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Abstract: Latinx and Asian American/Pacific Islanders (AAPIs) are the fastest growing racial/ethnic
populations in the United States, and it is thus increasingly important to address multimorbidity
within these populations. However, research has been challenging due to the immigrant health
paradox, the variation across ethnic groups, underutilization of treatment, and inadequate mental
health assessments. These issues make assessing the prevalence and burden of multimorbidity
difficult among Latinx and AAPI populations. Further, racism remains a fundamental cause of health
inequity, and should be addressed in policy and practice.
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1. Introduction

Multimorbidity is defined as the presence of two or more chronic health condi-
tions [1,2]. Estimates show that multimorbidity has increased in the U.S. over the past
two decades, affecting nearly two-thirds of the population [3]. Multimorbidity imposes a
considerable economic burden on society [4], and is more difficult to manage than singular
conditions, requiring coordinated care across specialists and general practitioners [5]. Prac-
tice models are still emerging to more effectively treat people with multimorbidity [6], and
failure to effectively manage multimorbidity can be associated with longer hospital stays,
lower quality of life, more impairment, and a shorter lifespan [7–10].

While studies show that Black Americans have a higher prevalence of multimorbidity
when compared with White Americans, there is some evidence to suggest a slightly lower
prevalence among Asian American/Pacific Islanders (AAPIs) [11], with mixed findings
for Latinx Americans [3,12]. However, research is generally lacking given the changing
demographics of the U.S., especially for the populations that are growing the fastest,
which are the Latinx Americans and AAPIs. Between 2000 and 2015, the Latinx American
population grew by roughly 60%, while the AAPI population grew by over 70%; it is
projected that by 2050, Latinx Americans will constitute nearly a third of the country, and
AAPIs will make up almost a tenth [13]. These populations remain under-researched
in terms of population health and treatment [14–17], calling for greater clarity around
the prevalence and burden of multimorbidity in these groups, bearing in mind several
complicating factors. Latinx Americans and AAPIs are similar in many ways, which has
naturally led researchers to discuss the groups in tandem (studies are numerous, e.g., [18,19].
Notably, both groups are viewed through the lens of a Black-White racial paradigm [20,21],
where Latinx Americans and AAPIs are often situated in a racial dichotomy that undercuts
more nuanced views of health disparities and undermines efforts to address health needs.
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In this commentary, we aim to describe four complicating factors that should be taken into
consideration when assessing multimorbidity among Latinx Americans and AAPIs, and
we highlight the importance of examining racism as a fundamental cause of health inequity.

1.1. The Health Profiles of Latinx American and AAPI Populations Are Largely Shaped
by Immigration

One commonality between Latinx Americans and AAPIs is that immigration plays
a key role in how we understand the health of these populations. Approximately one in
three Latinx Americans and almost six in ten AAPIs are foreign-born [22,23]. As such, we
cannot discuss the health of these populations without contending with the immigrant
health paradox [24]. Immigration is often a stressful process deemed a ‘turning point’ in
the developmental life course [25], resulting in a dramatic upheaval of one’s way of life,
which according to stress models, should theoretically lead to worse health outcomes when
compared with those who do not immigrate. However, studies have shown that immigrants
often have a health advantage over their native counterparts [24]. One hypothesis to
explain this is that the people who immigrate to the U.S. are often the most capable and
healthiest to make the journey, resulting in a selection bias [24]. Another hypothesis
suggests that sick and unhealthy immigrants return to their countries of origin, leaving
behind only those in good health, which is termed salmon bias [26]. A third hypothesis
is that immigrants retain protective aspects of their culture (e.g., diet, customs, cultural
proscriptions) that are health-promoting, but eventually lose their health advantage as
they assimilate and adopt the health behaviors of the host country [27]. These hypotheses
illustrate how complicated it can be to understand the risk and burden of multimorbidity
in these populations [24,28], indicating the need for providers to appreciate the complexity
of the immigration process [6]: What is the health of Latinx and Asian immigrants upon
their arrival? Under what circumstances do they return to their countries of origin? How
long have they resided in the United States, and how acculturated are they?

1.2. There Is Heterogeneity within Racial Groups and across Regions of the U.S.

Studies on multimorbidity usually fail to make nuanced comparisons across specific
ethnic groups to account for significant within-group variation [17,29]. Some of this may be
a result of practical barriers to studying this variation. While surveys can be administered
in Spanish to reach all Hispanic subgroups, it is harder to achieve this among AAPI
groups due to language diversity. In other words, surveys must be translated into Chinese,
Korean, Vietnamese, Tagalog, Japanese, and so forth, which can be burdensome and
expensive. Often, epidemiological surveys provide estimates of multimorbidity that are
only generalizable to English-speaking populations.

Setting aside the practical language barriers and sampling challenges, within-group
differences in health outcomes are evident [30–33]. For example, some studies suggest
that Puerto Ricans have worse health profiles in many respects than other Latinx groups,
including higher rates of asthma, Human Immunodeficiency Virus, and psychiatric dis-
orders; meanwhile, Mexican Americans tend to have higher rates of certain conditions,
such as diabetes [30,34–36]. Korean Americans drink alcohol at much higher rates than
other AAPI groups [37,38], and are at higher risk for certain cancers [39,40]. One study
in Northern California found that Pacific Islanders, South Asians, and Filipinos had the
highest prevalence and incidence of diabetes among all racial/ethnic groups (even higher
than African Americans, Latinx Americans, and Native Americans) [41]. Thus, health
profiles of ethnic subgroups are often masked when using monolithic racial categories.

Furthermore, Latinx American and AAPI populations have settled throughout the
country according to ‘push/pull factors’ within historical milieu [42,43]. How ethnic
groups fare during the immigration and resettlement process may differ depending on the
context of reception, which is the overall valence that the host society directs toward the
immigrant group and the opportunity structures available to the immigrants in a given
social and geographic location [44]. The context of reception may make one vulnerable to
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insults and hazards, including discrimination and anti-immigrant policies, depending on
the neighborhood, city, county, or state, producing different immigrant experiences and
ultimately different health profiles.

1.3. Latinx Americans and AAPIs Underutilize Formal Treatment

Due to systematic racism [43,45–48], Latinx Americans and AAPI face considerable
barriers to treatment [14,17,43,49–52]. Studies have shown that AAPIs who needed mental
health treatment accessed care at lower rates than whites [53]. Specific AAPI ethnic groups
with a high percentage of refugees have additional risk (e.g., Cambodians [54]), and may
report receiving low-quality care that does not meet their needs [55]. AAPIs are particularly
impacted by cancers, partly attributable to a lack of screening and early intervention [56].
Similarly, Latinx American groups often encounter barriers to accessing high-quality health
care services, partly because of low socioeconomic status (i.e., unaffordable out-of-pocket
expenses; difficulty navigating complex health care systems), but also due to occupational
stratification (e.g., being more likely to work in agriculture, domestic services, food services,
construction) where they may be less likely to receive health insurance while facing more
occupational hazards. The language barrier has been a problem for both Latinx American
and AAPI groups [57–61], and they may also be reluctant to seek services if they are
undocumented [62,63].

1.4. Mental Health among Latinx and AAPI Is Complex

Measures of multimorbidity vary widely based on lists of conditions that typically
include some psychiatric disorders (e.g., depression, schizophrenia). This is problematic in
some ways because studies have documented the possibility that Latinx Americans and
AAPI may express psychological distress as somatic symptoms [64,65], rendering it harder
to make accurate diagnoses. It is possible then, for Latinx Americans and AAPI patients
to complain about problems such as indigestion, headaches, and back pain as idioms of
distress [66], inadvertently concealing underlying mental health problems. Ultimately, this
may result in a singular focus on physical health, and improper or inadequate treatment of
mental health. Further, there has been particularly little attention paid to mixed multimor-
bidity (also known as somatic-mental multimorbidity), which refers to having at least one
psychiatric condition and one physical health condition [67], affecting nearly one in five
among AAPIs and more than one in four among Latinx Americans.

2. Measurement Issues

The two primary ways to measure multimorbidity likely undercount multimorbidity
among Latinx Americans and AAPIs due to the aforementioned complicating factors. The
first approach to measure multimorbidity is a simple count of diseases, though there is
currently little consensus about the exact list of conditions that should be used. Still, sim-
ply counting conditions is the most common approach, and is usually based on patient
self-report, clinician assessment, or administrative data. This is problematic because, as
stated earlier, Latinx Americans and AAPIs underutilize treatment, especially recent im-
migrants, undocumented immigrants, and those with limited English proficiency. Thus,
some Latinx Americans and AAPIs may never receive a formal assessment from a clinician
or ever realize they have a diagnosis, and may not accurately assess their own chronic
health conditions. Some epidemiological datasets have employed trained lay interview-
ers to assess for psychiatric disorders [18], but in terms of physical health, still rely on
checklists of self-reported physical health conditions (e.g., Has a medical professional
ever diagnosed you with diabetes mellitus?). It is possible that analyzing administrative
data (e.g., insurance claims, medical records) may provide a more accurate assessment of
health conditions when compared with self-reported surveys; however, the data are likely
still biased due to treatment gaps [14,34,49,52,68,69]. Even among Latinx Americans and
AAPI who do seek care, without culturally-responsive providers, we may not know the
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extent to which somatization or culture-bound syndromes (e.g., ataques de nervios) are
obfuscating diagnoses.

The second approach to measuring multimorbidity is to develop indices to assess
the overall burden of the conditions, weighting certain conditions more heavily based on
how they are related to mortality or utilization of resources (i.e., health care costs). The
reliability and validity of these measures depend largely on the context (e.g., hospital,
primary care, community) and the patient population of interest, which as we have argued
is complicated for Latinx Americans and AAPIs given the immigrant paradox, ethnic group
variation, treatment gaps, and the tendency for psychosomatic symptoms and culture-
bound syndromes to obfuscate diagnosis. Weighting certain conditions by accounting for
their relations to mortality will likely result in lower index scores for Latinx Americans and
AAPI groups; however, it is worth noting that there is some evidence to suggest AAPIs
have lower pharmaceutical and physician costs but do not have lower costs associated with
hospital stays and emergency department visits [68]. Further, an entirely different picture
may emerge if indices accounted for overall impairment, quality of life, and flourishing, or
if indices estimated the cost of informal services, such as the burden carried by the family
and the larger Latinx American and AAPI communities.

3. Racism as a Fundamental Cause of Health Inequity

There has been relatively little research on the risk factors for multimorbidity in gen-
eral [2,69], and even less on risk factors for multimorbidity among Latinx Americans and
Asian Americans, who have unique health profiles and are exposed to different risk factors
than their White counterparts. Health inequities persist among Latinx Americans and
AAPIs for a host of reasons, including xenophobic policies, barriers to economic and health
resources, social stressors (e.g., fear of detention/deportation), economic exploitation, and
neighborhood disinvestment, which has shaped risk for multimorbidity across genera-
tions [33,43,45,46]. Scholars have stressed the importance of addressing multimorbidity by
assessing social risk factors [6]. One important determinant of mental and physical health
for Latinx Americans and AAPIs is discrimination, which is a relatively common occurrence
for Latinx Americans and AAPIs. In the NLAAS data, over 70% of the Latinx American
sample and over three-quarters of the Asian American sample reported some level of dis-
crimination. A large body of literature has identified discrimination as a pernicious social
stressor that has been linked to numerous physical and mental health problems [70,71].
Paradies [47] found that when compared with Black Americans, the association between
racism and mental health problems was significantly stronger for Latinx Americans and
Asian Americans, and the association between racism and physical health was significantly
stronger for Latinx Americans.

Prior research has linked perceived discrimination to self-reported mental and physical
health [72], as well as singular health conditions, and multimorbidity among Latinx Ameri-
cans and Asian Americans [73–75]. Gee and colleagues [74] found that self-reported racial
discrimination was associated with a two-fold risk for reporting one 12-month psychiatric
disorder, and a three-fold risk for reporting two or more psychiatric disorders. In another
study, Molina and Simon [75] reported that everyday discrimination was associated with a
count of health conditions among Latinx Americans (i.e., physical multimorbidity).

In keeping with the notion that racism is a fundamental cause of health inequali-
ties [48], discrimination is a product of racism and functions as a putative causal factor
for multimorbidity through distal and proximal pathways, such as stress processes that
wear away at the mind and body over time [25]. However, racism may also impact health
by giving rise to unresponsive and discriminatory encounters in health care settings, or
by deterring health care utilization in the first place. Ethnic groups may also be differen-
tially exposed to discrimination [76], depending on overall acculturation levels, context of
reception, and other ethnocultural characteristics [44].
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4. Conclusions

For Latinx Americans and AAPIs, more research is needed to examine how mental
and physical health conditions co-develop, progress, and combine to impact functioning,
and how social and environmental factors contribute to the development of multimorbidity.
Emerging approaches to population-based multimorbidity care should be contextual-
ized, and may involve expanding home-based care, providing caregiver support, and
engaging/coordinating community resources in partnership with Latinx American and
AAPI communities.
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