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common among Southeast Asian American women, and 
screening rates are low [2]. The purpose of this study is 
to take an initial step towards understanding psychosocial 
factors associated with health disparities among Southeast 
Asian American women. We focused on healthcare provid-
ers’ perceptions of one specific group of Southeast Asian 
women, namely, Cambodian American women between the 
ages of 18 and 24 years (i.e., emerging adults).

We selected Cambodian Americans because Lowell, 
MA is home to the second largest Cambodian American 
population in the United States. The Cambodian Mutual 
Assistance Association of Lowell estimates that there are 
30,000–35,000 Cambodians living in the city. Cambodian 
refugees first arrived in the United States in 1979 to escape 
the Khmer Rouge regime. In addition to trauma experienced 
in Cambodia, refugees spent years in refugee camps where 
living conditions were harsh. En route to the United States 
by sea, many refugees encountered pirates who robbed them 
and raped the women. Upon arrival at the United States, 
refugees and immigrants face prolonged stressors associated 
with language difficulties, low income, and low education 
[3].

In much of health disparities research, Asian Ameri-
cans have been integrated into one monolithic group, 
despite vast diversity among Asian American ethnicities 
in terms of immigration history, socioeconomic status, and 
acculturation [4]. Disaggregated data that are specific to 
particular ethnic groups provide more valid information 
for programs and policies that address health disparities. 
Therefore, we seek to contribute to the literature specifi-
cally on Cambodian American health.There are several 
reasons for focusing on this particular population. First, 
most of the research on health of Cambodian Americans 
has focused on earlier immigrants and refugees who came 
to the United States in the 1980s in the aftermath of the 
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Introduction

Southeast Asian American women, specifically those of 
Cambodian, Vietnamese and Laotian descent, face signifi-
cant health disparities compared to their non-Hispanic white 
counterparts. For example, they are more likely to die of 
cervical cancer and less likely to participate in cervical can-
cer screening [1]. Breast cancer is also disproportionately 
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Khmer Rouge, with little work being conducted on their 
offspring who came to the United States as small chil-
dren or who were born in the United States, and therefore 
grew up in this country. Little is also known about younger 
immigrants who arrived in the United States more recently. 
Third, Asian American women who are the daughters of 
immigrants are at risk for mental health problems [5]. One 
possible reason for this risk is the pressure from one’s 
peers to conform to mainstream American culture cou-
pled with the pressure from one’s family to adhere to tra-
ditional gender roles. Given that mental health problems 
are strongly correlated with physical health problems, it is 
important to examine both mental and physical well-being 
of young Cambodian American women. Finally, there is 
evidence that parental trauma affects parenting styles and, 
in turn, the well-being of the offspring of refugees and 
immigrants who have undergone trauma. Cambodians ref-
ugees arrived in the United States after fleeing genocide 
and political upheaval during the Pol Pot regime. Posttrau-
matic stress disorder to prevalent among these refugees. 
The aftermath of trauma has a negative impact on how 
parents interact with their children [6], which may influ-
ence the well-being of the younger generation.

We adopted Bronfenbrenner’s [7] ecological model for 
this study, which purports that an individual is influenced 
by multiple contextual factors. Proximal factors, such as 
one’s family members and friends, may influence a young 
Cambodian American woman’s health-related behav-
iors. For example, she may eat a traditional Cambodian 
diet at her parents’ house, but eat mainstream American 
fast food when dining out with her peers. Distal factors, 
such as one’s country and culture, can also be influen-
tial. For example, while preventive care is not empha-
sized in Southeast Asian countries [8], early detection 
of pre-symptomatic disease is encouraged in the United 
States. The contexts of one’s country of residence and 
one’s family of origin intersect when a young Cambodian 
American woman learns about recommendations for cer-
vical cancer screening but is discouraged from receiving 
screening because her mother deems it unnecessary if she 
is healthy. Therefore, a complete understanding of the 
determinants of one’s behaviors must take these contex-
tual factors into account. As one step toward understand-
ing healthcare seeking behaviors and health disparities 
among young Cambodian Americans women, we focused 
on one key constituent in these patients’ healthcare expe-
rience, namely, their primary care providers. To date, 
the research on provider perspectives of Southeast Asian 
American patients have focused on providers’ views on 
immigrant families of children with developmental dis-
abilities [9], and on families of children with physical 
and mental healthcare needs [10]. To our knowledge, the 

present research is the first to examine provider perspec-
tive of an adult patient population.

Method

Participants

This study was approved by the Institutional Review Board. 
Potential participants were nurse practitioners or physicians 
who worked in primary care settings in a local community 
health center and a local university’s student health services 
center. They were notified of the study using announcements 
distributed over electronic mail to their work accounts, 
postal mail to their place of work, and at providers’ staff 
meetings. A total of approximately 55 providers were invited 
via email or in person to participate in this study. Five par-
ticipants volunteered. Participants were female primary care 
providers, ages 33–75 years. Two providers self-identified 
as Asian, and three self-identified as white. None of the pro-
viders identified as being of Cambodian ethnicity. Three of 
the providers (two nurse practitioners and one physician) 
worked at the local community health center, where 26% of 
the patient population are of Asian descent. The other two 
providers (both nurse practitioners) worked at the student 
health services center at a local university.

Materials

Demographic Questionnaire

A short demographic questionnaire asked about age, race, 
and gender.

Interview Protocol

We developed a semi-structured interview (Table 1) that 
consisted of seven questions. Participants were asked to 
respond to these questions based on their impressions and 
experiences with 18- to 24-year-old Cambodian American 
female patients.

Procedure

The first author interviewed each participant individually. 
Following completion of the demographic questionnaire, 
the provider was interviewed for 30–45 min. Each interview 
was audio recorded and then transcribed. Each participant 
received a US$35 pre-paid Visa gift card as compensation.
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Analytic Approach

We adopted a qualitative content analysis approach, induc-
ing coding categories from transcribed interview responses 
[11]. During the first round of analyses, both authors inde-
pendently read and coded the transcripts for responses that 
were pertinent to issues relevant to primary health care 
(e.g., “misunderstanding,” “birth control use”). The authors 
then shared their codes with each other line-by-line and 
resolved discrepancies in coding. New, broader, categories 
were formed to subsume older categories (e.g., “misunder-
standing” and “birth control use” were categorized under 
“adherence”).

Results and Discussion

Common Presenting Problems

Young Cambodian American women presented for treatment 
with a variety of problems, including acute infections and 
chronic health problems. Patients also often presented for 
reproductive health care, including gynecological examina-
tion and birth control.

Notably, providers also mentioned presenting problems 
that appear to be strongly linked to mental health, even 
though the providers themselves did not explicitly indicate 
the connection.

“I’ve seen several that might have vague complaints. 
I don’t know if it’s vague complaints might be some-
thing probably related to some mental health problems, 
depression, anxiety… Usually they say that they think 
a lot. That’s why they’re not able to sleep.” (Provider 
1)

The example above alludes to koucharang [12], a culture-
bound manifestation of emotional distress among Cambo-
dians, characterized by “thinking too much,” intrusive 
thoughts and rumination. Although providers indicated that 
they readily referred these patients for counseling services, 
mental health problems carry stigma that poses a barrier for 
help-seeking from family members and from professional 
mental health providers [13]:

“And I find, too, especially with mental health, and 
this is true of several populations, but maybe some 
embarrassment if that’s the issue if I’m having anxi-
ety or depression or feeling that I really can’t talk to 
my family because they’re not going to understand 
this as being an issue.” (Provider 5)

Health‑related Behaviors

Diet

Providers lamented that their young Cambodian American 
female patients tended to eat a typical, high fat, “Ameri-
can” diet. This is consistent with literature that accultura-
tion is associated with negative changes in diet [14, 15]. 
One provider speculated that for many young Cambodian 
American women, eschewing traditional diet in favor of 
mainstream American food was one way of “fitting into” 
mainstream culture. Another provider noted barriers to 
maintaining a healthful diet, including time and financial 
constraints, as these young women often juggled work 
and school, and tend to eat fast food and neglect physical 
activity.

One provider shared that she believed “if Cambodian 
Americans are eating more Cambodian food, that’s a good 
thing” and that Cambodian Americans have a “distinct 
advantage” because traditional diet consists of plenti-
ful fish and vegetables. While this perception is largely 
accurate [16], it is important to note two caveats. First, 
for many refugees who had experienced food insecurity, 
the availability of high-fat and high-calorie foods in the 
United States may lead them to eat in unhealthful ways. 
This, in turn, may influence their young adult children’s 
dietary choices. Second, the availability of ingredients to 
prepare traditional Cambodian food at home makes it more 
likely that young Cambodian Americans eat larger por-
tions, leading to weight gain. Providers’ idealization of 
traditional Cambodian diet may lead them to neglect to ask 
specific questions about nutrition and eating habits, espe-
cially if young patients report eating home-cooked meals.

Table 1  Interview questions 
with regard to your Cambodian 
female patients ages 18–24 
years…

1. What health problems do they typically have?
2. What are some positive characteristics of this patient population?
3. What are some negative characteristics of this patient population?
4. What are some of the stressors they face?
5. How would you characterize their participation in preventive care?
6. What are their substance use-related issues?
7. How would you describe their adherence to medical treatment and advice?
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Substance Use

Southeast Asian American communities are at high risk for 
substance use and abuse because of low income and expo-
sure to substance use by family or peers [17]. Addition-
ally, alcohol and drug companies target low-income ethnic 
minorities, placing a majority substance-selling outlets in 
close proximity to such populations [18]. The potential gen-
erational transmission of substance use, in addition to the 
multitude of exposure to advertising, may predispose second 
generation Southeast Asian Americans to use drugs as a way 
of coping with stress.

There was disagreement among the providers with regard 
to substance use, including alcohol consumption and smok-
ing. One provider emphatically stated there was a high prev-
alence of substance use, while other providers reported low 
incidence of this issue.

“Oh my gosh. That’s huge. I mean, in Lowell in gen-
eral, there’s a huge alcohol problem. I see that a lot in 
my young women, a lot of drinking. And that’s across 
the board. And a lot of weed. I see some other stuff 
occasionally… I think there’s a lot of alcohol and weed 
and alcohol-weed related incidents, like, oh, I had sex 
when I didn’t want to when I was drunk.” (Provider 2)
“I didn’t see much about illegal drug use in this popu-
lation at all. Like I say, even the smoking also less in 
this population. And drugs either because we ask about 
marijuana and recreational drugs.” (Provider 3)
“Compared definitely to the young Cambodian men, 
definitely they have less of this [marijuana use]. Even 
compared to the American population, I would say 
they have probably less.” (Provider 1)

Although these providers worked at the local community 
health center and served similar populations, they had differ-
ent assessments of the level of substance use among young 
Cambodian American female patients. There are several pos-
sible explanations for this discrepancy. First, the providers 
interviewed may in fact have different experiences regard-
ing substance use among their young Cambodian Ameri-
can female patients. Second, it is possible that, when asked 
about substance use, patients underreport to their providers 
because of the fear of stigma and disapproval.

Incidentally, it is interesting that Provider 1 said, “Even 
compared to the American population…” By “American 
population,” she presumably was referring to the White 
American or majority population. This word choice implies 
that, compared to White Americans, Cambodian Americans 
were not “American.” This is consistent with the perpetual 
foreigner and alien in one’s own land microaggressions, 
detailed by Sue [19], whereby Asian Americans are fre-
quently regarded as being outsiders, even if they were United 
States citizens.

Adherence

Treatment adherence is another area of health behaviors 
on which providers gave differing views. On the one hand, 
one provider reported that her young Cambodian American 
female patients were valued and followed her recommenda-
tions, implying that these patients deferred to the authority 
and expertise of their healthcare providers.

“They listen to what the provider would suggest, and 
they’re open to, suggestions or recommendations. 
And usually they follow with a plan… They always 
say “what do you think is the best.” That’s why I think 
they value whatever the providers say because they 
always ask, “What do you think we should do?” or 
‘What do you suggest?’” (Provider 1)

On the other hand, another provider expressed frustration 
at her patients’ lack of adherence.

“I’m never clear. I don’t always know why those things 
fall apart. Like I don’t always know why we have these 
conversations. We feel like we’re agreeing, we feel like 
we’re on the same page, we take the time. And then 
three months later, the kid -- you know, we’re back 
in the office with another asthma attack and the kid’s 
not taking the medication. You know, like that for me, 
I don’t always understand that what happens there.” 
(Provider 2)

Several factors may account for this lack of adherence 
[20]. Chronic conditions such as asthma require long-term 
medication regimens, and adherence to these regimens tend 
to decline over time, especially when patients juggle numer-
ous stressors. Furthermore, Cambodian Americans are dis-
proportionately of low-income. Patients and their families 
may not be able to afford to pay for medications, especially 
when these medications have to be taken long-term. Non-
adherence may also be associated with mistrust of healthcare 
providers and Western medicine. Although there is some 
literature on such mistrust among first-generation Southeast 
Asian refugees and immigrants [21], to our knowledge, there 
has been no published research on adherence among Cambo-
dian American youth. One provider talked about adherence 
to birth control. This suggests that research is needed on how 
traditional expectations to abstain from pre-marital sexual 
behavior may serve as a barrier to adherence to birth control 
and safer sex practices.

“I think particularly in relation to issues with birth 
control, it’s a struggle anyway in this population to 
get adherence. I’m never clear whether it’s a lack 
of understanding or whether it’s really like some of 
those social pressures to not be continuing or some, 
you know, guilt about having sex in the first place, ‘I 
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want to use birth control or what if my parents found 
out’ or those kinds of issues that are really coming 
into play.” (Provider 2)

Barriers to Effective Healthcare Utilization

Family Factors

The family can influence a young Cambodian American 
woman’s decision to participate in preventive care. Preven-
tive care is not emphasized in Southeast Asian countries [1]. 
Therefore, refugees and immigrants from Cambodian are not 
likely to encourage their children to seek preventive care. 
Furthermore, in terms of cervical cancer, for which partici-
pation in screening is low, Cambodian Americans misunder-
stand this ailment to be an “American disease” [22].

“‘[W]hat is a Pap smear and why is it important? Well, 
my mother said she never had those in her country or 
it never was that available and why is it important?’” 
(Provider 5)

Of particular relevance to the youth population is the 
availability of vaccines that protect against certain strains 
of the human papillomavirus that cause cervical cancer. 
Many Cambodian families believe that receiving the vac-
cine promotes promiscuity, even though research suggests 
otherwise [23].

“But also an example of Gardasil, they will say, ‘I’ll 
ask my parents first.’ [T]he older people think it makes 
you start to be sexually active. So they feel it’s a lot of 
inference, like ‘my mom does not want me to have that 
shot yet,’ stuff like that.” (Provider 1)

Knowledge

A frequently cited barrier to effective healthcare utilization 
is lack of knowledge, both in terms of misunderstanding of 
healthcare topics and the lack of information of such topics. 
One example of misunderstanding of health issues is that of 
birth control.

“I mean, there are very basic things about birth con-
trol, like, the thing I hear all the time, ‘If you use birth 
control, you’re not going to be able to get pregnant 
later.’ Or all of those hundred thousand myths, like, 
birth control is this really horrible thing that’s going 
to destroy a part of you. And that’s a constant uphill 
stream. And all those other things about sex that are 
just wrong, like, you can’t get pregnant if you have 
sex during your period, or if you stand up afterward.” 
(Provider 2)

Providers noted that family is not a source of infor-
mation about birth control, and also about other health-
related issues such as medication adherence.

“And I think that’s, again, just a lack of education. 
I think if their parents were sitting down with you 
being like this is what sex is and this is what this 
looks like and this is when you get pregnant and this 
is how, then it’s very different as opposed to like 
what you’re learning at school.” (Provider 2)
“But sometimes the lack of a knowledge base or lack 
of a support to ask say a mom or a sister certain 
things in regards to their healthcare, so in some ways 
I think they utilize us more and ask in general more 
pertinent questions.” (Provider 5)

Access

Lack of access is another barrier to effective healthcare 
utilization. As offspring of refugees and immigrants, 
many of whom received little education during the Khmer 
Rouge, and who are of low income and speak little Eng-
lish, these young Cambodian American women do not 
have the privilege of observing their parents navigating 
the United States healthcare system. Given this lack of 
familiarity with the process and mores, the United States 
healthcare system appears as a formidable labyrinth.

“So I think there are like just very basic things like, 
‘How does the healthcare system work?’ I think if 
the family hasn’t been in this country for very long, 
you don’t know what that means...So there’s very 
basic things like this is what -- you know, this is how 
you call a doctor’s office.” (Provider 2)

Another important barrier to access is the lack of finan-
cial resources to afford healthcare services. These include 
lack of insurance coverage and family poverty.

“I think it’s a lot still to do with the insurance prob-
lem. Because I think that’s the main one that’s limit-
ing their follow-up, if they lost their insurance or 
they changed their insurance so they couldn’t follow 
up.” (Provider 1)
“And then I find out later in the follow-up that maybe 
they didn’t have the money for the medicine. Money 
is an issue… No one has a lot of money when they 
are in college. But money can be a barrier; it can be 
about getting treatment. Or they are waiting for their 
parents to get the medicine sometimes… They need 
their mother or father to do the medicine, or to get 
the medicine at the drugstore, but money definitely 
is a barrier.” (Provider 4)



1211J Immigrant Minority Health (2018) 20:1206–1214 

1 3

In addition to being a barrier to receiving treatment, 
financial constraints also impede adapting healthful habits 
and lifestyle.

“And they have parents who are not very well educated 
and who don’t have the savvy to sort of negotiate the 
way our food system works around here to buy healthy 
food and to cook healthy food and still stay within 
this tiny little budget, which is just very hard to deal 
with. And things like asthma, for example, very com-
mon triggers for asthma are things that are related to 
the environment that you live in, like are there cock-
roaches, can you be allergic to those things. Do you 
have carpeting in your house as opposed to hardwood 
floors? You know, those kinds of just go along with not 
having control over your own environment. If you had 
your own house, you could take care of those things. 
Or if you had money to change your own house, you 
could take care of those.” (Provider 2)

Indeed, income disparity is positively correlated with 
health disparity. For example, among women across the dis-
tribution of household income, women in the lowest 20% 
were significantly more likely to report depressive symptoms 
and fair to poor physical health, compares to women in the 
highest 20% [18].

Stressors

Intergenerational Conflict

Interpersonal conflict is a common source of strain in par-
ent–child relationships within immigrant families [24, 25]. 
In particular, younger generation Asian American women 
may experience considerable stress from conflicting expec-
tations from parents and from mainstream culture [5]. The 
providers we interviewed expressed similar observation.

“Recently I saw another young woman who was just 
struggling. Her parents really just expected her to be 
home all the time, and she really just wanted to be with 
her friends… And would be a struggle anyway, you 
know, and that’s a very common -- you know, going 
from where your family is the most important thing to 
where you’re sort of individuating. You know, that’s 
a very common issue, although mostly in America 
at 18 or 19, like you’re expected to hang out with 
your friends a lot of the time… But she’s not. She’s 
expected to be home all the time.” (Provider 2)
“You know the young women are very conscientious 
of their parents’ expectations and I also see some 
dichotomy there. If the young woman wants to be more 
like the Westerner, going out, clubbing, whatever, and 
the parents are not believing in that, that can cause 

kind of a valley or an uncomfortable thing between 
the parents and I have seen that directly.” (Provider 4)

Intergenerational conflict has a negative impact on psy-
chological health [24, 25]. It is plausible that, like other 
forms of stress, intergenerational conflict can have long-
term behavioral (e.g., maladaptive coping behaviors such 
as substance use and poor self-care) and physiological (e.g., 
endocrine disruption, such as increased cortisol and other 
stress hormones) impact on physical well-being.

Social Support

Social support is linked to positive health outcomes by 
increasing engagement in adaptive health-related behav-
iors, improving psychological well-being, and enhancing 
physiological functioning [26]. Conversely, a lack of social 
isolation has been linked to deleterious health effects [27] 
via poor coping and impaired physiological functioning. 
Although one provider reported that her young Cambodian 
American female patients had strong friendships, another 
observed that her patients were socially isolated.

“I think my Cambodian patients, the young women that 
I know, they stick together. I see groups of friendships 
that are really strong. But like, you know, there’s not 
six degrees of separation; there’s like two degrees of 
separation. But I also feel like that’s a beautiful thing 
because they come with each other to see me, they 
stick together when they’re having a hard time. Like 
there is that sense of having that social network, even 
though it’s not always -- they don’t always encourage 
each other to make really great decisions; they’re still 
there for each other, and I think that’s really huge.” 
(Provider 2)
“Yeah, I think I do see that they don’t have a strong 
support system like another group of women or several 
women. I have seen that and they are kind of by them-
selves floating around. And I do see that and I don’t 
know if the community centers have anything in place 
that like you know for a group or if any of the agencies 
alone will have this, I don’t know. But I don’t see that 
as a general rule.” (Provider 4)

The discrepancy between the perspectives of these two 
providers may be due to the differences in healthcare set-
tings; Provider 2 worked in a community health center 
whereas Provider 4 worked in a university health center. 
For example, in a sample of Cambodian American university 
students [28], participants reported a decline in their access 
to social support upon entering university, and that the iso-
lation might have had a negative impact on their academic 
performance.
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Conclusions and Recommendations

The present study gathered perspectives from primary care 
providers of their young Cambodian American female 
patients. Our findings indicated several psychosocial fac-
tors that may have both short and long term impact on health 
within this population. Based on these findings, we provide 
the clinical and research recommendations below.

Primary care providers ought to be mindful of symp-
toms of mental health problems among young Cambodian 
American female patients. These patients may present for 
primary care with somatic complaints that stem, at least in 
part, from psychological distress. Providers also need to be 
aware of culture-bound mental health problems, including 
koucharang, which may be initially presented as physical 
symptoms, but which may indicate underlying mental health 
issues.

Our findings suggest providers need to be aware not to 
subscribe to the model minority myth when treating young 
Cambodian American women. For example, “traditional” 
Asian meals were frequently perceived as being low fat 
and healthful, compared to fast food and other mainstream 
American meals. Providers ought to recommend low fat, 
high fiber diet and moderate portion sizes for their Cambo-
dian American patients, while keeping in mind that nutri-
tional counseling is also crucial even if patients report eating 
traditional Khmer food. The literature on acculturation and 
diet among Asian American youth suggests that, while these 
youth consume a combination of Asian and mainstream 
American diet, there is some variation among specific eth-
nic groups. As reviewed by Diep et al. [29], Hmong Ameri-
can girls consumed more high-sugar drinks than they did 
milk. Given that Hmong and Cambodian Americans share 
a common refugee history as well as current low SES, it is 
plausible that Cambodian American youth also consume a 
large amount of high-calorie drinks. As further evidence 
of acculturation and obesogenic health behaviors, among 
Asian American adolescents, acculturation in the sixth 
grade was predictive of lower levels of physical activity and 
higher consumption of fast food in the seventh grade [30]. 
There is a need for further focus on psychosocial modera-
tors of diet and exercise among young Cambodian American 
adults. Furthermore, women who experienced food insecu-
rity while pregnant may produce offspring may develop a 
frugal metabolism; these offspring are in turn predisposed 
to overweight when high caloric food is plentiful [31]. It 
is likely that Cambodian female refugees may have experi-
enced food insecurity when pregnant before, during or after 
living in the United States. Unfortunately, little is known 
about behavioral and physiological factors related to weight 
within this population.

Regarding treatment adherence, providers need to be 
aware of age- and culturally-appropriate ways to enhance 

adherence, including an understanding of how the family 
influences a young woman’s adherence, particularly in terms 
of birth control and sexual health. Young Cambodian Ameri-
can women’s decision to practice birth control, to receive 
vaccinations against cervical cancer, and to participate in 
cervical cancer screening may be influenced by their moth-
ers’ own healthcare practices and by the family’s attitudes 
toward sex, birth control and preventive care. Healthcare 
providers may be the best source of information about birth 
control and sexuality, given the stigma of premarital sex at 
home these patients may face at home.

Although research on substance use among young Cam-
bodian American women is scarce, Southeast Asian Ameri-
can communities are at high risk for substance use and abuse 
because of psychosocial risk factors such as poverty and 
exposure to substance use from advertisers and from family 
or peers [17, 32, 33]. Substance use may be one behavioral 
pathway between stress and health outcomes. Our results 
suggest that younger generation of Cambodian American 
women experience multiple stressors, including intergen-
erational conflict and occupying multiple roles within the 
family. In addition to substance use, poor diet and lack of 
exercise are other health-related behaviors that may be asso-
ciated with poor health within this population.

Providers listed several barriers against effective health-
care utilization among young Cambodian American women. 
Many of these barriers stem from growing up in impov-
erished refugee families. The link between income and 
health disparities has been well-documented, and more 
research is needed to understand the underlying pathways 
[34]. Among young Cambodian American women, research 
needs to examine the roles of acculturation, gender, race 
and other psychosocial variables. Next, young Cambodian 
patients may also need help navigating the healthcare sys-
tem, including making appointments and obtaining insur-
ance coverage. In offering guidance, providers should be 
mindful that, despite being adults, these patients might not 
have the autonomy to make healthcare decisions indepen-
dently, given the influence of senior family members in some 
Southeast Asian communities [21].

This study has several limitations. First, we only inter-
viewed a small number of providers, and therefore may not 
have gleaned a broad enough picture of how providers per-
ceive their Cambodian female patients. This limitation is 
offset by two factors: We used a structured interview, which 
promotes data saturation even with a small sample [35]. Fur-
thermore, given our focus on a specific, under-researched, 
population, the information gathered from even a small 
sample can be valuable for practitioners and researchers 
[36]. A second limitation of the study is that all provid-
ers interviewed were women. Young Cambodian women 
may present differently to male providers, who may in turn 
offer unique perspectives. This may be especially true with 
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regard to issues that pertain to sexual health and birth con-
trol. Third, we were unable to explore differences in per-
spectives between providers who primarily treated women 
in the community and providers who primarily treated col-
lege women. Level of education is linked to one’s ability 
to process healthcare information [37]. Therefore, college 
women may demonstrate better understanding of and bet-
ter adherence to treatment recommendations. Finally, the 
results of this study should be considered preliminary in 
light of the small sample size and the descriptive nature of 
the data analysis.

In conclusion, results of the present study suggest avenues 
both for further research and for ways to enhance treatment 
delivery, with long-term potential of increasing effectiveness 
of healthcare utilization and reducing health disparities. Cur-
rent literature on healthcare utilization among Cambodian 
women is almost exclusively focused on older generation 
refugees; given that these refugees’ offspring are now young 
adults, attention on the younger generation and the contex-
tual factors that influence their health is timely.
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