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Abstract: Background: The health status of ethnic minorities of all ages lags far behind that of the general
population, particularly in the old. The old minor ethnic population is more likely to have chronic diseases but
less likely to access health services. This study assesses the rate of health services use and associated factors in
the old Khmer population. Method: A cross-sectional study was conducted on 400 Khmer people aged 60+
year-old from March to May 2020. Eligible participants were randomly recruited from households of five
clusters out of nine communes of Tri Ton District, An Giang province, Vietnam. A structured questionnaire
was designed to collect data on socio-demography, health status, health service use and accessibility to health
services and quality of life. Quality of life was measured using EQ-5D-5L. All eligible participants were face-
to-face interviewed by a bilingual researcher. Result: The rate of health services use was 63.3%. The EQ-5D-
5L utility index mean score was 0.46 (SD=0.28) and EQ-VAS mean score was 49.01 (SD=16.19). The odds of
using health services were higher in those reported to have problems in mobility (OR=2.56, 95%CI 1.43-4.61,
p<0.01), self-care (OR=2.05, 95%CIl 1.30-3.24, p<0.01), activity (OR=2.35, 95%CIl 1.44-3.82, p<0.01),
pain/discomfort (OR=2.63, 95%CI 1.22-5.67, p=0.01), and anxiety/depression (OR=2.07, 95%CI 1.00-4.29,
p=0.05) in univariate but not in multivariable analysis. The multivariable logistic regression showed that the
odds of using health services were lower in those who were currently working (aOR=0.48, 95%CI 0.30-0.79,
p<0.01), accessible to health information (aOR=0.47, 95%CI 0.27-0.80, p<0.01), but higher in those using
health insurance (aOR=5.09, 95%CI 3.19-8.14, p<0.01), and in health facilities used Khmer language
(aOR=2.04, 95%CI 1.15-3.62, p=0.01). Conclusion: This study suggested that Khmer people should be
involved in all stages of planning and implementing health programs and services for Khmer communities to
improve the accessibility and health equity.

Keywords: health service utilization; Sustainable Development Goals; geriatric health needs; health equity; social determinants of

health.

1. INTRODUCTION

The number of old people aged 65 years and over was 727
million in 2020 worldwide and was projected to be 1.5 billion
people in 2050 [1]. It was found that 68% of 50-69 year-old
people having non-communicable diseases (NCD) reported
not receiving treatment at any health facility [2]. Old ethnic
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minority people suffer more health problems; however, they
are less likely to use health services because of the stigma,
lingual barriers, social isolation, and limited accessibility to
services [3-5].

Vietnam has more than 11.4 million old people (11.9% of
the population) in 2019, with the population aging rate
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forecasted to be among the fastest in the world, possibly
reaching 17% of the population in 2030 and 27% in 2069 [6].
Data from the Vietnam Population and Housing Census
showed ethnic minor people have a higher rate of hearing and
visual impairments, and cognitive and functional limitations
than that of Kinh people [6]. A study was conducted in Thai
Nguyen province showed that half of minor ethnic old people
self-treat when they get sick [7]. Another study reported that
minor ethnic old people were more likely to do nothing when
they are sick compared to old Kinh people (20.5% vs. 10%)
[8].

Khmer people have a population of over one million, of
which 23.5% live in urban areas [9]. They mainly live under
poor condition, in small villages, in remote areas, and by
agriculture and hired working. The average monthly income
of Khmer households is about 740,000 VND (33 USD) [10].
The percentage of Khmer people having health insurance is
47.8% [11]. Therefore, they have difficulties in accessing
social services and medical care. When Khmer people are
sick, particularly the old ones, they go to the health communes
[12]. Some diseases cannot be treated by health communes’
doctors and Khmer people are sent to the secondary hospital.
However, many Khmer people cannot afford the treatments
and die as a result [12].

With disadvantages in education, employment, income,
and living condition, the old Khmer people suffer social
gradient in health that reflects Marmot’s theory that people
who have socioeconomic disadvantages have worse health
[13]. Therefore, this study was conducted to assess the rate of
health services use of the old Khmer population and identifies
associated factors. Findings of this study provide useful data
to develop strategies and policies to reduce health inequities
in old Khmer people.

2. MATERIALS AND METHOD

2.1. Study settings

Tri Ton is a rural district located in the west of An Giang
Province in the Mekong Delta region of Vietnam. The district
covers an area of around 600 km? with a diverse terrain
including hilly and mountainous areas and many large and
small canals. Tri Ton has 135,000 people in 2019, of which
Kinh people represents the highest percentage (64.85%),
followed by Khmer (34.02%), Hoa (1.11%) and Cham people
(0.025%) [14]. The district has 5,700 old Khmer people living
in nine out of 15 wards. The district has 392 healthcare
workers working in one health center, one charitable clinic,
and 15 health communes [15].

2.2. Study design and participants

A cross-sectional study was conducted from March to
May 2020. The inclusion criteria were Khmer people aged 60
years or over, were living in Tri Ton district and agreed to
attend in the study. Those who refused to give informed
consents and were unable to answer the interview were
excluded from the study. The study is reported following the
CROSS checklist for reporting of survey studies [16].

The information sheet and purpose of the study were
provided and explained to eligible participants. A Khmer
researcher, who is an undergraduate Public Health student of
the University of Medicine and Pharmacy at Ho Chi Minh
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City, arranged to collect informed consents from all
participants before any data were collected. For those
illiterates to Vietnamese, a local accompanying guide (a
community health worker or village’s representative) signed
an informed consent on behalf of the participant. This study
was approved by the Ethics Committee, the University of
Medicine and Pharmacy at Ho Chi Minh City
(No.176/DPHYD-HDDD).

2.3. Sample size and sampling

The estimated sample size was 348 older Khmers that had
been calculated based on a prevalence of 88.5% of older
people using health service at 95% confidence level with a
marginal error of 0.05, and a design effect of 2 with adding
10% for non-responders [8]. A cluster sampling was applied
to select five out of nine communes of Tri Ton. Five sampling
frames of 60+ year-old Khmer people were made from lists of
older Khmer people provided by the People's Committees or
Health Communes. A researcher randomly selected the first
participant of each commune from the commune’s sampling
frame. If the first selected participant was ineligible, the
researcher replaced by the one living next door on the right-
hand side of the researcher.

If selected participants were absent at the first visit, the
researcher came back the second time. If selected participants
were absent at the second visit, they were replaced by the one
living the next door on the right-hand side of the researcher.
If there were two eligible old Khmer people living at the same
house, the researcher let them voluntarily participate in the
interview. This was continued to get 70 old Khmer people
each commune.

2.4. Data collection and tool

A structured questionnaire was designed to collect data on
socio-demography, health status, health service use,
accessibility to health service and quality of life. All eligible
participants were face-to-face interviewed by a bilingual
researcher.

Socio-demographic data included gender (man, woman),
age-group (60-69, 70-79 and 80+), literate to Vietnamese
(Yes, No), marital status (married/living with a spouse,
single/divorced/widowed), working status (not working,
currently working), annual income in Vietnam Dong (VND)
(over 25 million, 16-25 million, 10-15 million, under 10
million), living with family (yes, no), use health insurance
(yes, no), transportation to health facilities (someone takes to
facilities, self-transportation), access to health information
(yes, no), language is used at health facilities (both languages,
Vietnamese, Khmer).

Quality of life was measured using EQ-5D-5L developed
by Euro-QOL [17]. The scale had five components (mobility,
self-care,  usual  activities,  pain/discomfort, and
anxiety/depression). Each component in the EQ-5D-5L has
five responses including (no, slight, moderate, severe, and
extreme problem). These five categories were grouped into
“no problem” and “having problem”. The EQ-5D-5L has an
overall health scale describing the general imaginable health
condition, rating from one (the worse) to 100 (the best). EQ-
5D-5L and EQ-VAS are not time-consuming and easy to use.
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Their validity and reliability have been tested in previous
studies [18, 19].

Health services use was yes if the respondents answered
that they visited any health services within the last 12 months
including hospitals, health centers, health communes, clinics,
or drugstores.

2.5. Pilot study

A convenient sampling had been applied to select 30 old
Khmer people (14 men and 16 women) to test the
questionnaire. The use rate of health services was 56.7%. The
Cronbach’s Alpha of EQ-5D-5L was 0.82.

2.6. Statistical analysis

Data were analysed using STATA13 [20]. Frequency and
percentage were used to describe independent variables
including gender, age group, education level, marital status,
working status, annual income, living with family, health
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insurance use, transportation to health facilities, access to
health information, language is used at health facilities,
mobility, self-care, usual activity, pain/discomfort, and
anxiety/depression. Health quality score (EQ-5D-5L) was
transformed into health utility index using Vietnamese value
sets [18]. Health utility index and EQ-VAS were described
using mean and standard deviation (SD).

Univariate logistic regression was performed to test the
association between the health services use and all
independent variables. A p-value of 0.2 was set to select
potential variables for multivariate logistic regression [21]. A
stepwise backward selection was used to remove all variables
with p-value less than 0.05 for the final model. Odds Ratios
(OR) and their 95% Confidence Interval (95%CI) were
reported with p values. A p-value of <0.05 was considered as
statistical significance [22].

3. RESULTS

Table 1. Demographic characteristics of older Khmer minority use and non-use health services in Tri Ton District, An Giang province (n=400)

Sample

Health services

Characteristics (n=400) Use (n=253) Non-use (n=147) (QS%ECI) p-value
N (%) N (%) N (%)

Gender

Man 133 (33.3) 82 (32.4) 51 (34.7) 1

Woman 267 (66.7) 171 (67.6) 96 (65.3) 1.11 (0.72; 1.70) 0.64
Age-group

60-69 152 (38.0) 81 (32.0) 71(48.3) 1

70-79 135 (33.8) 89 (35.2) 46 (31.3) 1.70 (1.05; 2.73) 0.03

>80 113 (28.3) 83(32.8) 30(20.4) 2.43 (1.43; 4.10) <0.01
Educational level

Illiterate to Vietnamese 328 (82.0) 210 (83.0) 118 (80.3) 1

Literate to Vietnamese 72 (18.0) 43 (17.0) 29 (19.7) 0.83 (0.49; 1.40) 0.49
Marital status

Single/divorced/widowed 192 (48.0) 119 (47.0) 73 (49.7) 1

Married/living with a spouse 208 (52.0) 134 (53.0) 74 (50.3) 1.11 (0.74; 1.67) 0.61
Working status

Not working 284 (71.0) 197 (77.9) 87 (59.2) 1

Currently working 116 (29.0) 56 (22.1) 60 (40.8) 0.41 (0.26; 0.64) <0.01
Annual household income

Over 25 million VND 88 (22.0) 43 (17.0) 45 (30.6) 1

16-25 million VND 74 (18.5) 51 (20.2) 23(15.7) 2.32(1.22; 4.43) 0.01

10-15 million VND 143 (35.8) 91 (36.0) 52 (35.4) 1.83 (1.07; 3.14) 0.03

Under 10 million VND 95 (23.8) 68 (26.9) 27 (18.4) 2.64 (1.43; 4.86) <0.01
Living with family

No 25 (6.3) 15 (5.9) 10 (6.8) 1

Yes 375 (93.8) 238 (94.1) 137 (93.2) 1.16 (0.51; 2.65) 0.73
Health insurance use

No 178 (44.5) 81 (32.0) 97 (66.0) 1

Yes 222 (55.5) 172 (68.0) 50 (34.0) 4.12 (2.68; 6.34) <0.01
Transportation to health facilities

Transported by someone 273 (68.3) 179 (70.8) 94 (64.0) 1

Self-transported 127 (31.8) 74 (29.3) 53(36.1) 0.73 (0.48; 1.13) 0.16
Access to health information

No 110 (27.5) 81 (32.0) 29 (19.7) 1

Yes 290 (72.5) 172 (68.0) 118 (80.3) 0.52 (0.32; 0.85) <0.01
Language is used at health facilities

Both languages 239 (59.8) 145 (57.3) 94 (64.0) 1

Khmer language 99 (24.8) 71 (28.1) 28 (19.1) 1.64 (0.99; 2.73) 0.06

Vietnamese language 62 (15.5) 37 (14.6) 25 (17.0) 0.96 (0.54; 1.70) 0.89

OR: Odds Ratio; 95%Cl: 95% Confidence Interval
All used univariate logistic regression
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Table 2. Quality of life among the Khmer minority elderly in Tri Ton district An Giang province
Sample Health services OR
(n=400) ~ Use (n=253) Non-use (n=147) (95%Cl) p-value

Mobility (n, %)

No problem 53 (13.3) 23(9.1) 30 (20.4) 1

Having problems 347 (86.8) 230 (90.9) 117 (79.6)  2.56 (1.43; 4.61) <0.01
Self-care (n, %)

No problem 103 (25.8) 52 (20.6) 51 (34.7) 1

Having problems 297 (74.3) 201 (79.5) 96 (65.3) 2.05 (1.30; 3.24) <0.01
Usual activity (n, %)

No problem 85 (21.3) 40 (15.8) 45 (30.6) 1

Having problems 315 (78.8) 213 (84.2) 102 (69.4) 2.35 (1.44; 3.82) <0.01
Pain/discomfort (n, %)

No problem 29 (7.3) 12 (4.7) 17 (11.6) 1

Having problems 371 (92.8) 241 (95.3) 130 (88.4) 2.63 (1.22; 5.67) 0.01
Anxiety/depression (n, %)

No problem 32 (8.0) 15 (5.9) 17 (11.6) 1

Having problems 368 (92.0) 238 (94.1) 130 (88.4) 2.07 (1.00; 4.29) 0.05
EQ-5D-5L (Mean + SD) 0.46 (0.28) 0.49 (0.32) 0.44(0.25)  0.51(0.24; 1.07) 0.08
EQ VAS (Mean + SD) 49.01 (16.19) 47.75 (15.32) 51.19 (17.43)  0.99 (0.97; 1.00) 0.04

OR: Odds Ratio; SD: Standard Deviation
All used univariate logistic regression

The final sample size comprised of 400 older Khmer with
an average age of 73.2 (SD=8.8), ranging from 60 to 98 years
old. Most of the participants were women (66.7%), illiterate
to Vietnamese (82%), not working (71%), living with family

income of 10-15 million VND (35.8%). At the time that old
Khmer people visiting the health facilities, they were
communicated with both Vietnamese and Khmer languages
(59.8%).

(93.8%), transported to health facilities by someone (68.3%),
accessible to health information (72.5%), and used health
insurance (55.5%). Half of the participants were married or
living with a spouse. The average annual household income
was 18 million VND (SD=12), ranging from 6 to 70 million
VND with the highest percentage was those having annual

The percentage of health services use was 63.3%
(n=253/400). Significant associations with health services use
were observed in age group (p<0.01), working status
(p<0.01), annual income (<0.01), health insurance use
(<0.01), access to health information (p<0.01) (Table 1).

Table 3. Multivariable logistic regression model assessed association between associated factors with health service use (n=400)

Model 1 Model 2
OR 95%CI p-value aOR 95%ClI p-value

Working status

Not working

Currently working 0.41 0.26; 0.64 <0.01 0.48 0.30; 0.79 <0.01
Health insurance use

No

Yes 412 2.68;6.34 <0.01 5.09 3.19; 8.14 <0.01
Access to health information

No

Yes 0.52 0.32;0.85 <0.01 0.47 0.27;0.80 <0.01
Language is used at health facilities

Both languages

Khmer language 1.64 0.99; 2.73 0.06 2.04 1.15; 3.62 0.01

Vietnamese language 0.96 0.54;1.70 0.89 0.95 0.51;1.77 0.87

OR: Odds Ratio; aOR: adjusted Odds Ratio; 95%Cl: 95% Confidence Interval

Model 1: Univariate logistic regression.

Model 2: Multivariable Logistic Regression was adjusted for age group, working status, annual income, use health insurance, transportation to health
facilities, access to health information, language is used at health facility, EQ-5D-5L utility index and EQ-VAS score.

The percentages of those having problems in mobility,
self-care, usual activity, pain/discomfort, and
anxiety/depression were 86.8%, 74.3%, 78.8%, 92.8%, and
92.0%, respectively. In those used health services, the
percentages of those having problems in mobility, self-care,
usual activity, pain/discomfort, and anxiety/depression were
90.9%, 79.5%, 84.2%, 95.3%, and 94.1%. The EQ-5D-5L

utility index mean score was 0.46 (SD=0.28) and EQ-VAS
mean score was 49.01 (SD=16.19). The odds of using health
services were not significantly different across EQ-5D-5L and
EQ-VAS scores. However, the odds of using health services
were higher in those reported to have problems in mobility
(OR=2.56, 95%CI 1.43-4.61, p<0.01), self-care (OR=2.05,
95%CI 1.30-3.24, p<0.01), activity (OR=2.35, 95%CI 1.44-
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3.82, p<0.01), pain/discomfort (OR=2.63, 95%CI 1.22-5.67,
p=0.01), and anxiety/depression (OR=2.07, 95%CI 1.00-4.29,
p=0.05) (Table 2).

After adjusting for other variables, the multivariable
logistic regression shows that the odds of using health services
were lower in those were currently working compared to those
were not working (aOR=0.48, 95%Cl 0.30-0.79, p<0.01) and
those were accessible to health information compared to those
were not accessible (aOR=0.47, 95%CI 0.27-0.80, p<0.01)
but higher in those using health insurance compared to those
not using health insurance (aOR=5.09, 95%CI 3.19-8.14,
p<0.01). The odds of using health services were higher in
health facilities used Khmer language compared to those used
both languages (aOR=2.04, 95%CIl 1.15-3.62, p=0.01);
however, the odds of using health services in health facilities
used Vietnamese were not significantly different.

4. DISCUSSION

The rate of health services use among the old Khmer
people was 63.3% which is lower than that of previous studies
conducted in Binh Phuoc (89%), Quang Nam (95%) and Binh
Dinh (95%) in 2015 [8, 23, 24]. Difference in ethnic
characteristics, economic conditions, and geographic areas
may lead to variation in rates of health services use. A study
conducted in 2010 in the Netherlands found that the health
disadvantage in old minor ethnic population did not result in
more frequent use of health services [5]. Adini's study
reported that old ethnic minorities had lower rates of health
services use, including preventive care, intensive care, and
advanced technological use compared to the other group [25].

Health services use is built up based on burden of aging-
related diseases. WHO suggested that more than 46% of
people aged 60+ years having disabilities [26]. Old people
were more likely to use health services because they have
more health problems and suffer many side effects of
treatment [27]. As a result, aging increases the rate of health
services use is high that is consistent with findings of previous
studies [28, 29].

This study found no association between the gender,
education, and marital status with health services use. The
association between gender with health services use is
unclear. Some studies showed that women are more likely to
use health services [30-32] because women live longer and
report greater morbidity and more frequently use healthcare
services at the end of life [26, 33, 34]. Some studies found that
men are more likely to delay treatment than women because
of social and behavioral factors [35, 36]. Similarly, the
association between education with health services use
remains unclear. Some studies showed that low education
limits the accessibility to healthcare services [30, 37]. Other
studies showed that higher education may lead to more
knowledge of healthcare prevention and health services [38,
39]. Marital status was found to have an association with
health services use [30, 40]. Married people were 8.1 times
(95%Cl: 2.39-27.18) more likely to visit health facilities as
compared to single people [30]. Married people may be
encouraged to seek healthcare early and financially supported
by their partners. They were diagnosed and treated at early
stages of health problems that helped avoid the multiple
burdens and further complications [40].
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Some studies showed that among racial and ethnic groups,
those whose family income was below the poverty line were
more likely to delay seeking or not fully accessing health
services because of medical fees. Low-income old people
were less likely to receive a mammogram, colonoscopy, or
influenza vaccination compared to high-income old ones [41].
Similarly, research in Ethiopia confirmed that economic
disadvantages can lead to self-medication and traditional
drugs [42]. However, our study and some previous studies
have found that low-income groups are more likely to use
health services [30, 31, 43]. Girma’s study reported that the
low and middle socio-economic groups were 2.6 and 3.5 times
more likely to use health services than the high socio-
economic groups [30]. This result may be due to differences
in health status among income groups, lower-income groups
are more likely to be in older age groups, reporting multiple
health problems such as multiple chronic illnesses or anxiety.
A study found that the prevalence of disability among older
people in low-income countries is higher than that of high-
income countries, and higher in women than men [26].
Therefore, low-income old people have high need for health
services use. In addition, most studies found that poor
financial status increases the risk of disease in old ethnic
minorities. A study showed that Chinese Canadian who have
higher levels of financial satisfaction were associated with
better physical and mental health; however, poor financial
status (lower income, less satisfaction with economic status)
was a significant predictor of depression in old Chinese
Canadian [44]. Our findings show that the burden of medical
costs and poverty makes people liable for iliness. Therefore, a
healthcare plan for ethnic minorities and poor groups of the
elderly is necessary to solve the financial and health problems
towards the goals of healthcare equity and healthy ageing in
our country [45].

The mean EQ-5D-5L score of older Khmer people is 0.46
(SD= 0.28) and the mean EQ-VAS score is 49.01 (SD=
16.19). This result is lower than that of the study by Thang
Pham (0.66, SD=0.22; 61.2%, SD=21.2%) conducted on
individual over 60 years old living in Soc Son, Ha Noi [46]
and study conducted on 65 years and older people residing in
the Netherlands (0.72, SD=0.26) [46, 47]. Our study used an
EQ-5D-5L Vietnamese value sets to calculate utility index,
whereas Thang Pham's study used an EQ-5D-5L Thai value
sets [46] and the study in the Netherland use an EQ-5D-5L
Dutch value sets [47].

Previous studies showed that old ethnic people tend to
report poorer health outcome [48-50]. The Vietnam Ministry
of Health reported that 37.6% of the old people having at least
one difficulty in daily activities and that rate increases to more
than 50% in the age group of 80 and older [45]. Similarly, a
study by the Central Geriatric Hospital in 2015 recorded that
90% of people aged 80 years and older need support in daily
activities [51]. Our study showed that most old Khmer people
reporting health problems in mobility, self-care, usual
activities, pain/discomfort and anxiety/depressions.

The presence of health problems is a factor contributing to
health services use in the old people [28, 30]. The old Khmer
people reported health problems in any five components of
EQ-5D-5L are more likely to use health services that was
consistent with the Andersen healthcare utilization model and
Girma’s study that people with poor health are more likely to
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use health services [28, 30]. The presence of a health problem
or disability was found to increase the rate of health services
use to 3.3 times [30]. A survey in Shanghai reported an
increase in the rate of health services use when the old people
have limited daily activities [28].

Our study found that higher rate of health services use was
observed among those who are not currently working
(p<0.01) that was consistent with Girma’s study that
housewives were 2.9 times more likely to visit the health
services than farmers [30]. Most of the unemployed people in
our study were old age and poor health, they are more likely
to use health services. After adjusting for other variables, old
people who used health insurance were five times more likely
to use health services compared to their counterparts that was
consistent with previous studies [52-54]. A literature review
confirmed that health insurance increases health services use
in the US and that the percentage of people using health
insurance for health care in adults ranges from 60% to 100%
[52]. Health insurance keeps the key role to improve equity in
accessing to health services in ethnic groups [55]. Therefore,
continuing to maintain 100% health insurance coverage
among ethnic minorities, particularly in the old people is to
improve the quality of health and the accessibility to health
services use in this vulnerable group.

Health information is positively associated with health
services use. A study in Quang Nam and Quang Ngai province
confirmed that the percentage of health services use was
higher in those people accessible to health information [24,
56]. However, our study found that those people accessible to
health information had a lower percentage of health services
use than their counterparts. Those are literate to Vietnamese,
younger and married are more likely to access to health
information that bring them better health status, therefore,
they are less likely to seek and use health services [38, 39, 57].
The literature showed that many minor ethnic people self-treat
their health problems first. They only seek help from health
services if their conditions become worse that keeps the health
services use at the minimum rate [37].

Previous studies confirmed that minor ethnic people have
difficulty in reading information that uses medical
terminology, is hard to understand, has doubted accuracy,
untrusted sources, or is not written in their own language [37,
58-60]. Evidence suggested that some ethnic groups prefer
culturally specific cancer information that is simple and uses
little medical terminology [61]. Africans, Hispanics, and
Asians are more receptive to cancer information that is
specifically geared toward their community and respects their
cultural values and beliefs [61]. A study by Xiaoquan showed
that foreign-born respondents were less likely to trust health
information from newspapers (64% vs. 74%, p=0.022) and
magazines (59% vs. 74%, p < 0.01), in doctors and health
professionals (91% vs. 94%, p=0.074) and the Internet (66%
vs. 76%, p=0.083) than the U.S.-born [60]. A study by Vahabi
et al. confirmed that cultural beliefs are barriers that prevent
health information from reaching to minor ethnic people
because they are worried that if they receive information about
a disease, they will get that disease as a bad luck [61]. Our
result reflects that although old Khmer people tend to
frequently access to health information, they still face cultural
barriers that prevent them from accessing to and using
information for health care purposes. Therefore, providing
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health information in receiver’s mother tongue and intelligible
manners would be useful to help old Khmers accept the
information.

This study showed that health facilities only used Khmer
language to communicate with people had a higher percentage
of health services use than those using both Vietnamese and
Khmer languages (OR:2.04; 95%Cl: 1.15 - 3.62) when
adjusting for other variables. This result is consistent with
many studies around the world when lingual barriers were
always a concern in evaluating the use of health services
among ethnic minorities [37, 62-64]. A study in the US
showed that non-English speaking Asian and Latinos had
significantly lower odds of receiving services compared to
English-speaking Asian (OR=0.15; 95%CI: 0.30-0.81) and
Latinos (OR=0.19; 95%CI: 0.09-0.39) [65]. A systematic
review of studies of language barriers in healthcare of Latino
populations showed that access to care, quality of care, and
health status are lingual barriers. It was reported that 19% of
the Latino adults had not found health services they needed
due to lingual barriers [62, 66]. A survey among health
services providers in the US reported that 51% of them said
that they often enlist help from staff members who speak
Spanish such as receptionists and even janitors, 29% rely on
translation from patients’ family members or friends. Another
15% of the providers said they seek help over telephone, 4%
said that their organizations provide foreign-language training
for health professionals [66]. A study in Vietnam found that
doctors have difficulty in examining ethnic people who cannot
speak Vietnamese [67]. Our study found that language plays
an important role in the health services use among the old
Khmer people who tend to visit doctors who speak their native
language. This is an important point to develop medical
workforces who can use Khmer language to communicate
with Khmer patients.

This study has some limitations. Firstly, it is a cross-
sectional design and therefore, a causal relationship between
health services use and other factors could not be confirmed.
Secondly, data was collected using a self-reported
questionnaire that may cause recall bias. However, the
questions are about their current situation and most recent use
of health services that keep the bias at the minimum. Thirdly,
women represent a higher percentage than men in this study
that possibly indicating a sampling bias. However, there is
evidence that women represent a higher percentage than men
in old age groups because women live longer [1, 6]. Therefore,
any sampling bias if occurs would be small. Finally, this study
was conducted in one district of An Giang province, its
generalizability should be cautiously interpreted.

Conclusion

Despite the limitations, this study provides preliminary
findings on health services use and associated factors of old
Khmer people living in Mekong Delta, Vietnam. In light of goal
3 of the 17 sustainable development goals “to ensure healthy lives
and promote well-being for all at all ages™ [68]. Findings of this
study suggested that Khmer health workforces and people should
be involved in all stages of planning and implementing health
programs and services in Khmer communities. Further studies
should be conducted to explore culture and belief barriers that
prevent Khmer people from using health services.
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