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Background: The COVID-19 pandemic has exacerbated many social determinants of health and barriers to health care for Southeast Asian Americans.

Objective: The objective of this study is to understand the impact of the COVID-19 pandemic on Southeast Asian American communities’ health care utilization and need for support.

Methods: This cross-sectional, multiple methodology study administered surveys and conducted focus groups with 78 participants (≥14 years) across generations and Cambodian, Laotian, and Vietnamese ethnicity in partnership with the Southeast Asian Development Center in San Francisco, California between July and September 2021.

Results: We identified two themes in health care utilization: 1) language and technology barriers were magnified during the pandemic, while telehealth options increased access options; 2) fear of anti-Asian violence deterred participants from public outings and activities; two themes in the role of community and community centers: 1) intergenerational support facilitated health care access; 2) community centers provided crucial social services; two themes in COVID-19 prevention: COVID-19 safety precautions contributed to interpersonal conflict and financial stress and 2) lack of linguistically accessible COVID-19 information and services posed challenges to COVID-19 testing and vaccination.

Conclusions: Despite the challenges posed by the duality of the COVID-19 pandemic and fear of anti-Asian violence, Southeast Asian Americans persisted with resilience to seek health services with intergenerational support and the guidance of community centers. This highlights the need for further expansion of culturally relevant, linguistically accessible, and trauma-informed health interventions and enhanced support for community-based organizations in advancing health for these underserved populations.
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POPULAR SCIENTIFIC SUMMARY


	First-generation participants across ethnicities (Cambodian, Laotian, and Vietnamese) faced similar barriers to health care access and utilization, such as language and technology barriers, compared to differences between ethnic groups.

	During the COVID-19 pandemic, anti-Asian violence and discrimination facilitated fear and anxiety that deterred the behavior and activities of first-generation Southeast Asian Americans.

	Community-based organizations, such as community and cultural centers, provide vital services and support to the Southeast Asian American community by advocating for community needs, providing valuable resources and language support, and disseminating essential information to community members.



The COVID-19 pandemic has drastically impacted vulnerable communities across the world, including Asian Americans, causing many to suffer social, economic, and health consequences during this tumultuous period.1,2 As of March 2022, the United States has had over 79 million cases and over 976,000 deaths due to COVID-19.3,4 According to national data, Asian Americans have had some of the lowest number of COVID-19 cases and deaths compared to Hispanic and Black populations.3,5 However, early reports highlighted that Asian Americans account for almost half of COVID-19 deaths in San Francisco and Chinese Americans are 1.5 times more likely to die from COVID-19 than non-Hispanic Whites in New York City.6,7 Prior to the COVID-19 pandemic, only 0.17% of funding from the National Institutes of Health for clinical research focused on Asian American, Native Hawaiian, and Pacific Islander participants, highlighting the gap in structural support for Asian -American health research that was further widened during the pandemic.8 The lack of disaggregated COVID-19 data among Asian American ethnic groups at national and local levels has made it difficult to fully understand how the pandemic has impacted the health of this heterogeneous population, leading to the invisibilization of disparities among the Asian American population.9–11

The COVID-19 pandemic brought about a concurrent wave of increased discrimination and violence against Asian Americans.12 From March 2020 to December 2021, there were 10,905 hate incidents against Asian Americans reported to Stop Asian American Pacific Islander Hate, with undoubtedly many more occurrences unreported.13 The widespread fear due to these increased hate incidents may have deterred Asian Americans from seeking and receiving adequate health care in addition to having profound mental health impacts on Asian Americans.14,15 The limited studies available report detrimental effects of racial discrimination during the COVID-19 pandemic on self-reported increases in anxiety, depressive symptoms, and sleep difficulties among Asian American participants.16,17

Within the Asian American population, Southeast Asian Americans (including Cambodian, Laotian, and Vietnamese) have reported lower health care access and utilization rates, partially due to the lack of linguistically and culturally competent health services.18,19 Many have endured a history of conflict and violence during the wars and political turmoil in Southeast Asia prior to immigration to the US In the context of being uprooted from their homelands and essentially restarting their lives in the United States, many Southeast Asian Americans faced significant barriers to health care access, such as language and culture, health literacy, health insurance, and immigrant status prior to the COVID-19 pandemic.18–20

This community-based research study partnered with a local community organization in the Tenderloin district of San Francisco, California that predominantly serves Cambodian, Laotian, and Vietnamese community members. Therefore, this study sought to understand disparities in health care experiences among Cambodian, Laotian, and Vietnamese Americans in the San Francisco Bay Area during the COVID-19 pandemic. The findings will help guide recommendations for community-based organizations to improve health outcomes of Southeast Asian Americans. We hypothesize that the first-generation participants across each ethnic subgroup will face more challenges in healthcare access compared to second-generation participants due to exacerbations of known barriers, such as language access, while increased racial discrimination and violence towards Asian Americans will perpetuate fear in accessing health care services among all participants.

METHODS

The study utilized a mixed research methodology to investigate community experiences and perceptions towards health care utilization and the impact that fear of anti-Asian violence had on health-seeking behaviors during the COVID-19 pandemic between July and September 2021.

Study design/setting

The study was conducted in the San Francisco Bay Area, a region with a total population of more than 7.7 million people, of which approximately 27% are Asian American.21 In March 2020, the Bay Area was the first major metropolitan area in the US to enact public health orders against the spread of COVID-19 and has maintained a relatively low record of COVID-19 cases throughout the pandemic compared to other metropolitan areas.22,23

We collaborated with the Southeast Asian Development Center, a nonprofit community organization that serves Cambodian, Laotian, and Vietnamese communities in San Francisco Bay Area. Southeast Asian Development Center provides a variety of services, including youth programs, workforce development services, translation services, and basic needs resource navigation. Community leaders of each generational group and ethnicity identified potential participants for the study. We recruited 78 participants based on their age (14 years or older) and self-identification as Cambodian, Laotian, or Vietnamese. The participants were grouped into focus group cohorts by generational status (first-generation, born elsewhere, and immigrated to the US after childhood, or second-generation, born and/or lived primarily in the US since childhood) and by ethnicity (Cambodian, Laotian, or Vietnamese).24 Participants were offered a gift card as an incentive for study participation. Each participant was limited to participating in one focus group to ensure fair distribution of limited participation incentives to all interested participants.

The study was granted approval by the Stanford University Institutional Review Board (May 12, 2021, #60712). Informed consent was obtained from all individual participants included in the study, and written informed consent was obtained from parents or guardians of participants who were under 18 years of age.

Survey data collection and analysis

The objectives of the surveys were to obtain descriptive data to characterize study participants and to collect quantitative data about participants’ experiences of healthcare access and utilization. Participants completed an anonymous survey in English or in Khmer (Cambodian), Laotian, or Vietnamese with the assistance of a translator. The survey questions were adapted from standardized questionnaires and other published studies and were tested and revised for clarity before administration.25,26 The survey included questions about participant demographics, health care utilization, and access to COVID-19 testing and vaccination in the last 12 months prior to survey participation (Tables 1 and 2).

 


Table 1.Demographics of participants surveyed.


	
	All ethnicities
	1st generation
	2nd generation



	1st gen N = 47
	2nd gen N = 31
	Total N = 78
	Cambodian N = 16
	Laotian N = 16
	Vietnamese N = 15
	Cambodian N = 9
	Laotian N = 14
	Vietnamese N = 8





	Average age (SD)
	63.8 (11.2)
	26.9 (12.5)
	49.2 (21.6)
	66.9 (12.7)
	65.6 (7.7)
	58.9 (11.5)
	25.4 (7.0)
	33.8 (14.5)
	16.6 (2.3)



	Gender
	Male
	10 (21%)
	14 (45%)
	24 (31%)
	2 (13%)
	5 (31%)
	3 (20%)
	3 (33%)
	9 (64%)
	2 (25%)



	Female
	37 (79%)
	17 (55%)
	54 (69%)
	14 (87%)
	11 (69%)
	12 (80%)
	6 (67%)
	5 (36%)
	6 (75%)



	Birth Country
	USA
	0 (0%)
	19 (61%)
	19 (24%)
	0 (0%)
	0 (0%)
	0 (0%)
	8 (89%)
	5 (36%)
	6 (75%)



	Other
	47 (100%)
	12 (39%)
	59 (76%)
	16 (100%)
	16 (100%)
	15 (100%)
	1 (11%)
	9 (64%)
	2 (25%)



	Average Years Since Immigration (SD)
	23.8 (14.6)
	NA
	NA
	26.6 (15.2)
	29.7 (10.7)
	12.4 (10.9)
	NA
	NA
	NA



	Average Household Size (SD)
	3.5 (1.9)
	3.5 (1.4)
	3.5 (1.8)
	4.3 (2.5)
	3.3 (1.8)
	3 (0.9)
	3.3 (1.5)
	3.7 (1.7)
	3.3 (0.5)



	Primary Language
	English
	0 (0%)
	17 (55%)
	17 (22%)
	0 (0%)
	0 (0%)
	0 (0%)
	6 (67%)
	9 (64%)
	2 (25%)



	Other
	47 (100%)
	14 (45%)
	61 (78%)
	16 (100%)
	16 (100%)
	15 (100%)
	3 (33%)
	5 (36%)
	6 (75%)



	English Proficiency
	Not at all
	10 (21%)
	0 (0%)
	10 (13%)
	7 (44%)
	1 (6%)
	2 (13%)
	0 (0%)
	0 (0%)
	0 (0%)



	Not well
	24 (51%)
	4 (13%)
	28 (36%)
	7 (44%)
	8 (50%)
	9 (60%)
	0 (0%)
	2 (14%)
	2 (25%)



	Well
	11 (23%)
	5 (16%)
	16 (21%)
	2 (12%)
	5 (31%)
	4 (25%)
	1 (11%)
	4 (29%)
	0 (0%)



	Very well
	2 (4%)
	22 (71%)
	24 (31%)
	0 (0%)
	2 (13%)
	0 (0%)
	8 (89%)
	8 (57%)
	6 (75%)



	Education Level
	No formal education
	12 (25%)
	0 (0%)
	12 (15%)
	7 (44%)
	4 (25%)
	1 (7%)
	0 (0%)
	0 (0%)
	0 (0%)



	Some primary or completed primary
	12 (26%)
	5 (16%)
	17 (22%)
	6 (38%)
	5 (32%)
	1 (7%)
	0 (0%)
	5 (35%)
	0 (0%)



	Some secondary or completed secondary
	15 (32%)
	13 (42%)
	28 (36%)
	2 (13%)
	2 (13%)
	11 (73%)
	2 (22%)
	4 (28%)
	7 (88%)



	Technical/vocational education
	1 (2%)
	1 (3%)
	2 (3%)
	0 (0%)
	1 (6%)
	0 (0%)
	0 (0%)
	1 (7%)
	0 (0%)



	Some university, no degree
	2 (4%)
	5 (16%)
	7 (9%)
	1 (6%)
	1 (6%)
	0 (0%)
	5 (55%)
	0 (0%)
	0 (0%)



	University level, with degree or higher
	5 (11%)
	7 (22%)
	12 (15%)
	0 (0%)
	3 (19%)
	2 (13%)
	2 (22%)
	4 (28%)
	1 (12%)



	Combined Household Income
	Less than $14,999
	27 (57%)
	8 (26%)
	35 (45%)
	15 (93%)
	8 (50%)
	4 (27%)
	3 (33%)
	3 (21%)
	2 (25%)



	$15,000–$29,999
	7 (15%)
	8 (26%)
	15 (19%)
	1 (7%)
	1 (6%)
	5 (33%)
	2 (22%)
	3 (21%)
	3 (38%)



	$30,000–$39,999
	6 (13%)
	4 (13%)
	10 (13%)
	0 (0%)
	1 (6%)
	5 (33%)
	1 (11%)
	3 (21%)
	0 (0%)



	$40,000–$49,999
	4 (8.5%)
	6 (19%)
	10 (13%)
	0 (0%)
	3 (19%)
	1 (7%)
	2 (22%)
	1 (7%)
	3 (38%)



	$50,000–$74,999
	1 (2%)
	2 (6%)
	3 (4%)
	0 (0%)
	1 (6%)
	0 (0%)
	1 (11%)
	1 (7%)
	0 (0%)



	More than $74,999
	2 (4%)
	3 (9%)
	5 (6%)
	0 (0%)
	2 (13%)
	0 (0%)
	0 (0%)
	3 (21%)
	0 (0%)





 


Table 2.Health status and utilization of health care services of participants surveyed.


	
	All ethnicities
	1st generation
	2nd generation



	1st gen N = 47 (%)
	2nd gen N = 31 (%)
	Total N = 78 (%)
	Cambodian N = 16 (%)
	Laotian N = 16 (%)
	Vietnamese N = 15 (%)
	Cambodian N = 9 (%)
	Laotian N = 14 (%)
	Vietnamese N = 8 (%)





	Current Health Status
	Poor
	13 (28)
	0 (0)
	13 (17)
	10 (63)
	2 (12)
	1 (7)
	0 (0)
	0 (0)
	0 (0)



	Fair
	16 (34)
	3 (10)
	19 (24)
	3 (19)
	6 (38)
	7 (47)
	1 (11)
	2 (14)
	0 (0)



	Good
	15 (32)
	18 (58)
	33 (42)
	1 (6)
	8 (50)
	6 (40)
	7 (77)
	6 (43)
	5 (63)



	Excellent
	3 (6)
	10 (32)
	13 (17)
	2 (13)
	0 (0)
	1 (7)
	1 (11)
	6 (43)
	3 (37)



	Have you had any health insurance coverage during the past 12 months?
	Yes
	44 (94)
	24 (77)
	68 (87)
	15 (94)
	16 (100)
	13 (87)
	8 (89)
	10 (71)
	6 (75)



	No
	3 (6)
	7 (23)
	10 (13)
	1 (6)
	0 (0)
	2 (13)
	1 (11)
	4 (29)
	2 (25)



	Have you had one or more doctor office visits in the past 12 months?
	Yes
	43 (91)
	21 (68)
	64 (82)
	15 (94)
	14 (88)
	14 (93)
	7 (78)
	9 (64)
	5 (63)



	No
	4 (9)
	10 (32)
	14 (18)
	1 (6)
	2 (12)
	1 (7)
	2 (22)
	5 (36)
	3 (37)



	Have you had one or more remote/digital (telehealth) doctor office visits in the past 12 months?
	Yes
	31 (66)
	15 (48)
	46 (59)
	11 (69)
	12 (75)
	8 (53)
	5 (55)
	6 (43)
	4 (50)



	No
	16 (34)
	16 (52)
	32 (41)
	5 (31)
	4 (25)
	7 (47)
	4 (45)
	8 (57)
	4 (50)



	Have you had one or more emergency room (ER) visits in the past 12 months?
	Yes
	16 (34)
	1 (3)
	17 (22)
	6 (38)
	7 (44)
	3 (20)
	0 (0)
	1 (7)
	0 (0)



	No
	31 (66)
	30 (97)
	61 (78)
	10 (62)
	9 (56)
	12 (80)
	9 (100)
	13 (93)
	8 (100)



	Have you ever had, or thought you had, the Coronavirus, COVID-19?
	Yes
	19 40)
	9 (29)
	28 (36)
	1 (6)
	3 (19)
	15 (100)
	3 (33)
	4 (29)
	2 (25)



	No
	28 (60)
	22 (71)
	50 (64)
	15 (94)
	13 (81)
	0 (0)
	6 (67)
	10 (71)
	6 (75)



	Have you ever tested for the Coronavirus, COVID-19?
	Yes
	39 (83)
	20 (65)
	59 (76)
	16 (100)
	13 (81)
	10 (67)
	7 (78)
	9 (64)
	4 (50)



	No
	8 (17)
	11 (35)
	19 (24)
	0 (0)
	3 (19)
	5 (33)
	2 (22)
	5 (36)
	4 (50)



	Did you ever receive a positive test result for the Coronavirus, COVID-19?
	Yes
	8 (17)
	4 (13)
	12 (15)
	1 (6)
	4 (25)
	3 (20)
	1 (11)
	2 (14)
	1 (12)



	No
	39 (83)
	27 (87)
	66 (85)
	15 (94)
	12 (75)
	12 (80)
	8 (89)
	12 (86)
	7 (88)



	Did you obtain a COVID-19 vaccine when you were eligible to
	Yes
	46 (98)
	30 (97)
	76 (97)
	15 (94)
	16 (100)
	15 (100)
	9 (100)
	13 (93)
	8 (100)



	No, I was not able to access COVID-19 vaccinations
	0 (0)
	1 (3)
	1 (1)
	0 (0)
	0 (0)
	0 (0)
	0 (0)
	1 (7)
	0 (0)



	No, I decided not to receive COVID-19 vaccinations
	1 (2)
	0 (0)
	1 (1)
	1 (6)
	0 (0)
	0 (0)
	0 (0)
	0 (0)
	0 (0)





Focus group data collection and analysis

The objectives of the semi-structured focus groups were to collect qualitative data on participants’ perspectives and experiences on how the COVID-19 pandemic affected their health care access and utilization and the impact that fear of anti-Asian violence had on health-seeking behaviors. The focus groups were conducted in-person or remotely via Zoom based on the pandemic health restrictions, interpretation needs, and preferences of participants, and lasted 30–90 min each. The first-generation focus groups were conducted in-person to offer language interpretation to limited English proficient participants, to address limited technology skills, and to facilitate participant comfort in a familiar community space. The second-generation focus groups were conducted remotely via Zoom to provide increased flexibility and convenience to participants with school, work, or childcare responsibilities. Six first-generation focus groups were conducted in-person at community spaces, while nine of the second-generation focus groups were conducted remotely (Table 3).

 


Table 3.Focus group cohorts.


	Ethnicity
	Generation
	Setting
	# Participants





	Cambodian
	1st generation
	In-Person
	8



	Cambodian
	1st generation
	In-Person
	8



	Cambodian
	2nd generation
	Virtual
	3



	Cambodian
	2nd generation
	Virtual
	1



	Cambodian
	2nd generation
	Virtual
	2



	Cambodian
	2nd generation
	Virtual
	3



	Laotian
	1st generation
	In-Person
	8



	Laotian
	1st generation
	In-Person
	8



	Laotian
	2nd generation
	Virtual
	6



	Laotian
	2nd generation
	Virtual
	5



	Laotian
	2nd generation
	Virtual
	3



	Vietnamese
	1st generation
	In-Person
	7



	Vietnamese
	1st generation
	In-Person
	8



	Vietnamese
	2nd generation
	Virtual
	3



	Vietnamese
	2nd generation
	Virtual
	5





The first-generation focus groups were co-facilitated by the lead author of the research study and a community leader from each ethnic community who were fluent in English and Khmer, Lao, or Vietnamese, respectively. The community leader in each first-generation focus group offered live interpretation of focus group questions and responses between the first author (DC) and participants at the in-person focus groups. The second-generation focus groups were facilitated virtually by the first author (DC) of the research study without interpretation as all second-generation participants were fluent in English.

The focus groups were audio recorded, transcribed, and checked for quality and completeness. The codebook utilized for qualitative analysis was developed using both deductive and inductive approaches based on the data and an adapted health services framework and was iteratively refined until the team agreed on the final codebook (Figure 1).27,28 Themes were then mapped and interpreted. The coding software, Dedoose, was used to organize and facilitate the qualitative analysis process.

Figure 1.Adapted conceptual framework of Asian American immigrant health utilization during COVID-19 pandemic.21,22
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Results

Quantitative survey findings

Seventy-eight participants, 47 first-generation participants (16 Cambodian, 16 Laotian, and 15 Vietnamese), and 31 second-generation participants (9 Cambodian, 14 Laotian, and 8 Vietnamese) participated in surveys and focus groups. Participants engaged in the study in English (40%) or with the assistance of Khmer (20%), Lao (20%), and Vietnamese (20%) interpreters.

First-generation participants ranged in age from 35 to 82 years (mean age 63.8 years, SD 11.1 years) (Table 1). The median ages of first-generation participants from each ethnic group were 67 years (Cambodian), 68 years (Laotian), and 61 years (Vietnamese). The average number of years since immigration to the US was 22.9 years (SD 14.6 years). All first-generation participants spoke their origin country’s language as their primary language and only 28% of first-generation participants had a self-reported ‘well’ or ‘very well’ English proficiency. Sixty-two per cent of first-generation participants rated their current health status as fair or worse (28% poor, 34% fair) (Table 2). Eighty-two per cent of first-generation participants had been tested for COVID-19 at least once, and among those, 21% had tested positive for COVID-19. Ninety-eight per cent had received at least one COVID-19 vaccine.

Second-generation participants ranged in age from 14 to 50 years (mean age 25.3 years, SD 12.5 years) (Table 1). The median ages of second-generation participants from each ethnic group were 22 years (Cambodian), 40.5 years (Laotian), and 15.5 years (Vietnamese). Among second-generation participants, 61% were born in the United States. Fifty-five per cent of second-generation participants speak English as their primary language and 87% report ‘well’ or ‘very well’ English proficiency. Ten per cent of second-generation participants rated their current health status as fair or worse (Table 2). Sixty-five per cent of second-generation participants had tested for COVID-19 at least once, and among those, 20% had tested positive for COVID-19. Ninety-seven per cent had received at least one COVID-19 vaccine.

Qualitative focus group findings

 

Domain 1: Utilization of Medical Services During COVID-19 Pandemic

Theme 1: Language and technology barriers were magnified during the pandemic for first-generation participants, while telehealth options increased access options for second-generation participants

When asked about barriers to accessing health care, first-generation participants overwhelmingly described difficulties with language access and technology barriers (Table 4). While many first-generation participants expressed that remote or staff interpreters were generally available when accessing medical services, the quality and convenience of language access varied throughout the health care process and by clinic and native language spoken. Participants who spoke Khmer or Lao observed long wait times for an available interpreter at clinics compared to Vietnamese-speaking participants. First-generation participants highlighted the differences between speaking and being literate in their native language and perceived barriers in completing health care forms or understanding written communications about their health care. Most first-generation participants relied on their families, friends, or community centers for language assistance if interpretation or translation services were unavailable.

 


Table 4.Themes and representative quotes.


	Domain 1: Utilization of Medical Services During COVID-19 Pandemic



	Theme 1: Language and technology barriers were magnified during the pandemic for first-generation participants, while telehealth options increased access options for second-generation participants
‘I have to try my best and try to understand the information or read by myself. If it’s something that I don’t understand, I have to ask friends or other people around me to help translate. I can read a little bit of English, so I can try. However, for other people who don’t read, speak, or write English at all, so there is no way at all for them to access those services. Government agencies do typically have Vietnamese interpretation options, but other services outside of government services doesn’t have the same guarantee’.
- 1st generation Vietnamese participant
‘Sometimes the translator is not there, so it’s different from in-person, especially for people who don’t read or write, so they really prefer an in-person translator. Online [translators], some of them are good. But some of them because we are the Lao ethnicity, sometimes they get someone from another ethnic group from Laos that can speak other dialects. It doesn’t make sense and they have to stop right there. People from Laos, there’s many different ethnic groups. The problem is that they ask for someone who speaks Lao, but they don’t know that there are different dialects. They just get someone from Laos and then they speak different dialects, so then they have to cancel [the appointment] because ethnic language differences’.
- 1st generation Lao participant
‘I also saw like issues in terms of like language barriers and stuff when I was trying to book appointments for like my dad who like needed like mental health services. There were no providers who spoke Cambodian so finding him resources was difficult’.
- 2nd generation Cambodian participant



	Theme 2: Fear of anti-Asian violence deterred participants from public outings and activities
‘One thing I feel is that I want to exercise, but I’m worried that someone will push me and cause me to hit my head on the ground, so I’m afraid to do so. During this time, my eyes have also been worsening … and It’s been difficult to go back and forth to the doctors. I want to go exercise here and there, but my kids tell me ‘Mom, don’t go! Be careful because they might push you and break your skull open!’ I’ve been very worried’.
- 1st generation Cambodian participant
‘I never dare to go out by myself, I always have to ask someone to go out with me. When I go out, I try to hide everything by wearing sunglasses, masks, and a huge hat and cover everything so that they don’t recognize that I am Asian when I take the bus or am walking on the street. If my phone rings, I don’t dare to pick it up because I’m afraid of people hearing when I talk and know that I am speaking an Asian language and am Asian’.
- 1st generation Vietnamese participant
‘I don’t think I was like scared for myself, I was more scared of like the Asian Americans and like my community and like my family members, and so, if, like my mom would like want to walk in the neighborhood alone like I would get scared. yeah I wasn’t really like worried about myself, I was just more worried about like the people my community and my family members’.
- 2nd generation Cambodian participant



	Domain 2: The Role of Community and Community Centers



	Theme 1: Intergenerational support facilitated health care access prior to and during the COVID-19 pandemic
‘It has been very difficult for my situation. One, the language barrier and two, I don’t know how to use the iPhone to access appointments for the doctor or social services. When I ask my children, they seem to be busy or not available, so I have to go around and look for social services, but many of the social services don’t have Lao-speaking staff or interpreters, and many places are closed. We rely on Lao Seri Association for support. We ask Lao Seri to help us with translation, and if they are not available, then we ask our children for help. It’s up to seniors to ask for the services’.
– 1st generation Lao participant
‘I noticed for my parents like I help them make some of their appointments. [At] the beginning of the pandemic they were not able to go to the doctors often they should have and, like my dad is diabetic so he has like a specialized doctor and yeah they were were scared of if they went to the doctor’s office that they would like to have more interaction, or like those are like places where they like our higher chances of catching COVID so they definitely didn’t want to go, then, and then like they don’t know how to use Telehealth so that wasn’t really an option for them. Now, I think, as soon as doctors have like limited capacity there. They’re still kind of not able to see their doctors as often but it’s more frequent than before’.
- 2nd generation Cambodian participant



	Theme 2: Community centers provided critical social services to first-generation participants
‘I want to thank you for the opportunity to have this space to reflect on the pandemic and health and the Lao community. I’ve actually been less engaged in a lot of community in this past 17 months. We usually do a cultural festival in collaboration with a Southeast Asian group here in the city, but we had to do virtual this past year and we canceled this year because of the new delta variant’.
- 2nd generation Lao participant
‘We use the temple as a mental health and stress-reducing place. The monks can speak Lao, Thai, and Cambodian, so we believe it and can do medications. It helps us maintain our physical health. When physical health gets better, the mental health gets better too. The spirituality is important for healing too. In the past, they could invite the monks to do a blessing ceremony at the temple or home, but during COVID-19, they could not do it. We tried going to the temple and the temple limited people and closed like everywhere else People got stuck for a long time. Only recently have they opened again for limited number of people and people need to be vaccinated. Information that we have for the community, the temple is the best place to share information with people. The monks there can speak our language and they have traditional techniques to talk to people, and people tend to sit down and listen, meditation, so that’s also supportive of their well-being’.
- 1st generation Lao participant
‘It depends on the need, what type of services is needed and what information I need to access different services. Usually, I come to the community center to get information and from there, if I need to get tested, they tell me where I should go, or if I need to go to the doctor, they help me make an appointment, or if I need to apply for something. It depends on the need, but usually help comes from the community center’.
- 1st generation Vietnamese participant



	Domain 3: COVID-19 Prevention



	Theme 1: COVID-19 safety precautions, such as shelter-in-place and personal protective equipment (PPE) policies, contributed to interpersonal conflict and financial stress among participants
‘At first, I had the same feeling as what everyone else just shared. I was very scared when going out. I wasn’t sure if people would have COVID and spread it to me, so I have been very scared. Later, some of my friends were COVID-positive, and they were able to recover after staying home. That made me feel a bit better. It’s still very dangerous, but I felt more reassured [after their recoveries.] When I was able to get the vaccine, I felt a lot better and felt a lot more protected. Now, when I learned that there’s the delta variant, I realized that it’s still not that safe, so we need to take precautions like wearing masks and other things’.



	Domain 3: COVID-19 Prevention



	- 1st generation Vietnamese participant
‘I am depressed and under stress because my family stays together during shelter-in-place and we’re overcrowded, so that makes us more depressed. Along with financial problems and worrying about everything to be safe because of all of the changes. We have to buy more supplies. I have to negotiate and balance family relationships. We have to come together for discussions and we’re more depressed and under stressed. Even getting things back to normal is difficult because of the COVID pandemic. We’re afraid of the virus’.
- 1st generation Lao participant
‘I think it was just a blessing in a weird way because I was working multiple part time jobs before the pandemic, so I didn’t have a lot of time with family. So in terms of the pandemic itself, it was a concern in the beginning, worrying about getting sick. But luckily, we stayed COVID free as a family and we were able to get out everyday for a few hours after they were distant learning and explore San Francisco and do new activities to keep busy. It was a positive in that respect but it was scary because nobody wanted to get sick, so we were always wearing masks and trying to avoid crowds’.
- 2nd generation Lao participant



	Theme 2: The lack of linguistically accessible COVID-19 information and services posed challenges to COVID-19 testing and vaccination
‘It’s been convenient for me because my daughter takes me. My daughter makes the appointment and drives me through the drive-thru. A lot of seniors have someone escort them to get tested or vaccinated because they are afraid because they don’t speak the language. [blinded organization names] assist people to vaccine sites and COVID tests’.
- 1st generation Lao participant
‘I just wanted to add that I do like that for getting tested and everything was easy like I was able to like ship it to myself, instead of going out somewhere. But I felt like it was easy for myself, but for my parents I don’t think they would have been able to figure out how to get a vaccine and like schedule like sign up. If I didn’t do it for them, I don’t know if they would have been able to so I feel like that was like a good thing for myself that everything was online, but for them, I don’t know if they would have been able to do things by themselves’.
- 2nd generation Cambodian participant





Many first-generation participants shared frustrations with the technological skills needed to obtain health care and highlighted the need for tech literacy to utilize patient portals or check-in kiosks in clinics. First-generation participants faced further technology barriers to accessing health services during the COVID-19 pandemic when most ambulatory and elective medical care abruptly shifted to remote, telehealth services. Some participants relied on family members to help them participate in telehealth visits, while other participants deferred their health care until clinic appointments were available again. Even if participants were able to access telehealth visits, some participants preferred clinic visits to be able to be physically examined and decreased their trust in health care providers on telehealth visits.

Second-generation participants shared challenges of navigating health insurance and transportation barriers. Many participants’ lack of knowledge about health insurance processes and the logistical burden of navigating health insurance plans created barriers to utilizing health services. Among participants who were uninsured, some described hesitancy to seek medical care due to fear of exorbitant medical bills. In addition, participants highlighted the unreliability of public transportation and financial burden of transportation deterring them from seeking medical care. Some suggested their preference for telehealth visits if available to overcome transportation barriers.

Theme 2: Fear of anti-Asian violence -deterred participants from public outings and activities

Across ethnicities and generations, participants highlighted the impact that fear and anxiety about anti-Asian violence has had on their daily lives and health-seeking behaviors (Table 4). Participants mentioned several incidents of physical assault towards community members they personally knew. Both first-generation and second-generation participants expressed that fear of anti-Asian violence occurring to themselves or their families has created a sense of ‘hyper-awareness’ when going out in public. First-generation participants mentioned that they would alter plans to go out earlier during the day or when a family member could accompany them or would employ strategies to avoid being identified as Asian. In contrast, second-generation participants were unlikely to change medical appointments or plans deemed necessary but maintained vigilance when out in public. Second-generation participants expressed greater concern about older community members being victims of anti-Asian violence than their own personal safety.

Domain 2: The Role of Community and Community Centers

Theme 1: Intergenerational support facilitated health care access prior to and during the COVID-19 pandemic

Intergenerational community was an underlying theme that spanned multiple topics and was discussed by both first- and second-generation participants (Table 4). First-generation participants heavily relied on younger family members for language interpretation and help with accessing online resources and navigating telehealth. Many first-generation individuals needed family members to accompany them to necessary appointments and other medical services. However, due to the COVID-19 pandemic limiting the number of visitors allowed, accessing service became more difficult for first-generation participants. Second-generation participants discussed experiences of acting as interpreters and caretakers and facilitating crucial communications between their elder family members and necessary health resources. Despite the desire to support their families, second-generation individuals faced significant strain and burden from assuming these roles. However, COVID-19 limited second-generation participants from accompanying their family members to provide interpretation and emotional support was frustrating to them as well.

Throughout the duration of the COVID-19 pandemic, both generations experienced higher levels of stress from feelings of concern for the other. First-generation participants were worried about the health and safety of their children and grandchildren, while second-generation participants worried about the health and safety of their elder family members with the rise of anti-Asian hate targeting vulnerable, elderly Asian-Americans.

Theme 2: Community centers provided critical social services to first-generation participants

When asked what factors helped to increase accessibility to medical and social services, all participants highlighted the assistance provided by community centers (Table 4). Local community centers were described as physical and social spaces from which participants were able to access support and seek community. First-generation participants shared that community centers offer helpful services including medical interpretation, assistance with filling out official documents, information about other community resources, and basic needs supplies. Additionally, community centers helped first-generation participants who faced technology barriers to access other social services through online portals and websites. Second-generation participants also noted that Southeast Asian Development Center provided critical access to food during the COVID-19 pandemic.

Participants also shared the interruption of services provided by community centers due to the pandemic affected the support they were able to receive in seeking out medical and social services, as well as impacted their sense of social connectedness. First-generation participants expressed frustration and stress as COVID-19 restrictions limited the ability to engage in their communities culturally and religiously, including access to spiritual services and their ability to visit their home countries.

Domain 3: COVID-19 Prevention

Theme 1: COVID-19 safety precautions, such as shelter-in-place and personal protective equipment (PPE) policies, contributed to interpersonal conflict and financial stress among participants

Most participants agreed on the importance of wearing personal protective equipment (PPE), social distancing, and sheltering-in-place to minimize the risk of COVID-19 infection (Table 4). In addition, all participants shared concerns about visiting clinics or hospitals due to worry of increased exposure to COVID-19 in clinical settings. Although many participants shared their discomfort of wearing face coverings for extended durations and feelings of isolation and loneliness while sheltering-in-place, participants mentioned the importance of such precautions to keep themselves, their families, and their communities as safe as possible. Many first-generation participants highlighted the increased financial burden of purchasing PPE and cleaning supplies on limited, fixed incomes.

Theme 2: The lack of linguistically accessible COVID-19 information and services posed challenges to COVID-19 testing and vaccination

Most participants expressed satisfaction with the availability of testing sites, as well as vaccination sites when they were eligible to be vaccinated (Table 4). Many first-generation participants emphasized the convenience of community testing sites located in their neighborhoods. Some expressed frustrations of the lack of language access at COVID-19 testing and vaccination sites. Second-generation participants highlighted their role in helping elder family members locate testing and vaccination sites and making appointments through websites and mobile apps. The lack of information about COVID-19 testing and vaccines in participants’ native languages contributed to skepticism and hesitancy to getting tested or vaccinated. Despite the challenges of navigating COVID-19 testing and vaccination, almost all participants who were vaccinated expressed feeling more safe and less anxious about contracting severe COVID-19 disease. Participants’ perception of why others in their communities were not getting vaccinated include mistrust of the health care system, cultural or political beliefs, and fear of vaccine side effects.

DISCUSSION

In our unique study of the San Francisco Bay Area Southeast Asian American community’s experiences during the first phase of the COVID-19 pandemic (March 2020 to July 2021), we found deleterious effects of the pandemic on health care utilization. Our findings highlighted participants of the same generational status faced similar barriers to health care access and utilization compared to differences based on ethnicity (e.g. first-generation participants across ethnicities faced similar barriers and second-generation participants across ethnicities faced similar barriers). Furthermore, the fear of anti-Asian violence overshadowed and shaped the experiences of many participants. However, intergenerational support ameliorated the experiences of first-generation participants and community centers were vital to supporting the community during a tumultuous time. The experiences of Southeast Asian Americans need to be uplifted and recognized to improve the health outcomes of a historically overshadowed community. Generational differences in cultural, linguistic, and technological factors need to be considered when serving Southeast Asian Americans. The findings from the study are crucial to advancing health equity among Southeast Asian Americans and can be mapped to the Center for Disease Control and Prevention’s framework for ‘10 Essential Public Health Services’ (Figure 2).29

Figure 2.Adapted centers for disease control and prevention ‘10 essential public health services’ framework.29
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Throughout the pandemic, the fear of anti-Asian violence permeated every aspect of life for many community members. The majority of first-generation Southeast Asian Americans resettled in the US as immigrants and refugees from genocide, war, persecution, and poor living conditions in Southeast Asian homelands and refugee camps.24 The heightened atmosphere of anti-Asian violence and xenophobia may resurface experiences of trauma and violence that the first-generation participants previously fled, intensifying fear of anti-Asian violence against themselves and their families. Many participants highlighted how their general fear of COVID-19 illness was further compounded by fear of anti-Asian violence leading them to limit public outings and to practice hypervigilance in public settings. This fear and anxiety contributed another barrier to accessing medical resources and prevented many from carrying out necessary day-to-day activities including exercise, running errands, and using public transportation. Given the history of war and trauma experienced by Southeast Asian Americans, further harm and distress to community members must be prevented by advocating for resources to promote community safety and healing, such as expanded access to mental health services and trauma-informed care.30 The expansion of culturally relevant mental health resources will allow community members to process trauma and minimize the perpetuation of intergenerational trauma onto younger generations.31 As carriers of past trauma, it is likely that the Southeast Asian American community may continue to be affected by the fear of anti-Asian violence, even after the COVID-19 pandemic era. As the United States moves forward from the COVID-19 pandemic, the public health infrastructure needs further assessment and to ‘investigate, diagnose, and address health hazards and root causes’ such as impacts of racism and discrimination on mental health outcomes.29

The majority of Cambodian, Laotian, and Vietnamese Americans fled war-torn homelands in the late twentieth century and resettled across the United States. Southeast Asian Americans have some of the lowest median household incomes and education attainment rates compared to other Asian American subgroups.32 At the beginning of the pandemic, there were large reductions in non-emergent health services as well as racial or ethnic and income disparities between users of in-person care and telemedicine when many health systems reduced services. The reduction and shift to telehealth during the pandemic limited health care access to those who could navigate telehealth visits, which typically required stable internet connection, English proficiency, and technology literacy, and often excluded many first-generation participants. While COVID-19 services such as testing and vaccination were eventually available in their communities, similar barriers posed to utilizing non-COVID-19 health services such as language and technology were still hindering Southeast Asian Americans from accessing the services without support. Telehealth options helped many participants access health services during the pandemic, but exacerbated barriers for others without the language or technological skills needed to utilize telehealth services.33 While technology can be imperative to addressing health disparities, technology must be intentionally developed to serve the needs of vulnerable communities. Without the support of second-generation family members and community centers, many first-generation participants would not have been able to utilize telehealth services, leading to health care access delays and worse health status.

Culturally relevant and linguistically accessible health services need to be prioritized throughout the entire process of health care utilization, especially during emergent times, to ensure that the most vulnerable populations can access quality health care. In terms of language access, all first-generation participants identified a language other than English as their primary language and had limited English proficiency. While studies examining disparities in health access among Asian Americans during the pandemic are limited, a federally qualified health center in Oakland, California, found that 49% of the 1,297 Asian American participants surveyed indicated that they could not find a place to get tested during the summer of 2020.25 One year later, partnerships with community-based organizations in the San Francisco Bay Area have made COVID-19 testing services more readily accessible for underserved communities, including linguistic access.34 Participants reported differences in the availability and quality of language interpretation services among Khmer, Lao, and Vietnamese language needs. Among the first-generation participants, Khmer and Lao-speaking participants were less likely to be able to read their native language script compared to Vietnamese participants, limiting the effectiveness of translated written language. The varied language access experiences of our first-generation participants highlight the need for expanded language access in non-medical settings and throughout the process of health care utilization (e.g. medical documents, patient portals), as well as more reliable, quality access to language interpretation in medical settings consistent with Title VI of the Civil Rights Act.35 Without ensuring culturally relevant and linguistically accessible services, limited English proficient patients will be hindered from receiving quality care. In order to expand assurance of health equity, language and technology barriers need to be considered to ‘expand equitable access’ to health services.29

Asian Americans are not a monolith and cannot be considered an aggregate. Therefore, community programs and interventions need to be tailored to the needs of each community. This suggests the value of community and community-oriented health among Southeast Asian Americans and the potential of pursuing community-led health interventions in advancing health for Southeast Asian Americans. Despite the uncertainty of the pandemic, fear of anti-Asian violence, and exacerbated barriers to health care access, many participants strived to maintain their health and continued to utilize health services as much as possible. There was a strong, reciprocal relationship of care and concern between generations regarding each generation’s health and safety, reflective of the interdependent, community-oriented values shared by many Southeast Asian Americans. Community and cultural centers have been and continue to be vital for providing basic resources and information to community members, especially for many first-generation community members. For many of these community members and their families, community centers provide key services, such as language interpretation, resource navigation, and the sharing of essential information, and intricately understand the needs of the communities they serve. The continued support and expansion of community-based organizations through increased funding and institutional support are pivotal to improving the health of underserved Southeast Asian American communities. In the process of advancing health equity, policy development must ‘strengthen, support, and mobilize communities and partnerships’ such as community-based organizations and the key roles they play in their communities.29

Our study revealed the lived experiences of Cambodian, Laotian, and Vietnamese participants and showcased on-going challenges that need to the addressed to improve health care access and ultimately health outcomes for these communities. While the COVID-19 pandemic certainly exacerbated longstanding health care access barriers, such as language access, the pivotal event also highlighted newer challenges, such as technology literacy, in our everchanging healthcare system.

Limitations

Thematic saturation was achieved but not without study limitations. Firstly, the study was conducted in the San Francisco Bay Area and may not be generalizable to other Southeast Asian American communities.36 Secondly, the participants were primarily recruited through Southeast Asian American-serving community-based organizations in San Francisco, so participants in the study may be more likely to utilize community-based services and be more socially connected to their communities. Thirdly, the inherent on-going nature of the COVID-19 pandemic and spike in anti-Asian violence may have deterred risk-averse, vulnerable, or immunocompromised individuals from participating in the study. In addition, our community partners preferentially recruited participants who were vaccinated for COVID-19 and asymptomatic to minimize the risk of COVID-19 infections during study participation. This may have shifted the selection of participants to primarily include participants who were more likely to utilize health services and adhere to public health guidance.

CONCLUSION

This is the first study, to our knowledge, to investigate the impact of the COVID-19 pandemic on Cambodian, Laotian, and Vietnamese Americans across first-generation and second-generation participants. The study findings demonstrate the exacerbation of barriers to health care utilization, such as language and technology, under the circumstances of the pandemic and concurrent atmosphere of anti-Asian violence. Health care access barriers differ between first-generation and second-generation Southeast Asian Americans and tailoring social and health care services to generational needs could enhance health care utilization. Furthermore, structural and cultural changes are needed to eliminate racial discrimination and violence towards Asian Americans and promote physical and psychosocial safety. There needs to be continued expansion of culturally relevant, linguistically accessible, and trauma-informed health care services and increased funding and increased support of community-based organizations who are at the forefronts of Southeast Asian American communities.
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