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average, while the general income level 
of the aggregate API population is high, 
exceeding that of most other minority 
groups. 

Additionally, API subgroups’ differen-
tial self-perceptions and cultural identities 
may influence their health outcomes and 
decisions and even hinder their access to 
needed care. According to the Department 
of Health and Human Services, suicide is 
currently the second leading cause of 
death for Asian-American women ages 
15-24; this same API subgroup holds the 
highest suicide rate in women of any eth-
nicity for that age group. Experts point to 
model minority pressure as a main factor 
influencing the incidence of depression 
and suicide among these women, who 
subscribe to the idea that APIs truly are 
a model minority. Thus, they feel com-
pelled to individually conform to such 
an ideal, to achieve this highest point of 
excellence. When they fail to merge into 
this aggregate API stereotype, the women 
can be said to undergo a “crisis” of excel-
lence, succumbing to a state of extremely 
low and negative self-image, unable to rec-
ognize the value of their own unique and 
diverse identities. 

In addition to the variety of cultur-
ally influenced health outcomes, APIs also 
make different culturally influenced health 
care decisions. Sometimes these may lead 
to disparities in health care access even 
within the same family. ManyAPI women 
are brought up on the premise that they 
exist to support the family, to take care 
of the men, children, elders—everyone 
except themselves. They are entrenched in 
a culture of self-sacrifice and selflessness. 
Consequently, these women are unlikely 
to seek regular care for themselves and 
very likely to under-utilize health care ser-
vices unless something catastrophic makes 

a clinic visit inevitable. However, without 
scheduled check-ups and screenings, they 
receive less preventative care and subject 
themselves to much greater risks of acquir-
ing largely preventable conditions, for 
instance certain types of cancer. 

Third, APIs’ silence with regard to 
the homogeneous minority stereotype sig-
nifies a tacit agreement or validation of 
this perception in the eyes of the greater 
public. This silence thus forbids an accu-
rate assessment of APIs’ true feelings and 
concerns, further increasing health dis-
parities. Analysis reveals that APIs’ silence 
has certain cultural roots. APIs are “quiet” 
not because they do not need help, have 
no problems, and can thrive in isola-
tion. Rather they are quiet because such 
behavior is consistent with the values they 
have been taught throughout their lives. 
API culture values deference to authority, 
hence APIs rarely contradict or speak out 
against those in power, those perceived to 
be more knowledgeable; API patients are 
usually very compliant and will not argue 
against or correct their doctors. However, 
this may cause the patient to be harmed 
when doctors make mistakes and can-
not communicate with or gauge how the 
patient is feeling. In turn, patient-phy-
sician trust will suffer. Often, non-APIs 
may tend to construe APIs as passive, sub-
missive, and politically apathetic, when 
they are not. API culture values modesty, 

and is less contact-oriented (e.g., eye con-
tact may be considered bold between a 
child and an elder), less verbal, perhaps less 
emotionally expressive. Being reticent and 
reserved may be seen as an outward mani-
festation of modesty. All this can promote 
a culturally imposed introversion. Those 
who do not fully understand API culture 
may misconstrue APIs to be cold, unemo-
tional, extremely shy, uncommunicative, 
and/or lacking in confidence. 

These observations are extremely rel-
evant, even at the level of the medical stu-
dent. Recently, former APAMSA President 
Katherine Lee, Secretary Steven Lau, and 
colleagues at Washington University 
School of Medicine in St. Louis published 
a landmark article aiming to identify non-
cognitive predictors of medical school 
clinical clerkship grades. Analyzing survey 
results from a total of 2,395 medical stu-
dents surveyed around the country, they 
reported that several non-cognitive fac-
tors, chief among which is non-white race/
ethnicity, and communications variables 
such as greater reticence and less assertive-
ness, independently predicted lower clerk-
ship grades in several to all of the medical 
specialties included in the study. Asians 
specifically reported lower clerkship grades 
in obstetrics/gynecology, pediatrics, and 
neurology. The identified predictor vari-
ables may be culturally determined and 
should be considered in the context of the 
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need for cultural competency and com-
munications skills training, not only as 
a solution for overcoming health dispari-
ties by improving patient-physician interac-
tions, but also for student-teacher interac-
tions in a medical education environment. 
Knowing this, as API medical students, 
given we cannot change our race/ethnicity, 
we must look to altering variables that are 
within our control (e.g., reticence, assertive-
ness) in order to take greater charge of our 
clerkship experiences, achieve our desired 
grades, and enjoy wider life experiences and 
opportunities.

Similarly, as API health care consum-
ers, if we do not proactively let the public 
know when we are dissatisfied or feel that 
we have been misrepresented, our invisibil-
ity will remain, our needs will continue to 
be unaddressed, and everything will be of 
our own doing. Again, a possible solution 
is to promote cultural competency training 
of providers so as to establish strong bidi-
rectional cross-cultural education, com-
munication, and understanding between 
the providers for APIs and the various sub-
groups of API health care consumers. This 
will aim to address and correct the lack of 
awareness of API diversity. 

Devising culturally sensitive strategies 
for treatment and therapies targeted at cer-
tain API subgroups may require employing 
an interpreter for the non-English profi-
cient, a study of patients’ immigrant expe-
riences, the use of nonverbal cues, and a 
more indirect and nuanced approach to 
counseling that incorporates the specif-
ic cultural framework of the patient. To 
address the issue of API silence perpetuat-
ing existing stereotypes, look to the theme 
of APAMSA’s recent national conference in 
San Francisco: Bridging Cultures, Taking 
Action. We must learn to speak up, to 

take responsibility for representing our-
selves faithfully, to be confident in our own 
identities, to balance who we truly are with 
cultural and societal expectations of who 
we should be. We need to hold on to our 
origins and continue to pursue the excel-
lence that is deeply rooted in our values 
and belief systems while also taking care to 
not let this pursuit become a “crisis.” Only 
when a balance is reached between the cli-
nician’s and patient’s initiative to promote 
health and overcome disparities, will orga-
nized medicine be able to effectively iden-
tify and eliminate those disparities. With 
respect to the clinician, this balance means 
looking for certain attitudes and behaviors 
that could be culturally determined, so 
as to formulate effective treatment plans, 
while also being careful not to ascribe all 
attitudes and behaviors to culture. With 
respect to the patient, this balance is the 
challenge of finding ways in which one’s 
own cultural upbringing can integrate with 
or complement the tenets of modern medi-
cine and the U.S. medical establishment. 
For the patient, this balance also means 
allowing a unique culture to be a source of 
empowerment, to form the basis of a strong 
self and group identity, while disallowing 
this culture to silence her voice or hinder 
obtaining adequate health care.

In the end, it is all about finding bal-
ance, maintaining harmony, and respect-
ing holistic interrelationships to overcome 
health disparities relevant to the API popu-
lation. Just as interactions among mind, 
body, spirit, and nature are crucial to enjoy-
ing good health, a concept central to API 
culture, we can also establish a healthy, 
homeostatic, bidirectional cultural dia-
logue between western biomedicine health 
care practitioners and API healthcare con-
sumers, and implement effective and inter-

active cultural competency education and 
training at the individual, family, and com-
munity levels. By working toward this out-
lined solution, we will be simultaneously 
strengthening our own collective API cul-
ture and learning about the how it can be 
compatible with the U.S. medical system. 
We can be good advocates for our patients 
and serve as advocates for ourselves, all the 
while negotiating with organized medicine 
for the delivery and receipt of optimum 
care; practicing and seeking balance—
working the yin and the yang—opposite 
yet complementary. 
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health, cancer research, and learning about 
ways in which the western biomedicine 
model can be integrated with other treat-
ment paradigms.
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