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Abstract
Asian Americans, the fastest growing racial group in the USA, face a host of major health disparities. There are several reasons
for these disparities, and one possible contributor is provider perceptions of Asian Americans, which in turn can affect their
medical decision making when treating Asian American patients. There is evidence for the influence of provider perceptions on
medical decision making among patients of other racial minority groups; however, literature on Asian American patients is
lacking. The present paper addresses this gap in the literature by using social cognitive theory to outline the mechanisms through
which provider perception of Asian American patients can affect diagnostic and treatment decisions. These mechanisms include
stereotypes and implicit biases, illusory correlations, and cognitive load. Recommendations for future research and policy
development are provided.
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Introduction
Asian Americans, the fastest-growing racial group in the
USA, comprise approximately 6% of the country’s population
[1]. Contrary to popular perception that Asian Americans are a
homogenous monolith, there are actually at least 19 distinct
Asian ethnic groups [2], which can be broadly categorized as
East, South, and Southeast Asian. Some Asians in the USA
trace their roots to Filipinos who arrived in California in the
1500s, while others are new arrivals who immigrated only
recently [1]. Asians came to the USA as slaves, refugees,
asylum seekers, and voluntary immigrants. With one out of
seven Asian immigrants being undocumented, Asians are the
fastest growing group of undocumented immigrants, making
up approximately 1.7 million of the 11 million undocumented
immigrants in 2017 [3].
In addition to being diverse in terms of ethnic background
and immigration history, Asian Americans also differ from
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one another with regard to socioeconomic status. Southeast
Asian Americans have the lowest income and lowest educational attainment compared with Asians of other subgroups
[4]. Compared with other major racial groups in the USA,
Asian Americans have the largest income disparity, with
Asians in the top 10% income bracket earning 10.7 times
more than those in the bottom 10% [5].
Despite the growing population of Asians in the USA, their
healthcare needs are overlooked. Asian Americans face an
array of health disparities. They account for more than half
of all Hepatitis B [6] and more than one-third of tuberculosis
patients in the USA [7]. Asian Americans are at least twice as
likely as White Americans to suffer from stomach and liver
cancers [8], and Asian American women are more likely to die
from breast and cervical cancers than White women [9]. The
mortality burden of cardiovascular disease among Asian
American ethnic groups is higher than that of non-Hispanic
White Americans [10]. Compared with White Americans,
Asian Americans experience worse quality of care in the 47
out of 172 quality measures conducted by the Agency for
Healthcare Research and Quality, with the greatest disparities
found in measures of patient-centered care [11]. Finally, although the rate of type 2 diabetes among Asian Americans is
comparable with that of Black and Hispanic Americans
(21%), about 50% of diabetes cases among Asian
Americans are undiagnosed [12]. It is important to note ethnic
differences in these health disparities. For example, among the
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Asian ethnic groups, cervical cancer mortality is highest
among Vietnamese, Cambodian and Korean Americans, and
Chinese and Filipinos have a high prevalence of liver cancer
[13].
Although there are many reasons for these health disparities, including poverty, low health literacy, and harmful
health behaviors, one possible contributor to the poor health
among Asian Americans is provider perceptions and behaviors. This possibility seems likely given the evidence that other minorities (Black, Latinx, Hispanic, and Native American
patients) receive poorer healthcare than White patients.
Indeed, racial and ethnic minority patients receive poorer care
than do White patients across a variety of illness domains,
including transplant, cardiac diseases, pain management, and
cancer [14, 15], and these discrepancies occur across various
stages of the diagnosis and treatment process. This is the case
even after taking into account patients’ access-related factors,
such as income and health insurance [16]. Furthermore, when
race intersects with gender, medical students attribute lower
health status to a Black woman than to a White man presenting with the same symptoms [17]. Many have argued that
these differences in treatment decisions can be attributed to a
lack of cultural competence and a lack of awareness of one’s
stereotypes and other cognitive biases toward non-dominant,
minority groups [18–20].
Despite the evidence that providers’ stereotypes and other
biases lead to poorer medical treatment for Black, Hispanic,
and Native American patients, little is known about whether
or how stereotypes impact the medical care of Asian
American patients. It is likely that given the evidence that
other minority groups experience bias in healthcare setting,
Asian Americans also experience a similar bias. Asian
American patients are more likely than White American patients to report that their healthcare providers did not understand their backgrounds, did not involve them in healthcare
decisions as much as they wanted, or did not treat them with
respect [21]. There is little research on healthcare providers’
stereotypes of Asians and how those stereotypes impact their
medical care. However, we do know that Asian patients report
that they sense some bias in their healthcare providers. It is
possible that healthcare providers treat Asian Americans differently due to their perceptions and stereotypes of this population, raising the issue that providers’ perceptions can have an
impact on their interactions with Asian American patients,
subsequent diagnoses, and treatment decisions.
The purpose of this paper is to apply social cognition to
explain how providers’ perceptions may influence treatment
of Asian American patients. Betancourt and AnanehFirempong [18] had previously used social cognitive theory
to explore how providers’ medical decisions are influenced by
social information such as the group membership (such as
race, socioeconomic status, and gender) of their patients and
concluded that medical decisions are affected by non-clinical

factors, the key of which is provider stereotypes. Although we
had noted that Asian Americans are ethnically diverse, the
existing literature overlooks these distinctions; therefore, our
review below pertains to the general Asian American
population.

Social and Cognitive Biases
Stereotypes and Implicit Biases
The US Department of Health and Human Services Health
Resources & Services Administration [22] mentioned
“stereotyping” or “stereotype” 18 times in their guidebook
on cultural competence education for medical schools. In their
Tool for Assessing Cultural Competence Training, the
Association of American Medical Colleges [23] includes “understanding the impact of stereotyping on medical decisionmaking” as one of the five content domains of cultural competence for medical providers. Yet, even if provider stereotypes were addressed in cultural competence training,
stereotyping often occurs outside of the providers’ awareness
[24] and can influence providers’ interpretation of minority
patients’ behaviors and result in differential treatment of these
patients.
Implicit biases are stereotypes that occur outside of one’s
awareness and can influence one’s behaviors and decisions.
For example, physicians who reported no explicit biases
against Black patients, and who reportedly did not perceive
Black patients to be less cooperative, nonetheless demonstrated implicit biases against Black patients and the implicit belief
that these patients were less cooperative [25]. Providers’ implicit biases result in differential treatment decisions for Black
patients compared with White patients, such as in pain management [26] and thrombolysis [25].
Although much research on stereotyping and implicit bias
has focused on Black Americans, negative attitudes against
Asian Americans are also prevalent [27]. More than 25% of
Americans reported very negative attitudes toward Chinese
Americans, with another 43% reporting somewhat negative
attitudes [28]. Examples of these negative attitudes include
the belief that Chinese Americans are “taking away too many
jobs from Americans” and “passing on information to the
Chinese government.” One-fourth of the participants endorsed
at least five out of a list of 12 negative stereotypes against
Chinese Americans. More recently, Asian Americans are the
target of verbal and physical assaults because they are often
perceived as being responsible for the COVID-19 pandemic.
Between March 2020 and August 2020, there were over 2500
reported incidents of coronavirus-related race-based assault
against people of Asian descent in the USA [29]. Although
this study focused only on attitudes toward one Asian ethnic
group, it is likely that these negative attitudes also exist toward

J. Racial and Ethnic Health Disparities

Asian Americans of other ethnicities, because mainstream
America regards Asian Americans as homogenous and believes that differences among Asian ethnicities are nonexistent or unimportant [30]. When it is the providers who
regard Asian Americans as a monolith, risk factors unique to
particular Asian ethnic groups may be ignored.
Drawing from research on medical decision making for
Black American patients, we hypothesize that providers’ perceptions of Asian Americans patients have implications for
patient-provider interactions and communication and for treatment decisions. We provide some illustrative examples below.
Model Minority Myth Asian Americans are now being positively stereotyped by mainstream America; however, this was
not always the case in the history of the USA. From the 1800s
through the mid-1900s, Asians in the USA were regarded
pejoratively as sinister and uncivilized interlopers of White
American life [31]. Some of the terms [32] directed against
those of Asian descent include “yellow perils,” “menace,” and
“deviants”. This narrative changed dramatically in the 1960s
with the rise of the struggle for civil rights among Black
Americans and the attention that Black Americans drew to
the racial injustice toward them. Within this context, the notion of Asian Americans as the “model minority” was born. In
this new discourse [33], Asian Americans are “hard working,
well educated, socioeconomically successful, studious, obedient, compliant with authority, and uncomplaining.” The model minority myth implies that Asian Americans are more successful than other racial minority groups, that the success of
Asian Americans is due to their own hard work, and that other
racial minorities’ lack of success was due to their laziness or
incompetence [34]. Thus, White America pitted Asian
Americans as a wedge against Black and other minority
groups in order to justify continued racism in the USA [35].
Although race-based stereotypes with a negative valence
are harmful, positively valenced stereotypes such as the model
minority myth can also have deleterious effects on the targets.
In a study of 291 Asian Americans [36], those who endorsed
more positive stereotypes about Asian Americans—such as
those that characterize the model minority myth—were more
likely to report more physical and psychological distress, perhaps because these individuals believed they fell short of the
model minority ideals.
Healthcare providers’ explicit and implicit health-related
stereotypes about Asian American patients may influence
the providers’ decisions about treatment, screening, and other
procedures they recommend to these patients. Providers who
subscribe to the model minority stereotype may underestimate
Asian American patients’ healthcare needs [37]. For example,
Asian Americans are commonly perceived as being intelligent
[30]; in particular, Asians are believed to be more intelligent
than members of other racial minority groups. Providers may
therefore assume that Asian American patients have a better

understanding of technical explanations and treatment regimens than these patients actually do. Similarly, providers
may assume that traditional Asian diets are healthful and
may therefore omit dietary counseling with Asian American
patients [38]. Healthcare providers may miss or ignore signs
that some Asian patients are actually at increased mental
health risk stemming from the model minority myth.
Racial Microaggressions Racial microaggressions are subtle,
automatic, and unintentional insults and put-downs against a
person because of their race [39]. There are several common
forms of racial microaggressions that Asian Americans experience [30] which have implications for their healthcare. First,
non-Asians often overlook interethnic differences among
Asian subgroups. This perception is summarized in the common assertion, “All Asians look alike.” Along a similar vein,
although immigration status and histories of Asian Americans
are varied, and a large proportion of Asian American families
have lived in the US for generations, the general US population tends to perceive Asian Americans as “perpetual foreigners” or “aliens in their own land” [30], whereby Asians
are automatically assumed to be foreign-born and not being
truly “American.” Indeed, Asian Americans report being told
that they speak English well (the assumption being that
English could not possibly be their first language) and being
asked where they are from (with the questioner often
responding incredulously when an Asian American says they
are from a particular US city or state). When providers hold
these misconceptions about Asian patients, they may neglect
cultural, historical, and social differences among Asian ethnic
groups, even though these differences play a role in determining health status and outcomes.
Second, providers may pathologize culturally based illness
representations, such as the influence of the spirit in epilepsy
[40] and the Chinese concept of heat (yang) and cold (yin)
[41]. Asian communication styles may also be misconstrued,
such that an Asian American patient who socially presents as
being reticent may be viewed as being disinterested or unmotivated for f urther tests and treatment. O verall,
microaggressions may jeopardize the patient-provider relationship, leading to patients feeling disrespected and
distrustful.
Gender The term “racialized sexism,” when applied to Asian
American women, encapsulates the “intersectional discrimination that sets Asian American women apart from Asian
American men as well as White women and other women of
color” [42]. Asian American women have been exoticized and
sexualized in mainstream American culture as mainly fulfilling the role of serving White men sexually. This trope stems
from the enslavement of Asian women to be sex slaves, or
comfort women, during the US wars in Asia, as well as from
popular media’s depiction of the Suzy Wong and the Dragon
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Lady [43, 44]. Asian American women continue to experience
these stereotypes today. In a recent study, Asian American
women participants shared that they are expected to be submissive sexual objects [30]. As one woman put it, “White men
believe that Asian women are great girlfriends, wait hand and
foot on men, and don’t back-talk or give them shit.”
Racialized sexism of Asian American women has deleterious
impact on their physical well-being [45]. It is not yet known
what implications racialized sexism of Asian American women has on provider perceptions. Drawing from the literature on
the healthcare experiences of Black American women [46],
we speculate that the history of Asian American women in
USA, as well as the ongoing stereotypes about these women’s
sexuality, will play a role in how providers deliver sexual and
reproductive healthcare. For example, if providers believe that
Asian American women are sexually conservative and wait
until marriage to engage in sexual activity, they may neglect to
offer counseling about contraceptives and safe sex practices.
Income and Poverty In addition to racial stereotypes, stereotypes based on socioeconomic status can play a role in provider perceptions. Americans tend to attribute poverty to
shortcomings within the individual, such as laziness and lack
of motivation, rather than to structural inequalities [47]. This
worldview posits that poor people have no one to blame for
their poverty but themselves. Healthcare providers who harbor
similar attitudes toward the poor may interpret patient behaviors and predict treatment adherence negatively. This has implications for Asian Americans because, as described, significant pockets of the Asian American population live in poverty. A greater proportion of Asians (11.1%) live at the poverty line compared with non-Hispanic White Americans
(9.6%) [48], with Hmong, Bangladeshi, and Cambodian being
the poorest Asian ethnic groups [49]. With regard to access to
healthcare, 6.6% of Asian Americans did not have health insurance in 2017, compared with 5.9% of non-Hispanic White
Americans [48]. Furthermore, being poor contradicts the model minority myth that Asian Americans are of higher socioeconomic status. It is not yet known how Asian Americans
who do not fit the model minority myth are perceived. It is
possible that they are deemed inferior and defective (“Your
people are so successful, so what’s wrong with you?”).
Research is needed to explore this possibility, as well as examine the implications for provider perceptions.

Illusory Correlation
People selectively attend to and interpret information that supports their preconceived stereotypes about those of specific
social groups, thereby creating an illusory sense of accuracy
about one’s stereotypes when such accuracy does not exist
[19]. In terms of medical decision making, a provider predicts
the likelihood a patient would adhere to treatment based on

that provider’s preconceived beliefs about the social group to
which the patient belongs (e.g., believing that older patients
are more stubborn) and selectively attend to instances when
those beliefs are supported and overlook instances when the
beliefs are not supported [24].
Illusory correlations may take root during medical training
if medical students and residents are placed in training hospitals set in low-income neighborhoods with disproportionately
high numbers of racial minorities [18]. In those settings,
trainees begin to associate health-related behaviors with certain demographic groups, even though these behaviors are due
more to external circumstances, such as income, than to the
patients’ racial backgrounds. For example, racial minority patients may be more likely to decline recommended treatments
due to apprehensions about costs or due to mistrust of medical
professionals. Repeated interactions with patients perceived as
being non-adherent or “difficult” may lead to providers’ future
reluctance to suggest intensive treatment for minority patients.
When providers behave on the basis of their stereotypic expectations of patients, this can give rise to behavioral confirmation [50] or self-fulfilling prophecies, whereby providers
behave in ways that elicit responses from the patient that affirm those stereotypes [19, 24]. Another contributor to sustaining illusory correlation is the ultimate attribution error [51],
whereby a White provider attributes a White patient’s behavior, such as treatment non-adherence, to situational factors
(e.g., inability to pay) but attributes the same behavior in racial
minority patient to dispositional factors (e.g., stubbornness)
[24].
Illusory correlation has implications for Asian
American patients, many of whom are of very low income and lack health insurance, and who may therefore
avoid treatments and follow-ups that they cannot afford.
Furthermore, due to the legacy of trauma and past USwar involvement in their countries of origin, as well as
current experiences of racism in the USA, Southeast
Asian Americans may mistrust their medical providers
and be therefore wary of adhering to treatment recommendations [42].

Cognitive Load
Cognitive load [24] refers to “the amount of mental activity
imposed on working memory, which may come from competing mental tasks, environmental factors, our own psychological or physiological state (e.g., fatigue), as well as from the
demands inherent in the task at hand (i.e., intrinsic cognitive
load).” Cognitive load negatively affects ability to consciously
counter one’s stereotypes and increases susceptibility to making decisions based on implicit bias [52]. As described below,
providers are more susceptible to illusory correlations when
medical decisions have to be made quickly, under time pressure, and with incomplete information [24].

J. Racial and Ethnic Health Disparities

People employ two cognitive pathways when making
sense of social experience and deciding how to respond
[53]. Dual process models [52] hypothesize two separate
and interactive cognitive systems to make sense of social information. One cognitive system operates quickly and effortlessly and relies on unconscious biases. Although this system
allows one to navigate their surroundings effortlessly and
without having to pause and slowly process incoming information, it makes one susceptible to acting based on implicit
biases and stereotypes based on information gathered quickly
from interactions with others. The other system is activated
more slowly and deliberately and is a conscious effort to make
sense of the world in a more effortful and accurate way. This
latter system is difficult to employ successfully when one is
distracted and multitasking.
This dual-system conceptualization is important because
although providers are assumed or expected to regard patients
fairly and without bias, providers are in fact susceptible to
relying on automatic and unconscious biases when interacting
with minority patients [54]. This is the case even among providers who genuinely denounce racial stereotypes, because
the automatic cognitive processing system is built upon years
of socialization and social messages about race [54, 55].
People can consciously and actively counter these stereotypes
and biases if they choose to [56]. However, cognitive
overload—caused by distraction, time pressure, multitasking,
and anxiety—makes it more difficult to process social information deeply and increases susceptibility to reactions that are
influenced by automatic stereotypes [54]. Furthermore, complex decisions, such as medical decision making involving
diagnoses and treatment plan, are more likely to evoke stereotypes [19].
Asian Americans who are of low income or are uninsured
are likely to seek medical care in healthcare facilities that serve
low-income patients, which are the settings where providers
experience cognitive overload. Burgess [24] proposed a list of
ways that cognitive overload can lead to poor medical decisions. First, cognitive load impedes deliberate information
processing and therefore leads to poor medical decisions and
patient care. Second, the attenuated levels of controlled and
deliberate information processing in turn increase the likelihood that providers would make medical decisions based on
their racial stereotypes toward minority patients, thereby leading to poorer care and outcomes for these patients. Third,
providers’ cognitive loads are greater in healthcare settings
where (i) there are greater number of competing demands;
(ii) there are higher levels of time pressure, stress, and fatigue;
(iii) there is a higher proportion of trainees; (iv) there is a lack
of structural support for medical decision making; and (iv)
there is a large proportion of racial minority patients.
Finally, because racial minorities are more likely to seek care
in settings where providers experience greater cognitive load,
these patients are more likely to receive poorer healthcare than

White patients due to lower deliberate information processing
and higher racial stereotypes by providers.

Conclusion and Recommendations
While there has been some research on how medical decision
making is influenced by provider perceptions about Black and
Latinx Americans, little is known about Asian Americans.
Nonetheless, the present paper synthesized the social and cognitive mechanisms through which provider perceptions can
have a deleterious impact on healthcare provided to Asian
Americans. In order to enhance providers’ cultural competence toward Asian American patients, multiple levels of interventions, from individual to structural, need to be taken.
Non-Asians, including medical practitioners, tend to view all
Asians as homogenous. This paper highlighted the differences
across Asian ethnic groups and call on scholars and the medical field to be aware of these differences. Multicultural training about Asian Americans should note the diversity within
this racial group, address stereotypes such as the model minority myth, and discuss microaggressions and indicate how
they impair the patient-provider relationship. Such multicultural training needs to be based on evidence from what is
known about whether and how these trainings are successful,
including the effectiveness of interventions to reduce implicit
bias [57, 58]. Because Asian Americans, as well as other racial
minority groups, are complex and diverse, the notion of “culture” needs to be expanded beyond race and includes other
demographic and marginalized identities, including socioeconomic status. Broad structural changes [54] that make room
for more patient-provider interaction are needed to minimize
providers’ cognitive load, especially in healthcare settings that
serve underprivileged Asian Americans.
We offer the following research recommendations to further explore the role of provider perceptions in medical decision making for Asian American patients:
1) Broadly, there is a dearth of research on Asian
Americans’ experiences in healthcare settings. Drawing
from the research protocols and findings of healthcare
experiences of other groups of colors, researchers need
to begin focusing on Asian Americans, especially providers’ stereotypes and the potential impact of these
stereotypes.
2) Although it is crucial to understand provider perceptions
and biases, the provider-patient interaction does not occur
in a vacuum. Rather, researchers need to acknowledge
that, and study how, biases are systemic and inherent
within clinics and hospitals, as well as within medical
training curricula.
3) The literature highlights the importance of recognizing
intersectionality of multiple marginalized identities. In
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additional to race, many Asian Americans occupy other
marginalized identities associated with their gender, income, sexual orientation, and ability status. Research on
provider perceptions need to take these intersecting identities into consideration.
Finally, high cognitive load negatively affects medical
decision making for all marginalized groups, not just
Asian Americans. Researchers need to continue building
upon what is already known about how working under
multiple distractions and time constraints affect providers’ perceptions and medical decision making.
In conclusion, research and healthcare communities ought
to begin to focus their efforts toward documenting and understanding the content and the degree of bias experienced by
Asian American patients. These are necessary first steps toward reducing health disparities among Asian Americans.
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