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ABSTRACT

Residential segregation and the perinatal health of Asian American subgroups:

revealing their heterogeneity through the lens of immigration, racism, and segregation

By Sarah-Truclinh Thi Tran, MPH
Doctor of Philosophy in Epidemiology
Oregon Health & Science University — Portland State University, School of Public Health
Associate Professor Janne Boone-Heinonen, PhD, MPH - Advisor

Assistant Professor Sarah B. Andrea, PhD, MPH — Chair

The monolithic “Asian American” (AsA) group represents over 20 million people with
origins from numerous countries in East, South, and Southeast Asia. Despite being the fastest
growing racial group in the United States, AsAs are severely overlooked and misunderstood in
health research. This dissertation aims to advance current understanding of perinatal health
among AsA subgroups and its association with residential segregation, a key driver of racial
health inequities. Drawing on scholarships in sociology, ethnic studies, and epidemiology, |
proposed a novel framework for understanding AsA heterogeneity shaped by colonialism,
immigration, and racism. From this grounding, | produced three papers that address these novel

and necessary questions:

1. What is the state of research regarding the perinatal health of disaggregated
Asian American groups?

2. How are the ethnic enclaves of each AsA subgroup different from each other
based on geographic and socioeconomic contexts?

3. What is the association between residence in an AsA enclave and preterm birth

in disaggregated AsA groups, and does enclave type matter?

Paper #1 provides the first comprehensive review of existing literature on the perinatal
health of AsA subgroups. It highlights the diversity within AsA populations, identifies trends and



limitations in current research, and advocates for a broader, more nuanced approach to studying

AsA health disparities by incorporating structural and cultural contexts.

In Paper #2, | challenge the assumption that all segregated AsA neighborhoods are alike
by revealing systematic differences based on geography, socioeconomic status, and nativity
contexts of the enclaves of the 6 largest AsA subgroups. By applying an existing theory-informed
enclave typology (immigrant, constraint, resurgent), this paper shifts the focus from level of
segregation to type of segregation, setting the stage for demonstrating that segregation may

operate differently for each AsA subgroup.

In Paper #3, | investigate how different types of AsA enclaves are associated with preterm
birth across AsA subgroups. This study shows protective associations of immigrant and resurgent
enclaves while identifying potential vulnerabilities in enclaves of constraint. The findings challenge
the prevailing “poverty paradigm” in segregation-health literature, suggesting that AsA enclaves
may provide cultural resources and social support that enhance perinatal health. These insights
underscore the importance of recognizing and bolstering culturally specific aspects of ethnic
enclaves in public health policies and interventions to promote health equity among racial minority
populations.

This dissertation contributes new understanding of the diversity within AsA neighborhoods
and their impacts on individual health outcomes. It emphasizes the critical need for systematically
disaggregating racial data in research and public health reporting to reveal hidden disparities and
inform equitable health strategies.
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CHAPTER 1:

INTRODUCTION AND LITERATURE REVIEW

Within the monolithic racial category of “Asian American” (AsA) lies the hidden histories,
health determinants, and health inequities of over 20 million people having roots in dozens of
countries in East, South, and Southeast Asia with distinct culture, language, and history. AsAs
represent 6% of the United States (US) population and is the fastest growing racial group in the
US. Growth has been observed in racially diverse states like New York and California, as well as
in places where large-scale immigration and racial diversity is new: the AsA population in North
Dakota more than doubled; in South Dakota and Nebraska it rose by at least 70% from the year
2010 to 2020. Southern states like South Carolina, Georgia, Alabama, and Arkansas also showed
rapid growth in the Asian population in the same period?. These demographic changes have
implications for institutions and resources that affect population health, as well as for the study of

racial inequities in the US.

Despite being the fastest-growing racial group in the US, AsAs are frequently invisible in
health research and, consequently, an afterthought in resource allocation decisions. AsAs were
the subjects of just 0.2% of federal health-related grants given during 1986-2000 and only 0.01%
of published health research during 1966-2000°. Over the past 25 years, the National Institutes



of Health (NIH) has invested just 0.17% of its budget in health research that includes AsA
participants®. A transnational NIH workshop with health scholars and researchers held in March

2021 titled, Identifying Research Opportunities for Asian American, Native Hawaiian, and Pacific

Islander Health, reported a “general paucity of fundamental epidemiological data on prevalence,

incidence, and factors of risk and resilience across most domain areas for these populations.”
While there is now growing demand for health data for AsAs and their subgroups®®, these long-
standing under-investments in AsAs have resulted in current severe gaps in our knowledge of the

health status of AsAs, greatly hindering our ability to advance health equity in the US.

THE RACIALIZATION OF “ASIAN AMERICAN”

The dominant narrative about AsAs is that they are a “model minority,” which frames all
Asian people as successful and thriving despite their minority status. However, this narrative
obscures a long history of racism against AsAs, designed to maintain a racial hierarchy that

upholds white supremacy.

Before the “model minority” stereotype, Asians were depicted as “yellow peril,” a
demeaning ideology introduced by European imperialists in the 19th century. This ideology
portrayed Asian people as uncivilized and justified the colonization of their nations’®. In the US,
the “yellow peril” narrative became popular in the 1850s when Chinese male laborers were
recruited to help build the Continental Railroad. Their cultural difference and strong work ethic
were seen as threats to the livelihoods of working-class White Americans. During the 1976
smallpox epidemic in San Francisco, Chinese immigrants were scapegoated as the source of the
disease?, resulting in violence, including the lynching of Chinese immigrants, and discriminatory
policies like the Chinese Exclusion Act of 1882, which severely restricted Chinese immigration

and denied citizenship to those already in the US.

The racialization of Asians continued during World War 1l when Executive Order 9066 led
to the incarceration of Japanese Americans, labeling them as threats to national security. In the
subsequent decades, US military actions in Korea, Vietham, Cambodia, and Laos—especially the
extensive bombings in Southeast Asian countries—further reinforced the “yellow peril” narrative.
This racialization framed Asian people as an existential threat to Western civilization, a stereotype
that resurfaces at various points in US history, including during the COVID-19 pandemic, when

president Donald Trump invoked it to foment anti-Asian xenophobia.®


https://www.nhlbi.nih.gov/events/2021/identifying-research-opportunities-asian-american-native-hawaiian-and-pacific-islander
https://www.nhlbi.nih.gov/events/2021/identifying-research-opportunities-asian-american-native-hawaiian-and-pacific-islander

In the 1960s, amid the Civil Rights and Black Power movements, a new stereotype
emerged for AsAs: the “model minority.” Invented by a White male sociologist and popularized by
the nation’s most influential print outlets, The New York Times!! and U.S. News and World
Report!?, the “model minority” myth casts AsAs as highly educated, upwardly mobile, and self-
reliant. Although seemingly positive, this stereotype was strategically used to undermine claims
of structural racism and demands for social justice from Civil Rights activists®. It conceals
significant socioeconomic disparities within AsA subgroups, fosters divisions with Black and

Native American communities, and erases the history of racism faced by AsAs.

Together, the "model minority" and "yellow peril" stereotypes help maintain a racial
hierarchy in the US, implicitly positioning AsAs above other racially marginalized groups but below
White populations. From a public health perspective, this racialization shapes how AsA health is
framed and prioritized. The image of success, combined with the lack of disaggregated data,
leads many to assume that AsAs do not experience hardship or oppression, influencing their

inclusion—or exclusion—in research and policy decisions.

DIVERSITY AND COMPLEXITY OF ASIAN AMERICAN IDENTITY

The Office of Management and Budget defines "Asian" as encompassing individuals with
origins in the Far East, Southeast Asia, or the Indian subcontinent, including countries such as
Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippines, Thailand, and
Vietnam?. This broad definition covers over 20 distinct ethnic groups, each with unique languages,
cultural practices, religious beliefs, and immigration histories. In the US, the largest Asian groups
are Chinese (24% of all Asian Americans), Indian (21%), Filipino (19%), Viethamese (10%),
Korean (9%), and Japanese (7%), with other groups including Pakistani, Cambodian, Laotian,

Hmong, Thai, and Bhutanese®.

The term "Asian American" originated in the 1960s during the pan-Asian student
movement, which sought to unify various ethnic groups—such as Chinese, Filipino, and Japanese
Americans—under a collective identity!*. This label aimed to reflect a shared history of
immigration, labor exploitation, and racism and became a preferable alternative to the outdated
and derogatory term "Oriental."*® Over time, the movement expanded to include groups from
Korea, Vietnam, and South Asia. However, limited public discourse and ethnic studies education

have lead many Americans to primarily associate "Asian" with East Asian physical features?®,
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contributing to misconceptions. For example, a 2016 survey revealed that 42% of White
Americans did not consider Asian Indians as "Asian" or “Asian American,” and 45% held the same
view of Pakistanis. Among AsA respondents, 15% and 27%, respectively, shared these views.’
This highlights a disconnect between the recommended reporting of “Asian American” and how
AsAs define themselves and each other.

Given this complex history, public health researchers should present data on AsAs in ways
that reflect their true diversity, ensuring their unique experiences, health determinants, and
disparities are recognized. Researchers should assume subgroup differences exist unless proven
otherwise!®, While disaggregating data for each community is ideal, this may be challenging due
to small sample sizes. When broader categories like Southeast Asian (e.g., Lao, Thai,
Cambodian, Vietnamese) or East Asian (e.g., Chinese, Japanese, Korean) are used, researchers
should specify the groups included and note that aggregated findings may not fully reflect the
diversity within these subgroups.

HISTORICAL, CULTURAL, AND SOCIOECONOMIC DIVERSITY OF ASIAN AMERICANS

Asian Americans are an incredibly diverse group, whose presence in the US can be traced
back many generations or just a few months. About 60% of AsAs are foreign-born, though this
ranges from 27% in Japanese up to 92% in Bhutanese Americans'®. The impetus for immigration
also differ, including reuniting with family, fulfilling US demand for highly skilled labor, or fleeing
war, persecution, and economic hardship?®. These distinctions often align with ethnic group

boundaries and shape their social stratification within US society.

For instance, many Asian Indian and Chinese immigrants today arrive as students or
under permits for skilled professionals®. Since the 1970s, the Philippines has been the major
source of foreign-born healthcare professionals to the US.?! During the 1980s, South Korea was
the third-largest source country of immigrants to the US (after Mexico and the Philippines), with
many professional-class individuals leaving to escape poverty and political instability in post-war
South Korea?. In contrast, Southeast Asians—who comprise Cambodians, Laotians, Hmong, and
Viethamese—overwhelmingly arrived as refugees starting in the late 1970s after the wars in
Vietnam, Cambodia, and Laos. Before settling in the US, many Southeast Asian refugees

endured upheaval, violence, and prolonged periods in refugee camps under severe conditions?3.



These varied immigration experiences affect each group’s baseline physical and mental health

upon arrival, as well as their social, spatial, and economic mobility in the US.

US Census data show that AsAs occupy extreme positions on the income and education
spectrum. The highest-earning AsAs (those in the top decile) earn 10.7 times more than the
lowest-earning AsAs (lowest decile), marking the greatest disparity among all racial groups?*.
While the overall poverty rate for AsAs (10%) is lower than the US average (13%), 12 of the 19
AsA subgroups have poverty rates at or above the national average®®. Educational attainment
also varies widely: half of AsA individuals aged 25 and older hold a college degree, but this ranges

from 15% among Bhutanese to 75% among Asian Indians®®.

Linguistic isolation further underscores these disparities. Over 1 in 3 Vietnamese
households are linguistically isolated (where no one over age 14 speaks English proficiently),
compared to 1 in 10 Asian Indian households?. Such differences in linguistic isolation can lead
to differences in earning potential, occupational mobility, access to quality healthcare, and
participation in civic and political life?®>. Despite these historical, cultural, and socioeconomic
complexities, few health research studies adequately account for these nuances when examining

outcomes for AsA.

CHALLENGES OF DISAGGREGATING HEALTH DATA FOR ASIAN AMERICAN POPULATIONS

While inclusive labels like “Asian American” and “Asian/Pacific Islanders” are important
for building political unity to challenge systems that oppress, marginalize, and homogenize AsAs,
their use by government agencies and institutions to allocate funds and set research priorities can
sometimes impede progress. Aggregating data under these broad labels obscures significant
differences among AsA subgroups, which can result in a lack of targeted policy attention and
resources for groups with higher disease burdens. This aggregation can contribute to the social

production of health inequities.

Disaggregated data on race is essential for identifying the unique health needs and
disparities faced by racialized groups. Tailoring supports and interventions to specific affected
communities not only optimizes public health investments, but also promotes ethnical
representation. Disaggregated data enables communities to see themselves reflected in the

information they have contributed, whether knowingly or unknowingly. This visibility can empower
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communities to make informed decisions, advocate for policy changes, and push for a more

equitable distribution of resources?®.

However, significant barriers hinder the disaggregation of public health data for AsAs.
National health surveys often lack specific Asian subgroup categories; for example, the National
Health and Nutrition Examination Survey (NHANES) uses only a general “Asian” category for
racial identity information?’. Additionally, limited data collection in Asian languages is problematic
for a population where more than a quarter of adults have limited English proficiency®. Key
surveys like the Behavioral Risk Factor Surveillance System (BRFSS)?® and the Pregnancy Risk
Assessment Monitoring System (PRAMS)?° are conducted only in English or Spanish. These
surveys are used by state and local public health institutions for planning and implementing health
promotion activities. Furthermore, the lack of oversampling of AsA populations results in
insufficient sample sizes, making detailed subgroup analyses difficult.

PERINATAL HEALTH DISPARITIES IN ASIAN AMERICAN SUBGROUPS

Studies on the developmental origins of health and disease have highlighted how the fetal
environment, including maternal stress during pregnancy, impacts long-term health outcomes,
such as the risk for coronary artery disease and hypertension®®. The social, physical, and
environment