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Vietnamese American Health—Chronic Disease and COVID-19: A Discussion of Structural Factors as Health Policies
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Vietnamese Americans are one of the largest Asian American subgroups in the United States. However, they have not been well studied, possibly because of the aggregation of Asian American data and assumptions that Asian Americans have good health. This population leads other Asian American subgroups in mortality rates of cancers, heart disease, and cerebrovascular diseases, as well as in the incidence of hypertension and type 2 diabetes. Vietnamese Americans have also been disproportionately affected by the coronavirus disease 2019 (COVID-19) pandemic demonstrated in infection rates and economic impact. After a brief overview of the Vietnam War timeline and Vietnamese refugee pathways, this paper explores how three structural factors—immigration policies, resettlement policies, and occupational practices—impact the health of Vietnamese Americans. In conclusion, these three structural factors should be considered health policies. Next steps include policy change, interventions, implementation frameworks, and resource allocation to improve health outcomes.
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Reported by the 2020 United States (US) Census, Asian Americans are the fastest-growing racial/ethnic group in the United States with a population of over 24 million.1 However, Asian American health outcomes are understudied and underestimated, possible repercussions of the problematic ‘model minority myth’.2 Believed to have universally achieved great academic and career success3 as well as good health and life expectancy,2 Asian Americans are often not considered when examining disparities among Black, Indigenous, People of Color (BIPOC) and White populations. Asian Americans are frequently not accepted as BIPOC and are foreign as they are not White; this exclusion undercounts the experiences of BIPOC and dismisses the issues Asian Americans face. Asian Americans are invisible in many discussions—some include public policy, education, and health.3 Aggregation of Asian American data masks subgroup characteristics, group differences, and disparities in a diverse population.4 This results in unexamined health problems5 and socioeconomic factors, inequitable treatment and interventions.

Vietnamese Americans are the fourth largest Asian American subgroup and, with Chinese, Indian, Filipino, Korean, and Japanese Americans, make up 85% of all Asian Americans as of 2019.1 Vietnamese Americans have not yet been well studied. Out of the limited number of studies on Vietnamese American health, some have small sample sizes, and many are specific to cities, counties or states. While lifestyle factors, such as diet, exercise, and smoking, greatly affect health outcomes, this paper seeks to highlight the effects of policies on health outcomes of Vietnamese Americans. The purpose of this paper is to examine structural factors—immigration policies, resettlement policies, and occupational practices—as health policies that may impact the health of Vietnamese Americans.

POPULAR SCIENTIFIC SUMMARY


	Vietnamese Americans endured extreme challenges to escape the Vietnam War and communist government, arrive in the United States (US), and adapt to living in a new country.

	Immigration policies, resettlement policies, and occupational practices were implemented for Vietnamese Americans. While these structural factors provided Vietnamese Americans with initial support in the United States, funding and capacity were inadequate to facilitate a comprehensive and smooth transition.

	The policies are influential and should be considered health policies. In the present day, Vietnamese Americans face disparities in education, occupation, social status, financial stability, and health outcomes—chronic diseases and coronavirus disease 2019 (COVID-19).

	Vietnamese Americans are not the only Asian American subgroup to experience disparities. Recommendations moving forward include policy changes, resource allocation shifts, and interventions tailored for disproportionately affected Asian American subgroups.



METHODS

Literature referenced in this paper was found in databases including Embase, Google, Google Scholar, PubMed, and PsycINFO. Search terms used include but are not limited to Asian American, cancer, cardiovascular, chronic diseases, coronavirus disease 2019 (COVID-19), discrimination, distress, economy, employment, family, health outcomes, health policy, health status, hypertension, immigrant, immigration policy, incidence, inflammation, job, labor, migration, occupation, policy, prevalence, refugee, resettlement, resettlement policy, social standing, status, stress, stressors, stroke, society, type 2 diabetes, Vietnamese, Vietnamese American, Vietnamese refugee, Vietnamese refugee waves, and Vietnam War. Public de-identified data sources include California Health Interview Survey administered by the University of California Los Angeles, the American Community Survey administered by the United States Census, and the Decennial Census administered by the United States Census. Existing literature on Vietnamese Americans is often based on populations in California; this paper includes relevant data, when available, from national sources as well as from some states and countries.

BRIEF HISTORY: VIETNAM WAR AND VIETNAMESE IMMIGRATION PATHWAY

The Vietnam War started in the mid-1950s because of conflict between South Vietnam and communist North Vietnam.6 For years, US-led international involvement fought off communists with deadly warfare, aircraft bombings, and spraying of toxic herbicide Agent Orange.6 International troops began withdrawing in 1973.6 On April 30, 1975, South Vietnam fell to an invasion by the communist North, and the communist government captured Saigon, the capital of South Vietnam.6,7 Leading up to and following the collapse of Saigon, Vietnamese people were faced with either staying and suffering from severe persecution and extreme hardship inflicted by the communist regime or risking their lives to escape. In total, several million Vietnamese people became refugees, fleeing their homes in hopes of surviving the dangerous journey to any country that would accept them.8

Vietnamese political refugees arrived in the United States in three waves. The first wave left via cargo ships or US military airplanes before the fall of Saigon in 1975 to escape persecution by the incoming communist regime. They were detained in refugee camps for a few months while they waited to be matched with their US sponsor organizations.6 The people in this wave generally had ties to the US government and were professionals, business owners, government officials, and military personnel.6,9 The second wave, ‘the boat people’, began around 1978.6,7 Once the communist government took power, it started placing educated people, business owners, and South Vietnamese military personnel in re-education/prison camps, which typically entailed slow, painful death through malnourishment and overwork from hard labor.6,7 The oppression and relentless persecution of these groups accelerated the exodus of the second wave of political refugees. They fled on boats during the late 1970s. Many drowned, died of dehydration or starvation or were assaulted by pirates at sea.6 Those who survived were detained in under-resourced refugee camps for several months to years in Thailand, Malaysia, Indonesia, Singapore, Hong Kong or the Philippines.6,7 The third wave occurred through the 1980s and 1990s with the United Nations’ Orderly Departure Program.10 These individuals were allowed to legally and safely leave Vietnam for family reunification and humanitarian reasons. This wave mostly consisted of Vietnamese people joining their families already settled in the United States, former US military employees, former prisoners of re-education camps, and children of US servicemen and Vietnamese women.10

While this paper focuses on Vietnamese Americans, it is important to recognize the ethnic groups in Vietnam that were forced out as well and the drastic impacts on their lives. The Indochina War,6 which includes the Vietnam War, devastated Vietnam, Laos, and Cambodia. Cambodian refugees resulted from the country’s civil war and Vietnamese occupation.7 Laotian refugees were escaping their government which aimed to punish those who fought for the US Central Intelligence Agency.7 The end of the war and famine displaced millions of people.7 In the years after 1975, over two million refugees from various ethnic groups arrived in the United States: Vietnamese people, Khmer (Cambodian), lowland and highland Lao, Hmong, Mien, and ethnic Chinese living in Vietnam-Laos-Cambodia.6 By 1992, 1.2 million refugees had arrived in the United States: 69% Vietnamese, 19% Laotian, and 12% Cambodian.6 As the US government agencies collected data by nationality, ethnic group-specific data was difficult to determine. However, it is estimated that 43% of Laotian refugees are highland Lao, primarily Hmong.6

Some Asian American subgroups, including Japanese and Chinese Americans, experienced brutal discrimination and exclusion early on and, by the late 1900s, were more established in their communities in the United States.6 Refugees from the Indochina War experienced trauma in fleeing with no prospect of returning to their war-torn homes; they arrived in the United States with no preparation for adaptation and with no existing US Southeast Asian communities.6 Refugees from the Indochina War differ from each other in fundamental ways—differences in social backgrounds, social class of origin, cultures, languages, and histories, as well as waves of arrival, resettlement patterns, and adaptation to living in the United States.6 However, generally speaking, across each of the groups, educational, occupational, social, and health outcomes were negatively affected by the traumatic escape and struggle for survival followed by uncertainty and abrupt adaptation in a new country.

STRUCTURAL FACTORS

This section explores the effects of three structural factors—immigration policies, resettlement policies, and occupational practices—on Vietnamese Americans and their health outcomes.

Immigration policies

Immigration policy, caps on immigration admissions, and delays in immigration processing may impact short- and long-term health outcomes of a population.

The Interagency Task Force on Indochina Refugees was a group of governmental agencies tasked with the responsibility of receiving, processing, and resettling Vietnamese refugees in 1975.7,11 The Interagency Task Force on Indochina Refugees resettled 130,000 Vietnamese refugees, but it was not fully funded, standardised or intended as a permanent program to continue resettling refugees.7,12 By 1980, Congress passed the Refugee Act of 1980, which amended the existing Immigration and Nationality Act.13 The Refugee Act updated the definition of ‘refugee’ to include those who experienced or feared persecution,13 raised the number of refugees accepted annually from 17,400 to 50,000, and added standardised procedures for accepting and resettling refugees.14,15 The Act built on existing public-private partnerships that helped refugees resettle through sponsorship.14 These revisions to national immigration policy allowed the United States to raise the annual ceiling14 and accept more refugees. However, there is literature supporting the idea that the Act is anti-Vietnamese immigration at its core.16 Several law professors and pro-immigration lobbying groups suggested that passing the Act was an effort to limit the admission of refugees.16 The Interagency Task Force on Indochina Refugees accepted 130,000 Vietnamese refugees. In contrast, the Refugee Act of 1980 capped annual acceptance at 50,000 refugees total from all applicable countries. The limit delayed admissions and prolonged-time Vietnamese refugees spent in squalid refugee camps. As the humanitarian crisis deepened and more Vietnamese political refugees needed resettlement, the Act worked in conjunction with the Orderly Departure Program.6

The Program for Orderly Departure from Vietnam was established from a memorandum of understanding between the United Nations (UN) and Vietnam in 1979.8 The Orderly Departure Program was implemented as a result of both the US’s political interest and desire to assist in preventing a refugee crisis and an opportunity for the international community to redeem itself for failing to provide asylum to past survivors and refugees.10 The program allowed individuals to leave Vietnam safely and resettle in a different country. This program was able to resettle over half a million Vietnamese people in more than 30 countries within 15 years.10 However, the program had gaps. Initially, the Orderly Departure Program was vague and did not contain operational directions.10 This, in itself, required extensive interpretation by staff working to implement the program.10 In addition, the UN Refugee Agency was given a large amount of power to operate a program that mostly resettled Vietnamese people in the United States.8,10 The US’s investment in the program combined with the United Nations’ freedom to operationalise the program may have led to structural inequities because of systemic discriminatory practices and ulterior motives of benefit to countries. For example, the United States was interested in family reunification and retrieving any former US military employees, inmates of re-education camps, and children fathered by US servicemen left behind when the US military withdrew in 1975.8,10 The UN was interested in persuading Southeast Asian countries to allow Vietnamese refugees to temporarily reside in camps before resettlement there or in other countries.8,10 The UN saw this as an opportunity for countries in Asia to take the Vietnamese refugees for an undefined length of time, perhaps lightening the burden on other countries. Many Southeast Asian countries had reached their refugee limits and closed their ports to maintain their ethnic balance and to force Vietnamese refugees into the hands of the United States and United Nation.8,10 The Orderly Departure Program was also intertwined with US–China–Vietnam relations. This program enabled the United States to engage with a former enemy, China, and hold power in negotiations about Vietnam and the ethnic Chinese population living in Vietnam since as early as the 16th century.10 Although the Orderly Departure Program never underwent any formal evaluation, it was able to resettle hundreds of thousands of refugees. The program exemplified the power of political forces in determining the health of Vietnamese refugees.

Immigration policies allowed Vietnamese Americans to gradually enter the United States, but the admission caps and selection processes prolonged-time Vietnamese refugees spent in refugee camps. Living conditions were difficult6: severe malnutrition, limited access to drinkable water, no available healthcare, lack of privacy, no education or connection to society, and anxiety and restlessness about the future. Today, Southeast Asian Americans, including Vietnamese Americans, are more likely to report worse physical health if their main reason for immigration was to escape political environments in their home countries, compared with East Asian Americans who more commonly immigrated for education or job opportunities.17

Resettlement policies

Resettlement policies and processes were underfunded and not well organized. They could not provide more comprehensive facilitation of Vietnamese Americans’ adjustment into US society. The challenges with adjustment may have led to health disparities.

The responsibility of resettlement was delegated to voluntary organisations via private–public government contracts. These organizations consisted of religious communities that sponsored Vietnamese refugees and provided housing, job listings, clothing, and other resources until Vietnamese refugees became more self-supporting.7 The US government gave each organisation resettlement grants of just $240–500 per refugee to spend as needed and required organisations to disperse refugees throughout the United States in an effort to prevent large Vietnamese communities.7,8 In reality, resettlement patterns followed the locations of sponsor organizations, and often these locations were in the Midwest and Southern US rural areas that did not have many Vietnamese communities or employment opportunities for refugees, especially during an economic recession in the 1970s–1980s.7 Although the resettlement process allowed Vietnamese refugees to be placed in communities and be given a temporary boost to become self-sufficient in the United States, the resettlement grant funds provided only enough for the first several months to a year for each refugee before the $240–$500 ran out. Many families and communities continued to kindly help Vietnamese refugees using their own resources, but the support was not sustainable and eventually ended.

Unlike several Asian American subgroups, Vietnamese people were forced out of their country. Other Asian American subgroups had more time to plan and prepare to come to the United States, for example, those coming in search of better education or jobs. There is some variability between waves of refugees, but in general, Vietnamese people left suddenly, left everything behind, were not prepared for migration, and did not know which country would accept them. Most did not know any English or anything about life outside of Vietnam, and once in the refugee camps, Vietnamese refugees had no access to education or society. Moving to the United States was a shock in many ways to many Vietnamese Americans, and the US resettlement efforts could not fulfill the demands of fully settling approximately one million Vietnamese refugees.

Because of the inability to provide for Vietnamese refugees until they could become self-sufficient, lack of support for and discrimination against the Vietnamese community in resettlement areas, and limited employment opportunities,18 more than 40% of resettled Vietnamese refugees moved to California, Texas, Washington, Florida, and other states along the coasts in the 1970s.7 Even more individuals relocated to the coasts since then.7 These areas offered a greater promise of welcoming Vietnamese communities. Refugees could find more employment opportunities, social support, and a cultural home in the United States, which may serve as protective factors to buffer the effects of discrimination.19

Part of the resettlement process included family reunification for those who survived the refugee journey. Risk of family separation was present at all stages of the tumultuous process: within Vietnam, during migration, and during resettlement. Although the United States had some family reunification programs, responsibilities for locating and reuniting with family fell on most Vietnamese Americans. Because of the turmoil from migration and US resettlement policies to disperse refugees across the United States, many families were fragmented for years. In Vietnam, people lived in family homes with extended families. Each person played a different role and contributed to the patchwork strategy, which is a family unit system created to ensure that all roles and resources were filled and procured.20 Vietnamese families were collectivist. All social and economic resources were gathered and shared with the family unit, and family members helped each other with everything.18 Because of the scattered migration journeys from Vietnam and separation of families because of US policies, these family structures were disrupted. Vietnamese Americans were family centric and spent months, years, and even decades to find and help family members.18 This abrupt loss of family and support system21 and the sense of loss of control over their own lives compounded into toxic stress,22 which may increase chronic disease incidence over time.23

Occupational practices

Structural employment barriers have affected Vietnamese Americans’ employment opportunities, economic self-sufficiency and stability24 and long-term health outcomes.

After resettlement, Vietnamese Americans encountered difficulties entering occupations that reflected their pre-migration employment. The first wave consisted of highly educated professionals. Literature suggests that those in the first wave experienced downward occupational mobility at first, but they focused on ways to improve the status of their new occupations.24 They worked on learning English quickly and were more likely to invest in higher education in the United States for higher-income professions. The second and third wave of immigrants varied more from business people and professionals to workers in service jobs, agriculture, and other roles.7 Although there were high levels of job employment and retainment among Vietnamese refugees in the United States, the occupations many Vietnamese refugees in the second wave, and especially the third wave, filled were of lower status, pay, and benefits compared with their occupations in Vietnam—indicating downward occupational mobility.7,24–26 Many Vietnamese Americans entered the workforce quickly to support their families financially and to stop depending on government assistance. However, these individuals experienced delays in learning English, which affected their potential for upward occupational mobility.

The Refugee Act of 1980 was designed with a flexible federal approach that allowed implementers to tailor employment services to refugee groups in local communities.24 There were two main approaches: support Vietnamese Americans with cash assistance for several months while they received language and vocational training or have refugees take the first available job.24 The first strategy was based on the notion that Vietnamese Americans will be more employable and have greater opportunity for upward occupational mobility if they received training and cash to get started.24 The second strategy pushed Vietnamese Americans to take the first job they could find, despite their previous careers in Vietnam. This approach of immediate participation in the labor market expected Vietnamese Americans to contribute to society before earning language and vocational training.24 The United States more frequently applied the second approach, and because of pressure from the government for refugees to stop depending on welfare, Vietnamese refugees were pushed to take the first jobs available, instead of searching for positions that were more compatible with their skills, training or learning English for higher-paying jobs or achieving the citizenship status required for many high-status jobs.27

The US government invested in only two retraining programs for refugees who were doctors or dentists and showed the highest return on investment for the United States.27 The United States also financed 62 English language classes for the remaining Vietnamese refugees on welfare, in an effort to teach these individuals English skills to find jobs and stop utilising governmental assistance.25 Others self-funded and attended English classes while working or before finding employment. But many, who were occupied with the first jobs they could find, were not able to learn English or become proficient. As of 2019, almost half of Vietnamese Americans over age 5 do not speak English well, and 77.7% prefer a language other than English.28 Additionally, Vietnamese Americans have lower educational attainment compared with immigrants and US-born individuals.28 By 2019, almost half of Vietnamese Americans are employed in service and laborer jobs,28 which typically provide lower wages and higher risk of injury. Those who did not or could not learn English or pursue education were negatively affected not only in the workforce but also in health and well-being.

SOCIODEMOGRAPHIC CHARACTERISTICS

The following estimates include both individuals of single Vietnamese race/ethnicity and those of multiple races/ethnicities if including Vietnamese. As of 2019, 2.1 million Vietnamese people reside in the United States, and 52% are female.28 The age structure shows the highest distribution for those ages 5–17 (17.5%) and 45–54 (16.3%).28 5.1% are under 5 years of age, 7.7% are 65–74 years, and 4.5% are 75 years or older.28 65.1% of Vietnamese Americans are between ages 18 and 65.28

While approximately 39.7% of Vietnamese Americans were born in the United States, more than 60% of Vietnamese Americans are foreign born and entered before 2000,28 suggesting that over half of the population migrated to the United States as Vietnamese refugees. As of 2019, Vietnamese Americans have one of the lowest rates of US-born individuals compared with Chinese, Korean, Filipino, Japanese, and South Asian Americans.29 Less than 20.4% of Vietnamese who are foreign born have been in the United States between 0 and 9 years, which is average compared with the main Asian American subgroups.29 In contrast, almost 80% of Vietnamese Americans who are foreign born have lived in the United States for 10 years or more,28 which is the highest proportion out of the main Asian American subgroups.29

Vietnamese Americans, along with several other Southeast Asian Americans: Burmese, Cambodian, Hmong, and Laotian, have lower educational attainment overall as of 2019.28 Approximately one in four Vietnamese Americans obtained a college education and less than 0.5% attained a graduate degree.30 Vietnamese Americans have lower educational attainment compared with other immigrants and US-born individuals.

Lower educational attainment may translate to less opportunity for higher status jobs and higher incomes. In 2019, over 67% of Vietnamese Americans ages 16 and older are in the United States labor force, which is more than the 63.6% employed among the general US population.28 However, Vietnamese Americans are more likely to be employed in low-income occupations. 30% of working Vietnamese Americans in 2019 are employed in the service industry, including hair and nail salons, car repair shops, and restaurants; 18.7% are employed in construction, production, and transportation jobs.28 Combined 48.7% of Vietnamese Americans work in the services or as laborers; this is greater than 37.6% of White Americans and higher than 39.7% of the total US population.28 At work, Vietnamese Americans endure a multitude of frustrations and unpleasantries. Those with lower education levels, lack of training, and limited English proficiency may take on low-skilled, hazardous jobs31; they may sustain injuries, develop disabilities, and experience health issues. Those who own businesses face challenges with consistent rent and facilities, staffing, and may repeatedly interface with stressful situations or customers. Vietnamese Americans in higher-income jobs may encounter difficulties with job promotions, undervalued qualifications, and discrimination.31 Language discrimination relates to chronic health conditions over time.32 Employment frustration is associated with lower levels of both self-rated physical health status and mental health status.31 A study found that after adjusting for covariates, reported discrimination was significantly associated with increased odds of poor self-rated health among Vietnamese Americans.33

Furthermore, Vietnamese Americans who came to the United States to avoid political persecution likely have lower perceptions of social standing than non-refugee immigrants.34 When examining objective measures of socioeconomic status among non-refugee immigrants, Vietnamese Americans are the least educated, least employed in professional and managerial jobs, and have the least income-to-needs ratio.33,34 Low perceived subjective social standing and low objective measures of socioeconomic status may be correlated with worse health outcomes and more stress and psychological distress.35,36 Constant stress and concern about economic stability26 can cause chronic physiological system inflammation, leading to chronic disease incidence.23,37,38

As of 2017, 21.3% of Vietnamese Americans are at 0–99% of the federal poverty level, which is the highest compared with Chinese, Korean, Filipino, Japanese, and South Asian Americans.29 Of the largest Asian American subgroups: Chinese, Filipino, Indian, Japanese, Korean, and Vietnamese, Vietnamese Americans have the fewest financial asset holdings, least business ownership, and lowest mean income.39 Financial assets, net income, and net education are positively associated with health over the life courses until at least aged 85+ years.40 Vietnamese Americans are low across these three aspects, and consequently their health outcomes may be worse. Compared with these Asian American subgroups, Vietnamese Americans report the lowest quality of life, the greatest number of unhealthy days per year, and most limited English language proficiency.33

HEALTH OUTCOMES

Vietnamese Americans suffer from the consequences of traumatic experiences of displacement and disjointed transition into United States life even after permanent resettlement in the United States34 and confront, for example, disparities in education,28 socioeconomic status28 and access to health and social services.41 In 2010, as many as one in two Vietnamese Americans have limited English proficiency.33 This persists in 2019, nearly 10 years later, where an estimated 44% of Vietnamese Americans over age 5 do not speak English well, and almost 78% prefer a language other than English.28 Consistent across the research, greater English-speaking skills serve as protective factors against adverse health outcomes among Vietnamese Americans.29,42,43 English proficiency and, particularly, health literacy44 are linked with health status where higher proficiency and literacy correlate with better health.45 Vietnamese Americans have significantly lower levels of health literacy than the non-Latino White population.44 Additionally, self-rated health status may be used as health indicators and in health monitoring. 19.5% of Vietnamese Americans in California self-rated their health status as ‘excellent’, which is the lowest out of all racial/ethnic groups surveyed: Chinese (20.2%), Japanese (25.3%), Korean (22.5%), Filipino (26.9%), South Asian (30.4%), Black or African American (26.8%), American Indian/Alaska Native (23.6%), Native Hawaiian/Pacific Islander (25.8%), Latino (24.4%), and non-Latino White (27.7%).46,47 By contrast, 6.9% of Vietnamese Americans rate their health status as ‘poor’, which is the second highest out of all previously listed racial/ethnic groups.46,47 Among Vietnamese Americans, low levels of English proficiency and health literacy prompt concerns about poorer health outcomes coupled with difficulties accessing health services.

The combination of traumatic and life-threatening experiences with the somatization of distress may coalesce into chronic disease incidence.17 Continuation of stress and resulting chronic inflammation can contribute to type 2 diabetes complications,23,37 cardiovascular issues,38 tumorigenesis23 and other disease outcomes. Additionally, prolonged stress and ensuing generalised susceptibility,48 suppressed immune responses, and pre-existing conditions can place Vietnamese Americans at higher risk of contracting COVID-19 as well as experiencing a more severe disease.49,50

Malignant neoplasms, heart disease, and cerebrovascular diseases are all leading causes of death in Vietnamese Americans.51,52 While the following section focuses on cardiometabolic diseases, it is essential to recognise that certain cancers are prevalent among Vietnamese Americans. Vietnamese American women have one of the highest rates of cervical cancer and lowest rates of cervical cancer screening, consistent across literature from California, Texas, Louisiana, Vietnam, Australia, and Canada.30,53–57 Vietnamese Americans have high incidence and death rates from liver, lung, stomach, and cervical cancer reflected across research in the United States.30,52,55,58–62 Breast, prostate, and colon cancer rates were elevated for Vietnamese Americans; while these rates were lower than White Americans, they were higher than those of Vietnamese people.55 Liver, lung, stomach and cervical cancers, which are common to Asian countries, were high for Vietnamese Americans—higher than both Vietnamese people and White Americans.55 This suggests increased risks from migration and related experiences.

Cardiometabolic disease

Hypertension, a modifiable risk factor for heart and cerebrovascular diseases,63 is common among Vietnamese Americans with a prevalence of 22.5–30.8% described in some studies29,64,65 and 43.7–44% in other research.66,67 The discrepancies may be from research methods or sample characteristics; lower rates are in coastal urban US communities while higher rates are in rural southern US regions. In 2015, hypertension prevalence among Vietnamese Americans in Los Angeles County was 35.1%, which was 13.3% more than White Americans and 17.4% more than Japanese Americans, the lowest prevalence that year.29 Vietnamese Americans have the second-highest stroke mortality rates among Asian American subgroups51 and one of the highest incidence rates of type 2 diabetes.58,68 At 10%, more Vietnamese Americans have been diagnosed with diabetes than all other Asian Americans, Pacific Islanders, and White populations in a Northern California county.30

Nationally, in 2020, Asian Americans have the second-lowest percentage of diagnosed diabetes at 9.7%; the lowest is White Americans at 8.5%.69 Across the United States in 2020, 20.6% of Asian Americans have diagnosed with hypertension, which is lower than White Americans at 26.7%.69 These percentages show the effects of data aggregation for Asian American subgroups. Combining Asian American data dangerously masks the health disparities that disproportionately affected groups experience. According to a study that utilised national data, specifically from 34 states that have adopted the 2003 standard for accurate subgroup reporting, Vietnamese Americans had higher mortality rates from cerebrovascular diseases than White Americans.70 Vietnamese Americans, along with Filipino Americans, have the highest proportionate mortality burden for cerebrovascular diseases.70

In Vietnam, the prevalence of hypertension ranges. Pooled estimates show 21.1% between 2005 and 2008 although from national surveys, the prevalence ranges from 18.4 to 25%.71,72 Approximately 25% of Vietnamese women have hypertension and 6.2% diabetes.73 31.2% of men have hypertension and 8% have diabetes.73 Another study showed 11.7% of women and 10.8% of men have diabetes.74

Australia has one of the largest Vietnamese populations after the United States. One study used a database of people in a state in Australia and aggregated Vietnamese Australians with other Southeast Asian Australians; Southeast Asian Australians have a higher prevalence of diabetes and hypertension.75 This study that uses the same database found that the diabetes prevalence was 14.7% among Vietnam-born Australians.76 Another study in Australia in a different state found that Vietnamese Australians had the lowest cardiometabolic risk while Pacific Islanders had the highest cardiometabolic risk.77 In both studies, prevalence and risk increase with a longer duration of residence in Australia.75,77

A study in Norway found that Vietnamese Norwegians reported an 8.2% prevalence of cardiovascular disease and 6.7% diabetes, both of which are higher than Norwegians at 2.9 and 1.8%.78

Measurement and reporting of cardiometabolic disease outcomes for Vietnamese Americans have many gaps: sample size, geographic area, data quality, etc. Rates of cardiometabolic diseases vary across communities and regions. However, policies and adaptation in countries outside of Vietnam may increase prevalence, morbidity, and mortality of cardiometabolic disease over time. Compared with populations that already resided in these countries, Vietnamese people face worse health outcomes. When relating to those living in Vietnam, the percentages have some overlap. Here, worse health may be explained by difficulty accessing health care and lifestyle factors, while better health may be connected to remaining in the home country during a time of peace.

COVID-19

Health disparities are surfacing during the COVID-19 pandemic although data by subgroup are not yet well documented.79 In Santa Clara County, California, which has one of the largest Vietnamese American populations outside of Vietnam, Vietnamese Americans are 19% of the Asian American population but account for 28% of COVID-19 cases.80 Vietnamese Americans’ rates of pre-existing conditions and diseases, higher compared with other Asian American subgroups, compound to increase risk of severe COVID-19 disease.50 In a county in Washington state, a study measured positive COVID-19 cases by language spoken. Those who spoke Vietnamese had a 17.6% positivity rate in 2020.81 By contrast, those who spoke English had a 4% positivity rate.81 Vietnamese, along with Spanish and Amharic, speaking groups experienced excess risk compared with other immigrant communities in the area.81

Following a long history of exclusion and scapegoating of Asian Americans during public health crises, rising anti-Asian racism and xenophobia across the United States have intensified existing disparities among Asian Americans.50 Almost a third of participants in a national study on Asian Americans reported an increase in racial discrimination, both direct/personal and indirect/vicarious, during the pandemic.82 Experiencing more discrimination significantly predicted negative mental health, physical health, and sleep quality.82

A study found that in the United States and United Kingdom, individuals from Asian and Black populations are more likely to become ill with COVID-19 than White populations.83 Even after holding constant the higher prevalence of cardiovascular disease and diabetes, Asian populations are at increased risk of severe infection and death compared to White populations.83 In the United States and United Kingdom, Black and Asian workers are more likely to be employed in occupations with a high risk of infections such as healthcare and social assistance.84 Moreover, many Vietnamese Americans work in service occupations and, during the COVID-19 pandemic, experienced high unemployment rates and interruptions in primary sources of family income. Nationally, Asian Americans reported a decrease in work hours, with job loss the highest among Vietnamese adults.85 Southeast Asian Americans, a population with already high rates of low income and poverty, faced increased economic insecurity during the pandemic: unemployment and lost jobs, inability to pay rent or bills, and difficulty obtaining food.86 Many who worked cash-based jobs or did not have immigration status could not receive government-issued economic support payments.86 A higher percentage of Vietnamese adults, compared with several other Asian American subgroups, reported that they could not access the food resources they utilised before COVID-19.85 Vietnamese, along with Filipino, adults were more likely to not have enough money to buy the food they needed.85 7% of Vietnamese American adults reported not having enough money to buy food since the start of the pandemic.85 The toxic stress from economic uncertainty, inability to work remotely in service industries, and resulting increased exposure while outside the home and on public transportation may have increased COVID-19 rates. Living arrangements may also contribute to COVID-19 rates. Related to the collectivist culture,18 Vietnamese Americans have one of the highest rates of living in multigenerational housing compared with other Asian American subgroups.28 While this is economically efficient and encourages family reliance, the crowding increases the risk of COVID-19 transmission within the home.87,88 Employment experiences, economic uncertainty, living situations, comorbidities, and pre-existing conditions, exacerbated by the turbulence of the ongoing pandemic and racism, may have contributed to higher rates of COVID-19 and more severe disease among Vietnamese Americans.49,86

CONCLUSION

The United States is often perceived as a land of opportunity, wealth, and freedom for anyone who works hard, striving for the ‘American Dream’.89 Many Vietnamese refugees waited months to years for approval to resettle in the United States, hopeful for a smooth transition into US society and the chance to rebuild their lives through hard work. Unfortunately, many refugees found themselves in a country with entrenched structural barriers.

Vietnamese Americans have a unique experience resulting from the intersection of their history and the structural factors—immigration policies, resettlement policies, and occupational practices. While these structural factors were adapted for Vietnamese Americans, misconstrued instruction, inadequate organization, and faulty implementation may have contributed to the detriment of the population. These underfunded institutions were constructed to aid Vietnamese Americans but may have unintended or intended consequences that introduced disadvantages, including disparities in health outcomes. This gives way to manifestations of neuroendocrine system dysfunction—chronic conditions and diseases (hypertension, cancers, type 2 diabetes, heart disease, cerebrovascular disease, etc.), increased susceptibility to infectious diseases such as COVID-19, and poor health status.23,37,38,58 The structural factors also may influence living and work environments, which can result in similar adverse health outcomes.

Considering the effects on health, structural factors—immigration policies, resettlement policies, and occupational practices—should be classified as health policies, reifying the concept that immigration is a social determinant of health.90 Health policies are defined as decisions, plans, and actions implemented to attain societal health care goals.91 These policies define visions for the future, establish goals and objectives91 and often influence resource allocations.92 Health policies are powerful determinants of community and population health with rippling effects that span the life course and generations. These structural factors/health policies may create or aggravate stressors that reproduce health disparities and structural inequities which further disadvantage populations.93 In contrast, these structural factors/health policies could be evaluated and addressed to prevent health disparities and structural inequities for improved population health.

 


Table 1.Key takeaways.


	Immigration policies, resettlement polices, and occupational practices are health policies. They are powerful, lasting determinants of community and population health.91,92



	These health policies have a unique intersection with history—impacting Vietnamese Americans’ adaptation in the United States, living and working environments, health outcomes, and future generations.6,7,21,25,28,58,86



	Vietnamese Americans are not the only Asian American subgroup to face worse health.29,46,47,69 To mitigate the extensive effects of chronic conditions and diseases on Asian Americans, recommendations include policy changes, resource allocation shifts, and interventions tailored for disproportionately affected Asian American subgroups.





Next steps should center not only Vietnamese Americans but also additional Asian American subgroups. Implications for practice include creating equitable, community-led interventions and policies based on theoretical foundations, socio-historical contexts of immigration and re-adaptation, user-centered design, and community-based participatory research methods. Interventions could be developed at any level, and they should elicit community members’ engagement and valuable insights through the entire process. Downstream measures could include interventions for supporting Asian American subgroups with linguistically and culturally adapted resources and health providers. Upstream approaches might involve health policy changes to shift the system. Some considerations for policy modifications for Asian Americans, particularly disproportionately affected subgroups, include addressing educational attainment, economic and workforce support and advancement, engagement in politics, health insurance coverage, physical and mental health care access, immigration reform, and language proficiency. Reframed data collection methods are requisite to disaggregate Asian American health data and better assess disparities within subgroups. Further quantitative and qualitative research is needed to establish the correlation between structural factors/health policies and long-term health outcomes for various subgroups. This research will inform resource allocation, policy change, and intervention implementation for disproportionately affected Asian American subgroups.

DECLARATIONS

This submission has not been previously published, nor is it before another journal for consideration.

Conflict of interest and funding

The author has no conflicts of interest to declare that are relevant to the contents of this article. The author did not receive support from any organization for the submitted work.

Availability of data and material

The data that support the findings of this paper are publicly available. Sources are included in the paper’s reference list.

REFERENCES


	1. 	U.S. Census Bureau. Decennial census, data profile: 2020 DEC redistricting data (PL 94-171). 2020. Available from: https://data.census.gov/cedsci/table?q=United%20States&g=0100000US&tid=DECENNIALPL2020.P1 [cited 19 March 2022].

	2. 	Tendulkar SA, Hamilton RC, Chu C, Arsenault L, Duffy K, Huynh V, Hung M, Lee E, Jane S, Friedman E. Investigating the myth of the ‘Model Minority’: a participatory community health assessment of Chinese and Vietnamese adults. J Immigr Minor Health. 2012;14(5):850–7. doi: 10.1007/s10903-011-9517-y

	3. 	Yi V, Museus SD. Model minority myth. In: The Wiley Blackwell encyclopedia of race, ethnicity, and nationalism. American Cancer Society; Hoboken, NJ: John Wiley & Sons, Ltd; 2015, pp. 1–2. doi: 10.1002/9781118663202.wberen528

	4. 	Trinh-Shevrin C, Islam NS, Rey MJ. Asian American communities and health: context, research, policy, and action. San Francisco, CA: John Wiley & Sons; 2009.

	5. 	Gordon NP, Lin TY, Rau J, Lo JC. Aggregation of Asian-American subgroups masks meaningful differences in health and health risks among Asian ethnicities: an electronic health record based cohort study. BMC Public Health. 2019;19(1):1551. doi: 10.1186/s12889-019-7683-3

	6. 	Rumbaut RG. Vietnamese, Laotian, and Cambodian Americans. In: Asian Americans: contemporary trends and issues Asian Americans: contemporary trends and issues. Thousand Oaks, CA: SAGE Publications, Inc.; 2006, pp. 262–91. doi: 10.4135/9781452233802.n11

	7. 	Kelly GP. Coping with America – refugees from Vietnam, Cambodia, and Laos in the 1970s and 1980s. Ann AAPSS. 1986;487(1), pp. 138–149. doi: 10.1177/0002716286487001009

	8. 	UNHCR. The state of the world’s refugees 2000: chapter 4: flight from Indochina. 2000. Available from: https://www.unhcr.org/3ebf9bad0.pdf [cited 11 August 2021].

	9. 	Montero D, Dieppa I. Resettling Vietnamese refugees: the service agency’s role. Soc Work. 1982;27(1):74–82. doi: 10.1093/sw/27.1.74

	10. 	Kumin J. Orderly departure from Vietnam: cold war anomaly or humanitarian innovation? Refug Surv Q. 2008;27(1):104–17. doi: 10.1093/rsq/hdn009

	11. 	Refugee Council USA. History, Legislative Authority, & Major Administrative Agencies. Refugee Council USA. Available from: http://www.rcusa.org/history [cited 25 October 2019].

	12. 	Interagency Task Force on Indochina Refugees. Report to Congress. 1975. Available from: https://www.fordlibrarymuseum.gov/library/document/0164/19077077.pdf [cited 20 March 2022].

	13. 	Refugee Admissions. United States Department of State. Available from: https://www.state.gov/refugee-admissions/ [cited 25 October 2019].

	14. 	96th Congress of the United States of America. The Refugee Act of 1980 (US) 96-212 s 643. Available from: https://www.flickr.com/photos/usnationalarchives/22755449997/in/album-72157661462319371/ [cited 18 March 2022].

	15. 	Refugee Act of 1980. National Archives Foundation. Available from: https://www.archivesfoundation.org/documents/refugee-act-1980/ [cited 24 March 2020].

	16. 	Gee H. The refugee burden: a closer look at the Refugee Act of 1980. UNC Sch Law. 2001;26(2):96.

	17. 	Lui PP, Rollock D. Acculturation and psychosocial adjustment among Southeast Asian and Chinese immigrants: the effects of domain-specific goals. Asian Am J Psychol. 2012;3:79–90. doi: 10.1037/a0025411

	18. 	Haines D, Rutherford D, Thomas P. Family and community among Vietnamese refugees. Int Migr Rev. 1981;15(1/2):310–9. doi: 10.2307/2545345

	19. 	Yip T, Gee GC, Takeuchi DT. Racial discrimination and psychological distress: the impact of ethnic identity and age among immigrant and United States – born Asian adults. Dev Psychol. 2008;44(3):787–800. doi: 10.1037/0012-1649.44.3.787

	20. 	Kibria N. Household structure and family ideologies: the dynamics of immigrant economic adaptation among Vietnamese refugees. Soc Probl. 1994;41(1): 81–96. doi: 10.2307/3096843

	21. 	Fox PG. Stress Related to family change among Vietnamese refugees. J Community Health Nurs. 1991;8(1):45–56. doi: 10.1207/s15327655jchn0801_5

	22. 	Juster RP, McEwen BS, Lupien SJ. Allostatic load biomarkers of chronic stress and impact on health and cognition. Neurosci Biobehav Rev. 2010;35(1):2–16. doi: 10.1016/j.neubiorev.2009.10.002

	23. 	Reuter S, Gupta SC, Chaturvedi MM, Aggarwal BB. Oxidative stress, inflammation, and cancer: how are they linked? Free Radic Biol Med. 2010;49(11):1603–16. doi: 10.1016/j.freeradbiomed.2010.09.006

	24. 	Finnan CR. Community influences on the occupational adaptation of Vietnamese refugees. Anthropol Q. 1982;55(3):161. doi: 10.2307/3318025

	25. 	Stein BN. Occupational adjustment of refugees: the Vietnamese in the United States. Int Migr Rev. 1979;13(1):25–45. doi: 10.2307/2545270

	26. 	Gee GC, Ford CL. Structural racism and health inequities: old issues, new directions. Bois Rev Soc Sci Res Race. 2011;8(1):115–32. doi: 10.1017/S1742058X11000130

	27. 	Waldinger R. The occupational and economic integration of the new immigrants. Law Contemp Probl. 1983;45(2):27. doi: 10.2307/1191408

	28. 	U.S. Census Bureau. ACS 1-year estimates selected population profiles: all available detailed Asian races: Table ID S0201, Dataset ACSSPP1Y2019. American Community Survey; 2019. Available from: https://data.census.gov/cedsci/ [cited 20 July 2021].

	29. 	Du Y, Shih M, Lightstone AS, Baldwin S. Hypertension among Asians in Los Angeles County: findings from a multiyear survey. Prev Med Rep. 2017;6:302–6. doi: 10.1016/j.pmedr.2017.03.009

	30. 	Santa Clara County, California. Status of Vietnamese Health. 2011. Available from: https://publichealth.sccgov.org/sites/g/files/exjcpb916/files/vha-full-2011.pdf [cited 19 March 2022].

	31. 	Castro ABD, Rue T, Takeuchi DT. Associations of employment frustration with self-rated physical and mental health among Asian American immigrants in the U.S. Labor Force. Public Health Nurs. 2010;27(6):492–503. doi: 10.1111/j.1525-1446.2010.00891.x

	32. 	Yoo HC, Gee GC, Takeuchi D. Discrimination and health among Asian American immigrants: disentangling racial from language discrimination. Soc Sci Med. 2009;68(4):726–32. doi: 10.1016/j.socscimed.2008.11.013

	33. 	Gee GC, Ponce N. Associations between racial discrimination, limited English proficiency, and health-related quality of life among 6 Asian ethnic groups in California. Am J Public Health. 2010;100(5):888–95. doi: 10.2105/AJPH.2009.178012

	34. 	Chen J, Gee GC, Spencer MS, Danziger SH, Takeuchi DT. Perceived social standing among Asian immigrants in the U.S.: do reasons for immigration matter? Soc Sci Res. 2009;38(4):858–69. doi: 10.1016/j.ssresearch.2009.06.003

	35. 	Stein DJ, Aguilar-Gaxiola S, Alonso J, Bruffaerts R, de Jonge P, Liu Z, Caldas-de-Almeida JM, O’Neill S, Viana MC, Al-Hamzawi AO, et al. Associations between mental disorders and subsequent onset of hypertension. Gen Hosp Psychiatry. 2014;36(2):142–9. doi: 10.1016/j.genhosppsych.2013.11.002

	36. 	Gianaros PJ, Horenstein JA, Hariri AR, Sheu LK, Manuck SB, Matthews KA, Cohen S. Potential neural embedding of parental social standing. Soc Cogn Affect Neurosci. 2008;3(2):91–6. doi: 10.1093/scan/nsn003

	37. 	Downs CA, Faulkner MS. Toxic stress, inflammation and symptomatology of chronic complications in diabetes. World J Diabetes. 2015;6(4):554–65. doi: 10.4239/wjd.v6.i4.554

	38. 	Steptoe A, Kivimäki M. Stress and cardiovascular disease. Nat Rev Cardiol. 2012;9(6):360–70. doi: 10.1038/nrcardio.2012.45

	39. 	Kim J, Chatterjee S, Cho SH. Asset ownership of New Asian immigrants in the United States. J Fam Econ Issues. 2012;33(2):215–26. doi: 10.1007/s10834-012-9317-0

	40. 	Robert S, House JS. SES Differentials in health by age and alternative indicators of SES. J Aging Health. 1996;8(3):359–88. doi: 10.1177/089826439600800304

	41. 	Carreon DC, Baumeister SE. Health care access among Asian American subgroups: the role of residential segregation. J Immigr Minor Health. 2015;17(5):1451–7. doi: 10.1007/s10903-014-0065-0

	42. 	Nguyen TT, Liao Y, Gildengorin G, Tsoh J, Bui-Tong N, McPhee SJ. Cardiovascular risk factors and knowledge of symptoms among Vietnamese Americans. J Gen Intern Med. 2009;24(2):238–43. doi: 10.1007/s11606-008-0889-1

	43. 	Pham TM, Rosenthal MP, Diamond JJ. Hypertension, cardiovascular disease, and health care dilemmas in the Philadelphia Vietnamese community. Fam Med. 1999;31(9):647–51.

	44. 	Lee HY, Rhee TG, Kim NK, Ahluwalia JS. Health literacy as a social determinant of health in Asian American immigrants: findings from a population-based survey in California. J Gen Intern Med. 2015;30(8):1118–24. doi: 10.1007/s11606-015-3217-6

	45. 	Sentell T, Braun KL. Low Health Literacy, Limited English proficiency, and health status in Asians, Latinos, and other racial/ethnic groups in California. J Health Commun. 2012;17(sup3):82–99. doi: 10.1080/10810730.2012.712621

	46. 	UCLA Center for Health Policy Research, Los Angeles, CA. Health status compared by Asian ethnicity groups (7 level). AskCHIS; 2019. Available from: https://ask.chis.ucla.edu [cited 21 July 2021].

	47. 	UCLA Center for Health Policy Research, Los Angeles, CA. Health status compared by race – OMB/Department of Finance. AskCHIS; 2019. Available from: https://ask.chis.ucla.edu [cited 21 July 2021].

	48. 	Krieger N. Theories for social epidemiology in the 21st century: an ecosocial perspective. Int J Epidemiol. 2001;30(4):668–77. doi: 10.1093/ije/30.4.668

	49. 	Lamontagne SJ, Pizzagalli DA, Olmstead MC. Does inflammation link stress to poor COVID-19 outcome? Stress Health. 2021;37(3):401–14. doi: 10.1002/smi.3017

	50. 	Wang D, Gee GC, Bahiru E, Yang EH, Hsu JJ. Asian-Americans and Pacific Islanders in COVID-19: emerging disparities amid discrimination. J Gen Intern Med. 2020;35(12):3685–8. doi: 10.1007/s11606-020-06264-5

	51. 	Hastings KG, Jose PO, Kapphahn KI, Frank ATH, Goldstein BA, Thompson CA, Eggleston K, Cullen MR, Palaniappan LP. Leading causes of death among Asian American subgroups (2003–2011). PLoS ONE. 2015;10(4):e0124341. doi: 10.1371/journal.pone.0124341

	52. 	McPhee SJ, Nguyen TT. Cancer, cancer risk factors, and community-based cancer control trials in Vietnamese Americans. Asian Am Pac Isl J Health. 2000;8(1):18–31.

	53. 	Chilton JA, Gor BJ, Hajek RA, Jones LA. Cervical cancer among Vietnamese women: efforts to define the problem among Houston’s population. Gynecol Oncol. 2005;99(3, Supplement):S203–6. doi: 10.1016/j.ygyno.2005.07.084

	54. 	Schulmeister L, Lifsey DS. Cervical cancer screening knowledge, behaviors, and beliefs of Vietnamese women. Oncol Nurs Forum. 1999;26(5):879–87.

	55. 	Le GM, Gomez SL, Clarke CA, Glaser SL, West DW. Cancer incidence patterns among Vietnamese in the United States and Ha Noi, Vietnam. Int J Cancer. 2002;102(4):412–7. doi: 10.1002/ijc.10725

	56. 	Taylor RJ, Morrell SL, Mamoon HA, Macansh S, Ross J, Wain GV. Cervical cancer screening in a Vietnamese nominal cohort. Ethn Health. 2003;8(3):251–61. doi: 10.1080/1355785032000136443

	57. 	Donnelly TT. Challenges in providing breast and cervical cancer screening services to Vietnamese Canadian women: the healthcare providers’ perspective. Nurs Inq. 2008;15(2):158–68. doi: 10.1111/j.1440-1800.2008.00409.x

	58. 	Ta H, Lin B, Palaniappan L. Vietnamese and Vietnamese-American Health Statistics, 2003-2019. Stanf Med Cent Asian Health Res Educ Data Brief. 2020;(2):6.

	59. 	McCracken M, Olsen M, Chen Jr. MS, Jemal A, Thun M, Cokkinides V, Deapen D, Ward E. Cancer incidence, mortality, and associated risk factors among Asian Americans of Chinese, Filipino, Vietnamese, Korean, and Japanese ethnicities. CA Cancer J Clin. 2007;57(4):190–205. doi: 10.3322/canjclin.57.4.190

	60. 	Ho V, Yamal JM, Atkinson EN, Basen-Engquist K, Tortolero-Luna G, Follen M. Predictors of breast and cervical screening in Vietnamese women in Harris County, Houston, Texas. Cancer Nurs. 2005;28(2):119–29. doi: 10.1097/00002820-200503000-00005

	61. 	Gor B, Son Hoang T, Yi J, Esparza A, Hernandez M, Jones LA. Cancer screening practices among Chinese and Vietnamese in the Greater Houston Area. Californian J Health Promot. 2007;5(SI):105–12. doi: 10.32398/cjhp.v5iSI.1203

	62. 	Miller BA, Chu KC, Hankey BF, Ries LAG. Cancer incidence and mortality patterns among specific Asian and Pacific Islander populations in the U.S. Cancer Causes Control. 2008;19(3):227–56. doi: 10.1007/s10552-007-9088-3

	63. 	GBD 2017 Risk Factor Collaborators. Global, regional, and national comparative risk assessment of 84 behavioural, environmental and occupational, and metabolic risks or clusters of risks for 195 countries and territories, 1990–2017: a systematic analysis for the Global Burden of Disease Study 2017. Lancet Lond Engl. 2018;392(10159):1923–94. doi: 10.1016/S0140-6736(18)32225-6

	64. 	Jung MY, Lee S, Thomas SB, Juon HS. Hypertension prevalence, treatment, and related behaviors among Asian Americans: an examination by method of measurement and disaggregated subgroups. J Racial Ethn Health Disparities. 2019;6(3):584–93. doi: 10.1007/s40615-018-00557-6

	65. 	Jose P, Zhao B, Chung S, Fortmann S, Palaniappan L. PS1-46: variation in hypertension prevalence among Asian American subgroups: results from PACS (Pan Asian Cohort Study). Clin Med Res. 2013;11(3):136. doi: 10.3121/cmr.2013.1176.ps1-46

	66. 	Duong DA, Bohannon AS, Ross MC. A descriptive study of hypertension in Vietnamese Americans. J Community Health Nurs. 2001;18(1):1–11. doi: 10.1207/S15327655JCHN1801_01

	67. 	Nguyen T. Hypertension and health literacy in Vietnamese Americans. Available from: http://grantome.com/grant/NIH/F31-NR010992-02 [cited 24 October 2019].

	68. 	Tran T, Allen NA, Nguyen TN, Lee HN, Chan KTK. Risk and preventive factors for type 2 diabetes and heart disease among foreign-born older Vietnamese Americans. Soc Work Health Care. 2014;53(2):96–114. doi: 10.1080/00981389.2013.844220

	69. 	U.S. Census Bureau. National Center for Health Statistics: interactive summary health statistics for adults – 2019–2020. 2020. Available from: https://wwwn.cdc.gov/NHISDataQueryTool/SHS_adult/index.html [cited 21 March 2022].

	70. 	Jose PO, Frank ATH, Kapphahn KI, Goldstein BA, Eggleston K, Hastings KG, Cullen MR, Palaniappan LP. Cardiovascular disease mortality in Asian Americans. J Am Coll Cardiol. 2014;64(23):2486–94. doi: 10.1016/j.jacc.2014.08.048

	71. 	Meiqari L, Essink D, Wright P, Scheele F. Prevalence of hypertension in Vietnam: a systematic review and meta-analysis. Asia Pac J Public Health. 2019;31(2):101–12. doi: 10.1177/1010539518824810

	72. 	Son PT, Quang NN, Viet NL, Khai PG, Wall S, Weinehall L, Bonita R, Byass P. Prevalence, awareness, treatment and control of hypertension in Vietnam – results from a national survey. J Hum Hypertens. 2012;26(4):268–80. doi: 10.1038/jhh.2011.18

	73. 	Nguyen QN, Pham ST, Do LD, Nguyen VL, Wall S, Weinehall L, Bonita R, Byass P. Cardiovascular disease risk factor patterns and their implications for intervention strategies in Vietnam. Int J Hypertens. 2012;2012:1–11. doi: 10.1155/2012/560397

	74. 	Ta MTT, Nguyen KT, Nguyen ND, Campbell LV, Nguyen TV. Identification of undiagnosed type 2 diabetes by systolic blood pressure and waist-to-hip ratio. Diabetologia. 2010;53(10):2139–46. doi: 10.1007/s00125-010-1841-6

	75. 	Guo S, Lucas RM, Joshy G, Banks E. Cardiovascular disease risk factor profiles of 263,356 older Australians according to region of birth and acculturation, with a focus on migrants born in Asia. Targher G, ed. PLoS One. 2015;10(2):e0115627. doi: 10.1371/journal.pone.0115627

	76. 	Tran DT, Jorm LR, Johnson M, Bambrick H, Lujic S. Prevalence and risk factors of type 2 diabetes in older Vietnam-born Australians. J Community Health. 2014;39(1):99–107. doi: 10.1007/s10900-013-9745-2

	77. 	Gallegos D, Do H, To QG, Vo B, Goris J, Alraman H. Differences in cardiometabolic risk markers among ethnic groups in Queensland, Australia. Health Soc Care Community. 2019;27(4), pp. e449–e458. doi: 10.1111/hsc.12745

	78. 	Tran AT, Straand J, Diep LM, Meyer HE, Birkeland KI, Jenum AK. Cardiovascular disease by diabetes status in five ethnic minority groups compared to ethnic Norwegians. BMC Public Health. 2011;11(1):554. doi: 10.1186/1471-2458-11-554

	79. 	Le TK, Cha L, Han HR, Tseng W. Anti-Asian Xenophobia and Asian American COVID-19 disparities. Am J Public Health. 2020;110(9):1371–3. doi: 10.2105/AJPH.2020.305846

	80. 	Santa Clara County, California. COVID-19 cases and deaths. 2020. Available from: https://covid19.sccgov.org/dashboard-cases-and-deaths [cited 21 March 2022].

	81. 	Kim HN, Lan KF, Nkyekyer E, Neme S, Pierre-Louis M, Chew L, Duber HC. Assessment of disparities in COVID-19 testing and infection across language groups in Seattle, Washington. JAMA Netw Open. 2020;3(9):e2021213. doi: 10.1001/jamanetworkopen.2020.21213

	82. 	Lee S, Waters SF. Asians and Asian Americans’ experiences of racial discrimination during the COVID-19 pandemic: impacts on health outcomes and the buffering role of social support. Stigma Health. 2021;6(1):70–8. doi: 10.1037/sah0000275

	83. 	Sze S, Pan D, Nevill CR, Gray LJ, Martin CA, Nazareth J, Minhas JS, Divall P, Khunti K, Abrams KR, et al. Ethnicity and clinical outcomes in COVID-19: a systematic review and meta-analysis. EClinicalMedicine. 2020; 29–30:100630. doi: 10.1016/j.eclinm.2020.100630

	84. 	Hawkins D. Differential occupational risk for COVID-19 and other infection exposure according to race and ethnicity. Am J Ind Med. 2020;63(9):817–20. doi: 10.1002/ajim.23145

	85. 	Rummo PE, Naik R, Thorpe LE, Yi SS. Changes in diet and food shopping behaviors among Asian–American adults due to COVID-19. Obes Sci Pract. 2021;7(3):307–20. doi: 10.1002/osp4.485

	86. 	Dinh QT, Mariategue KD, Byon AH. COVID-19 – revealing unaddressed systemic barriers in the 45th anniversary of the Southeast Asian American experience. J Southeast Asian Am Educ Adv. 2020;15(2), pp. 1–9. doi: 10.7771/2153-8999.1209

	87. 	Cevik M, Marcus JL, Buckee C, Smith TC. Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2) transmission dynamics should inform policy. Clin Infect Dis. 2021;73(Supplement_2):S170–6. doi: 10.1093/cid/ciaa1442

	88. 	Martin CA, Jenkins DR, Minhas JS, Gray LJ, Tang J, Williams C, Sze S, Pan D, Jones W, Verma R, et al. Socio-demographic heterogeneity in the prevalence of COVID-19 during lockdown is associated with ethnicity and household size: results from an observational cohort study. EClinicalMedicine. 2020;25:100466. doi: 10.1016/j.eclinm.2020.100466

	89. 	Definition of THE AMERICAN DREAM. Merriam Webster. Available from: https://www.merriam-webster.com/dictionary/the+American+dream [cited 13 August 2021].

	90. 	Castañeda H, Holmes SM, Madrigal DS, Young MED, Beyeler N, Quesada J. Immigration as a social determinant of health. Annu Rev Public Health. 2015;36(1):375–92. doi: 10.1146/annurev-publhealth-032013-182419

	91. 	World Health Organization. Health policy. WHO; 2020. Available from: https://www.who.int/topics/health_policy/en/ [cited 5 May 2020].

	92. 	CDC. Definition of policy. Associate Director for Policy and Strategy. 2015. Available from: https://www.cdc.gov/policy/analysis/process/definition.html [cited 12 August 2021].

	93. 	Thoits PA. Stress and health: major findings and policy implications. J Health Soc Behav. 2010;51(1_suppl):S41–53. doi: 10.1177/0022146510383499



OPS/CoverDesign.jpg
Journal of Asian Health

Vietnamese American Health—Chronic Disease
and COVID-19: A Discussion of Structural
Factors as Health Policies

Morgan H. Vien

Journal of Asian Health. 2022;14:e202211. May 2022





