential segregation and health requires a critical
understanding of the constructs of “race” and “place”. Several Asian American
subgroups tend to live in ethnic enclaves, which have arisen from a variety of factors
including, but not limited to, discriminatory housing practices, as a refuge against racism
(e.g. targeted violence), and as a place to develop a sense of community (Trinh-
Shevrin, 2009). Studies have shown discrimination (e.g., housing discrimination)
contributes to the segregation of Asian Americans (Turner, et al., 2003) which has had
negative impacts to their health. Asian Americans living in extremely segregated
neighborhoods have a 32 percent higher lifetime risk of cancer related to air toxins
compared to those living in less segregated neighborhoods (Morello-Frosch & Jesdale,
2006). Segregation has also been associated with positive health outcomes such as
reducing the likelihood of low-birth weight babies and the clustering of culturally-specific
health care services (Walton, 2009; Gee, 2002).

Sociological and public health literature suggests that political empowerment is a
hallmark of health promotion, especially for older adults and other isolated communities
(Martinson & Minkler, 2006). Research has only begun to fully explore the complex
pathways in which neighborhood contexts, including the ways that living in ethnic
neighborhoods may actually serve to be protective, rather than just detrimental to health
(Walton, 2011). While studies suggest that high-degrees of segregation have enabled
political power in Black communities as a mechanism to counter the negative effects of
isolation (LaVeist, 1993), much less is known about the effect of segregation on the
political and social capital of Asian Americans and its benefits to health, especially given
its diversity of identities, cultures, nativity and length of time living in the U.S.

Identifying the positive effects of residential segregation will help elucidate asset-based
approaches to improving the health of segregated communities. Future studies on
segregation and health are needed to test mediating pathways and effect modification,
explore factors of resilience in segregated areas, investigate nativity status in
racial/ethnic groups, and link with biological data (White & Borrell, 2011). Asian
Americans are now the fastest growing population in the country (Hoeffel, 2012). Given
the paucity in the literature examining the role of residential segregation and Asian
American health, studying Asian Americans and the contextual effects of living in an
Asian ethnic neighborhoods or non-Asian neighborhoods provides an opportunity to
understand the impact of residential segregation as a social determinant of Asian
American health and identify opportunities for health promotion and disease prevention
interventions in specific Asian American communities that may be disproportionately
affected.



Research Objectives
In this dissertation, | ask:

1) What are the potential mechanisms by which racial segregation is associated with
physical and mental health status among Asian Americans in the United States?

2) How does social capital and political empowerment moderate the association of
racial residential segregation and self-rated mental health status among Asian
Americans?

3) How can building political empowerment be utilized by public health departments to
address the effects of racial residential segregation and the health of Asian Americans?

Paper #1 examines the empirical evidence of the association between residential
segregation and Asian American health by critically reviewing the literature with a
relational geography lens, and is one of the first papers to examine this literature.
Paper #2 empirically tests the role of residential segregation on health status of Asian
Americans and the moderating roles of social capital and collective political
participation. To do so, | employ multilevel modeling methods using the California
Health Interview Survey (2011-12). Paper #3 studies the role of political empowerment
in addressing segregation and health, and utilizes comparative multi-site case-study
design, key informant interviews, participant observations, and document reviews in
California counties with high Asian-white residential segregation. Specifically, |
document examples of collective political empowerment, and discuss the role of health
practitioners—particularly those employed at local health departments—in building
political empowerment as a health promotion and equity strategy.
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Racial Residential Segregation and Asian American
Health: A Critical Review with a Relational Lens

ABSTRACT: Asian Americans are now the fastest growing racial group in the US, and
the 2010 census data also show that Asian Americans are becoming more residentially
segregated. Despite the growing recognition that racial residential segregation is a
fundamental cause of health inequities in society, few studies have examined the
relationship between segregation and health among Asian Americans. This paper
examines the associations between racial residential segregation and the health status
of Asian Americans by systematically and critically examining the evidence in the
published epidemiological and sociological literature using a relational lens. Our review
suggests that associations between racial residential segregation and health are mixed,
demonstrating both beneficial and deleterious health effects. We discuss the
implications for further research, including suggestions to incorporate “relational”
aspects to residential segregation such as historical, cultural, and political health
determinants.

INTRODUCTION

According to the 2010 Census, Asian Americans are now the fastest growing racial
group in the U.S., a dynamic the increases the significance of their health to overall
population health. Surveys suggest that the U.S. general population often sees Asian
Americans as economically successful and as a healthy “model minority” (Tesung,
2009). Such a depiction has had a negative impact on the allocation of public resources,
including efforts to study the health inequities experienced by of Asian Americans (Gee
& Ro, 2009). Aggregating Asian Americans masks important disparities in many sub-
Asian ethnicities—a common practice across several social and health agencies--and
results in a lack of attention to public health strategies to optimize community health for
specific communities. For example, while 26% of Hmong Americans and 20% of
Bangladeshi Americans live below the poverty line, only 6% of Filipinos and 8% of
Indians do (Trinh-Shevrin, 2009). Asian Americans account for over half of deaths
resulting from chronic Hepatitis B infection in the U.S (National Center for Health
Statistics 2006). However, Chinese Americans are at six times higher risk of dying from
liver cancer compared to whites, while Korean Americans are at eight times higher risk,
and Vietnamese Americans are at 13 times higher risk. (National Center for Health
Statistics 2006).

A consequence of a rapidly growing Asian American population is that Asian Americans
are becoming more residentially segregated (lceland, 2010; Logan, 2011). Racial
residential segregation is recognized as a fundamental cause of social inequities as well
as physical and mental health inequities by race (Williams & Collins, 2001). Residential
segregation increases exposure to a variety of adverse social and environmental



conditions such as crime, substandard housing, decreased employment and economic
opportunities, lower quality schools, limited social networks, increased substance use
and availability, and toxic air pollutants (Williams & Collins, 2001; Acevedo-Garcia &
Lochner, 2003; LaVeist, 2011). For some racial groups, residential segregation also
concentrates exposure to resources that enhance health, including cultural networks,
economic opportunities, grocery stores and parks (White & Borrell, 2011). However,
much less is known about the health promoting aspects of residential segregation,
especially among Asian Americans. Additionally, the majority of the segregation-health
literature has focused on Black Americans. Although there is some evidence suggesting
that these dynamics impact multiple segregated minority groups, including Asians,
whether and to what extent these dynamics hold among Asian Americans is unclear.
Given increasing recognition of the role of place in impacting health disparities,
understanding how segregation impacts the health of Asian Americans has become
increasingly important not only for Asian Americans but also for the effectiveness of
public health efforts aimed at improving population health more broadly.

This paper examines the associations between racial residential segregation and the
health status of Asian Americans in the U.S. by systematically and critically assessing
the evidence in the published epidemiological and sociological literature. This paper
expands upon and responds to several important and recent literature reviews on the
health effects of racial segregation (Acevedo-Garcia et al., 2003; Kramer & Hogue,
2009; Landrine & Corral, 2009; and White & Borrell, 2011) by concentrating exclusively
on Asian Americans, an under-addressed but important population in this area of
research (Acevedo-Garcia et al., 2003; White & Borrell, 2011). To begin, we
emphasized both theoretical frameworks and methods used to understand proposed
pathways to health. In particular, we reviewed the literature in light of a more relational
view of place, drawing from relational perspectives of geography emphasizing not just
the physical but also the social meaning of neighborhoods. In our analysis and
conclusions, implications for further research and public health practice are considered.

Asian American neighborhoods: Ethnic Enclaves or Segregated Spaces?

Asian Americans have become more residentially segregated from whites over the past
30 years (Logan & Zhang, 2013). This demographic shift may have significant
implications for population health in general, and health inequities more specifically.
Metropolitan areas with the greatest growth in Asian populations also experience the
greatest Asian-White segregation, potentially resulting in highly concentrated ethnic
enclaves (Iceland & Scopilliti, 2008). In addition, the most recent census data show that
on average Asians are increasingly living in poorer neighborhoods than whites (Logan,
2011). These data suggest that increasing Asian-White segregation may be associated
with the concentration of poverty among Asians. A 2013 report by the National
Coalition for Asian Pacific American Community Development found that during the
recent recession Asian American poverty increased 37 %, higher than the total U.S.
poverty population (27%). Asian Americans are not only the most geographically
concentrated poverty population (over a third of all poor Asian Americans live within
only three Metropolitan Statistical Areas), but are also more concentrated in the largest



metropolitan areas compared with any other racial group. Furthermore, the Asian
American poor disproportionately live in metropolitan areas with the highest housing
costs. Nearly 50% of the country’s Asian American poor live in the country’s 20 most
expensive real estate markets, including San Jose-Sunnydale-Santa Clara, CA,
Anaheim-Santa Ana-Irvine, CA, and San Francisco-Oakland-Fremont, CA. No other
poverty population is as significantly concentrated in these most expensive real estate
markets, potentially fueling disparities in homeownership and compounding the
problems of living in poverty (11% of the total White US poverty population, 15% of the
total Black poverty population, and 27% of the total Hispanic poverty population live in
the top 20 most expensive MSAs). 71% of poor Asians live in places where they cluster
around other Asian Americans neighborhoods, suggesting that race, regardless of
class, is an important segmenting factor. Across numerous metropolitan areas, Asians
have substantially lower incomes than do whites; and even when their incomes are
closer to that of whites, they live in neighborhoods of lower quality (Logan, 2011).

Although immigration contributes to increased levels of Asian-White segregation due to
the preference of newly arrived immigrants to first live amongst co-ethnics, evidence
suggests that racial discrimination at both the interpersonal and institutional levels is a
key factor leading to residential segregation among Asians. In a study of Los Angles
homebuyers, one in five Asians report that they encountered discrimination when
speaking a native language to purchase a home (Gee, 2002). Literature suggests that
discrimination is a significant source of distress among Asian Americans, with those
reporting racial discrimination also reporting more alcohol abuse and tobacco use (Gee,
Delva, & Takeuchi, 2007; Chae et al., 2008), indicating the adverse effects of
discrimination for both mental and physical well being. Furthermore, Asians appear to
be more likely than whites and Latinos to live in counties that violate the Environmental
Protection Agency’s standards for safe levels of small air particles (Gee, 2002), which
suggests a role for discrimination in determining patterns of racial segregation, and
place-based health inequities more broadly.

Although segregation is associated with numerous health-damaging effects, segregated
Asian neighborhoods may also provide protections to recently-arrived ethnic groups by
buffering acculturative stress, providing access to culturally appropriate services and
country-of-origin foods, and limiting stigmatizing inter-racial interactions (Mason et al.,
2011; Lieberson, 1961; Duany, 1998). Thus segregation may support healthy group
norms, a sense of social cohesion, and less exposure to stigmatizing interactions.
Furthermore, while studies suggest that high-degrees of segregation have enabled
political power in Black communities as a mechanism to counter the negative effects of
isolation, much less is known about the effect of segregation on the political and social
capital of Asian Americans and its benefits to health, especially given its diversity of
identities, cultures, nativity and length of time living in the U.S.

Finally, when looking more closely at Asian American neighborhoods by ethnic and
economic subgroups, there are notable variations. Asian American neighborhoods in
the U.S. have received a variety of general descriptors, including “minority ghettos,”
“immigrant enclaves,” and “ethnic communities” as well as specific names as
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“Koreatown,” “Chinatown”, and “Little India” (Gee & Ro, 2009). These neighborhoods
are markedly distinct due to varying countries of origin, cultural practices, and familial
structure, as well as by location (urban, suburban, rural), socioeconomic position
(immigration or refugee status, employment status, types of occupation, and education)
and political history (resulting from civil or international conflict, dictatorships or political
oppression). For example, in the Los Angeles’s suburban San Gabriel Valley, the most
affluent neighborhoods tend to have more East Asians (Chinese, Japanese, Korean)
and fewer Southeast Asians (Vietnamese, Filipino, Cambodian), while Southeast Asians
tend to reside in less affluent suburbs (Choskwanyun & Segall, 2012). Scholarship has
largely ignored these differences, limiting our understanding of health- protective and -
damaging neighborhood features.

A Pew Center (2012) report, which contrasted the “residential enclaves” and “other

Asian communities in cities” of the past with the residential assimilation of Asians in the
present, stated: “Asian Americans are much more likely than any other racial group to
live in a racially mixed neighborhood. Just 11 percent currently live in a census tract in
which Asian Americans are a majority”.

Arguably, these generalizations are misleading. Despite sustained immigration, Asians
are a much smaller proportion of the American population than blacks or Latinos, so it’s
not surprising that in the national aggregate, only 11 percent live in a majority-Asian
tract. These geographic generalizations also tend to fall apart with a more granular
focus. Data from a San Gabriel Valley study contradicts the notion that “residential
enclaves,” for at least some Asians, are a thing of the past (Choskwanyun & Segall,
2012). While just 19.6 percent of Asian households live in Census tracts with Asian
household percentages of 25 percent or more, and only 5.7 percent in majority-Asian
places, historical trends are increasing enough to suggest that concentrated Asian
neighborhoods will continue to grow. Given the gaps in the literature and the recent
growth of the Asian American neighborhoods, further research is needed to understand
the complex association between residential segregation and its potential pathways to
health status.

Towards a Relational View of Neighborhood Ethnic Segregation

Rather than the more traditional approach of separating context (place) and composition
(people), incorporating a relational view of place has been proposed and discussed by
scholars as an approach to better understand the social and historical meaning of place
and its implications for population health. A relational view of place emphasizes that the
“‘physical and social characteristics in space matter for well-being, but these features
cannot be separated from the meaning that people in different places assign to these
characteristics” (Corburn, 2009); or from the ways in which people’s daily interactions
with the physical and social characteristics of place constantly define and redefine those
very characteristics. As a result, those interactions result in the people-place
relationship being consistently transformative for both people and for place itself. Efforts
to promote or study the effects of place on people’s health should address the “physical

features of the environment shared by all residents in a locality”; “availability of healthy

", G

environments [across contexts] at home, work, and play”; “services provided, publicly
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and privately to support people in their daily lives”; “socio-cultural features of a
neighborhood”; and “the reputation of an area” (Macintyre, 2002). It should also
consider the role of political institutions that shape places and population access to
resources (Corburn, 2009). We used a relational approach to this literature review by
critically examining research in light of the factors outlined above, considering the
strengths and limitations of various research methods, and identifying whether aspects
of place such as political power and access to health-promoting resources addressed or
discussed.

Health researchers have only begun to explore the complex pathways in which living in
ethnic neighborhoods may actually serve to be protective rather than just detrimental to
health. Numerous researchers suggest the use of mixed methods in exploring the
complex associations between racial residential segregation and health. Cummins and
colleagues (2007), and other leading urban health scholars (Galea & Schultz, 2006)
operationalize these themes by suggesting the use multiple methods (quantitative and
qualitative) in exploring the multi-level (e.g., contextual (neighborhood-based) and
compositional (individual-based) effects of place on population health. A “relational”
approach includes treating space in different scales, incorporating the social and
cultural meaning of place by residents, how people move about an area over time, and
structures of power, assets, and deprivation (Cummins, et al., 2007). We applied this
approach to our review of the literature.

METHODS

We conducted an interdisciplinary literature search using PubMed, PsycINFO, CSA
Sociological Abstracts, and Web of Science (ISI Web of Knowledge) and variations of
the following search terms: “racial segregation”, “residential segregation”, and “ethnic
enclave.” Inclusion criteria were: 1) investigated an association between segregation
and a health outcome, determinant, or behavior; 2) broadly considered a public health
research study (e.g., used quantitative-, qualitative-, or mixed- methods, or applied
socio-ecological or public health frameworks); and 3) focus on populations in the U.S.
Our initial search returned 2,425 articles. A search for the terms “Asian” or “Asian
American” in the abstracts, as well as a qualitative scan of abstracts for Asian ethnicities
(such as “Chinese”, “Viethamese”, “Filipino”, “Korean”, “Japanese”) further limited the
sample to 257 articles. The overwhelming majority (>90%) of the studies investigated
Black or African American populations. After a more in-depth qualitative assessment of
the remaining articles, and removal of duplicate articles, six articles were identified for
inclusion, reflecting the dearth of research in this area. Subsequently the same search
terms were used in Google Scholar, but did not find any new articles.
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Figure 1. Literature Search and Findings

RESULTS
Summary of Findings: Scope, Scale, and Social Theory

Table 1 provides an overview of the six studies identified for inclusion. Below, we
provide a descriptive overview of the six studies including the research aims and major
findings of each study. We highlight whether a theoretical framework was made explicit
and later discuss the role of theory in understanding the associations between
segregation and health among Asian Americans. We examine how racial residential
segregation and health outcomes are measured, and what factors were found to
influence associations between segregation and health. Following this descriptive
discussion, we apply a ‘relational view of place’, highlighting important theoretical and
methodological implications for interpreting the current literature, as well as for
suggesting important influencing factors and next steps in future research.

Asian Americans, when compared to other racial ethnic groups, appear to be

moderately but increasingly more segregated. The health outcomes varied across the
six studies. One study assessed the relationship of interpersonal racial discrimination
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and racial residential segregation with measures of general physical health and
psychological distress among Chinese Americans living in redlined areas of Los
Angeles (Gee, 2002). Those who lived in redlined areas reported better mental health
compared to those who lived in other areas of the city, while self-reported racial
discrimination at the individual level predicted poor health status (Gee, 2002). Two
studies examined exposure to outdoor air pollutants among racial and ethnic minorities
living in segregated neighborhoods compared to whites living in those same areas.
Morello-Frosch & Jesdale (2006) found that Asian Pacific Islanders living in extremely
segregated (i.e., multi-group dissimilarity index >0.4) neighborhoods had a 32 percent
higher relative risk of cancer related to air pollution compared to those living in less
segregated neighborhoods. Downey et al. (2008) determined that Asian Americans
generally experience low to moderate outdoor air pollution exposure burden relative to
most other racial groups in the same metropolitan area, but experience a high pollution
disadvantage relative to Pacific Islanders and Native Americans.

Two additional studies modeled the association of racial residential segregation with
maternal and child health indicators including birth weight and pre-term birth. Walton
(2009) found that residentially isolated Asian Americans had significantly lower odds of
having a low birth weight baby, compared to less residentially segregated Asian
American in U.S. metropolitan areas. Mason (2011) reported that residential
segregation was associated with lower risk of preterm birth among most Asian
subgroups compared to less residentially isolated Asian Americans in the same large,
urban city. The most recent study in our review, by Gaskin (2012), examined the role of
racial residential segregation and access to primary care physicians (PCP) and
observed that as the degree of segregation increased, the odds of being a PCP
shortage area increased for majority Black zip codes while the converse was true for
majority Asian (and Hispanic) zip codes.
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Table 1. Summary Table of Racial Residential Segregation and Health of Asian Americans
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Theoretical Frameworks. Two theories have largely influenced the research on how
residential segregation effects health status among Asian Americans according to this
review. The first, spatial assimilation theory, suggests that newly arrived immigrants,
constrained by language and cultural barriers as well as labor and housing markets,
cluster in co- or mixed- ethnic enclaves allowing cultural assimilation and inter-ethnic
relationships to gain better access to non-ethnic specific labor and housing markets
(Wen, 2009; Alba and Nee, 2003). Thus, enclaves can have social as well as health
advantages (Walton, 2012). Place stratification theory, on the other hand, contends that
low socioeconomic position is maintained through institutional and interpersonal
discrimination, leading to immigrant ghettos, and has negative effects on health (Walton
2012; Massey and Denton 1993).

Additional theories included Fundamental Cause theory and the Stress-Exposure
Disease Framework. Fundamental Cause Theory is rooted in Place Stratification
Theory, based on the premise that origins of inequalities such as sociological theories of
stratification provide a basis for understanding how “flexible resources such as
knowledge, money, power, prestige, and beneficial social connections might facilitate
the creation of new mechanisms linking SES and health” (Phelan et al., 2010). (In a
classic example, an individual with more resources is better able to maintain a healthy
lifestyle, get quality medical treatment, and access higher-resourced community
networks and resources (Phelan et al., 2010)). The study by Morello-Frosch & Jesdale
(2006) used the Stress-Exposure Disease Framework (Gee & Payne-Sturge’s, 2004),
initially developed to marry concepts in Fundamental Causes Theory, and several
environmental justice research concepts. Downey et al. (2008) inexplicitly incorporate
environmental justice principles as an overarching framework, e.g., that environmental
health-related inequalities are a function of institutionalized racism and a market
economy that favors economic expansion over interests of vulnerable populations (e.qg.,
the poor, racial and ethnic minorities, or blue collar laborers) (Brulle & Pellow, 2006).
While three studies did not explicitly specify an underlying theoretical framework, the
studies by Gee (2002) and Mason (2011) conceptually distinguish the mechanisms for
how the residential context may enhance and harm the health of segregated residents.

Measures of Racial Residential Segregation. Racial residential segregation is a
multidimensional concept that considers a population’s composition and spatial
distribution across two scales of geography, such as a neighborhood and its
corresponding city or metropolitan region . Massey and Denton (1988) performed an
extensive literature search and cluster analysis to identify 20 different indices of
segregation and classified them into five different dimensions: evenness, exposure,
concentration, clustering, and centralization. Evenness refers to the distribution of
Asians (or another given minority group) and Whites across neighborhoods in a given
region (such as a metropolitan area), and the degree to which that distribution deviates
from the distribution of Asians and whites of the region overall (Acevedo-Garcia et al.,
2003). Exposure, alternatively referred to as isolation, is defined as the extent to which
minority and majority members physically encounter one another by virtue of sharing a
common residential area (Massey & Denton, 1988, p. 288). Concentration refers to the
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relative amount of physical space occupied by a minority group in the urban
environment. Clustering, is the extent to which areal units (e.g., census tracts) inhabited
by minority members adjoin one another, or cluster, in space. A high degree of
clustering indicates a racial or ethnic enclave (lceland, 2002). Finally, centralization is
the degree to which a group is spatially located near the center of an urban area.

Five of the six studies operationalized residential segregation with one of these more
formal measures rather than proxy measures, such as ethnic density. “Racial
composition may not always be a true reflection of segregation per se, because
segregation is a contextual measure that depends on the relationship between racial
groups in neighborhoods (e.g., census tracts) across a larger geographic area (e.g.,
metropolitan area). Thus, whereas percent minority reflects the composition of a
particular neighborhood, it does not assess whether a metropolitan area's organization
reflects broader patterns of racial inequality (Morello-Frosch & Jesdale, 2006).” Gee
(2002), Morello-Frosch & Jesdale (2006), and Downey et al. (2008) used the index of
dissimilarity, a measure of evenness, and the most commonly operationalized measure
of residential segregation in the literature. Gaskin (2010) included measures for all five
dimensions of residential segregation, while Walton (2009) measured the exposure and
clustering dimensions. Only Mason et al. (2011) did not implore a formal measure of
residential segregation, and instead calculated neighborhood ethnic density measures,
defined as the percentage of the population in one’s area of residence with a given
ethnic identity. Assuming that the areas nearest a resident contributes most to his or
her experience of neighborhood-level ethnic density, this proxy measure incorporated a
geographic “proximity-weight” to allow for the influence of physical distance, with closer
ethnic neighborhoods having more influence than further ethnic neighborhoods (Mason
et al.,, 2011).

Similarly, the studies in this review were consistent with regards to the scales by which
residential segregation was operationalized. Five studies used census tracts as the
scale for neighborhoods, while one study used zip codes in order to be consistent with
the data sources in its study. Five studies used Metropolitan Statistical Areas as the
macro-area unit, whereas one study confined the macro-area to a large, urban city.

Associations between Segregation and Health.

Evidence of the association between racial residential segregation and health for Asian
Americans is mixed, with slightly more evidence suggesting that residential segregation
does not result in the same negative health effects among Asian Americans as that
more commonly observed in Blacks and in some Latino neighborhoods. Residential
segregation was found to be a relatively weak predictor of environmental air pollutants
exposure for Asian Americans. In one study, segregated Asian Americans experienced
a low to moderate air pollution exposure burden relative to most other segregated racial
and ethnic groups, including whites (Downey et al., 2008). In another study, Asians
living in extremely segregated neighborhoods not only had a 32 percent higher relative
risk of cancer related to air pollution, this relationship also showed a gradient (dose-
response) across three levels of segregation levels, and not affected by area-level
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poverty suggesting that segregation affects pollution burdens independent of area-level
poverty. (Morello-Frosch & Jesdale, 2006).For Asian Americans, living in a more
residentially isolated neighborhood of a metropolitan area appeared to be protective
(lower odds) of having a low-birth weight baby (Walton, 2009). The mediating effect of
Asian American affluence at the metropolitan area was not significant, indicating that
Asian American affluence does not remove the beneficial effects of residential isolation
on birthweight (Walton, 2009).

Self-reported racial discrimination at the individual level predicted poorer mental health
status and higher levels of psychological symptomatology for Chinese Americans,
whereas residing in a redlined neighborhood predicted slightly better physical and
mental health status (Gee, 2002). The author contends that segregation may reflect an
ethnic enclave effect—whereby “segregation in ethnic enclaves may help to ameliorate
‘culture shock’ and other stressors, including discrimination...In the case of Chinese
Americans, segregation may represent the clustering of resources, not stressors” (Gee,
2002). Data from this study may suggest individual-level discrimination influences
individual health status more than institutional forms of discrimination, such as
residential segregation, but should not imply that they trump institutional ones, as
institutional factors may have important impacts on group outcomes that drive
population-level disparities (Gee, 2002). “Interestingly, individual discrimination had no
significant relationship to general health, whereas redlining did exhibit such a
relationship, suggesting that institutional discrimination may influence health in the
absence of individual recognition of discrimination (Gee, 2002).

In a national study examining the role of residential segregation and access to primary
care physicians (PCPs), the odds of being a PCP shortage area were 67 percent higher
for majority Black zip codes, 27 percent lower for majority Hispanic zip codes, and
showed no effect for predominantly Asian American zip codes (Gaskin, 2012). The
associations varied by degree of segregation. As the degree of segregation increased,
the odds of being a PCP shortage area increased for majority Black zip codes; however
the converse was true for majority Hispanic and Asian zip codes. Possible explanations,
suggested by the authors, were that because of the over-representation of Asian
American providers relative to the proportion of Asian Americans in the population (5.7
vs. 3.9 %, respectively), they may be more likely to practice in neighborhoods where
Asians are highly segregated (Gaskin, 2012). Furthermore, the authors posit, “some
Asian physicians may feel a sense of responsibility to serve Asian communities, and
their service may reflect a level of cohesion within Asian communities. Their language
skills may also encourage them to settle and practice in locales with language-
concordant populations. Thus, segregation may be reflective of barriers that Asian
physicians, particularly those who are non-native, face professionally, or conversely, the
opportunities available to Asian physicians within Asian neighborhoods” (Gaskin, 2012,
p.2369).

A New York City study examining the association of segregation and preterm birth

suggested two important distinctions: 1) the beneficial and harmful psychosocial
associations with segregation differs across ethnic groups; and 2) that more recently-
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arrived groups--e.g., Asian and Latino ethnic groups--experience a protective effect,
especially in poorer neighborhoods (Mason, 2011). The authors noted that the cross-
sectional data used for this analysis prevented the investigation of hypothesized
pathways, but concluded that the “historical context may be important for understanding
the associations between neighborhoods and health (for Asian and Latino groups)...and
the findings provide a basis future research exploring these mechanisms in greater
depth” (Mason, 2011, p.287). This suggests that future inquiries should consider factors
such as historical oppression, recent migration patterns, and/or other elements in the
social environment that may be important to a more nuanced understanding of how
place affects the health of various residents.

Incorporating a “Relational” Perspective of Place

We applied a similar, but modified, analysis following Cummins et al. (2007). This
included identifying five key concepts of place: 1) whether geography was determined
by pre-defined boundaries at a specific scale (the conventional view) or as networks in a
more complex relationship with various levels (i.e., local, national, and global) and
feedback loops (relational); 2) whether neighborhoods are separated by physical
distance (conventional view) or understood to be separated by social relationships
(relational); 3) whether populations are thought to be individuals bound by their
neighborhood (conventional view) vs. mobile on a daily basis and over their lifecourse
(relational); 4) whether services are described in terms of fixed locations serving those
in that territory and are culturally neutral (conventional) vs. services imbued with social
power relationship and cultural meaning; and 5) whether areas are thought of as
politically neutral (conventional) or as populations with varying degrees of political
power (relational). Our analysis reveals a limited relational view of place in the six
articles reviewed. Table 2 summarizes this analysis.

Table 2. Literature Review Findings: Incorporating A Relational View of Place

Relational View of Place
Populations:
static or Health-
Distance: longitudinal promoting
Geography: physical or Mobile daily resources: Political
specific scale | physicall and over life (culturally Power
Title Authors defined? social? course? considered?) | (addressed?)
Residential Ggsk_m I.:J’
Segregation and Dinwiddie Boundaries at
gregation GY, Chan . Fixed and Static in time; Considered in
the Availability of specific scale . . ; : No
; KS, . Physical cross-sectional Discussion
Primary Care (zip codes)
Physicians McCleary
RR (2012)
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Incorporated a

spatial
measure:
“proximity-
weighted ethnic
Mason density” to Weighted
Neighborhood Susa M allow . exposure (ethnic
ethnic density and Kaufma’ JS surrounding den3|ty). bgsed
preterm birth Daniels JL, areas qround on proximity, Static in time;
mother’s decreases as . No No
across seven Emch ME, . . cross-sectional
ethnic groups in Hogan VK, !‘efslldence to ds;gncg from
New York City Savitz DA | Influence subject's
(2011) estimated residence
exposure in increases
proportion to
the relative
distance from
mother’s
residence.
Residential
segregation and Boundaries at
birth weight among | Walton, E. specific scale Fixed and Static in time; Considered in Yes
racial and ethnic (2009) P physical cross-sectional | discussion
minorities in the (census tracts)
United States
. Downey L,
Enwron.me.ntal Dubois S, Boundaries at . s
Inequality in ; oo Fixed and Static in time;
> Hawkins B, | specific scale . . No No
Metropolitan Walker M t physical cross-sectional
America alker M. (census tracts)
(2008)
The riskscape and
the color line: Morello- Boundaries at
Examining the role | Frosh R, specific scale Fixed and Static in time; Yes Yes
of segregation in Lopez R (c?ensus tracts) physical cross-sectional
the environmental (2006)
health disparities
A multilevel
analysis of the
relationship Boundaries at
between Gee, Gilbert specific scale Fixed and Static in time; Yes Yes
institutional and C. (2002) P physical cross-sectional

individual racial
discrimination and
health status

(census tracts)

Understanding elements of place through a more relational point-of-view was
incorporated only modestly. One limiting factor may be the use of secondary data.
Another limitation across studies was the use of cross-sectional data, thus important
relational elements such as time, the effects of cumulative exposures experienced over
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a lifecourse, historical processes associated with space, and other contextual factors
included in social- and ecological- theoretical frameworks were not considered. This is a
common limitation of using census data (Gee, 2002). Almost all of the studies used
discrete and fixed scales of neighborhoods, with the majority defining census tracts as
the neighborhood-scale, and one using zip codes. While this is not inherently a
misgiving, it begs a justification for how these scales either broaden our understanding
or reproduces a more artificial understanding of boundaries and lived experiences
(Richardson & Nuru-Jeter, 2012). Furthermore, half of these studies do not distinguish
whether access to services were not only health-promoting but also culturally
accessible, as this provides a more nuanced understanding of whether a neighborhood
provides more opportunities versus barriers to health. Finally, relational theorists
emphasize a more dynamic understanding of place that is policy-relevant (Cummins et
al., 2007), which translates into considerations for how the roles of individuals,
community organizations, local and national government institutions, private
businesses, family- and peer- networks, as well as regulatory policies and laws, shape
the organization, opportunities, and reputations of places.

Thus we sought to examine whether or not a political context was considered in the
underlying theoretical framework, analysis or discussion. Half of the studies in the
sample consider the effect of political power and participation of its residents. The most
intentional involved a measure of voter-turnout as a proxy for civic engagement,
recognizing that “in a highly segregated metropolitan context, political influence and
decision-making power are likely to be stratified across racial/ethnic lines and
concentrated to serve the interests of racial majority communities” (Morello-Frosch &
Jesdale, 2006).

From a methodological standpoint, qualitative research methods may be more suitable
for studying the interrelationships between individuals and their social contexts, using
techniques that capture the lived experiences and narratives of residents themselves.
Mixed methods may also be helpful in this regard. Cummins et al. points out that
statistical modeling is limited in its abilities to capture all the nuances and detail that can
be observed with qualitative approaches. In order for quantitative epidemiological
studies to investigate more carefully the extent of interrelationships between individual
characteristics and the features of places associated with varying health risks, the
relational view researchers suggest the use of multi-level models as a way to assess
whether individual risk factors are equally significant in all settings, or whether they are
more important in some types of place than in others (Cummins et al., 2007).

Furthermore they cite examples of multilevel models that use interaction terms as “a
more appropriate way to explore whether social support has different impacts according
to the socio-economic environment... but states that for these statistical tests of
interactions to be informative, they will need to based on a priori theory and must use
study designs and data structures that ensure sufficient power to detect these
interactions” (Cummins et al., 2007, p. 1829). Two studies utilized multilevel modeling to
simultaneously explore individual- and area- level effects between the residential
segregation and health. In Gee’s (2002) study examining the association between self-
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reported racial discrimination and health status among ethnic group members,
multivariate models included individual-level covariates -- acculturation, family income,
employment status, education, health insurance status, age, and sex. A second higher-
level model added institutional racial discrimination measures—dissimilarity index
(segregation) and redlining—as well as neighborhood poverty and the neighborhood
median housing value (Gee, 2002).

Specifically regarding segregation, results indicated that respondents living in
segregated neighborhoods had better (e.g., lower) PST (positive symptom total) and
PSDI (Positive Symptom Distress Index) scores. The author noted that although this
finding is of only marginal statistical significance, “the effects of segregation may be
obscured by individual factors determined by segregation--for example, employment
opportunities” (Gee, 2002, p. 620). Furthermore, the authors contend, that Chinese
Americans living in more integrated areas had a more intense and wider range of
psychological symptoms” a finding which runs counter to those of other studies which
have consistently shown, for example, that Blacks residing in segregated areas have
worse health outcomes (Gee, 2002). The author’s findings suggest that with Chinese
Americans, segregation may represent the clustering of resources, not stressors (Gee,
2002). Further, living in more integrated communities may increase exposure to
interpersonal discrimination experiences (Acevedo-Garcia & Lochner, 2003). However,
the author notes because they selected only the neighborhoods (i.e., 36 census tracts)
where Chinese Americans were the most segregated from the city as a whole,
information on the remaining 1616 census tracts were not collected and the results may
be biased towards the null if these excluded areas are more health aversive than the
ones sampled.

Walton (2009) used multilevel logistic regression models to assess the impact of
metropolitan area residential isolation and residential clustering on individual birth
weight among Asian Americans. Final models explored the mediating effect of Asian
American affluence, which did not influence the protective effects of isolation and
clustering on birth weight. Among Asian Americans as a whole, residential isolation and
clustering of neighborhoods decrease the odds of experiencing low birth weight. The
author further suggested that it is likely that some unique structural and social features
of ethnic enclaves that have not been measured in this study may account for the
positive effects of residential segregation for Asian Americans. More specifically, ethnic
enclaves may concentrate educational resources, increase social integration and
support, and decrease exposure to discrimination, all of which are associated with
health outcomes (Acevedo-Garcia & Lochner, 2003; Osypuk et al., 2009).

Furthermore, Asian American communities may also be protective due to the highly
sophisticated system of education that supplements public schooling, including ethnic
language schools and after-school education often found in highly segregated Asian
communities (Walton, 2009, p. 438). These ethnic educational institutions facilitate
social mobility by providing access to quality education, increasing social support and
network-building, and formation of social capital for immigrant and U.S.-born children
alike.
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Other lines of quantitative research concentrate on the relative inequalities of
environmental and social conditions between racial groups in a geographic space,
which, from a relational perspective, may provide a more meaningful understanding of
how residential segregation effects social and environmental determinants of population
health. Downey et al.’s investigates the degree of various environmental inequalities for
multiple racial groups in the U.S. using relative measures of environmental exposures in
metropolitan areas to allow for a more “nuanced understanding of the environmental
hazard burden experienced by racial and ethnic groups” (Downey, et al., 2008, p.3). For
example, the authors tested several hypotheses that predicted the role racial residential
segregation and income inequality played in producing environmental inequalities,
predicting that highly segregated racial and ethnic groups are more likely to experience
a high pollution burden relative to lower segregated racial/ethnic groups in the same
metropolitan area. Their analysis revealed that in some metropolitan areas,
environmental hazards may be dispersed relatively widely across urban space, such
that segregated minority groups live near some environmental hazards, but not others;
and in other metropolitan areas, environmental hazards and minority populations may
both be residentially concentrated but in different parts of the same metropolitan area.

Their findings suggested that residential segregation can both increase and decrease
racial/ethnic group proximity to environmental hazards, but was dependent on a several
other factors, making residential segregation a poor predictor of environmental
inequality. When modeling the effect of residential segregation on Asian American air
pollution exposures, Asians experienced low pollution burden despite having high levels
of residential segregation. However, regression models showed that a one standard
deviation increase in the dissimilarity score increased the odds that Asians are both the
highest and lowest pollution burdened group in a metropolitan area, supporting their
initial hypothesis. While this literature provides mixed findings, they suggest potential
quantitative approaches and methods that give attention to complexities often ignored in
literature.

While the ability to operationalize a relational view of place across all the considerations
in our analytic framework may represent an extreme, the more important application is
to consider whether or not a study helps to imagine how populations of individuals
navigate physical spaces differently each day and over a life course, and how an
individual's region—beyond the immediate neighborhood—is laden with territorial
divisions, services, and infrastructure conflated with historical meaning, cultural
meaning and power relationships.

DISCUSSION

Racial residential segregation appears to be associated with both negative and positive
health effects for Asian Americans. The mixed health effects among Asian Americans in
this literature review are consistent with the previous, albeit limited, literature on
associations between segregated Asian American neighborhoods and health. To our
knowledge, this is the first systematic literature review focusing exclusively on Asian
Americans, segregation, and health. Because residential segregation of Asian
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Americans resulted from historical racial discrimination as well as, more recently,
preferences by newly arrived immigrants to live among co-ethnics, the limited evidence
provided suggests complex but beneficial aspects of living in ethnically concentrated
neighborhoods. However, given the limits of quantitative research to investigate
important historical processes, meanings, and power relationships, these findings
should be accepted with some caution.

Furthermore, given the limited epidemiological and sociological studies that have sought
to understand the health risks and benefits specific to the complex Asian American
experience, the empirical evidence may similarly suggest once again an overall positive,
and overly simplistic picture of health among segregated Asian Americans. That is, self-
identifying with the category “Asian American”, can continue to signify to public health
researchers and officials, alike, a healthy individual or community. Both these more
contemporary notions of Asian Americans as the “healthy model minority” as well as
historical practices in constructing a view of “Asian Americans” as “dirty and disease-
ridden” are problematic and over-simplify the complex social, econonomic, and political
processes that shape health (Shah, 2001, p.27; Gee & Ro, 2009; Flack, 1995). Given
this historical awareness and more recent evidence of the relational aspects of place,
extending a similar socio-historical and relational view of place to that of the “Asian
American” racial construct with a more local perspective may help shape a more
nuanced perspective of Asian American health.

While quantitative studies are useful and indeed necessary for testing hypothesized
pathways, which may then inform intervention and policy, these statistical tests need to
be informed by a priori theories that consider the complex socio-historical processes
that help shape health among Asian Americans, so that study designs and the
selections of variables can more appropriately model relationships, processes, and
meanings of segregated neighborhoods. Qualitative research techniques can be used
to validate how specific features of places (e.g., features of the built or social
environment) are relevant to population health and inequities (for example, see Schulz
& Lempert, 2004). In particular, qualitative methods that seek to understand the multiple
dimensions of practices, processes, power dynamics, and reputations of a place may
include collecting resident’s views, participant observations, and key informant opinions
as well as objective measures of resource accessibility and participatory mapping
(Cummins et al., 2007). Qualitative analyses should be used to explore the attitudes,
perceptions, and justifications of Asian Americans for their neighborhood racial
composition preferences, which is especially important for immigration-related
neighborhood characteristics (Charles, 2003).

This research not only provides a deeper understanding of the relationship between the
features of places and human health—including mechanisms, variability across different
subpopulations, and magnitude—but also suggests potential areas of public health
interventions by emphasizing cultural or structural determinants that traditional
quantitative research often misses. It may also be used to inform the scope of
quantitative studies, including the selection of study sites and study designs.
Longitudinal studies in areas with growing or decreasing residential segregation, for
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example, might be implemented to measure the impacts of residential segregation, and
important, theoretically-driven social and environmental conditions, over time as key
next steps to understanding causal pathways and cumulative risks.

Having consistent dimensions and scales of residential segregation among studies
allows for more meaningful comparisons about the associations between residential
segregation and health. However, more importantly, scale should be relevant to the
research question, as well as relevant to the context for how findings can be translated
to potential solutions. For example, Morello-Frosch & Jesdale (2006), elected to
incorporate a multi-group (versus the usual dyadic comparison, such Black-White)
dissimilarity index to “characterize segregation in the more typically multiethnic
contemporary metropolis.” Furthermore, they explicitly argued that examining
segregation at the metropolitan area promotes a regional perspective conducive to
regional-level interventions and policies that ameliorate fundamental drivers of
environmental health inequalities “because economic trends, transportation planning,
and industrial clusters tend to be regional in nature.” (Morello-Frosch & Jesdale, 2006).

Factors Influencing Health Effects of Residential Segregation

Despite recommendations to disaggregate Asian Americans by ethnicities in research
(Srinivasan & Guillermo, 2000; Tseung, 2009), only one study did so, focusing on
Chinese Americans in Los Angeles (2002). Mason’s study in New York City separated
“East Asians” from “South Asians”, which could be viewed as a “step in the right
direction”, though the study lacks a theoretical basis for this disaggregation. Walton’s
(2009) national study attempted to account for heterogeneity among Asian American
groups by including dummy variables for ethnicity in order to verify that the effects of
residential segregation observed for Asian Americans as a whole do not vary by ethnic
group, and acknowledged, “while it would be ideal to stratify the analysis by ethnicity,
rather than control for ethnicity, stratifying this sample into its component ethnic groups
was not possible in this national analysis” (Walton, 2009). These limitations once again
point to the necessity for population-based epidemiological surveys to oversample
Asian Americans across sub-groups in order to allow for data disaggregation.

Understanding how neighborhoods change over time may also provide insight on the
effects of place on health. For example, rapid migration of a particular ethnic group has
often led to racial discrimination and tension between old and new residents in a given
place, and can manifest in various interpersonal and institutional forms of oppression
(Noh et al., 1999; Kuo, 1976). A relational view may help investigators to understand
this context by incorporating mixed-methods approaches, or constructing variables that
account for the rate of change, such as rapid population growth, political participation, or
changes in the degree of segregation over time.

Epidemiologic research has sought to understand what factors moderate the effects of
racial discrimination on health, including psychosocial stressors and coping
mechanisms. A limited but compelling body of empirical research has shown a complex
and heterogeneous association between racial discrimination and health for Asian
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Americans. For example, ethnic pride and identity have been shown to protect against
the negative effects of discrimination, while in other studies, ethnic identity exacerbated
the negative health effects of discrimination among certain Asian groups (Yip 2008; Noh
2003). Another line of inquiry investigating the association of nativity, acculturation, and
Asian American health has cautioned against the acceptance of the “immigrant
paradox” because it oversimplifies and masks negative outcomes experienced by
subgroups (e.g., speaking poor or fair English, and those reporting acculturative stress)
(John, 2012; Takeuchi, 2007). With the exception of Gee’s (2002) study on whether
self-perceived discrimination and residential segregation are associated with self-
reported poor health, no studies have closely examined how racial discrimination
influences the health of Asian Americans in residentially segregated neighborhoods.

One factor purported to be an important influencer of the residential segregation and
health pathway has been individual and collective forms of political power and civic
engagement (Morello-Frosh & Jesdale, 2006; Kawachi & Berkman, 2000; LaVeist,
1993; LaVeist, 1992). Understanding the unique dimensions of political empowerment
among Asian Americans is an important dynamic for understanding the potential
mechanisms for the segregation-health relationship. Political empowerment at an
individual level includes such processes as voting, volunteerism and civic participation
in political activities. One outcome of such activities can be an expansion of social
networks, which can enhance psychological and social resources (Batista & Cruz-Ledon,
2008). For example, a study with older, predominately White women who were part of a
social activism group found that empowerment and social activism were positively
related, which are linked to older women'’s health and well-being. (Hutchinson & Wexler,
2007). In another study examining infant mortality among residentially segregated
Black residents, high-degrees of segregation enabled political power in Black
communities, attenuating the negative effects of residential isolation (LaVeist, 1993).
Relatively less scholarly work has focused on the important elements of political
empowerment among Asian Americans.

Traditional measures that have focused on individual behaviors like voting and
monetary political contributions may only explain a partial picture of how Asian
Americans express themselves politically (Aoki & Nakanishi, 2001). Asian Americans
are predominately foreign-born, and thus are less likely to be fully socialized into voting
life, and less likely to be courted by politicians and mainstream media as important to
voting outcomes (Wong, et al., 2011). Instead, analyzing “contextual variables [e.g.,
Asian political empowerment], community organization efforts or the presence of [Asian]
candidates appear to be (as) important” (Aoki & Nakanishi, 2001). An additional factor
to consider is a “pan-Asian identity.” While earlier it was argued that racial lumping has
been a potentially harmful practice in public health research, social and political
scientists have argued that pan-Asian unity is necessary if Asians are to contest
systems of racism and inequality in American society—systems that seek to exclude,
marginalize, and homogenize them and, thus, decrease opportunities and resources for
optimal health.

27



Further Implications for Future Research on Asian Americans, Racial Residential
Segregation, and Health

There are several conclusions worthy of informing future research. For example, two out
of the six studies (Walton, 2009; Gee, 2002) employed multi-level models to account for
the clustering effect of residents living within the same neighborhood environments, and
Walton allowed interaction terms (residential segregation and Asian affluence) to
explore pathways between segregation and health. While these studies varied in its
incorporation of historical and cultural aspects to “place”, all of the studies were static in
time and geographically bound by pre-defined specific scales of space, leaving room for
future research to build upon.

We offer that site specific, multi-dimensional and mixed-method research can help
characterize Asian American neighborhoods and help inform theoretical frameworks
that can account for factors unique to Asian American contexts and identify further
features necessary to include in quantitative, mechanistic research. For example,
resurgent ethnicity theory typologizes another ethnic neighborhood beyond the ethnic
enclave or immigrant ghetto--, where “Asian Americans with high socioeconomic status
understand that they may have little to gain by spatially integrating with whites and there
is, therefore ,an element of choice present in the decision to live in residentially
segregated communities” (Walton 2012a, Alba et al. 1999; Logan et al. 2002; Wen et al.
2009). Distinguishing ethnic communities provide a more accurate picture of rising
Asian American suburban enclaves that offer a high-resource setting in which to reside,
even when spatial assimilation is an option (Walton 2012a; Wen et al. 2009). Few
epidemiological studies have operationalized this framework, and future research may
help ground empirical studies in this and other similar frameworks, which may be more
relevant to communities with different social and historical contexts.

CONCLUSION

Further research is needed to understand the complex association between racial
residential segregation, its mechanistic pathways, and overall health status of Asians.
Examining the role of racial segregation for Asian American health, and the contextual
effects of living in Asian ethnic neighborhoods or non-Asian neighborhoods provides an
opportunity to understand the various impacts of racial segregation on the health of
Asian Americans. Future research should be guided by sociological theories grounded
in the Asian American experience, in order to avoid a one-size-fits all approach that has
historically treated Asian Americans as a healthy model minority. The implications of
these social and political distinctions may provide more nuanced place-based research
efforts that can better capture social meanings and “relational views” of place, and more
importantly, provide grounds for public health interventions aimed at addressing
structural causes of health inequities more relevant to Asian American experiences.

We have argued that a relational view of place is one approach that can prompt

important contextual considerations, which itself is not a novel theory but rather raises
concerns about various constructs are applied in research (Cummins et al., 2007).
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Understanding the role that social, structural, and political forces play in shaping
exposure to health risks —and who determines the extent of exposure to these
factors—is critical to the effectiveness of public health interventions for all groups, and
especially for rapidly-growing and evolving groups such as Asian Americans.
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Examining the Roles of Residential Racial Segregation,
Social Capital, and Political Empowerment on the
Psychological Distress of Asian Americans in California: An
Exploratory Study

Objectives: To examine the role of racial residential segregation and self-reported
mental health status among Asian Americans and to discuss the effects of social capital
and political empowerment on the association. Specifically, the association of Asian
American dissimilarity index at the Metropolitan Statistical Level with psychological
distress at the individual level was examined.

Methods: Multilevel regression was performed on 4,527 Asian Americans who
participated in the California Health Interview Survey (2011-2012).

Results: We found a significant association between residential segregation and
psychological distress across different levels of individual-level social capital and
collective political empowerment. However, in high segregated areas, low social capital
was beneficial to psychological distress.

Conclusions: Better understanding the social context and type of social capital can lead
to a more nuanced understanding of the relationship between residential segregation,
social capital, and political empowerment in affecting the health status of Asian
Americans.

Background

Racial residential segregation is known to affect the social, physical, and mental well-
being of segregated minority groups in the United States (Williams, 2001). Racial
segregation creates barriers towards increasing human capital by limiting educational
and employment opportunities (Zhou & Logan, 1991; Massey & Denton, 1993). Living in
segregated neighborhoods can also limit access to a variety of other health-promoting
resources such as parks and grocery stores while increasing exposure to adverse
environmental conditions such as crime, alcohol, and toxic air pollutants (Williams,
2001; Acevedo-Garcia, 2003; LaVeist, 2011). Few studies examining the relationship
between segregation and health have focused on Asian Americans. Asian Americans
are now the fastest growing racial group in the U.S. and have become more
residentially segregated from whites over the past 30 years (Logan & Zhang, 2013).
Metropolitan areas with the greatest growth in Asian American populations also
experience the greatest Asian-White segregation, potentially resulting in highly
concentrated ethnic enclaves (Iceland & Scopilliti, 2008). In addition, the most recent
census data show that on average Asian Americans are increasingly living in poorer
neighborhoods than whites (Logan, 2011). These trends may have significant
implications for population health in general, and health inequities more specifically.
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Studies of the effects of residential context on population health are rooted in a place
stratification orientation, contending that residential segregation is harmful to the health
of racial and ethnic minorities because structures in these communities limit access to
social, political, and economic opportunities (Sampson & Wilson, 1995). Other studies
have demonstrated an ethnic enclave effect, whereby “segregation in ethnic enclaves
may help to ameliorate ‘culture shock’ and other stressors, including discrimination...
(whereby) segregation may represent the clustering of resources, not stressors” (Gee,
2002). Ethnic enclaves result from a variety of factors, due in part to discriminatory
housing practices, as a refuge against racism (e.g. targeted violence), and as a place to
develop a sense of community (Trinh-Shevrin, 2009). Studies of Asian American
segregation and health, albeit limited, provide evidence of both place stratification and
ethnic enclave effects. Morello-Frosch & Jesdale (2006) showed that Asian Americans
living in extremely segregated neighborhoods have a 32 percent higher relative risk of
cancer related to air pollution compared to those living in less segregated
neighborhoods. However, Walton (2009) demonstrates that Asian-white residential
segregation reduced the likelihood of low-birth weight babies, due perhaps to the
clustering of culturally-specific health resources and forms of social capital that bridge
co-ethnic ties linking Asian Americans to other higher-resourced groups.

Social Capital. A growing but established literature base has linked social capital to
better health outcomes (Kawachi et al., 2004) Social capital has often been described
as the ways one connects with friends and neighbors and strangers (Putnam, 1995).
This popular definition, however, is narrow, as the social sciences literature often
recognizes social capital as a multi-dimensional construct measuring some combination
of networks of secondary associations, levels of interpersonal trust, mutual aid, and
reciprocity-which act as resources for individuals and facilitate collective action
(Lochner, 1999). In the field of public health, social epidemiologists have developed
measures for social capital consisting of four elements - value introjection, bounded
solidarity, reciprocity exchanges, enforceable trust (Kawachi,1997: Macinko & Starfield,
'2001). While several studies have documented the protective effects of social capital
(Kasisomayajula, 2006), the majority of public health research on social capital does not
include a full accounting of the four elements described above, thereby limiting a full
understanding of its influence on health, and prohibiting opportunities for focused
interventions.

Collective Political Empowerment. Understanding the elements that foster and measure
a sense of political empowerment is also an important dynamic for understanding the
mechanisms for the racial segregation-health relationship. Political participation and
civic engagement at an individual level include such acts as voting, volunteerism and
civic participation in political activities. Political empowerment has also been described
at a collective level to include political activities of community-based organizations and
political parties (voter registration and education), as well as public demonstrations or
protests (Ekman & Amna, 2012). One outcome of such activities can be an expansion
of social networks, which can enhance psychological and social resources (Batista &
Cruz-Ledon, 2008). Sociological and public health literature suggest that political
empowerment is a hallmark of health promotion, especially for isolated communities
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(Robertson and Minkler, 1994; Martinson and Minkler, 2006). LaVeist (1993) examined
infant mortality among residentially segregated African Americans and showed that
high-degrees of segregation enabled political power in Black communities countering
the negative effects of residential isolation. As Asian American residential segregation
and concentration increases, understanding the unique dimensions of Asian American
political empowerment becomes a potentially important dynamic for understanding the
mechanisms underlying the segregation-health relationship.

Figure 1 below presents a conceptual work for testing the effects of residential
segregation and heath status. Carpiano (2008) and Mackinko & Starfield (2001) have
proposed pathways for understanding the relationships between racial segregated
neighborhoods, dimensions of social capital, and health outcomes. We incorporated
literature from the field of political sociology (Cho et al, 2006, Aoki & Nakanishi, 2001) to
include contextual measures of political empowerment (e.g., rates for Asian American
voter registration and voter turnout).

Structural Factors
(e.g., Area Socioeconomic Conditions, Residential Segregation, Stability)

Political
Empowerment

Enforceable
Trust

Bounded
Solidarity

Voter
Registration

Social
Capital

Values
Introjection

Mental &
Physical
Health Status

Reciprocity
exchanges

Individual Demographic/ Socioeconomic Confounders
(e.g., Race/Ethnicity, Nativity, Percent of Life in U.S., Educational Attainment)

Figure 1. Conceptual Framework for Residential Segregation, Social Capital, Political Empowerment, and
Health Status (Influenced by Carpiano, 2008; Cho et al., 2006; Mackinko & Starfield, 2001)
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The objective of this exploratory study is to examine the associations between racial
segregation and psychological distress among Asian Americans. In addition to
psychological distress being a significant indicator of mental health status, it may also
signify an essential pathway by which racial inequalities exist across multiple physical
health outcomes (Nuru-Jeter et al., 2008). Given the importance of social capital and
political empowerment for understanding the dynamics of place and health, we will
examine each as potential moderators of the segregation-health relationship. In
particular, data regarding these associations among Asian Americans is lacking but may
help identify potential areas of intervention in this rapidly growing population.

Though this research is exploratory, we expected that increasing levels of racial
segregation would be associated worse psychological distress. Furthermore, we
expected that possessing greater social capital and residing in areas with higher levels
of collective political empowerment will attenuate this association.

METHODS

Data for this study combined 2010 U.S. Census data with data from the 2011-2012
California Health Interview Survey (CHIS). CHIS is a representative survey of non-
institutionalized California residents ages 18 and over monitoring the health of
Californians and examine changes over time by conducting periodic surveys on the
health and well-being of selected populations (California Health Interview Survey,
2011). CHIS employed a multistage sampling design, using a random-digit-dial sample
of landline and cellular (stratified by area code) telephone numbers from 44 geographic
sampling strata, including 41 single-county strata and three multi-county strata
comprised of the 17 remaining counties to randomly select households. Within each
household, an adult respondent aged 18 and older is randomly selected as the survey
respondent. Asian Americans were over-sampled. The sample for this study consisted
of adults who self-identified as one or more of the following Asian subgroups: Chinese,
Filipino, Viethamese, South Asian, Japanese, Korean, and “Other Asian,” living in a
Metropolitan Statistical Area (MSA) within the state of California. An MSA is a census-
defined metropolitan area with a core urban area of 50,000 or more population and its
surrounding. (U.S. Census). MSAs were chosen as the unit of analysis for examining
place level factors because MSAs mirror housing and labor markets that drive
segregation patterns.

Each respondent in CHIS was confidentially geocoded to their place of residence.
Permission was granted by UCLA’s Data Access Center to link each respondent to a
MSA. CHIS data was used for the health outcome and for selected covariates, as
described below. The data structure of this study resulted in a two-level hierarchical
structure with individuals (level-1) nested within MSAs (level-2).

Dependent variables. Mental health status will be measured using the Kessler 6 (K6)
scale, a measure of generalized psychological distress that captures subclinical
symptoms of anxiety and depression. Psychological distress (PD) is largely defined as a
state of emotional suffering characterized by symptoms of depression (e.g., lost interest;
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sadness; hopelessness) and anxiety (e.g., restlessness; feeling tense), and is a
commonly used indicator of the mental health of the population in population surveys
and in epidemiological studies (Drapeau, 2010; Mirowsky & Ross 2002). The K6 is a
validated measure of generalized psychological distress that captures subclinical
symptoms of anxiety and depression using a six-item scale (Cronbach a = 0.84)
(Kessler et al., 2010). The K6 is widely used in population surveys to measure
generalized psychological distress and to detect psychiatric disorders (Byrd, 2005).
Respondents were asked about how often during the past 30 days they felt: (1)
nervous; (2) hopeless; (3) restless or fidgety; (4) that nothing could cheer you up; (5)
everything was an effort; (6) worthless. Responses were given on a 5-point likert scale
ranging from 1 (“All” the time) to 5 (“None” of the time), as well as a “don’t know” and a
‘refused” option. Responses were summed across items (score range 1-24), with lower
scores reflecting higher levels of psychological distress.

Independent variables.

Racial Residential segregation was measured by the dissimilarity index (D), a measure
of spatial evenness, and is a commonly used measure of residential segregation. It
represents the proportion of minority members that would have to change their area of
residence to achieve an even distribution in relation to another racial group. The Dx is
expressed as a score between 0 and 1, with 0 being an even residential distribution of
two groups in an area, and 1 being maximum residential segregation (Massey &
Denton, 1988). For example, a value of .40 means that 40% (or more) of the members
of one group would need to move to a different tract in order for the two groups to be
evenly distributed.

Data for the segregation measure were obtained from the U.S. Census Demographic,
Housing, and Income Data, version 1.9 (downloaded at www.ffiec.gov). Each
respondent was assigned the level of neighborhood residential segregation
corresponding to their census tract. We also measured the level of segregation for the
MSA. The resulting measure of racial residential segregation was derived as follows:

De= ) [talpe — PI2TP(1 — P)]

l

where t; and Pi were the total population and Asian proportion of MSA unit i, and T and P are the
population size and minority proportion of the whole city, which is subdivided into n areal units.

We modeled the dissimilarity index continuously and interpreted the dissimilarity index
according to common practices in the sociology literature: extreme segregation (.70-
1.00); high segregation (.40-.69), moderate (.30-.39), and low segregation (0-.29)
(Nazari & Mahmoodi, 2013; Massey & Denton, 1989; Bell, et al., 2006).
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Social Capital: Table 1 provides the four questions and its corresponding dimensions of
social capital, consistent with previous studies using CHIS (Kandula, 2009; Leader,
2008). Each respondent’s answers were summed to indicate a total score (ranging
from 4-16, « = 0.6) and averaged, with lower scores indicating higher levels of social
capital (ranging from 1-4). We used the following cut-offs: scores ranging from 1-2 were
categorized as high (category 1), 2-3 as moderate (category 2), and 3-4 as low
(category 3). Epidemiologists have varied as to what level social capital should be
operationalized. Kawachi (2008, p.10), for example, explains that at the individual level,
social capital can measured by asking an individual about her perceived trust of others
in the community. At the neighborhood level, a measure of social capital can be
constructed based upon aggregating individual responses to survey items about trust
(e.g., the proportion reporting that they trust their neighbors). Due to our conceptual
model, we chose to operationalize our measures at the individual-level because
responses were measuring perceptions of their neighbors.

Table 1. CHIS and dimensions of Social Capital

CHIS Questions Dimension of Social Capital and definition
Responses: 1=Strongly Agree; 2=Agree;
3=Disagree; 4=Strongly Disagree)

People in my neighborhood are willing to help | reciprocity exchanges (willingness to help
each other. others with the expectation that the favor would
be returned when needed)

People in this neighborhood can be trusted enforceable trust (perception of neighbor’s trust
in a given area)

You can count on adults in this neighborhood | values introjection (Internalized values, norms,
to watch out that children are safe and don't | and moral imperatives inform individual
getin trouble. actions.)

Do you feel safe in your neighborhood? bounded solidarity (Adverse circumstances
help otherwise unrelated people to band
together to improve their lot)

Political Empowerment (Asian American Voter Registration and Asian American Voter
Turnout): Asian American voter registration was operationalized as a contextual-level
variable as the proportion of Asian Americans who registered to vote divided by Asian
Americans 18 years or older in a MSA, a commonly used measure in health and
sociological research (Morello & Frosch, 2006; Kim & Kawachi, 2006). Collective Asian
American Voter Turnout was calculated as the percentage of Asian Americans who
voted / Asian Americans registered to vote (Blakely et al., 2001). The proportion of
Asian Americans who are registered to vote and Asian American voter turnout are both
included to measure distinct dimensions of collective political empowerment (table 2
below for partial correlation matrix). Other research suggests that these measures are
related but are indicators of separate socialization processes to political participation,
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especially among communities comprised of high proportions of immigrants, as is the
case with Asian Americans (Cho et al, 2006). Data for both measures were provided by
the Statewide Database at UC Berkeley School of Law using 2012 general election
data. The Statewide Database files contain voter registration data stratified by ethnicity.
Ethnicity was determined by matching Asian American surnames on voter registration
cards to an ethnic surname list (Lauderdale & Kestenbaum, 2013).

Table 2. Correlation Matrix for Asian American voter registration, voter turnout, and social capital,

CHIS 2011-2012

AA voter registration ~ AA Voter turnout  Social Capital

AA voter registration
AA voter turnout
Social Capital

1.000
0.376 1.000
-0.046 -0.024

1.000

We considered several other demographic variables important to the studying
contextual factors of Asian Americans (Gee & Ro, 2009; Harpham, 2008), listed in
Table 3. For example, Nearly 70% of Asian Americans in the US are foreign-born (U.S.
Census, 2007). Researchers examining Asian American health should consider the
effect of nativity when examining the associations of social structure and processes of
well-being, as nativity may exert particular influence on the importance of non-Western
(e.g., Confucian) principles on family roles, with the foreign-born more apt to place
family harmony above individual satisfaction and adhere to traditional roles, whereas
native-born individuals may adopt more egalitarian, independent family relationships
(Walton &Takeuchi, 2010). For nativity respondents were asked “In what country were
you born?” (US-born=1 vs. foreign-born=0). Percentage of time living in the U.S. was
based on respondent’s age of arrival in the U.S., and their current age. In addition, each
census tract was assigned a value Neighborhood Poverty (continuous) was % of
population (0-100) per MSA whose income is below the federal poverty level, obtained
from the U.S. Census (downloaded from www.ffiec.gov). For educational attainment
(dichotomized), respondents were asked, “What is the highest grade of education you

have completed and received credit for?”.

Reponses were coded as less than a high

school diploma (=1) and a HS diploma (or equivalent) or higher (=2).

Table 3: Summary of Variables

Variable

Description

Measure

Psychological Distress (PD)

Dependent Variable/Health outcome
(level 1)

Continuous 1 to 24. Lower scores
indicate worse psychological
distress .

Racial Residential Segregation
(RRS), Evenness

Independent Variable. Dissimilarity
Index (level 2).

Continuous. Each MSA shall have
a score from 0 to 1. Higher scores
indicate higher racial residential
segregation.
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Social Capital (SC)

Main Moderator. Measure of
individual access to social
connections that provide health
promotion resources. (level 1)

Categorical, 4-item question,
range 4-16, with lowest scores
indicated higher levels. High=1,
Medium=2, and Low=3.

Asian American Voter Registration
(AA Voter registration)

Main contextual-level moderator. %
Registered AA Voters/ % Eligible AA
Voters (level 2)

Continuous. Each MSA has a
values from 0 to 1. Higher values
indicates higher political
empowerment.

Asian American Voter Turnout (AA
Voter turnout)

% Asian Americans Vote/ %
Registered (level 2)

Continuous. Each MSA has a
value fro 0 to 1. Higher values
indicates higher Asian American
voter turnout.

Nativity status (nativity) Control variable (level 1) Dichotomized (1= foreign-born, 0=
U.S. Born)
Percent of life living in U.S. Control variable (level 1) Continuous
Neighborhood Poverty Control variable (level 2). Percentage | Continuous
of population in poverty in census
tract (level 2)
Education Attainment Highest educational level (level 1) Dichotomous, 1 = less than HS; 0=

HS graduate/equivalent or more

Statistical Analysis

Assumptions for univariate and bivariate normality and heteroskedasticity were checked
and satisfied. A bivariate analysis examined associations and correlations between
study variables, and to assess for collinearity to determine inclusion in multivariate

models.

Multilevel regression analysis was conducted to examine the associations

between racial residential segregation and psychological distress, controlling for both
level-1 (social capital, nativity, percent of life living in U.S., and educational attainment)
and level-2 (neighborhood poverty, Asian American voter registration and voter
participation at the MSA level) variables. Regression models used the variance
component estimation or “VCE(robust)” option to account for the nested data structure
in determining the standard errors. All analysis was performed using Stata 12.0.

Model 1 estimated the effects of effect of a one unit increase in racial residential
segregation (RRS) in the /" MSA on psychological distress (PD) for the /" individual,
using xtreg command, and VCE robust option sandwich estimators to account for

calculate SE).

Model 1: PSD; ; = 1 + B,RRS; where e~N(0, 02).
Model 2 added the covariates neighborhood poverty, time living in the U.S., nativity,
educational attainment, %Asian Americans (AA) registered to vote in the MSA and AA

turnout in the MSA.
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Model 2: PDi]. = By + B2RRS; + B3neighborhood poverty; + 8, timeU. S.i]. + BSnativityi]. +
Beeducational attainmenti]. + B7SCi]. + BgAA registered voters; + BoAA voter turnout;
where €~N(0, 62).

Model 3 adds social capital to the model:

PDi]. = By + B2RRS; + B3neighborhood poverty; + 8, timeU. S.i]. + BSnativityi]. +
Beeducational attainmenti]. + B7SCi]. + BgAA registered voters; + BoAA voter turnout; +
Biosocial capital;; where e~N(0, 02).

Model 4 expands the previous model to evaluate whether the association between
residential segregation and psychological distress varies by different levels of social
capital and by those living in MSAs with higher Asian American voter turnout. This is
done by allowing for cross-level interaction terms for social capital (BmRRijSCii) and

AA voter turnout (B17RRS;xAA voter turnout;) and to model the effects of racial
residential segregation to vary by neighborhood (census tracts). Specifically, B11
estimates the change in PD for a unit change in residential segregation for individuals
reporting medium or low social capital, while B4, estimates whether the change in PD
for a unit change in segregation is different for individuals reporting high voter turnout.

Model 4: PDi]. = By + B2RRS; + B3neighborhood poverty; + 8, timeU. S.i]. + Bsnativityi]. +
Beeducational attainmenti]. + B7SCi]. + BgAA registered voters; + BoAA voter turnout;
+ ,BIOSOCial Capital + BllRRS]XSCl] + BlzRRS]XAA voter turnout]- + Bl3SCiX(2i'

RESULTS

The sample consisted of 4,527 respondents nested in 28 MSAs (Appendix 1). Table 4
shows the respondent’s characteristics. Chinese and “other Asian” were the largest
ethnicities in the sample (both at 26.4%) followed by Vietnamese (20.5%), Korean
(16.3%), and Filipino (13.3%) The mean age was 51.6, with Korean respondents having
the highest average (at almost 59 years) while Filipino respondents averaged 48 years
old. The majority of respondents were born outside of the U.S. Of this sample, 24%
were U.S. born American citizens, and another 59.1% were naturalized citizens, while
17% were non-citizens. Vietnamese had the lowest level of educational attainment
(55.9% were high school graduates or lower) compared to “other Asian” and Filipino
educational attainment levels, where 17.2% and 22.2% were high school graduates or
lower, respectively. Vietnamese, followed by Korean, reported the lowest household
incomes--less than $26,000—at 57.7% and 48.1%, respectively), whereas only 28.7%
of Chinese and 19.6% of Filipino respondents fell in the same household income
bracket. Both Viethamese and Korean respondents reported the highest rates of limited
English proficiency (65.6% and 61.3%, respectively), but just 4.5% Filipino respondents
reported limited English proficiency. Overall 65% of our sample reported high social
capital, with “other Asian” (76%), Chinese (73%), and Filipinos (72%), specifically,
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reporting high social capital. 53% of Viethamese respondents reported high social
capital, while just 27% of Koreans reported high social capital.

Table 4. Selected Characteristics of Respondents (CHIS, 2011-2012)

Total
Age, mean (SE)
18-24
25-44
44-64
65+
Female
Currently Married
HS grad or Less
Household Total Annual Income
< $26,000
$26000-$79,999
> $80,000
Own their home
Citizenship & Nativity Status
US-Born Citizen
Naturalized Citizen
Non-Citizen
Lived in U.S., % of life
<60%
>60%

Limited English language proficiency
Uninsured anytime in past 12 mon.

Social Capital
Low
Medium
High
Self-rated poor/fair health

Psychological Distress (past 12 months)

Table 5 presents selected sample characteristics by high-moderate residential
segregation (dissimilarity score > 0.4) versus low residential segregation (<0.4).

All Asian

n
4527
51.63
462
1152
1695
1218
2544
2699
1438

1540
1398
1589
2447

1095
2675
757

2715
1812
1524

664

622
956
2949
1326
234

(%)
(100.0)

Chinese

n
1197
50.5
137
299
484
277
669
704
334

344
369
484
746

339
694
164

650
547
371
154

807
229
880
280

55

(%)
(26.4)

Filipino

n
601
47.64
91
170
221
119
346
319
134

118
244
239
350

211
317
73

254
347
27
85

27
140
434

96

37

(%)
(13.3)

Vietnamese

n
929
53.28
74
198
407
250
485
603
519

536
221
172
346

54
734
141

740
189
609
139

157
276
496
556

46

(%)
(20.5)
(0.6)
(8.0)

Korean Other Asian
n (%) n (%)
736 (16.3) | 1196 (26.4)
58.64 (0.7) | 48.12 (0.9
49 (6.7) 144 (12.0)
138 (18.8) 388 (324)
206 (28.0) 421 (35.2)
343 (46.6) 243 (20.3)
471 (64.0) 635 (53.1)
424 (57.6) 720 (60.2)
286 (38.9) 206 (17.2)
354 (48.1) 222 (18.6)
194 (26.4) 415 (34.7)
188 (25.5) 559 (46.7)
294 (39.9) 795 (66.5)
84 (11.4) 466 (39.0)
487 (66.2) 504 (42.1)
165 (22.4) 226 (18.9)
566 (76.9) 550 (46.0)
170 (23.1) 646 (54.0)
451  (61.3) 85 (7.1)
156 (39.7) 156 (16.4)
204 (27.7) 82 (6.9)
143 (19.4) 204 (17.1)
204 (27.7) 910 (76.1)
272 (37.0) 147 (12.3)
51 (6.9) 60 (5.0)
For

example, of those reporting high PD (n=234), 88% lived in an MSA with high-moderate
Asian-white residential segregation (RRS), while 12% lived in MSA with low RRS. Of
those reporting high social capital, 92% lived in high-moderate RRS. Similar patterns
were observed for those reporting medium and low social capital, with 93% and 96%,
respectively, living in high-moderate Asian segregated MSAs. When looking at
demographic characteristics, such as nativity (e.g. those born outside U.S.), 94.6% lived
in a MSA considered high-moderate Asian-white RRS. Finally, we examined self-rated
health in the descriptive analysis, and found that 94.3% of those rating their health as
poor/fair lived in areas with high-moderate Asian-white RRS.
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Table 5. Sample Characteristics, by High-Moderate (Dx >0.4) and Low (Dx < 0.4), All Asian

Americans (n=4,527)

High-Mod. RRS Low RRS
RRS (Dx< 0.4) (Dx<0.4)
% % Total, n

High Psychological Distress’ 88.0 12.0 234
Social Capital**, High 92.1 7.9 2949
Med 93.1 6.9 956
Low 96.5 3.5 622
Born outside U.S. 94.6 5.6 3423
Poor/fair self-rated 94.3 57 1325

health***

* High Psychological Distress score =>13, (Kessler, et al., 2012)

** Based on total average Social Capital score, High =1-2; medium = 2-3 ; and low =3-4 as low

*** Poor/fair Self-rated Health based on 1 question, 5-item Likert Scale, combining “poor” and “fair” responses.

Table 6 presents estimates for the regression models of psychological distress (PD) for

Asian American respondents in the California Health Interview Survey (2011-2012).
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Table 6. Multilevel regression analysis of psychological distress, social capital, and political
empowerment among Asian Americans, California (CHIS 2011-2012)

Model 4, (+Interaction

Model 2, (+ Control Terms (Social Capital
Model 1, No Variables + Political Model 3, (+ Social and Political
Covariates Empowerment) Capital) Empowerment))
B (SE) B (SE) B (SE) B (SE)
Residential segregation, Dx -3.15 (2.4) -6.44* (-2.33) -6.60 ** (2.76) -2.52 (3.8)
Neighborhood poverty .083*** (0.21) 0.77 ***(0.21) 0.633***(0.21)
Percent of life in U.S. 0.00008 (0.004) 0.001 (0.004) 0.003 (0.004)
Nativity (Born outside U.S.) 0.52**  (0.28) 0.51**(0.28) 0.44 (0.27)
Educational attainment -0.004 * (0.009) -0.004 (0.009) -0.12(0.12)
% Asian Americans registered voters -1.17 **(0.48) -1.17**(0.48) 1.80(1.9)
% Asian American voter turnout -1.11 (1.20) -1.03 (1.20) 3.02 (1.13)
Social capital 0.24* (0.11)
RRSxSocial capital, Med -2.03 (4.75)
RRSxSocial capital, Low 13.56 (7.29)
RRSx%AA Voter Turnout, Med -4.93(0.27)
RRSx%AA Voter Turnout, High -7.63 (6.24)
*p<0.10
**p<0.05
**<0.001

In model 1, which examined the effect of residential segregation (RRS) on psychological
distress (PD) with no other covariates, we observed that for every unit increase in level
of RRS, there was a -3.15 drop in psychological distress scores, indicating worse
psychological distress (Robust SE 2.4,). This was, however, was not statistically
significant (p =0.185).

In model 2, in which covariates were added, we observed the magnitude of the effect of
RRS to increase to -6.44 and became marginally significant (p< 0.10). That is, for every
unit increase of RRS, an individual’s psychological distress score lowered by 6.44
(indicating higher distress). With regards to political empowerment, the % of registered
Asian American voters was found to be significant whereas the % of Asian American
voter turnout was not. For every unit increase of % Asian American registration,
psychological distress scores lowered (or worsened) by 1.17 (SE=0.48, p<0.05). Being
born outside the U.S (nativity status) was associated with high (better) psychological
distress scores (b= 0.52, SE= 0.28, p<0.05).

In model 3, social capital was added to the model. The main effect of RRS increased
slightly to -6.60, and became statistically significant (p <0.05). We also observed a
statistically significant association of the effect of RRS on PD in those reporting differing
levels of social capital. Increasing levels of social capital resulted in higher scores (or
less) distress.
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Model 4 examined whether social capital and Asian American voter turnout moderates
the association between RRS and PD. For respondents reporting medium versus high
levels of social capital, there was no significant difference in the effect of residential
segregation on psychological distress. However, we observed a statistically significant
difference when comparing respondents with low vs. high social capital (b=-13.56, SE=
7.29).

DISCUSSION

This paper investigated the effects of MSA-level racial residential segregation on
individual-level psychological distress for Asian Americans in California. After adjusting
for key contextual- and individual-level sociodemographic characteristics and
sociopolitical contexts, we found a significant association between residential
segregation and psychological distress across different levels of individual-level social
capital and collective political empowerment. As expected, when looking at main effects,
higher levels of social capital were associated with lower levels of PD, consistent with
other studies (Steptoe & Feldman, 2001). When investigating social capital’s
moderating effects, however, higher levels of segregation were associated with lower
PD scores (i.e., worse mental health) for people reporting low vs. high social capital.
That is, having low social capital was better for mental health in higher Asian-white
segregated communities. Though this was a surprise, it may reflect a deficiency in our
measure. Social capital is a complex, latent construct with multiple dimensions, and
measures should aim to address its explicit dimensions, such as the four previously
described above (van der Gaag & Webber, 2008). Kawachi (2008) and other social
scientists stress the differentiation between bonding (accessing resources and networks
within one’s community or shared identity) and bridging (accessing resources and
networks through connections that crosses social identities, such as race, ethnicity , or
class), as they each have different implications for health. Studies have suggested that
stronger bonding ties within disadvantaged communities are detrimental to the health of
community residents (Caughy, et al., 2001; Kim & Kawachi, 2006) Mitchell and La Gory
(2002) found that bonding ties within a disadvantaged community and weak bridging
ties to others significantly increased mental distress. That is, with regards to social
capital, the social context matters. Accounting for more compositional-level as well as
contextual-level characteristics of these MSAs may be warranted as a next step.

Our social capital measure attempted to utilize a scale of four questions in an attempt to
quantify multiple dimensions of a latent construct. While there is still considerable
debate on how to best measure the social capital, we chose to model social capital at
the individual-level based on the survey questions and our conceptual framework.
Aggregating individual responses to the MSA-level (our 2"-level) and modeling MSA-
social capital as a moderator to the RRS and PD association did not conceptually seem
feasible. Future studies should test the validity of this measure as well as consider
aggregating responses to the census tract, county, or MSA-level, or implement three-
level mixed regression models.
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In addition to examining the role of social capital on the association of RRS and PD, this
study contributes to the literature on racial residential segregation by examining the
moderating role of collective political empowerment. With regards to political
empowerment, the percentage of registered Asian American voters was found to
significantly effect psychological distress, whereas the percentage of Asian American
voter turnout did not. However, unexpectedly, increased political empowerment
(measured by % Asian American registration,) exacerbated psychological distress. We
did not find a significant moderation effect of political empowerment on the association
of RRS and PD. We chose these two measures primary because it is reflective of the
immigrant socialization process into political participation and because it was a
contextual-level measure. A limitation of our measure is that political empowerment
measure were aggregated to the MSA-level thereby losing variability at county-levels,
which potentially could have masked an effect.

Furthermore, voter registration and voter turnout data were obtained by the Statewide
Database (SWDB) from the individual Registrars of Voters in the fifty-eight California
counties. To determine what race or ethnicity a registered voter belongs to, the SWDB
performs surname matching methodologies (Lauderdale & Kestenbaum, 2000). This
methodology has several short comings, one being that Filipinos, for example, often
have Spanish surnames and may be consequently flagged as Latino. Still these findings
contribute to the paucity of research examining the unique barriers and potential
opportunities that Asian American civic engagement and political participation has on
the role on health inequities. Alternative measures as well as additional dimensions of
collective political empowerment should be similarly be test in future research.

Conceptualizing residential segregation and its corresponding measure may also
influence findings. This study used the dissimilarity index to measure evenness, the
most common formal measures of one of five dimensions of residential segregation.
The others are concentration, clustering, exposure, and centralization (see Massey &
Denton, 1988). RRS has also been operationalized using proxy measures in research
literature. For example, in a review by White & Borrell (2011), black racial composition,
has been interpreted as a measure of neighborhood racial context, with higher values
associated with enhanced social cohesion and a buffer against experiences of everyday
discrimination. Though formal and proxy measures are related, the two types of
segregation are conceptually different, affecting health differently (White & Borrell, 2011;
Acevedo-Garcia et al., 2003). Studies using proxy measures to examine RRS and black
mortality observed a lower risk of mortality, whereas formal measures have
demonstrated higher mortality risk among blacks (White & Borrell, 2011). One strength
of this study is that we chose to use a formal measure of segregation, as these
measures represent complex racial and social processes in a given geographic area,
and account for different economic and social structures that shape advantages and
disadvantages for racial/ethnic groups (White & Borrell, 2011).

The geographic scales of formal measures of residential segregation may have
implications for understanding its role on population health. RRS exists at several
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levels—city, county, MSA, or state (Massey & Denton, 1988), and it is possible its
effects for Asian Americans differ at different scales. The macro-level unit in our study
was MSA, which we chose because MSAs encompass the labor and housing markets
responsible for shaping residential segregation patterns (White & Borrell, 2011; Morello-
Frosch & Lopez, 2006; Bell et al., 2006), and can help lead to regional-level
interventions and policies to address racial inequalities. However, one limitation in using
MSAs is that we potentially masked important variability within lower-units, such as
between counties or groups of census tracts. For example, we noted that there were
significant Asian American voter registration differences between counties within the
same MSA, which may underestimated any differences in its effect on the RRS and PD
relationship.

Other key limitations to our study should be noted. Our study measured one of several
dimensions of segregation. Though the dissimilarity index captures a majority of the
variance in the latent construct, each dimension of segregation has different conceptual
implications for public health research. Notwithstanding, capturing more dimensions
may capture the experience of segregation more fully, i.e., there could be some degree
of measurement error, and hence our results may be an underestimate of true effects.
Considering the different dimensions of RRS is important, because Asian American
segregation has not been shaped by the same structural and institutional forces that, for
example, has shaped Black segregation. For example, clustering is often used to
indicate the presence of ethnic enclaves (Massey and Denton, 1988). Thus the social
context for Asian American segregated neighborhoods may require alternative or
additional ways of characterize these geographic spaces, where some segregated
neighborhoods (i.e., census tracts or contiguous census tracts) are understood to be
advantageous based on social and demographic indicators, while others serve to be
disadvantageous.

Further implications for future research. Further research should include qualitative
methods using multiple sites could comparison of suburban, rural, and urban districts,
which can be useful for the illumination for differential communal social exposures and
related health outcomes. Furthermore, due to our sample size, we did not disaggregate
our sample by Asian subgroups in our multilevel study design as doing so did not
provide stable estimates. By not doing so, we may be masking important sub-ethnic
differences in our study. Future studies should combine data across CHIS surveys (e.g.,
combining 2007, 2009, and 2011-12) to compare associations among Asian ethnic
subgroups.

CONCLUSION

This exploratory study provides empirical evidence for the role of residential segregation
on psychosocial stress among Asian Americans, and examines multiple dimensions of
individual-level social capital and contextual-level political empowerment as moderators
to the segregation—health relationship. Our findings suggest an association between
Asian Americans living in high residential segregation MSAs and increased
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psychological distress. Social capital and collective political empowerment are both
associated with lower psychological distress. However, in high segregated areas, low
social capital can be beneficial to psychological distress. This suggests that both the
social context and type of social capital (i.e., dimensions as well as bridging versus
bonding) are important distinguishing measures can lead to help understand the
relationship between how residential segregation, social capital, political empowerment
affect the health status of Asian Americans. Further research should not only provide
additional understanding of potential mechanisms that lead to improved Asian American
population health, but also allow interventions at the structural- and individual- level to
health equity.
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Can Political Empowerment Improve Health Equity in
Segregated Asian American Neighborhoods?
Recommendations for Public Health from a Case
Study of Three California Counties

ABSTRACT

In this paper, we explore health promotion strategies for public health departments
aimed at addressing the factors associated with racial residential segregation and the
health among Asian Americans. Asian Americans are now the fastest growing racial
group in the U.S., and are increasingly becoming residentially segregated. Racial
residential segregation has been associated with damaging health impacts among racial
minorities due to the geographic accumulation of social and economic disadvantage,
such as concentrated poverty and poor neighborhood quality, in racial/ethnically dense
neighborhoods. Research literature on how Asian American communities are coping
with the experiences of increased residential segregation is limited. We used in-depth
interviews in San Francisco, Fresno, and Orange Counties to explore whether
improving political empowerment can be utilized by public health agencies as a strategy
among Asian American communities, especially in segregated neighborhoods, to
improve health. Findings suggests several opportunities to improve the political
empowerment of Asian Americans as a health promotion strategy.

INTRODUCTION
Residential Segregation, Political Empowerment, and Asian American Health

Residential segregation between Whites and people of color has been recognized as a
fundamental cause of racial health disparities (Williams & Collins, 2001; Braveman et.
al., 2011). Healthy People 2020 emphasizes the need for public health agencies to
address how “racial groups experience ‘place’ and the impact of ‘place’ on health as
fundamental to the social determinants of health” (Koh et. al., 2011; healthypeople.gov,
2011). Racial residential segregation (hereafter residential segregation) has been
associated the geographic accumulation of social and economic disadvantage, such as
concentrated poverty and poor neighborhood quality, in racial/ethnically dense
neighborhoods (Massey & Denton, 1993; Williams & Collins, 2001; Acevedo-Garcia &
Lochner, 2003; LaVeist, 2011; (Nuru-Jeter & LaVeist, 2011).

While much of literature on segregation and health has focused on African Americans,

the studies on the impact of residential segregation and the health of Asian Americans
is sparse and the evidence is mixed. Asian Americans are now the fastest growing
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racial group in the U.S. and have become more residentially segregated from whites
over the past 30 years (Logan & Zhang, 2013). Metropolitan areas with the greatest
growth in Asian populations also experience the greatest Asian-White segregation,
potentially resulting in highly concentrated ethnic enclaves (Iceland & Scopilliti, 2008). In
addition, the most recent census data show that on average Asians are increasingly
living in poorer neighborhoods than whites (Logan, 2011). These trends may have
significant implications for population health in general, and health inequities more
specifically.

The National Coalition for Asian Pacific American Community Development (2013)
found that during the recent recession, Asian American poverty increased 37%, higher
than the total U.S. poverty population (27%). Furthermore, nearly 50% of the country’s
Asian American poor live in the country’s 20 most expensive real estate markets,
including San Jose-Sunnydale-Santa Clara, CA, Anaheim-Santa Ana-Irvine, CA, and
San Francisco-Oakland-Fremont, CA. No other poverty population is as significantly
concentrated in these most expensive real estate markets (11% of the total White US
poverty population, 15% of the total Black poverty population, and 27% of the total
Hispanic poverty population live in the top 20 most expensive MSAs), potentially fueling
disparities in homeownership and compounding the problems of living in poverty.
Asians have substantially lower incomes than do whites; and even when their incomes
are closer to that of whites, they live in neighborhoods of lower quality (Logan, 2011).
Evidence of the health effects of residential segregation among Asian Americans is
limited but growing (Gee, 2002; Morello-Frosch & Jesdale, 2006; Downey, et. al., 2008;
Walton, 2009; Mason, et. al., 2009; Gaskin, et. al. 2011). Morello-Frosch & Jesdale
(2006) found that Asian Americans living in extremely segregated (multi-group
dissimilarity index > 60%) neighborhoods had a 32 percent higher relative risk of cancer
related to air pollution compared to those living in less segregated neighborhoods.
Carreon (2013) found that, among Chinese and Vietnamese, racial residential
segregation has also been associated with worse access to preventive care.
Segregation, however, has also been associated with positive effects for Asian
Americans, such as a lower likelihood of low-birth weight babies and the clustering of
culturally-specific resources such as Asian-serving community health organizations.
This is in part due to forms of social capital that bridge co-ethnics and link socially
isolated groups to other higher-resourced groups. (Walton, 2009; Gee, 2002).

Several Asian subgroups tend to live in ethnic enclaves, which have arisen from a
variety of factors including, discriminatory housing practices, as a refuge against racism
(e.g. targeted violence), and as well as a place to develop a sense of community (Trinh-
Shevrin, 2009). This evidence suggests a more complex residential segregation-health
relationship for Asian Americans, where immigrant enclaves provide advantages for
health but in other contexts may concentrate poverty and social disadvantages
important to health. The latter suggests potential benefits and resiliency-based factors.
One factor purported to be an important influencer of the residential segregation and
health relationship has been individual and collective forms of political empowerment
(Morello-Frosh & Jesdale, 2006; Kawachi & Berkman, 2000; LaVeist, 1993; LaVeist,
1992). Political participation and civic engagement are often explored at an individual
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level, which includes such acts as voting, volunteerism and civic participation in political
activities. The term political empowerment, used here, refers to collective forms of both
political participation and civic engagement. At a collective level, political empowerment
includes political activities of community-based organizations and political parties, as
well as public demonstrations or protests (Ekman & Amna, 2012). Theoretical
considerations as well as empirical evidence suggests that forms of collective political
empowerment may impact the health of different populations differently than individual
acts of political and civic engagement (Kim & Kawachi, 2006). One outcome of
collective forms of political empowerment is the expansion of social networks, which can
enhance psychological and social resources (Batista & Cruz-Leddn, 2008). A study with
older predominately White women who were part of a social activism group found that
empowerment and social activism were positively related, and that both were linked to
health and well-being. (Hutchinson & Wexler, 2007). LaVeist showed that high degrees
of segregation enabled political power in Black communities countering the negative
health effects of residential isolation (LaVeist 1993).

Less work has focused on political empowerment among Asian Americans and its
relationship to health. Traditional measures of political empowerment have focused on
individual behaviors like voting and monetary political contributions, which may only
partially explain Asian Americans political expression (Lien et al., 2001). Instead,
analyzing “contextual variables such as community organization efforts or the presence
of [Asian] candidates appear to be important” for a more complete picture Asian
Americans political participation” (Aoki & Nakanishi, 2001) because they reflect
socialization processes important to political participation, especially among immigrant
communities, such as Asian Americans (Cho et al, 2006; Kim & Kawachi, 2006).
Understanding the unique dimensions of Asian American political empowerment serves
as important dynamic for understanding the potential mechanisms for the segregation-
health relationship and suggests a strength-based, social justice oriented health
approach to improving population health.

Opportunity Spaces: Asian American Segregation and Political Empowerment

A key role of public health practitioners, especially those in local health
departments, has been to address the social injustices underlying the distribution of
disease and illnesses (Hofrichter & Bhatia, 2010). Historically public health has been
closely associated with themes of social movements designed to achieve social equality
and democracy, as well as self-determination and liberation from oppression. Emerging
public health literature suggest that political empowerment is a hallmark of health
promotion, especially for isolated communities (Robertson & Minkler, 1994; Martinson &
Minkler, 2006). Understanding the elements that foster Asian American political
empowerment may serve as an important dynamic for understanding the mechanisms
for the residential segregation-health relationship. Conventional research on citizen
engagement focuses on electoral participation, where voting has been viewed as the
primary means of political participation (Ekman & Amna, 2012) (See Appendix-3).
Actions in-between elections are also considered valuable-- demonstrations, strikes,
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boycotts and other forms of protest behavior—giving way for wider definitions of
electoral participation such as “actions of private citizens by which they seek to
influence or support government and politics”; “all voluntary activities by which individual
citizens intended to influence either directly or indirectly political choices at various
levels of the political system” (Milbrath, Goel, 1977; Kaase, Marsch, 1979; Ekman &
Amna, 2012).

A Guiding Framework for Asian American Political Empowerment

Asian Americans are predominately foreign-born and have varying citizenship status,
may come from homelands where civic engagement was dangerous, or find language
or other structural barriers to participating in political activities. In order to examine if,
how, and why Asian Americans participate or don’t participate in political and civic
activities, a one-size-fits-all approach would be flawed. Asian Americans are often
examined as a subsample of general population-based studies, rather than as a study’s
focal point. Wong and colleagues (2011) emphasize that those concerned with
understanding the political participation of Asian Americans and other immigrant groups
must instead focus on that racial or ethnic groups as the unit of analysis. Such an
approach, considers more nuanced, culturally specific influences of politically-oriented
beliefs and behaviors. Figure 1 depicts such a framework, contextualizing several
considerations, including 1) racial identity formation--i.e., how mainstream political
institutions and acculturation processes engage Asian Americans, including whether
they are viewed as a single group for bureaucratic convenience versus shared political
interests; 2) involvement and membership in civic associations, and whether they are
oriented around ethnicity, labor, social services, or religion; 3) political party
identification and relationships with these parties; 4) residential contexts, which refers
to a myriad of social processes and geographic structures that shape racial attitudes,
voting patterns, and hate crimes; and 5) immigrant socialization, given the high
percentage of Asian American immigrants. We incorporated and expanded this
framework in order to explore the influences of collective forms political participation
(which we term political empowerment to encompass both) unique to the Asian
American experience, to inform health promotion strategies.
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Figure 1. Explaining Asian American Political Participation. Wong JW, Ramakrishnan SK, Lee T, Junn J. ,2011

Supporting political empowerment activities in communities as a health promotion
strategy requires a framework for action. The Bay Area Regional Health Inequities
Initiative (BARHII) framework was developed to guide health departments to address
“‘upstream” social, political, and environmental determinants of health and equity
(www.barhii.org). As depicted in figure 2, this framework recognizes current practices of
health departments which focus on risk behaviors (solid boxes) and interventions
(dashed boxes). In order to address root causes of health inequities, BARHII's
framework specifically recognizes living conditions (such as residential segregation),
institutional power (including government agencies and non-profit organizations), and
social inequities. This framework serves as an orientation for developing interventions
that can be implemented by both community —based organizations and government
health agencies.

In this paper, we explore current forms of political empowerment in segregated and
highly-concentrated Asian communities. We explore various forms of political
empowerment including civic education of newly arrived immigrants and youth, voter
registration and education of new citizens, participation in the governance of
community-based initiatives, legislative advocacy, and running for elected office. We
delineate opportunities to improve the health of segregated Asian communities and to
develop feasible public health interventions to improve the health equity of Asian
Americans.
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Figure 2. Bay Area Health Inequities Initiative Framework for Reducing Health Inequities, 2010. www.barhii.org
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METHODS

This multi-method qualitative investigation utilized a multisite case study approach
consisting of document reviews, key informant interviews, and participant observations.
We chose California as our case-study for several reasons. California is home to the
largest number of Asian Americans in the country (32.1%) and can be found in large
concentrations in established centers, such as the Bay Area and Southern California,
and in emerging communities, such as Sacramento and Fresno.

Selection of Cases

County-level demographic data from the U.S. Census were reviewed to select our case
sites. Counties were chosen as the unit of analysis because health departments have
jurisdiction at the county level. In addition, Asian-American serving community-based
organizations often extend their reach to the county level, especially because county
officials often set policies and budgetary priorities important to health and social
services.

We considered three demographic criteria for inclusion: 1) level of residential
segregation 2) residential concentration, and 3) population growth. We considered
counties with moderate and high levels of Asian-White residential segregation in order
to examine contextual effects. A county’s segregation level was considered moderate if
its dissimilarity index1 was 0.3-0.4, and high if its dissimilarity index was higher than 0.4
(Massey & Denton, 1988; Bell, et al., 2006; Nazari et al., 2013). Among these counties
with moderate to high-levels of segregation, we then considered Asian American
concentration2 and Asian American population growth between 2000-2010. We
expected that counties with high concentrations of Asian Americans could provide rich,
historical and innovative examples of political empowerment activities (Cho et al., 2006).

We also deliberately considered counties with high Asian American population growth,
because these communities offer sites where racial, inter-generational and/or
immigrant-related community tensions arise (Cho et al., 2006). These same
communities also may divulge new opportunities and strategies for building political
empowerment and other forms of social capital, particularly amongst immigrants, which
is important to accessing health-promoting resources and improving population health.

" The index of dissimilarity measure of spatial evenness, and is a common measure of residential
segregation. It represents the proportion of minority members that would have to change their area of
residence to achieve an even distribution among another racial group, and is expressed as a score
between 0 and 1, with 0 being an even residential distribution of two groups in an area, and 1 being

? Concentration--or the relative density of one racial group to another--and dissimilarity--a measure of
how evenly a racial group resides relative to another group--are different dimensions of residential
segregation, and groups experiencing high degrees of more than one dimension can be affected by
residential segregation differently.
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Table 1. Case selection criteria, counties with moderate-high residential
segregation

High Asian American Low Asian American
Population Growth Population Growth
(2000-2010) (2000-2010)
High Asian American % Orange County San Francisco County
(2010)
Low Asian American % Fresno County (did not study)
(2010)

Source: 2010 U.S. Census

Based on these inclusion criteria, the following counties were selected for study
inclusion: San Francisco County, Orange County, and Fresno County (Table 1).
Choosing these counties allowed a comparison of various forms of political
empowerment within different contexts. We did not study the fourth context because key
informants were not identified in these counties, and financially constraints limited in-
person interviews and participant observations.

Selection of Key Informants

Key informant interviews served as our primary data collection strategy. Key informants
were identified through preliminary informant interviews, website and documents
reviews, and snowball sampling. Key informants included leaders from the county’s
public health department, as well as community leaders and elected officials, working to
promote Asian American political empowerment.

Key informant interviews provide in-depth insights regarding community and
organizational affairs, as well as historical background around important decisions or
actions. (Yin, 2014). Using a semi-structured interview guide, we asked leaders at
community-based organizations about assets and challenges in Asian American
neighborhoods, including what is working well to improve health, the political
participation of Asian Americans in their communities, and suggestions for their local
health departments as to how to address root causes of health disparities (See
Appendix-2 for interview guide). This included guided conversations about
organizational and agency strategic goals and priorities for improving health equity;
barriers to improving Asian American heath in the County; local examples of Asian
American political empowerment; and recommendations for and from health
departments for how to improve health equity.
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STUDY PROCEDURES

Twenty-four key informants were interviewed across the three sites, which included
executive directors and senior staff of community-based organizations serving Asian
Americans (14); Asian American elected-officials (3); and leaders in health departments
(7). Each interview took place in person or over the phone, and lasted 60 to 90
minutes. Interviews were audio recorded and written notes were taken.

We also conducted document reviews and participant observations to contextualize and
supplement the key informant interviews. We analyzed organizational reports such as
community profiles, strategic plans, and websites and compared: 1) the mission, goals,
and activities of the community-based organizations; 2) their strategic goals and the
motivation for those goals; 3) practices to address structural causes of racism among
Asian Americans; 4) partnerships and processes utilized in effective constituency
engagement; 5) political empowerment strategies; 6) heath equity and health promotion
strategies; 7) opportunities and barriers to achieving goals and suggested strategies;
and 8) other factors determined through preliminary key informant interviews. Specific
areas of interest include whether health agencies have working relationships with Asian
American political organizations, and whether the use of pan-Asian identity is
consciously and critically used in addressing key determinants of health and social
inequities.

Participant observations were used to better understand the relationships and hierarchy
of leadership among the various community organizations and governmental agencies.
Participant observation is a hallmark of qualitative sociological studies and is generally
used to guide relationships with informants; help the researcher get a feel for how things
are organized and prioritized, how people interrelate, and for the cultural parameters;
show the researcher what the cultural members deem to be important in manners,
leadership, politics, social interaction, and taboos; and provide the researcher with a
source of questions to be addressed with participants (Kawulich, 2005. p.91). Our
participant observations included attending policy hearings, community dialogues and
workshops, and site visits at community-based organizations. We specifically sought to
observe how Asian American political leadership is expressed and by whom; what
activities are discussed as viable strategies to build political participation, power, and
activism, and who participates in these activities.

Data Analysis and Coding

We used a combined deductive and inductive approach to collect and analyze data,
having both pre-defined questions about structural barriers, institutional strategies and
opportunities, and the role of public health departments, while also maintaining flexibility
in allowing data-driven themes to emerge. Transcripts were initially coded based on a
priori domains from the semi-structured interview guide, though newly emerging
domains were also explored and coded. All analyses were conducted using Dedoose
4.12, (SocioCultural Research Consultants, LLC, 2014, www.dedoose.com). This
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research was approved by the University of California, Berkeley Committee for the
Protection of Human Subjects.

KEY FINDINGS

Below we present findings from our analysis, organized by key domains from our
interview guide, and discuss similarities and distinctions between our case-sites. We
considered key findings to be themes supported by all three cases. Additionally, we
provide potential implications for public health practitioners, particularly those working at
local health departments (LDHs) and community-based organizations (CBOs).

Table 2 presents a contextual profile of the three case sites. San Francisco has a high
level of Asian-White segregation (Dx=0.467), a large Asian American population
(288,529 and 36% of county’s population), and low Asian American population growth
(14%). Orange County has high Asian-White segregation (Dx=0.416), large Asian
American population (597,748, and 20% of population), and high Asian-American
population growth (41%). Fresno has a moderate level of segregation (Dx=0.353),
moderate-sized Asian American population (101,134, and 11% of population), and high
Asian-American population growth (38%).

Table 2. Selected Contextual Characteristics of Cases (California Counties)

Orange County Fresno County San Francisco County
Asian American 597,748 101,134 288,529
Concentration*®
Asian Americans, (20%) (11%) (36%)
Proportion of Population*
Population increase, 41% 38% 14%
Asian Americans
between 2000-2010*
Asian-White Residential 41.6 (High) 35.3 (Moderate) 46.7(High)
Segregation
(Dissimilarity Index)*
% of Registered Asian 57.12 58.42 64.59
Americans who voted™*

* U.S. Census, 2010

** Data was provided by the Statewide Database at UC Berkeley School of Law using 2012 general
election data. The Statewide Database's files contain registration data that are broken down by ethnicity.
These data were derived from methodology that matches Asian American surnames on voter registration
cards to an ethnic surname list (see Lauderdale & Kestenbaum, 2013 for surname methodology).
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San Francisco is home to one of the largest and oldest Asian Americans populations in
the country. Over one-third (36%) of the population is Asian American, a 14% from
2000-2010. San Francisco is also home to long-standing Asian American civil rights
activism, which was birthed in the 1960’s and 1970s in Asian American neighborhoods
fighting gentrification, on college campuses advocating for ethnic study programs, and
more generally challenging hostility and racism experienced by all Asian Americans
during the Vietnam War (Takaki,1989). San Francisco-based organizations continue
advocating for racial justice for Asian Americans living in San Francisco. At the time of
the writing of this publication, the city boasts its first Chinese- and Asian- American
mayor. 20% of San Francisco registered voters were Asian American. One-fifth (20.6%)
of San Francisco residents reported fair or poor health (California Health Interview
Survey, 2011). San Francisco was ranked as the 22™ (out of 58) healthiest California
county (University of Wisconsin citation, 2012).

Fresno’s Asian American population increased by 38% from 73,403 to 101,134 between
2000 and 2010, faster than any other racial group. Hmong Americans are the largest
Asian American ethnic group, comprising more than 30% of the region’s Asian
American population, which is also the second largest Hmong American population in
the nation. Indian, Filipino, and Laotian American follow in size. About half of the Asian
Americans are foreign-born. Community-based organizations such as Fresno Center for
New Americans, Southeast Asian Resource Action Center, Fresno Interdenominational
Refugee Ministries, and Stone Soup are now providing social and health services and
civic education classes to Asian American communities, their community organizing and
political activities have built a base of young advocates in the region, including recent
Asian American elected officials. Still, about only 4.6% of registered voters in Fresno
County were identified as Asian American. Fresno County was ranked as the 46"
healthiest California county (University of Wisconsin, 2012)

Orange County is home to the nation’s third largest Asian American population in the
U.S., and saw a 41% increase in its Asian American population between 2000 and
2010, faster than any other racial or ethnic group. Its Asian residents are diverse, with
nearly equal proportions of Chinese, Korean, Japanese, and Korean. Orange County
registered voters were Asian American (UC Berkeley Law Center for Research, 2014).
In Orange County, a quarter (25.2%) of respondents reported being in poor or fair
health (California Health Interview Survey, 2011) yet was ranked as the 6™ healthiest
California county (University of Wisconsin, 2013).

Domains and Key Themes

Domain 1: Asian American Political Empowerment Examples and Exogenous
Factors

“Asian Americans in our community are more politically active and people are
starting to pay attention... We are beginning to believe that we can change things
at a policy level for the first time” (Co- Director, Community-based organization,
Orange County)
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Youth Engagement. Key informants shared several strategies being implemented to
increase political empowerment and civic engagement among Asian Americans.
Several community-based organizations throughout our three case sites have a long
history of providing civic education classes to inform new citizens about voting and civic
engagement processes, as well as voter registration and voter education in Asian
neighborhoods. However several organizations across all our sites noted youth
mobilization as an emerging strategy, in particular, because first and second generation
Asian Americans are often more socialized to the American political system compared
to their immigrant parents (Wong et al., 2011). Youth development is considered a long-
term health promotion strategy, as those voting early in life are more likely to be civically
engaged, socially connected, and posses the social capital to access opportunities that
lead to better health for themselves and community. As one community organizer noted,
“One of the most important elements of (youth development) work is that we will be
empowering new, young leaders in communities and communities of color.”

Several community organizations talked about the importance of youth engagement for
1) individual change and 2) policy change. As one community leader working in Fresno
stated, youth development leads to “individual change because there are direct health
benefits due to acquiring a sense of agency and empowerment, and a sense of what is
possible in the future sense of hope.” Community organizations also find youth
development effective for policy change, because young people meeting with legislators
in the State Capitol telling their stories sends a very powerful and transformative
message when you see young people moving legislators. “It is very different when
young people become the change they want to see happen in their schools and
neighborhoods and share this with elected officials,” shared one youth advocate.

Narrative Change. Several community leaders echoed the importance of fostering a
new narrative of Asian Americans being more civically and politically empowered as an
important strategy. One recent example of Asian American-focused political
empowerment work in the Bay Area is the election of the first Filipino state legislator in
2012, who also sits on the State Assembly’s select committee on Boys and Men of
Color. He stated, “it has been a priority and an obligation for me to support and promote
the vision of Filipinos and other Asian Americans in my community, because those
voices aren’t always represented.” In Orange County and Fresno County, participants
of youth development work at two of the agencies we interviewed have resulted in the
first Cambodian and Viethamese elected official in their counties. One such Asian
American elected official in Orange County echoed the implication of successfully
assuming elected office: “we need examples and stories of civic engagement programs
that are unique to the Asian American experience, which are usually overlooked by
traditional capacity building projects. Asian Americans come from very diverse
homelands and our communities may have very diverse experiences living here (in
America).”

Cross-racial Coalition Building. Several community leaders pointed out that building
coalitions across racial communities is paramount to strengthening the political voice of
Asian Americans, and thus improving the health and well-being of Asian American
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communities. This theme was a strong, persistent theme throughout each site. Some
view cross-racial coalition building as opportunistic. As one statewide Asian American
leader stated, “we stress alliance building with other communities of color and working
class communities...We have to move our community forward as well as the people we
work with the most. We will be stronger with others. So we work closely with labor
unions, for all its challenges, because it is a vehicle and working closely with other
communities of color who are sometimes pitted against (our) Asian-only coalitions.
Systems continue to fracture and divide people of color. We feel there are strengths if
communities come together. We invest a lot in these (cross-cultural) alliances.” Other
leaders state that cross-racial coalitions are strategic and necessary, though risky. One
key informant from San Francisco stated, “But we should avoid uncritical racial
solidarity. We have to have critical racial solidarity informed by our values, not just for
political wins, or else we may give up our unique perspective.” Cross-racial coalition
building may also be based on fear that Asian American communities will continue to be
invisible especially as the Latino population grows. One informant stated, “At the end of
the day, building sustainable power is about building cross-coalitions among racial
communities. Latinos are going to have a huge way for California. A fear for us is that
where will our community align? We do need to work with other communities of color or
we will continue to be ignored.”

Implications for public health: Asian American-led organizations are increasingly
focused on civic engagement and political empowerment, and include focusing
on youth development, narrative change, and multi-racial collaboration, as
strategies for improved health and equity.

Domain 2: Barriers to improving Asian American health equity

“Traditional systems are still not getting at structural factors such as residential
segregation and immigration reform, as well as institutional barriers like providing
information and services in our language’- Asian American community leader,
Sacramento

Language access. Key informants described a number of structural and institutional
barriers to improving the health and well-being of Asian Americans. This included
language access and access to health care and culturally appropriative social services,
specifically for undocumented residents. This was commonly referenced along with
stating that Asian Americans - and their diversity - remain invisible. In one context, a
community leader stated, “It's an uphill battle. People don’t get that there are Asians in
the Central Valley. Much more (culturally-appropriate resources) gets to L.A. and San
Francisco. The Asian population looks vastly different here than over there.” Another
Southern California respondent pointed out “people don’t retain historical memory of
what (anti-immigrant and racist-ordinances) happened in our communities, such as the
moratorium on new buildings to slow the influx of Asian immigrants, or the policy
requiring English only signs on businesses, and English only books in public libraries”.
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These sentiments are not surprising, as a report by the Asian American Center for
Advancing Justice (2013) expressed concern that one in five California Asian American
households is linguistically isolated, where everyone over the age of fourteen has
limited English proficiency and nearly three-quarters of Asian Americans speak a
language other than English at home. In Fresno county, rates of limited English
proficiency among Hmong, Laotian, Indian, and Cambodian Americans are higher than
Asian Americans overall. As one key Fresno-based informant expressed, “Without
sufficient language capacity, certain Asian American groups, especially refugees and
immigrants from Southeast Asia, rely more heavily on family or community members for
information for health and other social services, which is limiting. The same is true for
participating in the election (and voting) process.”

Lack of data and funding. Several informants felt that there is a disproportionate lack of
funding from health departments and philanthropy to specifically address the unique
challenges facing Asian Americans. One frustrated director of a CBO stated, “we have
been told that (funding Asian American health programs) is not going to get the biggest
bang for their buck”. One reason may be due to a lack of data to warrant more funding
that in turn reinforces the healthy model minority myth. More than one health
department official admitted, “due to lack of data on Asian Americans, we are not able
to show those disparities to justify more funding, although | know it is not right.” This
same informant states that their local department health officer repeatedly publically
cites that Asian American data show that they are healthy and doing very well, despite
public and private attempts to question and qualify these statements. Meanwhile,
another community leader noted “it can be difficult to work with foundations who fund a
lot more social determinants of health work because they don’t see Southeast Asians as
a good community to work with; they say they only have grants for Latinos, Blacks, and
whites.”

Some health departments, such as Orange County, do not have capacity to do robust
data analysis, due to its health assessment unit being disbanded. When opportunities
arose to pay researchers implementing the California Health Interview Survey (the
largest state-based population health survey, available in several Asian languages) to
oversample Asian Americans, several county governments did not. Key informants have
attributed this to a lack of leadership due in part to the institutional history leaving data
analysis to hospitals, while in others’ opinion its more attributable to the politically
conservative board of supervisors who do not see working on health equity and social
determinants of health the role of health departments.

In a briefing on Asian American poverty in California, Asian American community-
based, philanthropic, and governmental leaders stressed that more data analyzing
Asian Americans—as well as disaggregated by Asian ethnicities—needs to be
prioritized and disseminated in the scientific community as well as in the mainstream
media. In another forum on Asian American political affairs, researchers and Asian
American community activists both stressed the importance of dispelling the model
minority myth with research and data collection that seeks to investigate Asian
American experiences, rather than using sub-samples or oversamples of large
population-based studies.
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Racial politics and competition for voice. In each county, racial politics became a current
of concern. Several informants felt that Asians continued to fall in terms of importance
when it came to racial health equity initiatives. One informant stated “we are often pitted
against Latinos for services, political leadership, and funding,” while several others
bluntly pointed out their Asian-led organizations “just don’t have the sophistication to
demonstrate how their organizing, community development and housing, and youth
development work impacts Asian American health outcomes”.

Several others pointed out that Asian immigrants are not being engaged for health
policy work in a way that is meaningful or respectful. In one example in a high profile
San Francisco ballot campaign led by a prominent, mainstream health organization,
discussions of the Chinese community and other Asian constituents were limited to
discussions of “a swing vote” without working in partnership with community leaders to
learn how to get the community engaged and involved. Instead, the campaign hired
translators to translate their ads, and could have instead engaged local organizations to
help them better understand the campaign’s purpose. Another activist further explained
that his organization seeks to change the perception of Asian Americans as content and
apolitical, and disinterested from American democracy, as it masks our needs and
reinforces the model minority stereotype.

Implications for public health: Addressing Asian American health equity
continues to be invisible due institutional practices and structural barriers that
perpetuate the healthy model minority myth. These require institutional- and
structural-level solutions. In addition, Asian Americans advocacy efforts require
disaggregated as well as pan-Asian data to be reflected in scientific reports and
the mainstream media.

Domain 3: Opportunities for local public health departments to support Asian
American political empowerment as a health equity strategy

Engagement. Community leaders shared and recommended several collaborative
approaches to improving social determinants of health equity, such an increased
political empowerment, among Asian Americans. One reoccurring theme was to employ
community-based participatory projects, such as the research on wage theft in San
Francisco Chinatown, a project of the San Francisco Public Health Department,
Chinese Progressive Association and UC Berkeley (Minkler et al., 2014). This project
was highlighted as an example of how health departments can engage with community
organizations and other institutions to build political empowerment on a prioritized issue
affecting the health and well-being of Asian communities, while also and helping to train
community-based organizations to measure and demonstrate the effectiveness of their
interventions.

Leadership. Another consistent recommendation was for the health department to use
its authority to champion equity amongst its governmental colleagues in other sectors.
For example, local health departments can use their expertise to highlight social,
political, and historical inequities, and the role that structural racism plays. Furthermore,
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community key informants stressed the health department’s position to not only make
the connections between social factors and health equity, but also to link and fund the
government sector with community-based organizations already working with these
issues in the Asian American community.

Implications for public health: Asian American community-based organizations
suggest that health officials engage Asian American community members in its
decision-making, governance, and research, and use its authority and leadership
to highlight the role of social and structural biases in health inequities.

Domain 4: Community-based examples of building political empowerment as a
health promotion strategy.

Sons & Brothers Initiative. Key informants working in community-based organizations
shared several potential strategies for supporting political empowerment as a public
health promotion strategy. One recommendation was to examine the Sons and Brothers
project in California, a $50 million initiative that aims to improve the social, educational,
and health opportunities for young men of color, who disproportionately experience
disparities in incarceration rates, high school drop out, school disciplinary actions, and
unemployment indicators (California Endowment, 2014). Initially there was limited
engagement of Asian American youth. Community-organizations thus began organizing
youth to voice their concerns about the lack of inclusion for young Asian American men.
As one informant told us, “the available disaggregated data made it clear that certain
Asian American subgroups (e.g., Cambodian, Hmong, Lao and Mien) have high rates of
poverty and linguistic isolation, and low levels of educational attainment, yet it doesn’t
appear that any attempt to disaggregate available data was made in funding decisions”.
Asian community organizations responded with community-based research efforts as
an initial step towards engaging major philanthropic entities around the needs and
opportunities of Asian American (as well as Pacific Islander, Native Hawaiian, and Arab,
Middle Eastern, Muslim, and South Asian) boys and men of color. The research process
was led by Asian Americans and Pacific Islanders in Philanthropy (AAPIP, 2013), in
which young men shared their lived experiences. It revealed that Asian American young
men, especially those who are undocumented or part of mixed status families, face
some of the state’s and nation’s highest poverty and financial instability.

The mobilization of young Asian American boys and men into the Sons and Brothers
initiative led to shared governance and decision-making between community-based
organizations and local health departments, such as Fresno County Public Health and
representatives of the Fresno Alliance of Boys and Men of Color, to plan and prioritize
public health activities. These efforts reached a significant milestone in a dedicated
legislative hearing at the Select Committee on the Status of Boys and Men of Color,
commissioned to discuss the unique issues and opportunities affecting California’s
young Asian American men and boys of color, attended by representatives from several
Asian American youth groups across the state. For several Asian young men it was
their first time meeting a legislator, much less speak before a legislative committee.
While this effort is ongoing, several key informants highlighted these efforts as an
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example of how community-based organizations partnered with other sectors, such as
public health and philanthropy, used a community-based research approach tell a more
complete Asian American story that has resulted in not only influencing funding
decisions, but to also transforming the lives of Asian American men through the political
engagement process.

Implications for public health: Community-based organizations’ strategies to
improve the civic engagement and political empowerment provide learning
opportunities for public health departments concerned about improving the
social determinants of health of Asian Americans. The Sons & Brothers Initiative
is one such recent example.

Domain 5: Transforming public health systems as a means to building resident
power in Asian American communities

Internal Capacity: When key informants working at local health departments were asked
to think about opportunities to expand their health equity strategies, one the most
frequently mentioned ideas that other health departments have implored is to build
internal leadership and capacity. In Orange County, for example, led by new deputy
health officer, managers from different health department programs formed a health
equity steering committee. They began by watching the California Newsreel’s Unnatural
Causes documentary series that examines how violence, historical and structural
racism, and the built and social environment drive racial health disparities in the U.S.
The initial goal of the screenings was to create a shared space to share practices and
strategies for how to address social determinants of health and equity across individual
health departments programs, examine their current programs with a social
determinants of health and equity framework (such as the BARHII framework, figure 2),
and discuss steps to integrate the framework into the department’s existing
organizational structure. While this work is still in progress, many key informants
commented that without such a space to discuss a broader equity framework that
includes Asian Americans, “Asian American health will continue to fall to the bottom of
the hierarchy of populations in most need” as one health department staff member
stated. “Getting leadership and ultimately the Board of Supervisors to acknowledge that
public health departments are accountable for addressing factors identified by a social
determinants of health and equity framework is an ongoing process.”

These dynamics may be important considerations for developing a race-conscious,
place-based health promotion strategy. The report “Left or Right of the Color Line?
Asian Americans and the Racial Justice Movement (2012)” (ChangelLab, 2012),
interviewed 77 of the most influential Asian American racial justice leaders in the US to
better understand the racial position of Asian Americans in America. A major finding of
the report was that Asian American organizations face pressure to establish political
clout in a competitive contest of racial inclusion that includes other racial ethnic
minorities. Interestingly, leaders call for a return to the once strong progressive Asian
American movement (60s and “70s), and consistently pointed out that data
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disaggregation since then has created divisions. Thus, the “Asian American” label
serves less as a political identity than as a demographic category. Racial justice
activists believe that organizing around Asian American identity would only be strategic
if it were progressive and race-conscious. Organizers and health practitioners who are
working to build power and political engagement in Asian American communities may
consider a quote from the report’s informants, “Building multiracial solidarity demands
deep political education among Asian American to counter the structural forces that
encourage complicity in white supremacy. There is a need to move away from
assimilation and toward a model of power sharing”. One suggestion from a community-
based organizer in Orange County was to “have health departments invite us
(community organizers) to be a part of their discussions, so that we can help inform
their race- and place-based analyses”.

Our analysis suggests that strategies for implementing this multi-racial paradigm are still
evolving. In places with a more long-standing empowered Asian American community
such as in San Francisco, sub-Asian communities do organize less as a pan-Asian
identify and more ethnically specific. Furthermore, these more ethnic-specific
communities organize with other Asian ethnic groups, as well as other cross-racial
groups. Though this study cannot suggest how this has translated to differences in
health outcomes, it does suggest a different dynamic in working to improve Asian
American health. In Fresno and Orange Counties, counties with rapidly-growing Asian
American populations, a pan-Asian identity is more prevalent in political organizing,
even though individuals and smaller organizations maintain specific ethnic identify in
cultural and social services. Furthermore, cross-racial collaboration in these two
counties are less established, although several key informants in these two case sites
expressed cross-racial activities as politically strategic.

Leveraging Systems Change through Public Health Accreditation. Another
recommendation mentioned by health department staff in all three counties was to use
the Public Health Accreditation process to realign priorities and organizational structure
around equity and social determinants of health. The public health accreditation process
is a voluntary effort to strengthen the quality and performance of the local health
departments by assessing whether they are meeting quality performance measures.
While the public health accreditation process is voluntary, “it may serve as a means to
make the health of underserved populations, such as Asian Americans, and initiatives to
strengthen the social determinants of health and equity, such as political empowerment,
more possible” described one health department leader. These efforts, while still in
their infancy, offer an opportunity to impart systematic guidelines or recommendations
whose agency may lack the leadership and framework to address strategies such as
building political empowerment of Asian Americans.

Implementing Patient Protection and Affordable Care Act Programs. Several health
department informants stated that the Patient Protection and Affordable Care Act (ACA)
could be used to address Asian American health, such as assuring language access for
health care services, to funding place-based initiatives such as the Community
Transformation Grants (CTG) program. The CTG was part the ACA’s Public Health
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Prevention Fund in 2010 to support policy and environmental approaches prevent the
leading causes of death and diseases, and reduce health inequities across population
groups, such as racial and ethnic disparities. These funds were celebrated as
unprecedented opportunities to fund policy- and community-based health initiatives as
well as to fund changes to infrastructure to sustain prevention-focused programmatic
investments (Robert Wood Johnson Health Foundation, 2013). Funding is being used to
address several environmental and social determinants of chronic conditions and risky
behaviors, including tobacco use, physical inactivity, and unhealthy eating. While it is
too soon to evaluate the effectiveness of the investments, each of these initiatives are
using frameworks that recognize the importance of social interventions such as civic
engagement and political empowerment, and focus on racial health disparities.

Unfortunately, in FY2014, the CTG fund was eliminated from the federal budget,
jeopardizing continued progress in these communities. Efforts are being made to
reallocate federal funds to support these efforts. While this is a setback, a silver lining is
that public health agencies are beginning to address determinants such as political
empowerment in its programmatic efforts.

Implications for public health: Building health equity expertise at health
departments should include an analysis of how systems and structures reinforce
Asian American invisibility and racial hierarchies. Federal initiatives to transform
local systems, such as voluntary public health accreditation and the Affordable
Care Act’s Public Health Prevention Fund, can provide platforms for prioritizing
emerging public health practices such as supporting internal and community
capacity building, civic participation, and political empowerment.

DISCUSSION

This multi-case, multi-method study sought to better understand examples of Asian
American political empowerment within high/moderate segregated communities with
varying contexts (e.g., ethnic concentration, growth, and voter participation) and discuss
the feasibility of political empowerment a health promotion strategy. Several themes
emerged as important elements of Asian American political empowerment that included
a focus on youth development, cross-racial coalition building, civic and voter education,
electing Asian Americans into public office. Other forms of political empowerment--such
as participating in activities led by formal political parties and public demonstrations and
protests -were mentioned but less frequently, and may be a limitation of our sample.
Thus other forms not mentioned in this study but discussed in scholarly work may be
relevant and worth exploring further.

Figure 3 seeks to organize the previous frameworks on Asian American political
participation and BARHII's public health framework for health equity by adopting our
findings (in dark blue). This figure is not meant to be comprehensive, but rather to
provide a framework that integrates forms of collective political participation within a
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health equity framework. Our adapted framework allows for health practitioners in local
health departments and community-based organizations to develop strategies to
support Asian American political empowerment (examples listed in the blue circle), or
factors that our research suggests influences forms of political empowerment (in the
blue boxes surrounding the blue circle). Our list does not include individual forms of
political participation because that was not our focus, but a more comprehensive
schematic should consider these approaches as well. While this paper focuses on
cross-cutting lessons learned in areas with moderate and high residential segregation,
we emphasize research and intervention approaches that consider a neighborhood or
jurisdiction’s unique sociopolitical history and the racial formation of its Asian American

population.
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Further Implications for Public Health Practice

This is a timely inquiry for several reasons. First, Asian Americans are now the fastest
growing racial/ethnic group in the country, while also increasingly becoming residentially
segregated. Health disparities continue to persist for Asian Americans, yet continue to
be an understudied and invisible population due to the challenge of the model minority
myth. In addition, Asian Americans are also one of the fastest growing voting
demographics. Asian American voter registration increased 51% between 2000 and
2008, a growth rate second only to Latinos (AAJC, 2013). Finally, the Patient Protection
and Affordable Care Act has provided an unprecedented focus and investment in public
health and prevention recommendations for programmatic and policy interventions
aimed at improving population health and eliminating health inequities.

Our study contributes to the segregation and health literature by 1) focusing on Asian
Americans, an understudied population; and 2) by exploring potential social
interventions for public health practitioners that can improve health and equity.
Residential segregation produces and reproduces several social conditions that are
disadvantageous to its minority residents (Acevedo-Garcia, 2003), but can also provide
social contexts that enhance health, that includes a greater sense of ethnic identity, a
buffer from everyday experiences of racial discrimination, more culturally appropriate
health services, and more politically engaged residents (Kramer, 2009). This study
builds upon this existing literature to suggest a more asset-based and resiliency model
to approaching root causes of Asian American health inequities.

Strengths and limitations

Cases were used to explore and compare the social, cultural, and political contexts of
Asian American neighborhoods, important elements for planning public health
interventions. A multi-site case study methodological approached allows “the empirical
investigation of a contemporary phenomenon within its real life context, employing
multiple sources of evidence (Minkler paper 2008)”. “ Such designs are advantageous in
that the evidence gathered is often considered more compelling than when single cases
are explored” (Yin, 2014). We recognize that this exploratory study has limitations. Our
snow ball sampling method may not reflect a broad or diverse range of opinions and
perspectives, and our limited sample size does not provide a full scope of examples in
these communities. Thus our framework does not provide an exhaustive list of political
empowerment strategies.

One advantage of this process is the opportunity to track important themes worthy of
incorporating immediately in future research as well as in community-based organizing
efforts. Another strength of a multi-site case study is that these real-world perspectives
are more context specific.

Confusion and controversy about how public health professionals can address such root
causes of health inequities as residential racial segregation remains. Both researchers

74



and public health professionals agree that improving social and structural factors
important to population health, yet logistical restraints remain. Researchers often feel
paralyzed by politically contentious policy implications of the social determinants of
health literature, or often suggest that absent systematic policies for reducing
socioeconomic equalities, that only public health and health care interventions provide
instruments for addressing health disparities (Acevedo-Garcia et. al., 2008; Syme et. al.,
2002). Though most public health professionals and health care providers accept the
epidemiological evidence suggesting that improving social and physical environments
can improve population health, most professionals focus on narrower, categorical tasks
such as educating the public about the risks of tobacco exposure, inspecting
restaurants, or screening people for sexually transmitted diseases. Public health
departments are often administratively, ethically, or politically limited as to their
involvement in political or legislative activities (Beitcsch 2006). Furthermore, local public
health department officials “remain stymied by bureaucratic structures, statutory
mandates, and constraints on the seemingly traditional boundaries of the discipline”
(Hofrichter, 2006). These dynamics remain the reality in many local health
departments. We have tried to present some approaches that may be feasible within
this context. This exploratory study also attempts to inspire health practitioners to
engage with community-based organizations working with segregated Asian Americans
to develop new strategies that draw upon community strengths in order to improve their
collective political participation and civic engagement as a health promotion endeavor.
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Conclusion Rebanal Dissertation

CONCLUSION

This dissertation employed a mixed-methods analysis to examine the role of racial
residential segregation on Asian American health, informed by scholarship in public
health, social epidemiology, political sociology, urban planning, and ethnic studies. In
the introduction, | recounted the racial formation of Asian American and the model
minority myth, and the role that public health played. In doing so, | intentionally sought
to frame this public health study by acknowledging the potential consequences of
research, practice, and policy by a discipline that seeks to advance social justice,
however, as history reveals, can create and perpetuate detrimental myths and norms
via data and practice. Building off this reflection, paper one critically examined the
literature on racial residential segregation and Asian American health status,
highlighting key findings, theoretical underpinnings, and measurement and
methodological strengths and limitations. In using a relational view of geography, |
reviewed how the constructs of “place” and “race” are understood, and suggested that
applying a relational approach to future research is favorable because it allows for a
more nuanced, dynamic, and context-specific approach to population health research
and actions.

Paper two examined the effects of racial residential segregation and psychological
distress in a representative sample of Asian Americans in California, and tested the
moderating effects of social capital and political empowerment. | found significant
associations between residential segregation and psychological distress across different
levels of individual-level social capital and collective political empowerment. However, in
high segregated areas, low social capital was beneficial to psychological distress. |
discussed potential explanations as well as implications for future research. A better
understanding the social context and type of social capital can lead to a more nuanced
understanding of the relationship between residential segregation, social capital, and
political empowerment in affecting the health status of Asian Americans.

Paper three explored health promotion strategies for public health departments aimed at
addressing the factors associated with racial residential segregation and the health
among Asian Americans. | used in-depth interviews in San Francisco, Fresno, and
Orange Counties to explore whether improving political empowerment can be utilized by
public health agencies as a strategy among Asian American communities, especially in
segregated neighborhoods, to improve health. Findings suggested several opportunities
to improve the political empowerment of Asian Americans as a health promotion
strategy. We recognized that local public health department officials operate within
several bureaucratic and political constraints that may seemingly limit practice to extend
traditional boundaries of the discipline. These dynamics remain the reality in many local
health departments. We have tried to present approaches that are feasible within this
context. This dissertation seeks to inspire health practitioners to engage with community
residents and community-based organization leaders, who graciously took time to share
their expert opinions for this study, in order to develop new strategies that draw upon
community strengths and improve Asian American collective political participation and
civic engagement as a health promotion endeavor.
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APPENDIX
Appendix-1

California MSAs and Asian-White Dissimilarity Index, 2010

MSA Dx (Asian-White/White-Asian)
NAPA, CA 0.57
SACRAMENTO--ARDEN-ARCADE--ROSEVILLE, CA 0.468
STOCKTON, CA 0.459
LOS ANGELES-LONG BEACH-GLENDALE, CA 0.457
SAN DIEGO-CARLSBAD-SAN MARCQS, CA 0.443
SAN FRANCISCO-SAN MATEO-REDWOOD CITY,

CA 0.443
SAN JOSE-SUNNYVALE-SANTA CLARA, CA 0.43
OAKLAND-FREMONT-HAYWARD, CA 0.423
SANTA ANA-ANAHEIM-IRVINE, CA 0.416
BAKERSFIELD-DELANO, CA 0.406
MERCED, CA 0.389
VALLEJO-FAIRFIELD, CA 0.384
RIVERSIDE-SAN BERNARDINO-ONTARIO, CA 0.382
SALINAS, CA 0.372
FRESNO, CA 0.353
MADERA-CHOWCHILLA, CA 0.334
VISALIA-PORTERVILLE, CA 0.332
MODESTO, CA 0.322
CHICO, CA 0.318
YUBA CITY, CA 0.314
OXNARD-THOUSAND OAKS-VENTURA, CA 0.285
SANTA BARBARA-SANTA MARIA-GOLETA, CA 0.285
HANFORD-CORCORAN, CA 0.281
EL CENTRO, CA 0.28
SANTA CRUZ-WATSONVILLE, CA 0.273
REDDING, CA 0.244
SANTA ROSA-PETALUMA, CA 0.241
SAN LUIS OBISPO-PASO ROBLES, CA 0.228
Mean 0.361857143

(U.S. Census, 2010)



Appendix-2

Semi-structured Interview Guide Questions

Q1. Describe the mission and strategic priorities of your organization to address Asian
American health and well-being.

Q2. What are the major barriers to improving the health and well-being of Asian
Americans in this community?

Q3. Describe any initiatives, partnerships, or programs that are working well?

Q4. Describe how the local public health department can improve health equity for
Asian Americans?

Q5. Describe how Asian Americans are participating in the political process? What is
being done to improve participation?

Q6. In your opinion, what are the pros and cons of a Pan-Asian approach to improving
health?

Q7. Can you provide other community leaders or experts who can speak about the

Asian American health in this community?
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Appendix-3

o
[oe]

Typology of different forms of disengagement, involvement, civic engagement, and political participation
(Ekman & Amna, 2012)

Non-participation

Civic Engagement

Political Participation

(latent-political) (manifest)
Active forms Passive forms Social Civic engagement Formal political Activism (extra-Parliamentary political
(antipolitical) (apolitical) involvement (action) participation participation
(attention) Legall extra- lllegal protests or
parliamentary actions
protests or actions
Individual Non-voting Non-voting Taking interest in Writing to an editor Voting in elections and | Buycotting, Civil disobedience
Forms Actively avoiding Perceiving politics politics and society | Giving money to referenda boycotting, and Politically motivated
reading newspapers | as uninteresting Perceiving politics charity Deliberate acts of non- political consumption | attacks on property
or watching TV when | and unimportant as important Discussing politics and | voting or blank voting Signing petitions
it comes to political Political passivity societal issues, with Contacting political Handing out political
issues friends or on the representatives or civil leaflets
Perceiving politics as internet servants
disgusting Reading newspapers Running for or holding
Political disaffection and watching TV when | public office
it comes to political Donating money to
issues political parties or
Recycling organizations
Collective Deliberate non- “Non-reflected” non- | Belonging to a Volunteering in social | Being a member of a Involvement in new Civil disobedience actions
Forms political lifestyles, political lifestyles group with societal | work, e.g., to support political party, an social movements or | Sabotaging or obstructing

e.g., hedonism,
consumerism

In extreme cases:
random acts of non-
political violence
(riots), reflecting
frustration, alienation
or social exclusion

focus

Identifying with a
certain ideology
and/or party
Life-style related
involvement: music,
group identity,
clothes, etc.
(veganism;
Skinhead scene)

women's shelter or to
help homeless people
Charity work or faith-
based community
work

Activity within
community based
organizations

organization, or a trade
union

Activity within a party,
an organization, or a
trade union (voluntary
work or attend
meetings)

forums
Demonstrations,
participating in
strikes, protests and
other actions (e.g.,
street festivals with a
distinct political
agenda)

roads and railways
Squatting buildings
Participating in violent
demonstrations or animal
rights action

Violence confrontations

with political opponents or

the police.
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