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Abstract

Healthcare access is a critical determinant of health and quality of life in later adulthood, yet older immigrant women
may face compounded barriers related to immigration, language, gendered caregiving roles and limited familiarity with
healthcare systems. In the United States (U.S.) Midwest, Korean immigrants may experience geographic dispersion and
limited access to culturally and linguistically appropriate resources. However, little is known about healthcare access
among older Korean immigrant women in this regional context. Guided by Andersen’s Behavioral Model of Health
Services Use, this qualitative study explored perceived barriers, facilitators and coping strategies related to healthcare
access among older Korean immigrant women in the U.S. Midwest. Semi-structured, in-depth interviews were
conducted with eight Korean immigrant women aged 65 years and older. Interviews were conducted in Korean,
transcribed, translated into English and analyzed using thematic analysis. Four themes were identified: immigration
and acculturation influence on healthcare access capacity; major barriers in the Midwest, especially transportation and
language barriers; support from family and the Korean community; and efforts to maintain independence through
health self-management, information seeking and communication strategies. The findings suggest that healthcare
access in later life is shaped by immigration history, gendered roles, regional conditions and available social support.
This study highlights the need for culturally and regionally responsive strategies to improve healthcare access for older
immigrant women in under-resourced settings.

Keywords: Coping Strategies, Healthcare Access, Older Korean Immigrant Women, Qualitative Study, Social
Support, U.S. Midwest.

Introduction

Healthcare access is a critical determinant of
health and quality of life in later adulthood. During
the coronavirus disease 2019 (COVID-19)
pandemic, disparities  affecting
immigrant populations became more visible and,
in many cases, more severe (1-7). Higher COVID-
19 infection and mortality rates observed in
communities of color and immigrant populations,
compared with White and non-Hispanic popula-
tions, further highlighted these disparities (8).
Prior studies have documented multiple
contributors to healthcare disparities among
immigrants, including lack of health insurance,
limited English proficiency, stigma and margina-
lization, socioeconomic disadvantage, limited
mobility and weak social networks (9-19).
Although a substantial body of research has
examined barriers to healthcare among
immigrants, less is known about how older
immigrants cope with these barriers in everyday
life and how such experiences shape their ability to
access care over time. Because older adults are

healthcare

generally more vulnerable to healthcare access

problems, understanding the healthcare experien-
ces of older immigrants is essential for reducing
health disparities (14, 20). Among immigrant
groups in the United States (U.S.), Koreans
(approximately 1.9 million) represent one of the
major Asian-origin populations (21). Compared
with several other Asian-origin groups, Korean
Americans have a relatively older age profile and
foreign-born  Korean immigrants have a
comparatively high median age (21). Despite the
aging of this population, how older Korean
immigrants and navigate healthcare
services remains insufficiently understood. When
examining healthcare disparities among older
Korean immigrants, cultural and gendered
contexts should be carefully considered (22, 23).In
many Korean immigrant families, women have
traditionally been expected to serve as caregivers
and, at times, economic contributors during the
early settlement period (19, 23). These gendered
roles may reduce opportunities for cultural
exposure and institutional familiarity in the United
States, including familiarity with the healthcare
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system (22). As a result, older Korean immigrant
women may face compounded barriers in later life
due to the combined effects of immigration history,
language challenges, cultural expectations and
limited access to health-related information and
resources (19, 22, 23). For these reasons, older
Korean immigrant women can be considered a
population at heightened risk for healthcare access
disparities (19, 22, 23).

Geographic
understanding healthcare access among older
Korean immigrants. Historically, many immigrants,
including Korean immigrants, have settled in
coastal regions of the United States, where ethnic
communities and immigrant-serving resources are
often more established (21). In contrast, Korean
immigrants in the U.S. Midwest may be more
geographically dispersed and socially isolated,
with fewer opportunities to access Korean-
language resources or community-based support
(24). This regional context may create distinct
barriers to healthcare access that are not fully
captured in studies focused on coastal or large
metropolitan areas (12, 21, 24). However, limited
attention has been paid to the healthcare access
experiences of older Korean immigrant women
living in the Midwest.

To address this gap, the present study examined
how older Korean immigrant women in the U.S.
Midwest experienced healthcare access, including
perceived Dbarriers, facilitators and coping
strategies. In doing so, this study drew on
Andersen’s Behavioral Model of Health Services
Use to conceptualize healthcare access among
older Korean immigrant women (25, 26).
Andersen’s model has been widely used to explain
differences in healthcare utilization across

context is also central to

populations by organizing predictors into three
domains: predisposing factors, enabling factors
and need factors (25, 26).

Predisposing factors refer to characteristics that
shape an individual’s inclination to use healthcare
services, such as age, gender, education, marital
status, family structure, social class and health
beliefs (25, 26). In immigrant populations,
predisposing factors may also include immi-
gration-related experiences (e.g., migration history,
settlement process and familiarity with the host
society), which influence how individuals perceive
and approach healthcare services.
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Enabling factors include personal, family and
community resources that facilitate or hinder the
use of formal and informal services, such as income,
health coverage, transportation,
language proficiency and availability of
community support (25, 26). These factors are
particularly relevant for immigrant populations
because access to healthcare often depends on
whether individuals can secure practical resources
and assistance to navigate unfamiliar systems.
Need factors refer to perceived or evaluated health
conditions that require healthcare services (25,
26). In other words, need factors reflect both
subjective health status and clinically assessed
illness, which are major drivers of health service
use (27).

Although Andersen’s model is flexible and has
been widely applied to diverse populations and
service contexts (26, 28, 29), prior research has
noted that the model may not fully capture
culturally specific barriers to healthcare among
immigrants unless it is adapted to account for
immigration and sociocultural context (27). Older
foreign-born adults may encounter healthcare
systems and institutional environments differently
from U.S.-born populations and these differences
can shape both their access to and use of
healthcare services (27). For example, legal and
social positioning, language barriers and culturally
embedded expectations regarding family roles and
help-seeking may influence whether available
resources function as support or barriers.
Previous
immigrants often face barriers to healthcare access
and health service utilization, including challenges
related to communication, information and
support systems (22, 24). Therefore, applying
Andersen’s model to this population requires
attention to cultural and community contexts,
particularly the ways immigration history,
gendered family roles and social support networks
shape healthcare access in later life (19, 22-24).
Guided by Andersen’s Behavioral Model as a
sensitizing incorporating
cultural and immigration-related contexts, this
study focused in particular on how predisposing
factors (e.g, immigration experiences and
gendered roles) and enabling factors (e.g., family
support, Korean community resources, language
support and transportation) influenced healthcare

insurance

studies have shown that Korean
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access among older Korean immigrant women in
the U.S. Midwest. Using in-depth qualitative
interviews, this study aimed to generate a
contextually grounded understanding of how
immigration experiences, social support and
individual efforts shape healthcare access in later
life. The findings may inform culturally responsive
healthcare practice and community-based support
strategies for older immigrant populations in
under-resourced regional settings.

Methodology

This study employed a qualitative design using in-
depth, semi-structured interviews to explore
healthcare access experiences among older Korean
immigrant women living in the U.S. Midwest. A
qualitative approach was appropriate because the
study aimed to examine participants’ perceptions,
lived experiences and coping strategies in context
rather than to test predetermined hypotheses (30,
31).

A purposive sampling strategy was used to recruit
participants with direct experience of accessing
healthcare services as older Korean immigrant
women in the Midwest. Consistent with the study
purpose, participants were eligible if they met the
following criteria: first-generation immigrant
women, aged 65 years or older, self-identified as
having a Korean cultural background, had lived in
the United States for more than 10 years and had
lived in the Midwest for at least 5 years. Because
the study focused specifically on older Korean
immigrant women, Korean cultural background
and gender were part of the inclusion criteria.
Recruitment procedures evolved during the study
because of a low initial response rate. The
researcher first contacted pastors at two Korean
churches and the president of a local Korean
American community association in a Midwestern
metropolitan area. Additional church contacts

were then identified through these initial networks.

Flyers describing the study purpose and eligibility
criteria were distributed through Korean churches
and participants’ social networks. Initial
recruitment proceeded through referrals. When
the first four interviews provided limited age
variation, a second round of recruitment was
conducted to increase variation by including
women in their late 60s and 70s. Through
community referrals, a total of eight participants
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were recruited between July 2019 and January
2020. To protect confidentiality, specific city
names are not reported. However, the study site is
specified as urban and suburban cities within the
Kansas City metropolitan area and none of the
participants resided in remote rural areas at the
time of interview.

Although the sample eight
participants, thematic sufficiency was assessed
through the recurrence of key patterns across
interviews, including transportation dependence,
language barriers, family support, Korean
community support and self-management strate-
gies. After the later interviews, no substantially
new themes emerged, although individual
experiences added nuance to existing categories.
Follow-up interviews with two participants and
member checking further supported the adequacy
of the thematic interpretation.

Data were collected through interviews conducted
at locations and times convenient for participants,
including participants’ homes and church meeting
rooms. Each interview lasted approximately 60 to
180 minutes. A semi-structured interview guide
was used to ensure consistency while allowing
flexibility for participants to describe their
experiences in depth. The guide covered four
domains: immigration history (e.g., “Can you tell
me about your immigration experience in the
United States?”), healthcare access experiences in
the Midwest (e.g, “Can you describe your
experiences using healthcare services in the
Midwest?”), barriers or challenges to accessing
healthcare (e.g., “What are the main barriers you
encounter when accessing and using healthcare
services?”) and coping strategies (e.g., “How do you
address health concerns or healthcare-related

final included

difficulties?”). All participants were informed of
the study purpose and their rights before the
interview. Written informed consent was obtained
prior to data collection and participants were
given time to ask questions. Interviews were
audio-recorded using a digital recorder and were
transcribed in Korean. To clarify emerging findings
and strengthen interpretive accuracy, follow-up
interviews were conducted with two participants.
Member checking was also conducted by
confirming key statements and interpretations
with participants after the interviews (32).
Because the interviews were conducted in Korean,
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the researcher transcribed the recordings in
Korean and translated the transcripts into English
for analysis and reporting. The researcher is
bilingual in Korean and English, which facilitated
accurate transcription and translation. To
preserve conceptual equivalence and participants’
intended meanings, the researcher repeatedly
compared the English translations with the
original Korean transcripts throughout the
analytic process. Also, because several participants
used culturally nuanced Korean expressions
related to family obligation, burden, gratitude and
emotional restraint, some meanings may not have
been fully captured in English translation. To
reduce this risk, the researcher compared
translated excerpts with the original Korean
transcripts and prioritized conceptual equivalence
rather than literal translation.

Data were analyzed using thematic analysis with
support from Dedoose qualitative data analysis
software (version 8.3.41) for code organization,
data retrieval, pattern comparison and audit
documentation. Thematic analysis was selected
because it is appropriate for identifying patterns
and themes across participants’ accounts while
preserving contextual meaning (33). The analysis
proceeded in multiple stages. First, the researcher
read all English transcripts repeatedly and
conducted line-by-line manual coding to identify
meaningful segments. Second, preliminary codes
were organized using index cards to develop an
inductive coding dictionary based on emergent
patterns in the data. Third, coded data were
imported into Dedoose to support code
organization, data retrieval, pattern comparison
and audit documentation. Through iterative
review, themes were refined and integrated into a
cross-case narrative that highlighted recurring
patterns in participants’ healthcare access
experiences in the Midwest. Several strategies
were used to enhance rigor and trustworthiness
(32). Credibility was supported through member
checking, including follow-up interviews with two
participants and confirmation of key statements
and interpretations. Dependability and confirma-
bility were strengthened through documentation
of interview and analytic procedures (i.e., an audit
trail) and ongoing supervision from academic
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advisors during data collection and analysis. To
improve transcription accuracy and analytic
consistency, the researcher reviewed transcripts
and coding decisions repeatedly throughout the
analytic process. To address potential interpretive
bias, the researcher engaged in reflexive memoing
throughout coding and theme development,
documenting analytic decisions and assumptions
related to language, culture, gender and
immigration experience. Emerging interpretations
were reviewed repeatedly against original Korean
transcripts and analytic decisions were discussed
with academic advisors to support critical
reflection and reduce overinterpretation. The
study procedures were approved by an
Institutional Review Board (IRB) of University of
Kansas (#STUDY 00144016). All participants
provided written informed consent before
participation. Interviews were audio-recorded
with participant permission and participants were
informed of their rights, including the right to ask
questions before and during participation.

Results

Using Andersen’s Behavioral Model of Health
Services Use as a sensitizing framework and
incorporating cultural context, this study
identified how participants’ social environments
shaped healthcare access in later life. The analysis
also showed that immigration history and life-
course experiences were closely related to
participants’ current capacity to access and
navigate healthcare services. Four themes were
identified and the sample characteristics are
presented first.

During interpretation, the four themes were
mapped onto Andersen’s Behavioral Model
Immigration and acculturation experiences were
interpreted primarily as predisposing factors;
transportation, language proficiency, family
support and Korean community support were
interpreted as enabling factors; and participants’
chronic conditions and self-rated health were
considered need-related factors. Self-management
and communication strategies were interpreted as
coping responses that emerged at the intersection
of need and enabling resources.
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Table 1: Theme Mapping onto Andersen’s Behavioral Model

Andersen Model Component Theme

Interpretation

Predisposing Factors

capacity
Enabling Factors

Support from family and Korean

community
Need + Enabling Factors

Immigration and acculturation
influence on healthcare access

Major barriers in the Midwest

Efforts to maintain independence

Age at immigration, migration reason,
acculturation, gendered life-course
experience

Transportation, language, interpreter
access, regional resource limitations
Family transportation, interpretation,
church/community networks

Health needs, self-management,
information seeking, communication
strategies

Table 1 illustrates the mapping of the four
identified themes onto Andersen’s Behavioral
Model of Health Services Use. At the time of the
interviews, participants ranged in age from 65 to
97 years (mean 83.9 years). Years since
immigration ranged from 23 to 58 years (mean =
41.5 years). The sample included two participants
in their 60s, three in their 80s and three in their
90s. Age atimmigration ranged from 22 to 54 years
(mean = 42.4 years). All participants were U.S.
citizens and reported no current legal barriers
related to immigration status. Most described their
socioeconomic status as middle or upper-middle
class. Four participants lived alone and four lived
with a spouse or partner. Regarding marital status,
four were married, one was divorced and three
were widowed. In terms of living arrangements,
four participants lived in apartments and four lived
in their own homes. Self-reported spoken English
proficiency varied: two described their English as
good, two as fair and four as poor. Three
participants drove and had access to a vehicle,
whereas five reported limited mobility related to
transportation access (i.e., they did not drive and
depended on others for rides). Six participants
reported needing family support to access
healthcare services, whereas two reported less
reliance on family support. Six had work
experience in the United States, while two did not.
Regarding self-rated health, four participants
reported poor health, two reported fair health and
two reported good health. All participants are
identified using pseudonyms.

First, participants described immigration and
acculturation as shaping their healthcare access
capacity. Immigration was often described as a
major life transition that affected their ability to
understand and use healthcare services in the
United States. Regardless of education level or
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social status in South Korea, participants
commonly reported that immigration reduced
their confidence and capacity to access healthcare
in the U.S,, especially during the early settlement
period. Several participants explained that
educational attainment in South Korea did not
necessarily help them wunderstand the U.S.
healthcare system or communicate effectively with
providers. Bella said, “I graduated from college in
Korea, but that education does not help me survive
here. [ have difficulty explaining my symptoms to
my doctor because my English is poor.” Similarly,
Clara stated, “I graduated from college in Korea too,
but my education felt useless when I tried to
understand and use the U.S. healthcare system. It is
very different from the Korean system.” These
narratives suggest that participants viewed
immigration and acculturation experiences as
more influential than prior demographic
advantages in shaping healthcare access capacity.
Participants emphasized the importance of
exposure to U.S. culture, familiarity with
institutions and practical knowledge of how to
navigate healthcare services.

Participants also reported that work experience in
the United States helped them adjust to life in the
U.S. in some ways, such as learning everyday

English, understanding social norms and
interacting with non-Korean communities.
However, they distinguished this type of

acculturation from the specific skills needed to
navigate healthcare systems. Work experience was
often described as helpful for financial stability and,
in some cases, access to health insurance, but not
sufficient for developing healthcare navigation
capacity.

For example, Olivia said, “I worked at a factory
making auto parts in San Jose for about ten years.
At work, I learned American culture, like potlucks
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and how to speak up for my rights in the U.S. But
for health insurance and where to find clinics with
Korean doctors, I had to ask people in the Korean
community. That was how [ learned to use
healthcare services in San Jose.” Olivia and Elena,
who had lived on the West Coast during their early
years in the U.S, reported that they could access
clinics with Korean-speaking providers and
therefore did not need to rely as much on
communication with English-speaking medical
staff. In contrast, participants who had lived and
worked in the Midwest described fewer options for
Korean-language care. Sue, who was self-employed
in the Midwest, explained:

“I met many Americans through my grocery store,
so that helped me learn basic English. But I still feel
nervous going to clinics because of English. In the
Midwest, there is no choice. If there were a clinic
with Koreans, [ would go there.”

Participants’ narratives indicate that place of
settlement was a key factor in shaping healthcare
access capacity. Those who settled in areas with
Korean-language healthcare resources could use
services without significantly improving their
ability to communicate with English-speaking
providers. By contrast, living in the Midwest often
required greater direct interaction with the U.S.
healthcare system, yet participants’ work
experiences alone did not necessarily reduce
language-related barriers in healthcare settings.
Age at immigration and reasons for immigration
also appeared to influence participants’
opportunities to build healthcare access capacity.
Clara and Grace, who immigrated in their 20s for
education and had stronger English proficiency,
described feeling more comfortable with U.S.
institutions and healthcare services. Clara said:
“My major was nursing in Korea, so I had some
medical knowledge. At first, it was hard to
understand the U.S. medical system because it was
different from Korea’s national health insurance
system. But after [ understood it, I did not have
major problems using healthcare, compared to
other Koreans in the Midwest.”

In contrast, participants who immigrated in their
40s or 50s for work opportunities or family
reunification often described limited opportunities
to learn the healthcare system while adjusting to
new responsibilities. For example, Ann and Diana
immigrated in their 50s to help care for
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grandchildren. Diana recalled: “My daughter
married an American man in the U.S. When she had
her first baby, I came to help take care of my
daughter and granddaughter. I was always cooking
and taking food to my grandchildren. I should have
learned how to do things by myself, but at that time
[ did not have time to learn about life in the U.S. My
daughter does everything [ need.” Similarly,
participants immigrated for economic
reasons in midlife reported being focused on work

who

and family survival during the early immigration
period. As a result, they felt they had less time to
learn how to healthcare services
independently or develop confidence in navigating
the U.S. healthcare system.

Second, participants identified major barriers to

use

healthcare access in the Midwest, particularly
transportation limitations and limited English
proficiency. Those who did not drive and had
difficulty communicating in English often relied on
family members or Korean friends when visiting
clinics or hospitals. Several participants linked
these barriers to conditions during the early years
of immigration. Women who were now in their 80s
and 90s described spending most of their time
working, caring for children and managing
household responsibilities,  which
opportunities to learn English, drive, or become

limited

familiar with U.S. institutions. Olivia explained:
“My husband said I did not need to learn to drive
because he could take me anywhere. I also thought
I did not need to learn. My husband went to
language school for six months, but I did not have
time to go because I had to take care of the children
and we did not have money.” Bella described a
similar experience: “My husband and I went to
language school together at first, but I stopped
going because there was nobody to help take care
of my children. Only my husband finished the
language course.” These narratives suggest that
gendered divisions of labor during the settlement
period shaped long-term differences in
opportunities to learn English and drive, which
later affected healthcare access.

Within this theme,
emerged as a primary constraint on healthcare
In addition to practical limitations,
transportation dependence generated feelings of

transportation barriers
access.

frustration, guilt and reduced self-worth. Ann said,
“I cannot go to a clinic alone because I do not have
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a driver’s license or a car. My daughter always
takes me to the clinic. I often feel sorry because I
am interfering with her work.” Grace similarly
stated, “I feel frustrated because I cannot do
anything without my son or friends. They take me
grocery shopping or to the clinic. I feel useless. If I
could drive and had a car, I could do things by
myself and go to the clinic alone.” Participants also
emphasized the limited public transportation
infrastructure in the Midwest compared with
places such as Los Angeles or San Jose. This lack of
transportation options further constrained their
ability to seek care independently, especially when
family support was unavailable. Olivia explained:
“When I lived in San Jose, I could take a bus right in
front of my apartment and go to the clinic. There
was no problem. But here, I am too old to learn
driving, so I need someone to take me. It is
confusing and frustrating that [ cannot go to the
clinic by myself. I see some buses here, but not
many compared to San Jose.”

Language barriers and interpretation challenges
also appeared prominently within this theme. Most
participants reported difficulty communicating
with medical staff, even when they could manage
basic English in daily life. They explained that
medical visits required more precise communi-
cation to describe symptoms, understand
instructions and ask questions. Bella said: “I can
speak everyday English, but explaining my
symptoms to a doctor or nurse is different. I feel
limited when I try to explain my illness and I am
not sure they understand me. I can listen to English,
[ think, but I still worry whether I really
understood everything. I am concerned about
miscommunication with the medical staff. So, I
prefer to go with my daughter.”

Although most participants had experience with
interpreter services, many preferred to attend
appointments with family members or Korean
acquaintances who could interpret for them.
Participants described interpreter services as
time-consuming to arrange and some questioned
the accuracy or nuance of the interpretation. Ann
commented:

“While [ was listening to the interpreter explain my
symptoms to the doctor, I thought, ‘I could say that
myself.’ [ understood the English. The problem is
speaking. But what the interpreter said was too
simple. It was not exactly what [ meant.”

898

Vol 7 | Issue 3

These accounts indicate that language barriers
involved not only translation of information but
also concerns about precision, nuance and trust in
clinical communication.

Third, participants described support from family
and the Korean community as a key facilitator of
healthcare access. Because many participants
immigrated for family-related reasons (e.g,
reunification, caregiving, or economic support
through family networks), they often had relatives
in the United States who later became central
sources of assistance with healthcare. Diana said,
“Ineed regular check-ups for my heart. Usually, my
niece takes me to the clinic and translates English
into Korean. She visits my house regularly and
helps with chores.” Sue similarly reported, “My
daughter lives close to me. When I need to go
grocery shopping or have a doctor’s appointment,
I call her and ask her to come.”

Participants’ accounts suggest that family support
was closely tied to daily functioning in later life and
healthcare access was often deeply dependent on
family availability. Sue said, “I am grateful that my
daughter helps me, but I feel sorry whenever I ask
her to take me to the clinic. [ know she is busy, so |
try not to ask unless it is really necessary.” Some
participants who settled in the Midwest also
described a lack of alternative resources during
their early years in the region. Sue recalled: “For
the first three years, I did not take any medicine
because I did not know how to get it by myself. I
wanted to know where to buy medicine and what I
could take, but nobody explained it. My sister just
gave me pills and told me about things like aspirin
and Tylenol.”

At the same time, participants noted that
dependence on family could become a source of
vulnerability, particularly when family relation-
ships were strained. Ann described wanting to live
more independently but feeling limited in her
ability to do so because she still needed
transportation and practical support: “When I
lived with my daughter, we had conflicts because I
did not want to live under so many restrictions. My
daughter found a rental house for me. I do not want
her to worry because of me, but I still need her help
for regular appointments and things like that.” Sue
also described limited support from adult children
due to distance and relationship difficulties: “My
son lives far away, about 20 miles from my house.
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I do not have a good relationship with my son and
daughter-in-law. They are busy running their
restaurant and rarely call or visit. When my
husband has medical appointments, I usually ask
Korean friends in my neighborhood.”

These cases suggest that family support may be
essential when older adults have limited mobility,
small social networks, or ongoing healthcare needs,
but strained family relationships may also become
a risk factor for healthcare access.

When family support
insufficient, participants described the Korean
community as an important alternative source of
assistance. Church-based networks and informal
community relationships helped some partici-
pants obtain transportation, interpretation and
emergency support. Sue shared an incident
involving her husband: “When my husband fell out
of bed one morning, I did not know what to do. I
panicked. I called the pastor who lives in my
neighborhood. He often visits our house to help
care for my husband and help him walk. The pastor
drove us to the emergency room.” Clara and Grace
also described helping other older Korean
immigrants by accompanying them to medical
visits and interpreting when family members could
not. Grace explained:

“Until [ was in my 60s, I often helped people who
needed help using medical services. I translated
English into Korean when my friends asked me to
go to the clinic with them. One friend’s son ran a
laundry business and the family was very busy. I
felt she might be uncomfortable asking her son and
daughter-in-law for help with her health check-up,
so [ was willing to help.”

These narratives indicate that informal support
within the Korean community can function as a
critical resource for healthcare access, especially
when family support is limited or family
relationships are strained. However, participants
also noted that community support was not
formalized and often depended on an individual’s
social involvement and the local community’s
capacity to organize support for older adults.
Finally, participants described efforts to maintain
independence while managing healthcare access
challenges. Although most participants relied on
family members or Korean community members
to access healthcare services, they also described
efforts to maintain independence and reduce

was unavailable or
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reliance on others. Participants—particularly
those who reported fair or poor health—described
trying to manage their health proactively to reduce
the frequency of clinic visits and avoid burdening
family members. Grace said, “I do not want to
bother my son and husband because of my medical
appointments. I try to manage my eating habits
and walk for my health. I believe staying healthy
helps my whole family.”

Given their limited resources and barriers to care,
participants developed practical ways to maintain
health in everyday life, including walking,
stretching and using available community exercise
opportunities. Olivia reported, “I often go for a
walk outside. I also go up and down the stairs in my
apartment during summer and winter.” Elena
stated, “There is an exercise program in my
apartment building at 4 p.m. on Tuesdays and
Thursdays. I did not understand everything they
said, but I followed what others were doing in the
yoga class. It is not a big deal and exercising is
better for my health.”

Participants believed that these self-management
efforts helped them maintain health and
potentially reduce their need for medical services.
Participants also described strategies for obtaining
health and managing
conditions. Those who were able to use digital
technology often searched for health information
online, particularly through Korean-language
websites and YouTube videos.

Diana reported, “I often watch Korean videos on
YouTube for health information and search for
things related to my health, like diabetes and back
pain.” Clara similarly said, “I am very interested in
diet for health. I usually search Korean websites for
foods that help lower high blood pressure.” All
participants also described sharing and receiving
health-related information within the Korean
community, including recommendations for clinics
and tips related to health management (e.g,
“People tell me where the good hospitals or clinics
are” and “I heard at church what is good for
diabetes”). Notably, participants generally
perceived Korean-language health information
and community-based advice as more trustworthy
and culturally relevant than U.S.-based
information. Clara explained: “I think some health
information depends on culture because we have
different eating habits. Koreans may be at higher

information chronic
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risk for stomach cancer because of our food habits.
So Korean health information is helpful for me
because of my culture. In the U.S,, there is not much
health information about Asian culture.”

Participants described specific
communication strategies to reduce language-
related barriers during healthcare visits. For
example, Ann said: “Before I meet doctors or
nurses, I look up some medical words and
expressions. I try to use simple words because I
want to explain my symptoms and pain by myself.”
Bella was the only participant who reported using
a translation application during healthcare
encounters. She described the app as useful for
identifying medical terms and supporting basic
communication with doctors and nurses, but
insufficient for expressing emotions or nuanced
concerns: “Listening is not a problem. But medical
terms are often difficult to understand, so I use
Google Translate from Korean to English when I
need medical words. I also search things with the
app and show them to the doctor or nurse. If I
speak in Korean, it shows English. When the doctor
speaks English, I can see Korean. So, the doctor can
understand. But it is not enough. When I want to
explain my worries or feelings, it does not work
that way. A translation app cannot translate my
emotions.” This narrative illustrates both the
potential and the limitations of communication
technology in healthcare settings. Translation
applications may support information exchange
and increase confidence in basic communication,

further

but they may be less effective for conveying
emotional concerns, subtle symptoms, or complex
experiences.

Discussion

This study explored how older Korean immigrant
women in the U.S. Midwest experienced healthcare
access, including barriers, facilitators and coping
strategies. Using Andersen’s Behavioral Model of
Health Services Use as a sensitizing framework and
incorporating cultural context, the findings
showed that healthcare access in later life was
shaped not only by current needs but also by
immigration history, gendered roles, place of
settlement and available social support (12, 19, 22-
24, 27). In particular, the results highlight the
importance of predisposing factors (e.g., age at
immigration, reasons for immigration and
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acculturation experiences) and enabling factors
(e.g., transportation, language support, family
support and Korean community resources) in
shaping participants’
experiences (25-27).

A key finding of this study is that immigration
experiences across the life course were closely
related to participants’ current healthcare access
capacity. Participants described how the timing
and circumstances of immigration influenced
opportunities to learn English, drive and become
familiar with U.S. institutions, including the
healthcare system. Those who immigrated at

healthcare access

younger ages and for educational purposes
reported greater confidence in navigating
healthcare services, whereas those who
immigrated later in life for family caregiving or
economic reasons often described fewer
opportunities to build this capacity. This finding
supports  prior research indicating that

immigration-related conditions and adaptation
processes shape healthcare access and service use
among immigrant populations (14, 19, 22, 27). It
also extends previous work by showing how these
processes may have long-term consequences for
older women’s healthcare access in later life.

The findings also underscore the role of regional
context in healthcare access. Consistent with prior
studies showing variation in immigrant resources
by geographic location (12, 21, 24), participants in
this study described the U.S. Midwest as a setting
with fewer Korean-language healthcare resources,
more limited public transportation and greater
social dispersion than coastal areas. Participants
who had previously lived in places such as San Jose
or Los Angeles compared those settings favorably
because they had access to buses and more
Korean-speaking providers. In contrast, living in
the Midwest often required reliance on family
members or local Korean networks for
transportation and communication support. These
findings suggest that geographic context should be
treated as a meaningful structural condition when
examining healthcare among
immigrants, especially in regions with fewer
culturally and linguistically tailored services (12,
21, 24, 27).

In addition, these findings align with social
determinants of health perspectives, which
emphasize that healthcare access is shaped by

access older
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structural and social conditions such as language
access, transportation, socioeconomic resources,
neighborhood context and availability of culturally
appropriate services (34). For older immigrant
women, these determinants may accumulate
across the life course and become especially
consequential in later life.

Transportation and language barriers emerged as
central constraints, which is consistent with
previous identifying limited English
proficiency, transportation barriers and system
navigation difficulties as major barriers to
healthcare access among immigrant populations
(11, 12, 14, 18, 22). However, this study adds
nuance by showing how these barriers were linked
to gendered settlement experiences. Participants’
accounts suggested that some women had fewer
opportunities than their husbands to attend
language classes or learn to drive during the early
immigration period because of caregiving
responsibilities and household labor. These early-
life adaptations, often shaped by economic
necessity and gender expectations, appeared to
have lasting effects on healthcare access in old age.
This finding aligns with literature emphasizing the
importance of gendered family roles and
sociocultural context in immigrant women’s health
experiences (19, 22, 23).

The findings suggest that healthcare-seeking
behavior was shaped by gendered expectations
embedded in Korean immigrant family life. Several
participants described prioritizing childcare,
household labor and later grandchild care over
their own adaptation needs, such as learning
English, driving, or becoming familiar with
healthcare systems. These gendered caregiving
responsibilities may have delayed the develop-
ment of independent healthcare navigation skills
and contributed to later-life dependence on family
members for transportation, interpretation and
appointment management (19, 22, 23).

Another important finding was the dual role of
family support. Family members were often the
primary facilitators of healthcare access by
providing transportation, interpretation and help
with appointments, medications and communi-
cation. This pattern is consistent with research
emphasizing the importance of family and social
networks in immigrant health-related information
seeking and service use (24, 35). At the same time,

studies
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participants’ narratives also showed that strong
dependence on family could become a
vulnerability when relationships were strained,
when adult children were unavailable, or when
participants wished to maintain autonomy. In
these situations, healthcare access was not simply
a matter of resource availability, but also of
relationship quality, emotional comfort and
intergenerational dynamics. This finding suggests
that family support should be understood as both
a resource and a potential site of constraint in
later-life healthcare access (24, 35).

These findings are broadly consistent with studies
of other Asian immigrant older adults, including
Chinese, Taiwanese and Vietnamese immigrant
populations, identified language
barriers, transportation difficulties, family reliance
and culturally specific support needs as important
influences on healthcare access and service use (11,
22, 24, 29, 35-37). However, this study adds to
Asian American aging research by showing how
these barriers operate among older Korean
immigrant women in a less densely resourced
Midwestern context, where Korean-language
providers and ethnic service infrastructure may be
less available than in larger coastal immigrant
communities (12, 21, 24, 27).

The Korean community, especially informal
church-based and neighborhood networks,
functioned as an important alternative source of
support when family assistance was limited.
Participants described receiving emergency
transportation, interpretation help and practical
health information through pastors, friends and
other community members. These findings are
consistent with prior studies highlighting the
significance of culturally familiar networks in
healthcare navigation and health information
sharing among Korean Americans (24, 38). At the
same time, participants noted that such support
was often informal and dependent on personal
relationships and community involvement. This
suggests that community support may be highly
valuable but unevenly available, particularly in less
densely populated immigrant communities in the
Midwest (12, 24, 38).

Participants also described active efforts to
maintain independence despite structural and
interpersonal barriers. They engaged in self-
management practices such as walking, stretching

which have
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and participating in local exercise programs and
they sought health information through Korean-
language online sources and community
exchanges. These efforts reflect participants’
desire to reduce reliance on family and maintain
dignity in later life. Notably, participants often
viewed Korean-language health information as
more culturally relevant and trustworthy than
U.S.-based information, particularly when health
advice was perceived to be linked to dietary
patterns and cultural practices. This finding
supports the need for culturally tailored health
information and communication strategies for
older immigrant populations (22, 24, 38).

The findings regarding communication technology
also have practical implications. One participant
described using a translation application during
healthcare visits to support basic communication
with providers, especially for medical terms.
However, she also emphasized the limitations of
translation applications for expressing emotions,
nuanced concerns and subjective experiences of
illness. This suggests that translation technologies
may help support basic exchange of information
and reduce some communication barriers, but they
do not replace the relational and interpretive
dimensions of clinical communication. Healthcare
organizations serving older immigrant popula-
tions may therefore consider combining language
technologies with interpreter services and
culturally responsive communication practices to
improve care experiences.

The expansion of telehealth, patient portals and
online appointment systems may create both
opportunities and new barriers for older
immigrant women with limited English proficiency
(37, 39, 40). While digital tools can support
information seeking and remote communication,
they may also increase dependence on adult
children or community members when platforms
are available only in English or require digital
literacy (37, 39). Therefore, healthcare systems
should provide multilingual patient portals,
telephone-based alternatives, interpreter-
supported telehealth and culturally responsive
digital navigation support (39, 40).

The findings have several implications
healthcare practice and community-based support
in under-resourced regional settings. First,
healthcare providers and clinics should recognize

for
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that older immigrant women may have long-
standing barriers rooted in immigration history
and gendered life-course experiences, rather than
viewing communication or transportation barriers
as isolated individual problems (14, 19, 22, 23, 27).
Second, clinics and local health systems in the
Midwest may improve access by strengthening

language  support  pathways, simplifying
appointment processes and partnering with
trusted community organizations, including

Korean churches and community groups. Third,
programs that support transportation, health
system navigation and culturally relevant health
education may be particularly beneficial for older
immigrant women who live alone or have limited
family support (11, 12, 22, 24, 38).

This study has several limitations. First, the sample
was small and drawn from Korean community
networks in one Midwestern regional context;
therefore, the findings are not statistically
generalizable to all older Korean immigrant
women in the United States. Second, participants
generally reported middle or upper-middle
socioeconomic status and legal stability (e.g., U.S.
citizenship), which may differ from the
experiences of more economically vulnerable or
immigrant populations. Third,
because interviews were conducted in Korean and
translated into English for analysis and reporting,
there is a possibility that some linguistic nuance
was reduced during translation despite efforts to
preserve conceptual Additionally,
because recruitment relied partly on Korean
churches and community networks, participants
may have had stronger religious or community ties
than older Korean immigrant women who are
socially isolated or not connected to ethnic
organizations. Thus, the findings may
overrepresent the experiences of women with
access to informal support through church-based

undocumented

meaning.

or community-based networks and
underrepresent those with weaker community ties.
This recruitment context may also have

contributed to social desirability bias. Given the
collectivist cultural context, participants may have
been reluctant to express negative views of family

members, churches, or Korean community
networks, or may have minimized conflict,
dependency and unmet needs to present

themselves and their families positively. Finally, as
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a qualitative study, the findings provide in-depth
contextual insight but do not estimate the
prevalence of the identified barriers or coping
strategies.

Future research may build on these findings by
examining healthcare access among older Korean
immigrant women across different regional
contexts (e.g., coastal metropolitan areas vs.
Midwestern or rural settings) and by comparing
experiences across immigration cohorts and
socioeconomic groups. Studies could also examine
how digital tools, interpreter services and
community-based navigation programs affect
healthcare communication and service use among
older immigrants in later life. In addition, mixed-
methods or longitudinal studies may help clarify
how immigration history, family support and
functional limitations interact over time to shape
healthcare access trajectories.

Conclusion

This study found that healthcare access among
older Korean immigrant women in the U.S.
Midwest was shaped by the intersection of
immigration history, gendered life-course roles,
regional structural barriers and available family
and community support. Transportation
limitations and language barriers were major
obstacles, but their effects were intensified or
reduced depending on participants’ settlement
experiences, social relationships and access to
culturally familiar resources.

At the same time, participants were not passive
recipients of support. They actively developed
strategies to maintain health, seek information and
communicate with healthcare providers while
striving to preserve independence in later life.
These findings highlight the importance of
culturally and regionally responsive approaches to
healthcare access that address not only individual-
level barriers but also the family, community and
structural surrounding
immigrant women.

Improving healthcare access for older immigrant
women in under-resourced regions such as the U.S.
Midwest may require coordinated efforts across
healthcare systems, community organizations and
family support networks, with particular attention
to transportation, language access and culturally
meaningful communication.

conditions older
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These findings should be interpreted in light of the
small, community-based sample and the church-
and network-based recruitment approach. Future
research should examine older Korean immigrant
women across different regional, socioeconomic
and community contexts and should further
investigate how digital healthcare systems,
interpreter services and community-based
navigation programs influence healthcare access
in later life.

Several limitations should be noted. This study was
based on a small purposive sample of older Korean
immigrant women living in urban and suburban
cities within the Kansas City metropolitan area;
therefore, the findings are not intended to be
statistically generalizable to all older Korean
immigrants in the United States. In addition,
because participants were recruited through
Korean churches, community networks and
referrals, the study may underrepresent older
Korean immigrant women who are socially
isolated or have limited connection to ethnic
community resources. The use of Korean-language
interviews translated into English may also have
reduced some linguistic and cultural nuances,
despite efforts to preserve participants’ intended
meanings.

Future research should examine healthcare access
among older Korean immigrant women across
diverse regional, socioeconomic and community
contexts. Comparative studies of coastal
metropolitan areas, Midwestern settings and rural
communities would help clarify how regional
resources shape healthcare Future
research should also investigate how interpreter
services, transportation support, digital healthcare
systems and community-based navigation
programs influence healthcare communication
and service use among older immigrants in later
life.

access.
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