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Preface

During our careers studying Asian American health outcomes, we were exposed to 
the practice of aggregation or compilation of group information without separation 
into potentially different and meaningful sublevels. We repeatedly encountered 
instances where data on Asian American health status and chronic disease burden 
(i.e., prevalence of cancers, diabetes, heart disease, etc.) was collected primarily 
from one subgroup of Asian ethnic origin and generalized to all individuals identify-
ing as Asian in the USA. As Asian Americans are of different Asian origins, it was 
evident to us that such generalization was lacking in accuracy at times when gener-
alized to different Asian subgroups. It was also evident that continued use of aggre-
gation had potential to mitigate the potential risk for harmful health conditions that 
vary by Asian subgroup, including those conditions for which South Asians in the 
USA have high risk. In support of the disaggregation movement, we sought to bring 
together scholars devoted to various aspects of the health of South Asians in the 
USA in order to initiate a health conversation and scholarly space dedicated to the 
health needs of this Asian subgroup. This process inherently brought about an inter-
disciplinary effort involving scholarly contributors across the fields of medicine, 
psychology, public health, and health policy.

Stemming from health psychology and behavioral medicine, this handbook is 
committed to the incorporation of South Asian culture into the science and practice 
of health promotion and disease reduction in South Asians in the USA. Raised as 
Asian Americans, we have been exposed to beliefs about health that are rooted in 
South Asian culture and that possess potential to exacerbate disease risk. More often 
than not, effective prevention and self-management of chronic conditions obliges 
long-term, lifestyle changes that are predicated on the adoption of health-promoting 
beliefs and practices. Combining our professional experiences in health psychology 
with personal experiences as Asian American individuals of different Asian descent, 
it became evident to us that the South Asian American patient’s system of beliefs 
about health, illness, and disease should be considered to increase effectiveness of 
long-term health promotion and prevention/maintenance of chronic conditions. For 
these reasons, the biopsychosocial model is applied throughout this handbook to 
consider not only biomedical aspects, but also psychological and sociocultural 



viii

aspects of South Asian American conceptualizations of health that can impact the 
health and chronic disease status of South Asians in the USA.

A note for the reader is to exercise caution due to the nascent and emerging 
understanding of the health of South Asians in the USA. Although this handbook 
tends to take a group approach to conceptualizing health, individual differences 
must not be forgotten. Overall, we hope that the present work helps to facilitate 
discourse, research, and practice among those scholars interested in the health of 
South Asians in the USA.

We would like to express our gratitude to all the distinguished collaborators of 
the present volume for sharing their clinical insights with us and for sharing their 
passion to improve the health of this Asian subgroup. We hope readers from the 
present volume will be inspired to learn from these great contributors and gain 
greater appreciation for the nuanced relationship between culture and health that 
can guide our understanding of health by continuing to improve upon our existing 
models of health.

Coral Gables, FL Marisa J. Perera
Ann Arbor, MI Edward C. Chang

Preface
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Chapter 1
Introduction to Biopsychosocial Approaches 
to Understanding Health in South Asian 
Americans

Edward C. Chang, Marisa J. Perera, Casey N.-H. Batterbee, 
and Zunaira Jilani

1.1  Introduction to Biopsychosocial Approaches 
to Understanding Health in South Asian Americans

The conceptualization of health has evolved throughout the centuries with emerging 
and modified models to account for health factors deemed important. Traditional 
views of health focused on the dominant model of health in the biomedical sciences: 
a disease-based model in which health refers to the absence of disease (Seligman 
and Csikszentmihalyi 2000). This model was quite successful in advancing the 
medical field, however, it did not acknowledge the complexities of individuals 
(Green et al. 2002). While the importance of both the inner mental aspects of human 
experience and the outer context of culture and society is undeniable, disproportion-
ate emphasis of the biological model has persisted into the present day (e.g., Brain 
Initiative; National Institutes of Health 2014). For these reasons, there have been 
calls for interdisciplinary approaches to understanding and studying health. Indeed, 
recent discussions regarding health’s definition center around the mind-body con-
nection, which highlights the relationship between one’s mental well-being and 
physical health, as well as the need to account for varied human experiences in rela-
tion to culture and society. This shift in perspective became known as the biopsy-
chosocial model of health (Engel 1997).
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1.2  The Importance of the Biopsychosocial Model: Moving 
toward a more Holistic Examination of Health

The biopsychosocial model of health (Engel 1997) has been defined as a framework 
that encompasses both philosophy and practicality. In philosophical terms, this 
model serves to create a holistic picture of the spectrum of variables that may impact 
a person’s health, while also functioning as a practical guide for understanding a 
person’s subjective and complex experience of both mental and physical illness 
(Borrell-Carrió et al. 2004). More specifically, this model aims to address health 
issues through a biomedical, psychological, and sociocultural lens. Prior to this 
model, most scientists discussed health using a biomedical model to explain behav-
ior and mental processes. While this perspective on health led to countless impor-
tant advancements throughout its history, it was deemed to have a narrow view of 
health maintained by the biological sciences (Borrell-Carrió et al. 2004). Indeed, 
when the healthcare system views a complex human being as a mere case or label, 
scientific advancement can come at the expense of overlooking other important 
health factors including emotions and mental processes (Green et al. 2002). Thus, it 
becomes important to be cognizant of an individual’s psychological well-being 
(e.g., stress, anxiety, depression) in regard to the individual’s physical health. 
Furthermore, beyond the mind and body connection, there is great value in incorpo-
rating not only the psychological perspective into medical treatment, but also the 
sociocultural perspective (e.g., social norms, traditional practices, cultural nuances). 
As such, the biopsychosocial model seeks to expand its scope to include the inner 
cognitive world of the mind and the outer cultural context. Indeed, as the term itself 
encompasses the biological, psychological, and sociocultural, it is important to con-
sider the importance of all three aspects of the model. However, in practice, the 
sociocultural aspect of the biopsychosocial model has historically been underval-
ued. The mind-body connection has been studied for decades, addressing the bio-
medical and psychological aspects, while cultural/social norms have often been 
overlooked. It is important to understand the importance of including all aspects of 
the model by considering the framework in its entirety.

The biopsychosocial model represents a framework that necessitates both top- 
down and bottom-up perspectives for comprehensive treatment. In general, a top- 
down approach would utilize existing models and understanding of health previously 
applied to other populations, whereas a bottom-up approach involves considering 
important aspects that are on a small scale in order to understand a larger complex 
system. In other words, a bottom-up approach to the health of various groups of 
people involves considering each as distinct in order to examine for unique patterns 
of mental and physical health. Specifically, culture, or the system of meaning one 
develops for perceiving the world due to the circumstances of their upbringing, has 
been argued to be a prerequisite for an individual’s experience of the world (Burkett 
1991). Encompassing important aspects of human identity like race, gender, and 
religion, culture is a construct that encapsulates much of the vastness and complex-
ity of life. Indeed, given the nuance, sophistication, and variation found across 
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 different cultures, it may sometimes be necessary to consider health idiomatically 
when studying ethnoracial groups. Indeed, culture is an important aspect of life that 
influences both patterns and perceptions of physical and mental health (i.e., pathol-
ogy & psychopathology). Thus, given that patterns of physical and mental health 
may vary greatly by culture, especially between those with vastly different physical 
environments and sociocultural norms (e.g., United States & India), it becomes nec-
essary to consider the idiomatic nature of the physical and mental health of various 
ethnoracial groups.

Despite that the United States is comprised of a multitude of different groups 
with various ethnoracial backgrounds, the examination of both psychological and 
physical health has largely been restricted to European Americans (i.e., Caucasians). 
Of those attempts that have been made to understand the influence that a broader 
range of cultures may have on health, majority have taken place among the largest 
minorities in the United States (e.g., African American, Hispanic, Latino/a; 
U.S. Census Bureau 2015). While significant research has been conducted among 
larger minority populations such as African Americans and Latino/a Americans, 
others have remained comparatively understudied. For example, although major 
journals of health have existed for African Americans and Latino/a Americans since 
the late 1970s (e.g., Journal of Black Psychology & Hispanic Journal of Behavioral 
Sciences), the Journal of Asian American Psychology was not established until 
2009. Moreover, this journal is not specific to South Asian Americans, which has 
distinct patterns and perceptions of disease and health compared to other types of 
Asians, such as East Asians. Thus, to move toward more egalitarian research prac-
tices that are representative of the diversity of the United States, researchers must 
examine the physical and mental health of specific ethnoracial groups in America, 
including those of South Asian descent.

1.3  Diversity in Scientific Inquiry: The Importance 
of Developing a more Culturally Nuanced Perspective 
on Health in South Asians Living in the United States

As abovementioned, nuance is often sacrificed when striving for standardization in 
scientific inquiry. Thus, when developing a nuanced view of various ethnoracial 
groups in America, it is of vital importance to consider differences between cultures 
with the intention to holistically understand the diverse cultural landscape in the 
United States. In other words, it is highly necessary to consider differences between 
groups for the purpose of benefitting those groups, as opposed to further marginal-
izing them. Scholarly research in the United States has historically tended to give 
disproportionate attention to the majority population in a given area while neglect-
ing the study of minorities. This represents a problematic norm in the United States, 
especially given that Caucasian Americans may no longer be the majority by 2020 
(U.S. Census Bureau 2014). In fact, while Asia is the largest continent in the world 
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and South Asian Americans represent one of the fastest growing minority popula-
tions in the United States (Pew Research Center 2012), this population has remained 
relatively understudied when compared to groups like Black/African Americans 
and Latino/a Americans. South Asian Americans are those individuals with ances-
tral roots from the geographical region of South Asia, including Bangladesh, 
Bhutan, India, Maldives, Nepal, Pakistan, & Sri Lanka. Afghanistan is sometimes 
included in this list.

Although approximately a quarter of the entire world’s population resides in 
South Asia, little attention has been given to the differential influence that cultural 
background may have on the health of South Asians. More specifically, it can be 
problematic to implement health models tailored toward Westerners without 
accounting for such cultural differences for South Asians living in America. In fact, 
much of the research that does exist for South Asian Americans uses aggregation, 
which is when varying racial/ethnic backgrounds are grouped together and catego-
rized into one group, ignoring cultural differences and making it difficult to under-
stand health differences by group. The way that data is typically collected regarding 
race/ethnicity often clusters together all types of Asian Americans. Asian Americans 
encompass individuals from a wide range of countries from the Asian continent, 
often broken down into East Asian (e.g., Chinese, Japanese, Korean), South Asian 
(e.g., Bangladeshi, Indian, Pakistani), and Southeast Asian (e.g., Filipino, 
Indonesian, Vietnamese) Americans. This rather long list of countries comprises 
more than 25 groups and 40 distinct cultural subgroups that all embody varying 
beliefs, traditions, religions, languages, and norms. Yet, most research that has 
examined Asian Americans has tended to focus on East Asian Americans, while 
neglecting other subsets of the Asian American population including South Asian 
Americans. For example, although one of the largest surveys of minority popula-
tions in the United States was conducted in 2003 (i.e., the National Latino and Asian 
American Study or NLAAS), past studies using data from the NLAAS have sug-
gested that South Asian Americans made up less than 8% of the Asian Americans 
sampled (Masood et  al. 2009). This is especially concerning for South Asian 
Americans, as this population has been rapidly growing over the past few decades. 
According to the 2010 U.S. Bureau of Census, from 2000 to 2010 the population of 
South Asian Americans jumped from 1.7 million to 2.8 million (an increase of 
70%), making South Asians the second fastest growing ethnic population in the 
U.S. (e.g., Hoeffel et al. 2012).

Amalgamating individuals with vastly differing cultural backgrounds, or aggre-
gation, can also lead to failure to account for sociocultural context of specific popu-
lations. It seems unreasonable to lump these groups together and important to 
consider that perhaps members of this group should not be streamlined into one 
group (Futa et al. 2001). As stated previously, majority of the research on Asian 
Americans has studied samples typically comprised majority of East and Southeast 
Asian (e.g., Chinese, Japanese, Korean, Vietnamese, Filipino Americans). Therefore, 
there is limited data on South Asian Americans specifically. Furthermore, there are 
countless studies that do not specify the racial breakdown of Asian Americans, and 
it is unknown how many of these Asian Americans identified as South vs.  East/

E. C. Chang et al.
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Southeast Asian. For example, of the data that was obtained by the National Intimate 
Partner and Sexual Violence Survey (Black et al. 2011), there were over 1.5 million 
Asian American victims of sexual violence other than rape. However, cultural back-
ground beyond “Asian American” was not identified, making it unknown how many 
of those victims were, for example, Indian vs. Chinese. Given that the United States’ 
population is shifting towards being composed of mostly multiracial individuals by 
2060 (as predicted by the U.S. Census Bureau; Colby and Ortman 2015), it becomes 
increasingly important to account for cultural background in research, particularly 
for South Asian Americans.

Moreover, having one or more different ethnic backgrounds may directly influ-
ence an individual’s experience of life. Relatedly, significant differences in cultural 
practices may even exist within the same country; for example, two individuals liv-
ing in separate regions of India may speak a different language (e.g., Bengali vs. 
Tamil), eat vastly different food (e.g., North Indian vs. South Indian cuisine), and 
practice a different religion (e.g., Hinduism vs. Islam). Such aspects of life may 
influence how each person experiences immigrating to America, and may even play 
a role in the family life of 2nd or 3rd generation Asian Americans. For example, 
South Asian Americans can experience acculturative stress upon immigrating to the 
United States (Bhattacharya and Schoppelrey 2004), and studies in other Western 
countries (e.g., Canada) have also indicated that further generations (e.g., second 
generation) may encounter similar challenges (Abouguendia and Noels 2001). How 
are these distinct unique experiences accounted for in regard to health?

Methodologies that were developed to assess more Westernized populations may 
not be culturally sensitive or compatible to victims with a non-Western background. 
It is important to be cognizant of the tools used for assessment to account for cul-
tural nuances and include variables assessing sociocultural context (Runner et al. 
2009). For these reasons, it is important to not only avoid aggregation of different 
cultural groups (e.g., lumping South Asian Americans within Asian Americans) in 
research, but to also expand research beyond the identification of an existing prob-
lem within such communities. Thus, it may be worthwhile to consider how the 
biopsychosocial model of health may facilitate the development of a more culturally 
nuanced view of health that may be beneficial in treatment and research in the U.S.

Overall, despite that the South Asian population in the United States significantly 
increased between 2000 and 2010 (Hoeffel et al. 2012), nationally representative 
research that specifically examines South Asian Americans has been scarce. Moving 
forward, it is imperative to continue to expand the scope of idiomatic research on 
South Asians in America by further examining the health of this population. Thus, 
the present volume seeks to outline the extant literature on South Asian Americans 
to strive for a more culturally conscious perspective on health in the United States. 
Before considering the established patterns of health among South Asian Americans, 
it becomes necessary to consider the ways in which researchers examine ethnoracial 
groups in general to understand health outcomes for these groups.

1 Introduction to Biopsychosocial Approaches to Understanding Health in South…
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1.4  Integrating Bottom-Up and Top-Down Perspectives 
on Health: How should Researchers Approach 
Examining South Asian Americans?

It is important to specifically examine how researchers should approach the study of 
the mental and physical health of an understudied ethnoracial group such as South 
Asian Americans. As mentioned previously, existing models of health typically rep-
resent an important framework that facilitates the consideration of health from a 
top-down perspective. However, the study of distinct ethnoracial groups may neces-
sitate a bottom-up approach for examining health when the mental and physical 
needs of groups are considered to be distinct and unique from one another. For 
example, while it is important to determine the generalizability of findings from 
studies examining the majority population of a region, restricting research on minor-
ity populations to the context of cross-cultural replication studies may obscure the 
important nuances that characterize various ethnoracial populations. Considering 
the individual needs of various cultural groups through a bottom-up approach may 
not only improve understanding of health outcomes for the ethnoracial group, but 
may even serve to communicate to such groups that their health needs are important 
and will not be neglected. Furthermore, given the importance of considering the 
specific needs of various ethnoracial populations such as South Asian Americans, 
any comprehensive examination of mental and physical health should also consider 
the importance of culture. Thus, the present work seeks to underscore the idio-
graphic nature of the mental and physical health needs of South Asian Americans 
(i.e., bottom-up approach), along with considering the health of this population in 
relation to that of other important groups (i.e., top-down approach).

1.5  A Culturally Conscious Examination of Health: Why Are 
South Asian Americans Important to Study?

Even when considering only the size and population density of the region of South 
Asia, it is clearly incredibly vast. Indeed, the population of South Asia is greater 
than that of the major East Asian countries combined (e.g., China, Japan, South 
Korea). In fact, South Asian culture is extremely large and complex, containing 
hundreds of languages and religious traditions (e.g., Hinduism, Christianity, Islam, 
Jainism, Sikhism; Census of India 2001). Furthermore, the region of South Asia has 
had a diverse history of rule even prior to the infamous British Occupation. For 
example, even Alexander the Great conquered parts of India (Narain 1965). Indeed, 
the South Asian region has fluctuated greatly, and throughout its colorful history has 
grown profoundly diverse. Thus, as mentioned previously it is important to consider 
how this unique cultural background may influence the life of South Asians in the 
United States.

E. C. Chang et al.
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Importantly, South Asian immigration to the United States has increased signifi-
cantly over the past decade (Hoeffel et al. 2012). Given that South Asia represents a 
vast and diverse region with a vibrant cultural history, it is important to consider the 
challenges that may be involved in adjusting to life in the United States. For exam-
ple, a South Asian immigrant is no more immune to mental and physical health 
challenges than the average American, and in certain cases may even be more vul-
nerable (e.g., diabetes, human immunodeficiency virus infection and acquired 
immune deficiency syndrome [HIV/AIDS]; South Asian Americans Leading 
Together [SAALT] 2009; Joint United Nations Programme on HIV/AIDS [UNAIDS] 
2011). Furthermore, aspects of American culture may differ significantly from 
South Asian culture (e.g., individualism/collectivism, gender roles, religion), and 
South Asian Americans may experience acculturative stress when adjusting to an 
unfamiliar cultural environment (Bhattacharya and Schoppelrey 2004). Indeed, 
while South Asians have been immigrating to America since the early 1800s, this 
population has remained relatively unstudied until very recently. While there his-
torically remains a lack of nationally representative research on South Asian 
Americans, this population has grown significantly in recent years, and research has 
increased in parallel.

1.6  Patterns of Physical and Mental Health among South 
Asian Americans

When examining the physical health of South Asians, it is important to consider that 
this population commonly suffers from heart disease, diabetes, cancer, tuberculosis, 
and HIV/AIDS (SAALT 2009). Indeed, the prevalence rate of diabetes among South 
Asian Americans is nearly double that of Caucasian Americans (Barnes et al. 2008). 
Additionally, while HIV/AIDS is a prevalent problem among South Asian 
Americans, little research on HIV/AIDS has been conducted in this population. 
However, given that India alone accounts for more than half of all AIDS mortalities 
in Asia (UNAIDS 2011), HIV/AIDS is certainly an important health concern among 
South Asian Americans. Furthermore, South Asian Americans may face difficulties 
related to receiving medical care, including access to health insurance and language 
barriers (SAALT 2009). Thus, it becomes clear that it is particularly important to 
develop culturally competent healthcare in order to address these barriers and pro-
vide adequate healthcare for South Asian Americans.

In terms of mental health, South Asian Americans face a variety of physical and 
mental health challenges (e.g., interpersonal violence, racism and racial discrimina-
tion, suicide; SAALT 2009). In particular, it is important to consider that, despite 
the various mental health difficulties that may affect South Asian Americans, they 
often resist seeking treatment from a psychologist or social worker (Panganamala 
and Plummer 1998). Indeed, mental health is rarely considered in South Asian 
American communities often due to religious and cultural factors (Panganamala 

1 Introduction to Biopsychosocial Approaches to Understanding Health in South…
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and Plummer 1998). However, given that many South Asian Americans have been 
victims of hate crimes in the United States, and considering the high rate of domes-
tic violence in this population, mental health difficulties such as acculturative stress 
and posttraumatic stress-disorder may go largely unaddressed (Patel and Gaw 
1996).

Indeed, while there are many barriers to both mental and physical care among 
South Asian Americans, the present volume seeks to provide accurate and culturally 
sensitive information on South Asians in America for the purpose of developing 
holistic and effective healthcare for this population. More specifically, we seek to 
address a major limitation in the extant literature on mental and physical healthcare, 
namely, the current understanding of healthcare of South Asian Americans, a popu-
lation that is growing significantly in the United States.

1.7  Overview of the Present Volume

The purpose of the present work is to consider the biopsychosocial health of South 
Asian Americans. In particular, the authors seek to review the current literature 
relating to the psychological and biological health of South Asian Americans, and 
consider how sociocultural factors may impact and even explain various aspects of 
South Asian American health. Overall, we seek to emphasize the importance of 
considering culture in both medical and psychological healthcare. Given the vast 
cultural history of South Asian Americans, we have divided the present work into 
three chronological sections.

Part I focuses on the general history of South Asians in America. In Chap. 2, 
Bhatia and Ram provide a broad history of the South Asian diaspora, highlighting 
the varied experiences of different South Asian subgroups that have immigrated to 
America. More specifically, they paint a picture of the diverse history of South 
Asian American immigrants, highlighting both the challenges faced by certain 
groups, as well as the successes of others. Finally, the authors consider the present 
sociopolitical climate of the United States, discussing how it may shape the future 
of South Asians in America. In Chap. 3, Kaduvettoor-Davidson and Weatherford 
take a critical look at the meaning of South Asian identity. They begin by expan-
sively reviewing the heterogeneous nature of South Asian identity, and emphasize 
the many countries that make up the region of South Asia. Next, building upon this 
broad review, the authors continue to focus on South Asian identity in America, 
addressing a variety of concerns and issues, ranging from conceptions about South 
Asian Americans as the model minority to experiences of racial prejudice and dis-
crimination among this group. Finally, the authors conclude their chapter by look-
ing forward and exploring the intersectionality of South Asian identity with other 
aspects of identity within the American context.

Part II focuses on the how the present models of health pertain to South Asian 
Americans. The section is divided into biological models of health, psychological 
models of health, and sociocultural models of health. In Chap. 4, Kandula and 
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Tirodkar provide an overview of the indigenous medicine systems of South Asia 
(e.g., Ayurveda). More specifically, they consider how South Asian Americans’ per-
ceptions of health and health behaviors may differ from those of European 
Americans, and discuss the importance of indigenous South Asian medicine in rela-
tion to the medical treatment in the United States for South Asian Americans. 
Finally, the authors emphasize the importance of holistic and culturally conscious 
treatment for South Asian Americans, providing some guidelines for how health 
providers can incorporate cultural awareness and understanding into treatment. In 
Chap. 5, Jilani, Chang, Lee, and Batterbee broadly discuss how the biopsychosocial 
model of health relates to treatment for South Asian Americans. Beginning with an 
overview of the currently recognized models of health, the authors then delve more 
specifically into the psychological aspect of the biopsychosocial model of health. 
They consider the importance of various forms of psychological intervention that 
take root in South Asia (e.g., meditation) and how they relate to the psychological 
health of South Asian Americans. Finally, the authors conclude by emphasizing the 
importance of further scientific efforts that may be beneficial in developing a more 
complete understanding of the South Asian American psyche. In Chap. 6, Sandil 
and Srinivasan broadly emphasize the importance of viewing the mental and physi-
cal health of South Asian Americans through a cultural lens by providing an over-
view of some important cultural factors that characterize South Asian Americans 
(e.g., collectivism, religious identity), as well as challenges that influence their 
experience in the United States (e.g., acculturative stress). The authors then give 
recommendations for more culturally-competent treatment among South Asian 
Americans, concluding with a nuanced examination of both cultural issues and pat-
terns of physical and mental health that may be important to consider when treating 
this population.

Part III provides an overview of the major health conditions that affect South 
Asian Americans. In Chap. 7, Khan, Shah, Parikh, and Palaniappan begin to focus 
specifically on the physical health of South Asian Americans. Providing an over-
view of South Asian American mortality, the authors discuss the physical health 
challenges that South Asian Americans face, focusing on one of the most prevalent 
concerns among this population, namely, diabetes and cardiovascular health. They 
conclude by expanding the scope of diabetes’ effects on South Asian Americans, 
considering its importance at a social and economic level. In Chap. 8, Gany, 
Hashemi, and Leng discuss the epidemiology of cancer among South Asian 
Americans. Specifically, the authors begin by broadly considering the various fac-
tors that may influence the risk of cancer as well as issues in screening and treatment 
of cancer, including genetic factors, infections and chronic inflammation, environ-
mental pollutants, health behaviors (i.e., tobacco, diet, physical activity, etc.), and 
health care access and utilization. They highlight the importance of continuing to 
expand the limited extant literature on cancer among South Asian Americans. In 
Chap. 9, Tummala-Narra and Deshpande broadly discuss the difficulties faced by 
South Asian immigrants to America as they relate to mental health. Building on this, 
the authors provide a more specific consideration of the various aspects of accul-
turative stress, from difficulties with communication in English to direct  experiences 
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of discrimination. The authors then note the generational differences between South 
Asian Americans, and conclude with an examination of various challenges to cul-
turally informed mental health care.

Part IV addresses the barriers to health promotion among South Asian Americans. 
In Chap. 10, Ibrahim and Heuer provide a general overview of the challenges 
involved in health promotion among South Asian Americans. The authors begin by 
summarizing both the common medical conditions for which South Asian Americans 
are at risk, as well as the common risk factors for mental disorders among this popu-
lation. Overall, they seek to emphasize the cultural factors that play a role in medi-
cal and psychological treatment, and to provide guidance for healthcare providers 
when working with South Asian American patients. In Chap. 11, Ghosh discusses 
the representation of South Asian Americans in institutionalized healthcare. 
Specifically, the author discusses the underrepresentation of South Asian Americans 
in health policy and provides a detailed plan that addresses this issue.

The present volume concludes by taking a prospective view of South Asian 
American health. In Chap. 12, the first and second authors call for the improvement 
of the study and treatment of chronic health conditions in South Asian Americans 
and proffer recommendations for providers working with this subset of the U.S. 
population. The chapter ends with emphasis placed on use of both top-down and 
bottom-up approaches for conceptualizing the health of South Asians in the U.S. to 
promote culturally-conscious physical and mental healthcare.

1.8  Final Thoughts

Above all else, the present volume seeks to emphasize the importance of culture in 
healthcare. Through the development of culturally-conscious and holistic models of 
mental and physical healthcare, practitioners can not only create a comfortable and 
understanding environment in which patients receive care, but they may be able to 
directly validate the humanity and dignity of the populations which they serve. 
Indeed, while some of the present paradigms of healthcare in the United States 
address a range of challenges faced by the general population, they may fall short in 
addressing the unique needs of various ethnoracial groups, such as South Asian 
Americans. Thus, a more culturally nuanced approach to healthcare must be taken: 
In short, culture does matter.

References

Abouguendia, M., & Noels, K.  A. (2001). General and acculturation-related daily hassles and 
psychological adjustment in first- and second-generation south Asian immigrants to Canada. 
International Journal of Psychology, 36, 163–173.

E. C. Chang et al.



11

Barnes, P. M., Adams, P. F., & Powell-Griner, E. (2008). Health characteristics of the Asian adult 
population: United States, 2004–2006. Advance Data from Vital and Health Statistics, 394, 
1–24.

Bhattacharya, G., & Schoppelrey, S. L. (2004). Preimmigration beliefs of life success, postim-
migration experiences, and acculturative stress: South Asian immigrants in the United States. 
Journal of Immigrant Health, 6, 83–92.

Black, M.  C., Basile, K.  C., Breiding, M.  J., Smith, S.  G., Walters, M.  L., Merrick, M.  T., & 
Stevens, M. R. (2011). The National Intimate Partner and sexual violence survey (NISVS): 
2010 summary report. Atlanta: National Center for Injury Prevention and Control, Centers for 
Disease Control and Prevention.

Borrell-Carrió, F., Suchman, A. L., & Epstein, R. M. (2004). The biopsychosocial model 25 years 
later: Principles, practice, and scientific inquiry. Annals of Family Medicine, 2, 576–582.

Burkett, G.  L. (1991). Culture, illness, and the biopsychosocial model. Family Medicine, 23, 
287–291.

Census of India. (2001). Religion. Retrieved December 1, 2016 from http://censusindia.gov.in/
Census_And_You/religion.aspx

Colby, S. L., & Ortman, J. M. (2015). Projections of the size and composition of the U.S. popula-
tion: 2014 to 2060. U.S. Census Bureau, 9, 1–13.

Engel, G. L. (1997). From biomedical to biopsychosocial. Psychotherapy and Psychosomatics, 
66, 57–62.

Futa, K. T., Hsu, E., & Hansen, D. J. (2001). Child sexual abuse in Asian American families: An 
examination of cultural factors that influence prevalence, identification, and treatment. Clinical 
Psychology: Science and Practice, 8(2), 189–209.

Green, A. R., Carrillo, J. E., & Betancourt, J. R. (2002). Why the disease-based model of medicine 
fails our patients. Western Journal of Medicine, 176, 141–143.

Hoeffel, E. M., Rastogi, S., Kim, M. O., & Shahid, H. (2012). The Asian Population: 2010. 2010 
Census Briefs issued March 2012. Washington. Census Bureau.

Joint United Nations Programme on HIV/AIDS [UNAIDS]. (2011). The Gap Report. Retrieved 
November 17, 2016 from http://files.unaids.org/en/media/unaids/contentassets/documents/
unaidspublication/2014/UNAIDS_Gap_report_en.pdf

Masood, N., Okazaki, S., & Takeuchi, D. T. (2009). Gender, family, and community correlates of 
mental health in south Asian Americans. Cultural Diversity & Ethnic Minority Psychology, 15, 
265–274.

Narain, A. K. (1965). Alexander and India. Greece & Rome, 12(2), 155–165.
National Institutes of Health [NIH]. (2014). Brain Research through Advancing Innovative 

Neurotechnologies (BRAIN) Initiative. Retrieved October 5, 2016 from https://braininitiative.
nih.gov/pdf/BRAIN_brochure_508C.pdf

Panganamala, N. R., & Plummer, D. L. (1998). Attitudes toward counseling among Asian Indians 
in the United States. Cultural Diversity and Mental Health, 4, 55–63.

Patel, S. P., & Gaw, A. C. (1996). Suicide among immigrants from the Indian subcontinent: A 
review. Psychiatric Services, 47, 517–521.

Pew Research Center. (2012). Asian Americans. Retrieved November 15, 2016 from http://www.
pewsocialtrends.org/asianamericans-graphics/

Runner, M., Novick, S., & Yoshihama, M. (2009). Intimate partner violence in immigrant and 
refugee communities: Challenges, promising practices and recommendations. Retrieved 
August 15, 2016 from https://folio.iupui.edu/bitstream/handle/10244/788/ipvreport20090331.
pdf?sequence=1

South Asian Americans Leading Together [SAALT]. (2009). Healthcare issues affecting South 
Asians in the United States. Retrieved November 17, 2016 from http://saalt.org/wp-content/
uploads/2012/09/Health-Care-Issues-Affecting-South-Asians-in-the-United-States.pdf

Seligman, M.  E.-P., & Csikszentmihalyi, M. (2000). Positive psychology: An introduction. 
American Psychologist, 55, 5–14.

1 Introduction to Biopsychosocial Approaches to Understanding Health in South…

http://censusindia.gov.in/Census_And_You/religion.aspx
http://censusindia.gov.in/Census_And_You/religion.aspx
http://files.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2014/UNAIDS_Gap_report_en.pdf
http://files.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2014/UNAIDS_Gap_report_en.pdf
https://braininitiative.nih.gov/pdf/BRAIN_brochure_508C.pdf
https://braininitiative.nih.gov/pdf/BRAIN_brochure_508C.pdf
http://www.pewsocialtrends.org/asianamericans-graphics/
http://www.pewsocialtrends.org/asianamericans-graphics/
https://folio.iupui.edu/bitstream/handle/10244/788/ipvreport20090331.pdf?sequence=1
https://folio.iupui.edu/bitstream/handle/10244/788/ipvreport20090331.pdf?sequence=1
http://saalt.org/wp-content/uploads/2012/09/Health-Care-Issues-Affecting-South-Asians-in-the-United-States.pdf
http://saalt.org/wp-content/uploads/2012/09/Health-Care-Issues-Affecting-South-Asians-in-the-United-States.pdf


12

U.S. Census Bureau. (2015, July 1). Annual Estimates of the Resident Population by Sex, Race, 
and Hispanic Origin for the United States, States, and Counties. Retrieved October 11, 2016 
from https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=bkmk

U.S. Census Bureau. (2014). Projections of the Size and Composition of the U.S. Population: 2014 
to 2060. Retrieved November 29, 2016 from https://www.census.gov/content/dam/Census/
library/publications/2015/demo/p25-1143.pdf.

E. C. Chang et al.

https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=bkmk
https://www.census.gov/content/dam/Census/library/publications/2015/demo/p25-1143.pdf
https://www.census.gov/content/dam/Census/library/publications/2015/demo/p25-1143.pdf


Part I
History of South Asian Americans



15© Springer International Publishing AG, part of Springer Nature 2018 
M. J. Perera, E. C. Chang (eds.), Biopsychosocial Approaches to Understanding 
Health in South Asian Americans, Cross-Cultural Research in Health, Illness 
and Well-Being, https://doi.org/10.1007/978-3-319-91120-5_2

Chapter 2
South Asian Immigration to United States: 
A Brief History Within the Context of Race, 
Politics, and Identity

Sunil Bhatia and Anjali Ram

2.1  Introduction

In late spring, the Scripps National Spelling Bee holds its championship finals. 
Since 1999, the children of South Asian immigrants have led the contest, prompting 
news headlines such as “Indian Americans dominate the National Spelling Bee” and 
“Why Indian-Americans dominate spelling bees” (Helm 2015; Hannun 2013), 
These news stories conjure up images of high achieving, model minority students 
who seem to be innately primed for success. Alternatively, in post 9/11 America 
with its increased vigilance and suspicion of what is constructed as foreign, threat-
ening, and “the other,” stories of bullying, discrimination, racial profiling, state sur-
veillance, and hate crimes are proliferating in South Asian communities but rarely 
reach the orbit of mainstream news. Consider the violent attack that left people six 
people dead and several injured in a Sikh temple in Oak Creek, Wisconsin and the 
story of the young 12-year old boy of South Asian heritage in Texas who was 
arrested and detained without his family’s knowledge because he was falsely 
accused of carrying a bomb (Romell 2012; Young Lee 2015). Both these discourses, 
one that highlights achievement and success and the other that alerts us to the expe-
rience of systematic and pervasive racism have contributed to the historical forma-
tion of identity in the South Asian diaspora. In this chapter, we draw on our previous 
scholarship on diaspora and identity (Bhatia 2007, 2010, 2011; Bhatia and Ram 
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2001, 2004; Ram 2014) to chart out a brief history of South Asian migration to the 
United States.

From a geographic perspective, South Asian migrants living in the United States 
originate from South Asia which includes Bangladesh, Bhutan, India, Nepal, 
Pakistan and Sri Lanka (Schmidt 2015). However, in the context of the diaspora, the 
term “South Asian” is not always meaningful. Diasporic organizations are typically 
named “Indian American” or “Pakistani American,” and so on, indicating that South 
Asia is a vast and varied terrain with durable and indelible cultural, religious, and 
political divisions. Moreover, for first generation immigrants, their identities are 
clearly related to their homeland nation-state and sometimes even more specifically 
to their local region identity (Gujarati, Bengali, Tamil, etc.). Yet the economics of 
the diaspora has sometimes entailed a more universal South Asian approach as 
Khandelwal (2002) notes that, “out of commercial necessity, grocery stores were 
perhaps the most powerful promoters of pan-Indian and pan-South Asian unity; a jar 
of pickles or a bag of rice might be used by immigrants from India, Bangladesh, 
Pakistan or Sri Lanka,” (p. 40).

For the second generation, the label South Asian has been adopted as a marker of 
solidarity. Prashad (2012) points out that the term “South Asian American” refers 
less to a place and more to “a sense of community among children of parents from 
various countries of South Asia. These parents might not have that much in common 
. . . but their children saw the connections intuitively.” (p. 13). Given these variations 
and ambivalences, the label South Asian needs to be employed with care. It is 
important to recognize and respect the differences between what it means to be 
Indian American vs. Bangladeshi American and not engage in homogenizing gener-
alizations. However, in the context of the United States, South Asians as a group are 
often ascribed by the white majority as a racial “other” and are not always distin-
guished in terms of their specific regional identity or culture. Indeed, the misrecog-
nition of Sikhs as Muslims is an example of how religious bigotry intersects with a 
more generalized racism aimed at South Asians. This ascription along with the fact 
that South Asians share many cultural values, norms and practices means that it is 
possible to talk about a greater South Asian diaspora that encompasses immigrants 
who trace their heritage to the subcontinent of South Asia and those who are consid-
ered “twice migrants” as they and their ancestors migrated from South Asian coun-
tries to Africa, the Caribbean, Europe and the Middle East (Bhachu 1985). 
Immigrants of Indian descent form the largest South Asian group in the United 
States and much of the research literature and documentation focuses on the lives of 
Indian Americans. Consequently, in this chapter, while we inevitably draw upon this 
existing research on the Indian American diaspora, we focus on key themes that 
impact South Asian diasporic communities in general. First, we briefly examine 
South Asian immigrant journeys to the U.S. that occurred during the height of 
British colonization and were mainly composed of labor migration before the parti-
tion of the Indian subcontinent. In particular, we examine the migrant journeys 
undertaken by South Asians after the Immigration and Nationality Act/Hart-Celler 
Act of 1965, when they primarily arrived in the U.S. as students and highly educated 
professionals, working as doctors, engineers and computer scientists. Second, we 
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examine how South Asian immigrants have deployed and internalized a model 
minority discourse to succeed and assimilate in the U.S.  In this section, we also 
analyze the experiences of racism and discrimination experienced by South Asian 
immigrants particularly in the context of post 9/11 America. Finally, we conclude 
by looking at some of the ways in which first, second and subsequent generations in 
the South Asian diaspora creatively and politically engaged with their identity.

2.2  Early South Asian Immigration Journeys

In the mid-1800s the oriental imagination of the West resulted in a circuit of a small 
number of Indians coming to the United States as cultural ambassadors. The fasci-
nation with Indian mysticism and spirituality encouraged students and academics in 
a cultural exchange (Shukla 2003; Bald 2013, 2015). Perhaps the most venerated 
visitor from South Asia was Swami Vivekananda who visited Chicago in 1983 and 
ushered in the trend of adopting Indian spiritual practices in the United States that 
continues today. According to Bald (2015), American marketers used:

…ideas and images of “India”—largely blurred together with the Middle East and North 
Africa—to make their goods and entertainments more alluring. Consuming goods, reading 
stories, watching performances, and witnessing “natives” from “the East” gave ordinary 
Americans access to something that was simultaneously exotic and sophisticated. Silks, 
perfumes, rugs, and hookahs, along with yoga, mystic philosophies, and tales of far off 
colonies, deserts, and jungles, all connected Americans to a world they imagined as adven-
turous, magical, spiritual, free from constraints, and ripe with possibility for refashioning 
themselves and their relation to the world (p. 28–29).

Despite this trend of consuming goods from India and seeking spiritual enlighten-
ment by upper-and middle-class Americans, South Asian migrants who arrived on 
American shores to toil in the lumberyards and railroads were not welcomed in the 
United States. This rejection of South Asians manifested itself in exclusionary 
immigration policies, persecution, and violent acts of racism towards South Asian 
workers.

West Coast Immigration At the turn of the twentieth century, one of the first sig-
nificant groups of South Asian migrants to settle in North America arrived on the 
Pacific coast. Between 1905 and 1912, several thousand South Asian male labourers 
migrated to the West coast ports in North America (Rangaswamy 2000). Many 
worked on the railroad construction and the lumber mills of Bellingham, Washington 
near the Canadian border. During this time, the larger Indian sub-continent was 
under British Imperial rule and immigrants from British India were categorized as 
“other Asians.” A substantial number of these first South Asian workers in North 
America were Punjabi Sikhs, and were mostly young farmers and experienced sol-
diers who had fought in the British army (Bhatia 2007). Punjabi soldiers travelled 
across East Asia and into North America finding employment in the lumber and 
agricultural industries (Sohi 2014). On the other hand, Punjabi farmers faced high 
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taxation and rural indebtedness in British India. Such economic hardships were 
exacerbated by population expansion and social factors, such as inheritance by male 
heirs, that led to unsustainable fragmented land holdings. Furthermore, population 
expansion and famines and epidemics such as cholera, plague, and smallpox added 
to the devastation and male family members were pressed to seek out sources to 
support their families (Sohi 2014). They then migrated from Washington and 
Vancouver to California which was followed by an increase in the direct immigra-
tion of the Sikh farmers from Punjab to California in the early 1900s. The young 
Sikh men who worked in the cotton farms and orchards of California were mostly 
in their early twenties and came from the Hoshiarpur and Jullundur districts of 
Punjab. These Punjabi men working in the agriculture areas of Sacramento and San 
Joaquin Valley soon distinguished themselves as good workers (Jensen 1988; 
Leonard 1992). Through hard work and thrift and with a tight community network, 
the farmers rapidly moved from being labourers to leasing land from the local 
banks. In a few years, the Punjabi diaspora began to grow in the agricultural areas 
of Sacramento, San Joaquin Valley, and the Imperial Valley, and the Sikh migrants 
began to form small residential communities in many parts of California. By 1912 
many of the farmers began to pool their assets and money to lease large acres of 
agricultural land (Jensen 1988). They conducted their agriculture business as a col-
lective unit and divided their costs and profits between themselves. The Sikh 
migrants’ business meetings with the bankers usually occurred through a spokes-
person, and soon they earned reputations as excellent negotiators. Some of the Sikh 
farmers also earned the title of the “Rice Kings of Colusa County” (Jensen 1988, 
p. 39).

Although the Punjabi migrants experienced success, incidents of prejudice and 
racial discrimination from Americans occurred. In 1910, The Holtville Tribune 
printed an article on barring Hindus from settling in California (Leonard 1992). 
Both the people and the press often referred to the Sikh migrants as the “Hindu 
undesirable,” “menace to the whole valley” and “ragheads” (Leonard 1992, 
pp. 45–49). When the Punjabi men gained reputations as good farmers, the attitudes 
of banks and government officials generally changed. Over time, the incidents of 
overt racism, harassment and prejudice against the Sikhs lessened, and they were 
perceived as “dependable” neighbours. (Leonard 1992, p. 59).

The Alien Land Law of California, passed in 1913, disqualified all foreigners and 
non-citizens from owning or leasing land. Most Sikh farmers were able to overcome 
the law by forming business partnerships with Anglo lawyers and judges in 
California and Arizona. Verbal understandings were also often formed between 
Anglo farmers, bankers, and lawyers, who held land in their own names for Punjabi 
farmers. For example, Holtville Bank earned the name “Hindu Bank” (Leonard 
1992 p. 52). Furthermore, due to miscegenation laws in most states in the U.S., Sikh 
men were barred from marrying white women. Subsequently, Punjabi men married 
Mexican women, who had often been uprooted by the Mexican revolution and 
worked in the cotton fields of Southern California. The Punjabi-Mexican marriage 
alliance developed rapidly and expanded into a complex network of relationships. 
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Overwhelmingly, the wives of Punjabi men in Imperial Valley were Hispanic. 
Leonard (1992) writes that most of these marriages involved some courtship, and 
women had some choice about whom they wanted to marry. As the Punjabi-Mexican 
diaspora expanded, the Mexican women played a role in arranging marriages for 
their friends with eligible Punjabi men (Leonard 1992). The marriage between 
Punjabi men and Mexican women were shaped by love, convenience, loyalty, famil-
ial ties and by religious, linguistic and cultural differences.

East Coast Immigration A lesser-known trajectory of early South Asian migra-
tion was the arrival of small groups of Muslim traders from Bengal at Ellis Island. 
Bald (2013) has documented this arduous and relatively invisible migrant journey of 
these traders that has contributed to the formation of the South Asian diaspora in his 
recent book Bengali Harlem. In contrast to the South Asian diaspora on the West 
Coast of the country, the groups of Bengali Muslim peddlers responded to the 
American demand for silk and other “oriental” goods and made their way through 
Ellis Island in the 1880s. Later on, beginning around the time of World War I, hun-
dreds of Indian maritime workers escaped into the East coast waterfronts. They had 
been working as indentured labourers at the mercy of British sea captains and took 
the opportunity of docking at American ports to free themselves of their brutal work 
conditions. Like the Punjabi immigrants on the West coast, these Indian Muslim 
traders married women of other ethnicities, such as Creole, Puerto Rican, and 
African American. They adapted and integrated themselves with the communities 
of color in the United States. Unfortunately, most of the migrants who arrived after 
1917 were undocumented and there is limited archival data on them. Yet, as Bald 
asserts, their presence is chronicled in the many oral histories in working class 
migrant communities.

The immigration and citizenship policies of the U.S. in the past 200 years fos-
tered “racial regimes” that were intended to keep “slaves,” “indentured laborers,” 
and non-European “foreigners” as aliens and outsiders (Mohanty 1991). In 1917, 
South Asian immigrants were restricted by the Asiatic Barred Zone Act. In 1924, the 
Oriental Exclusion Act suspended labor immigration from mainland Asia. In 1934, 
the Tydings-McDuffie Act restricted Filipino immigration to the U.S. (Mohanty 
1991). Citizenship through naturalization was denied to all individuals of Asian 
descent from 1924 to 1943. Such Exclusion Acts sought to ensure that the flow of 
non-European immigration was contained, and that these immigrants were allowed 
only to meet the demands of the fluctuating U.S. labor markets. Consequently, 
South Asian migration to the U.S. came to a nearly complete halt. For instance, by 
the 1930s, Indians in the U.S. were mostly Pacific coast farmers, numbering roughly 
3000 (Rangaswamy 2000). There were approximately another 1000 South Asian 
skilled workers, merchants, and traders in the U.S. Others in the South Asian immi-
grant category included about five hundred students scattered throughout the U.S., 
and approximately 30 swamis, or holy men.
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2.3  The Immigration and Nationality Act of 1965

After the passage of the Immigration Act of 1965, South Asian immigrants were 
predominantly students and professional and technical workers. This group of South 
Asian professionals quickly obtained prominent positions in many areas of U.S. 
culture, including positions in the medical, engineering, scientific, and other profes-
sional fields. For instance, within business enterprise, Asian Indians operated 28% 
of U.S. motels and hotels in the U.S. (Helweg and Helweg 1990).

At least two fundamental reasons for the immigration reform of 1965 have been 
noted (Prashad 2000). First, President Kennedy sought to increase the number of 
highly skilled immigrants in order to use their technical expertise and provide the 
U.S. with a competitive edge against the technological advances being made by the 
USSR at the time. The second reason for this reform was to reverse the belief that 
the U.S. was a racist nation. Under this new immigration law, the primary group of 
South Asians came from India, and these post-1965 immigrants were trained as 
medical doctors, engineers, scientists, university professors, and doctoral and post-
doctoral students in science-related disciplines including chemistry, biochemistry, 
mathematics, physics, biology, and medicine. Between 1966 and 1977, 83% of 
Indians who migrated to the U.S. were highly skilled professionals and were com-
prised of approximately 20,000 scientists with Ph.D.’s, 40,000 engineers, and 
25,000 doctors, and transitioned to elite (Prashad 2000; Rangaswamy 2000). This 
wave of professional Indians immigrants settled in suburban diasporas in towns and 
cites all across the U.S.

Subsequently, under the family reunification provisions of the immigration poli-
cies, family members from the South Asian sub-continent also started arriving. This 
pattern of relationship-driven migration expanded the demographic profile of South 
Asian migrants. By the 1980s, the technically educated class of migrants decreased 
and was complemented by South Asians who invested in motels, worked in family 
business, the service sector, and other low-wage jobs (Prashad 2000). For instance, 
in the 1990s, there was a surge in Bangladeshi immigrants who were less educated 
and settled in cities such as New York, Boston, Dallas, and Houston (Rahman 2010). 
Using the 2000 census data, Dutta and Jamil (2013) state that the highest concentra-
tion of Bangladeshis living in the United States is in New York City. Of this popula-
tion in the city, 44% live on less than $35,000 and 22% live below the U.S. declared 
poverty line. Further, Dutta and Jamil (2013, p. 172), maintain that, “among the 
low-income Bangladeshis in New York City, most work as restaurant workers, as 
cab drivers, in convenience stores, and in service industries such as hotels.” The 
preponderance of South Asians working as taxi drivers in New York City is another 
example that belies the notion that the South Asian diaspora in the U.S. is solely 
composed of a professional class (Das Gupta 2006; Matthew 2008). More recently, 
the increasing presence of older adults who are immigrating through the family 
reunification provision, has added another demographic layer to the community. 
Bhattacharya and Shibusawa (2009), state that “between 1990 and 2000, Asian 
Indians aged 65 and older increased by 169% (from 23,004 to 62,089) in the total 
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U.S. population” (p.  447–448). Research examining the vulnerabilities, stresses, 
and coping mechanisms of older South Asians point to the unique challenges both 
for the immigrant families themselves and for public health policy as a whole 
(Tummala-Narra et al. 2013).

The South Asian American diaspora today includes both educated upwardly 
mobile professionals and an increasing number of people from the working class. 
They are also a multi-generational group that encounters the racialized hierarchy 
that is deeply embedded in U.S. society. Yet, the success stories of the post-1965 
migrants who arrived to the U.S. as students and professionals has contributed to an 
enduring discourse of the South Asian diaspora as a model minority group. Much of 
this narrative glides over the difficulties of surviving and coping as a non-white 
immigrant community. The following section examines how these ideas of success 
and achievement persist to create powerful mythology for the construction of iden-
tity in the South Asian diaspora.

2.4  Model Minority Discourse

Racial identity development in middle-class South Asian communities in the U.S. 
reveals that they express an ambivalence towards their racial identity and this point 
has been well documented by several scholars (George 1997; Koshy 1998; 
Mahalingam 2012, Maira 2004; Prashad 2000). By employing and constantly repro-
ducing the model minority discourse, post-1965 immigrants who are part of the 
professional class make attempts to reposition their difference as being the same or 
equal to the dominant majority. This effort to establish sameness by using a model 
minority discourse also means that many participants are reluctant to see themselves 
as a racially distinct community that is different from white America. Koshy (1998) 
observes, “The model minority position has increasingly come to define the racial 
identity of a significant number of South Asian Americans; it depends on the inter-
mediary location of a group between black and white and holds a particularly pow-
erful appeal for immigrant groups” (p. 287). The model minority discourse provided 
the interpretive arc across which the post-1965 immigrants inscribed their sense of 
self, their constructions of culture, and their aspirations for future generations.

In their book, The Myth of Model Minority: Asian Americans Facing Racism, 
Rosalind Chou and Joe Feagin (2008) write about a young Chinese American 
woman named R.W.– who murdered her mother by strangling her. R.W was a 
school valedictorian, a talented musician and was studying at prestigious Ivy League 
university. The authors note that her crime received little attention from the press, 
but the incident deeply unsettled the Asian American community in which R.W. and 
her parents lived. Chou and Feagin further write that R.W.’s failure to complete her 
degree at the Ivy League school may have provoked her to commit suicide on sev-
eral occasions and may have also compelled her to murder her mother. Chou and 
Feagin (2008) observe that R.W.’s “demeanor was quiet, which likely suggested to 
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white outsiders only a stereotyped Asian passivity. The white-created ‘successful 
model minority’ stereotype made it difficult for non-Asians around her to see her 
illness and encouraged silence among the Asian Americans who knew her” (p. 1). 
The authors argue that many Asian American immigrants view their acculturation 
within the United States through a strong “white racial frame” (Chou and Feagin 
2008, p. 4). The white racial frame positions Asian Americans as high achievers, 
model minorities, with special aptitude for math, science, and engineering. An 
important part of this racial framing is the view that Asian Americans don’t experi-
ence racism or racial barriers in the American society. Chou and Feagin explain:

“… such analyses may be correct in regard to a certain type of success measured by particu-
lar socioeconomic indicators for Asian American groups as a whole, but not in regard to the 
socio-economic problems faced by large segments within these groups or in regard to the 
various forms of racial discrimination that most Asian Americans still face in their daily 
lives” (p. 12).

The model minority myth described by Chou and Feagin is applicable to the collec-
tive mindset of the post-1965 Indian diaspora. Both professional and non- 
professional Indian immigrants tend to be ambivalent about the racial and ethnic 
discrimination they face at work and in their daily lives. The model minority myth 
was first created in the 1960s as a response to the introduction of the civil rights 
movement, and the larger demands from the African American and Mexican 
Americans to end discrimination and be treated as equal citizens. As a response to 
the demands, several white scholars, politicians, and journalists conceived the 
model minority myth in order to “allege that all Americans of color could achieve 
the American dream—and not by protesting discrimination in the stores and streets 
as African Americans and Mexican Americans were doing, but by working as ‘hard 
and quietly’ as Japanese and Chinese Americans supposedly did” (Chou and Feagin 
2008, p. 12).

The South Asian American diaspora adopted this version of this assimilation nar-
rative and conformed to the model of acculturation that did not interrogate the sys-
temic racism on which this model is based. Once professional South Asian migrants 
were in American universities, they began to rely on their advanced education, edu-
cational competence, professional networks, strong work ethic and savings to build 
their economic and cultural capital. Prashad (2000) notes that the members of the 
post-1965 migration “came without access to or holdings of large amounts of capi-
tal (in dollars), thereby ensuring that their place in the middle class was to be secured 
entirely by current income (and the moderate savings from that income)” (p. 101).

The first author, in his book American Karma: Race, Culture, and Identity in the 
Indian Diaspora, outlines three important facets of the model minority myth (Bhatia 
2007). First, many South Asian immigrants, such as Pakistani-Americans, 
Bangladeshi-Americans, Indian Americans and Sikh Americans believe that they 
are talented, work hard, and have made it in America solely on their merit. The idea 
here is that through hard work and cultural values, model or “good” minority com-
munities can rise above their difficult circumstances. Consequently, minority com-
munities that may not have a plethora of success stories are simply seen as lazy, 
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lacking in the right cultural values, not naturally bright, and enjoy being dependent 
on welfare. Many South Asian immigrants in America neglect to acknowledge that 
back home they were part of an educated middle class and that they were cherry 
picked by the state to gain entry in the U.S. (Bhatia and Ram 2001, Prashad 2012). 
They then furthered their advantages by acquiring a world-class education subsi-
dized by university scholarships. This largely “free” education then propelled them 
into a professional well-paying, white-collar class, along with other symbols of suc-
cess such as fancy cars and palatial houses in exclusive suburbs. Educated, profes-
sional Indian immigrants, for example, have a different economic and educational 
starting point than many other low-income, working class minorities in the U.S. It 
is inappropriate to compare the achievements of a small group of selective, elite 
professionals to the educational and economic attainments of other underrepre-
sented minority groups who have been oppressed and marginalized for centuries.

Second, the model minority myth perpetuates the idea that Asian migrants, irre-
spective of their individual aptitude and social class origins, have it in their cultural 
DNA to become highly accomplished, doctors, engineers, mathematicians, scien-
tists, and business executives (Chou and Feagin 2008). For example, by stubbornly 
clinging to the model minority myth, what is not recognized by the larger Indian 
“middle class” diaspora is that there are thousands of working class Indian immi-
grants in the U.S. who are working as janitors, gas-station workers, taxi-cab drivers, 
motel maids, and as undocumented workers in Indian restaurants.

Third, adopting the model minority myth also implies being silent about experi-
ences of color, class, sexuality, race and racism (Mazumdar 1989;  Mahalingam 
et al. 2006). Despite achieving tremendous economic success in the United States, 
South Asian professionals experience varying levels of racism and discrimination in 
their workplace and their suburban communities. For instance, the skin color, bindi, 
sari, food, gods and goddesses and “thick accents” of professional Indians invite 
racial attacks. Indian migrants interviewed by the first author spoke about their 
encounters with racism, but then deflected it by giving the following reasons: “every 
culture discriminates,” “look, Indians are racists as well,” and “it is human nature to 
marginalize others” (Bhatia 2007). Following the model minority myth also involves 
shunning any attempt to form political alliances with other “unmodel” minorities 
such as Blacks and Hispanics. Instead model minority groups often seek alliances 
with the dominant white, upper-class majority. Being a model minority thus pres-
ents a complex paradox where you are required to negotiate your identity as being 
both a “model citizen” and as a cultural and racial “minority.” Muninder Ahluwalia 
(2011), a Sikh American woman raised in the U.S., describes the paradox of being 
a model minority:

In the predominantly White suburbs where I was raised, I saw myself as an American girl 
and kept the Indian and Sikh cultural aspects of my identity hidden from those around me. 
Still, due to my appearance, I was subjected to insults, being afraid for myself and my fam-
ily. I was treated like a perpetual foreigner, despite being born in the United States. In the 
school, by all outward appearances, I was the model Asian student who was academically 
successful, well behaved, and excelled at playing the violin (p. 42).
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Mahalingam (2012) points out that model minorities usually internalize their sense 
of ethnic pride and this feeling of being successful in a foreign country becomes a 
source of resilience and also gives migrant groups legitimacy in the eyes of the 
dominant groups. However, if they experience discrimination on an everyday basis, 
“despite being model minorities, the impact of such treatment on the psychological 
and physical well-being could be severe” (p. 301).

2.5  South Asians and the Politics of Race in a Post 9/11 
America

Prior to 9/11 there were many upper-class, privileged South Asian immigrants who 
had believed that they had achieved full “cultural citizenship” and “integration” in 
America. There is no doubt that racist rhetoric, abuse and attack have always been 
directed at South Asians. An early example is the horrific attacks on South Asian 
migrants in 1907 by white workers who felt threatened that the former were taking 
away their jobs generated the following statement in the local newspaper editorial, 
“The Hindu is not a good citizen. It would require centuries to assimilate him, and 
this country need not take the trouble” (cited in Lee 2015, p. 79). A more recent 
example of racist attacks on the South Asian community can be seen in the violence 
perpetrated against women and girls wearing bindis by the hate group, Dotbusters 
in the late 1980s. However, by and large, the status of the South Asian diaspora as a 
model minority eventually ensured a sizable proportion of them a slice of the 
American dream with homes in suburban enclaves and the requisite middle-class 
material comforts to send their children to college.

Yet, the single, cataclysmic, political event of 9/11 upturned their taken-for- 
granted acculturation process and migrant identity. Suddenly and quite dramati-
cally, they moved from a relatively comfortable sense of belonging to an uneasy 
state of being an outsider, and a threatening one at that. South Asians with their 
diverse religious and cultural identities such as Muslim and Sikh and their racial and 
ethnic positioning as non-white minorities have become increasingly vulnerable to 
baseless suspicion, bigotry, and xenophobia. Their claim to citizenship has been 
called into question provoking everything from stereotyping and social exclusion to 
state-sponsored surveillance and violent hate crimes.

Citizenship as a legal concept has typically been formulated in political and civic 
terms and guarantees individuals certain constitutional rights and protections from 
the nation state. As Maira (2009) notes:

The state defines the “citizen” as someone who embodies values central to the national 
social order and economic system; for example, as productive, consuming individuals who 
subscribe to a capitalist ethos of work and meritocracy, as loyal subjects willing to bear 
arms for the nation, and as heterosexuals who will marry and reproduce the family as a unit. 
(p. 84).
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Cultural citizenship, on the other hand is anchored in perceptions about outsiders 
and insiders, patriots and terrorists, safe and dangerous spaces, and so on. Particular 
historical and social forces have shaped the practices and performances of citizen-
ship, and norms about appropriate citizenship are often determined by groups that 
are in power (Bhatia 2011; Flores, 2003; Isin and Turner 2007; Maira 2009; Mohanty 
1991; Rosaldo 1994). Siu (2001) describes cultural citizenship as the “behaviors, 
discourses, and practices that give meaning to citizenship as lived experience” 
within an “uneven and complex field of structural inequalities and webs of power 
relations” (p. 83). Cultural citizenship, then, is both normative and exclusionary and 
designed to marginalize, disregard, and even punish groups who are seen as racially 
and culturally different. Historically, within the U.S. context, the idea of a “good 
citizen” has been used to refer to individuals who belonged to upper class, White, 
and Euro-American backgrounds. Miller (2001, p. 2) argues that “Cultural citizen-
ship concerns the maintenance and development of cultural lineage through educa-
tion, custom, language, and religion and the positive acknowledgment of difference 
in and by the mainstream.” The consequences of not having proper and normative 
cultural lineage during times of political crisis can be deadly for immigrants and 
minorities (Bhatia 2011). The post-9/11 spotlight and media coverage had suddenly 
framed many South Asian male adults as being part of the terrorist/enemy camp. 
Their physical resemblance corresponded to a generic idea in the American imagi-
nary of “Muslim/Arab/Middle Eastern” and had made them vulnerable to discrimi-
nation and attack.

The Sikh American community and Muslim South Asians have borne the brunt 
of this heightened racial profiling violence. Writing about the physical and psycho-
logical terror that was unleashed on South Asians immediately after 9/11, Prashad 
(2012, p. 4) states that “mistaken identity was the order of the day.” He elaborates 
that:

. . .the bulk of the attacks took place against not only those who are of West and South Asian 
descent, but against small merchants and workers, those who work the lonely, long-hour 
jobs at kiosks or in taxis, and those who live in minority neighborhoods. . . . Anthropological 
and geopolitical distinctions seemed to make no difference. It was sufficient if you resem-
bled a terrorist: olive skin, turbans, head scarves, facial hair, and other such tokens were the 
markers of danger. (p. 5–8).

9/11 intensified the rhetoric against Muslims, Arabs and, Middle Easterners. Maira 
(2011) argues that after the 9/11 attacks, “questions of religion, racialization, 
national identification, and citizenship have taken on new, urgent meanings for 
Muslims living in the United States and Arab and Middle Eastern Americans more 
generally, as well as South Asians and others mistakenly profiled in the post-9/11 
backlash, particularly (turbaned, male) Sikh Americans, some of who were attacked 
or killed for ‘looking Muslim’” (Maira 2011, p. 111). For example, some members 
of the Muslim community were subjected to wiretapping and spying in the privacy 
of their homes. Sikh men became highly visible because of their turban and beards 
and were associated with images of Arabs, Taliban, and Osama Bin Laden. After 
9/11, many South Asians, including Sikhs, were also mistakenly perceived as Arabs 
and ascribed as being non-patriotic, belonging in the enemy camp, and 
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non-Americans (Verma 2006; Ahluwalia 2011, Purkayastha (2005). On the surface, 
it would appear that these professional South Asians have “made it” in America and 
ultimately are structurally integrated within the larger society. Their experiences 
with fear, alienation and racism after 9/11, however, have forced them to reanalyze 
their identities as assimilated citizens of America (Bhatia 2007; Rahman 2010).

2.6  Reactions, Remixes and Resistances

Scholars have noted stressors specific to the different generations within various 
diasporic communities. For the first generation, the trauma due to migration is a 
notable stressor. For the second generation, negotiating identity and developing a 
bicultural or multicultural identity can be a significant stressor. For all generations, 
some common stressors include acculturative stress, loss of interpersonal and famil-
ial support, and racial/ethnic discrimination. Here we consider some of the ways 
that different generations of South Asians have responded to some of these 
stressors.

Cultural Belonging and Preservation For many first generation immigrant South 
Asian communities, cultural associations provide social support, sustain cultural 
belonging, and preserve cultural tradition and heritage. Both regionally- and 
religiously- based community associations have been formed, such as Gujarati, 
Pakistani, and Sri Lankan associations and Sikh associations, respectively. Typically, 
these community and cultural organizations have eschewed political participation in 
favour of cultural consolidation and celebration. For instance, Bhattacharjee (1992) 
reported on how the prominent Indian women’s organization, Sakhi, which focuses 
on domestic violence, was not allowed to participate in an annual Diwali celebra-
tions of the New York Indian immigrant community in the early 1990s. The play 
that Sakhi wished to stage was considered by the organizers of the commemoration 
as “too political and [having] no place in this exclusively cultural celebration” 
(p. 29). Rudrappa (2004) documented how the Indo American Center in Chicago 
strove towards maintaining what they considered a “non-political’ image” (p. 102). 
Rather, they focused on fostering a sense of community among Indian Americans, 
helping new Indian immigrants adapt, and “enabling mainstream America to recog-
nize Indian immigrants’ potential as good citizens” (p. 108). Other well established 
organizations such as the North South Foundation vigorously promote educational 
contests including spelling and geographic bees for the Indian diaspora. Additionally, 
community based professional networking organizations that provide support 
abound. Afzal (2015) details the networking practices in the South Asian Ismaili 
diaspora as an example of community engagement in the diaspora that provides 
support to “mediate periods of risk, crises, and uncertainty” experienced by profes-
sionals in the Ismaili Muslim diaspora (p. 93). For South Asians who adopt and 
internalize the rhetoric of the model minority there is an “ambivalent desire to seek 
proximity to white culture because it signifies success and represents the norm” 

S. Bhatia and A. Ram



27

(Bhatia 2007, p. 225). These various cultural and professional organizations in the 
diaspora enable ways in which diasporic subjectivity is formed more in cultural 
terms and less in racial terms. By promoting belonging and identity and providing 
affiliation and support they rhetorically construct and reify cultural ideas. The dis-
course of diaspora, as Raghuram and Sahoo (2008, p. 1) note, rejects the notion of 
culture as “dwelling” in favour of culture as “multilocale.” George (1997) writes 
that most South Asians have been reluctant to cast their identities in racial terms and 
have instead adopted the discourse of culture to explain their model minority identi-
ties. By situating and reframing their identities through the lens of culture, most 
South Asians have been able to assert their identities as “Indian-American” or 
“Pakistani-American” and have thus formed their diasporic identities around prac-
tices and rituals of their culture from their homeland.

Diasporic journeys are about travelling elsewhere and putting up roots. They are 
about arriving at a new location, settling down, and having a memory and longing 
for “elsewhere” or another place. This longing to be at “home” or in another “home-
land” is not just based on the power of nostalgia but rather is spurred by notions of 
belonging, inclusion, and exclusions (Brah, 1996). Diasporic movements are about 
border crossings, traversing across cultural spaces, but they also create “multiple 
identifications,” “contested affiliations,” and political alliances and collusions 
around vectors of race, ethnicity, and class (Raghu and Sahoo 2008, p. 5). Werbner 
(2007) argues what makes a diasporic community different from an ethnic commu-
nity is that members of the diaspora communities have to be involved in collective 
displays of mobilizing cultural and material goods for their homeland by carrying 
out fundraising activities, engaging in political lobbying and participating in enact-
ments of religious rituals, arts, and dances. The activities in the diasporas, Werbner 
further notes, are achieved through ritual, reinvention, and performance. For the 
South Asian diaspora, particularly the first generation, such activities reinforce cul-
tural and ethnic identity at the cost of recognizing their racial positioning (George 
1997).

Acknowledging Race and Reframing Identity The children of the post 1965 
South Asian immigrant generation became adults in the 1980s onward and they 
have reshaped South Asian diaspora politics by shifting their discourse from culture 
to race and reframing their identities through the language of “Brown Skins,” 
“Brown Bodies” and “Being Brown.” Since then, a solidarity and a common youth 
culture have been forming among the second and third generations of the South 
Asian diaspora. For example, Maira (2002) documents the ways in which the “desi 
club culture” in New York city has created an aesthetic that sits between cultural 
nostalgia and urban cool (p. 190). Her research explores the ways in which Bhangra 
remix music is hybridized with hip-hop to create a popular cultural space that holds 
appeal for South Asian American youth. The term desi itself is worth examining 
here as it has become a commonly and variously used term to refer to people of 
South Asian origin. However, it has morphed and is used as an endonym or self- 
appellation, sometimes tongue in-cheek, to refer to people of South Asian origin 
both in South Asia and in the diaspora (Ram 2014). Maira (2002) notes that for 
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second generation youth this term has crossed national boundaries. For many South 
Asian Americans this term has been collectively embraced to designate a collective 
identity. The use of desi popular culture as an expressive space for South Asian 
youth is not limited to the New York club scene and can be seen from other versions 
of desi club scenes in all the major metropolitan areas to Bhangra- and Bollywood- 
inspired dance shows and competitions across the United States. This kind of cre-
ative cultural appropriation and remixing plays a powerful role in how second 
generation South Asian Americans are forming and developing an identity that 
departs from the more culturally-essentialized versions of their parents.

Activism Then and Now Political activism in the South Asian diaspora is not just 
the purview of the second generation. Rather, accounts of activism date back to the 
mobilization of the Ghadar Party, which was started by the Sikhs in 1913 to oppose 
the British rule in India. The Ghadar Party, a revolutionary party, was inspired by 
the 1857 Sepoy Mutiny against the British.1 The purpose of the party and the news-
paper, Ghadar, was articulated in the following slogans, “Today in a foreign coun-
try, but in the language of our own country, we start a war against the British Raj. 
What is our name? Ghadar. What is our work Ghadar. Where will Ghadar break 
out? In India. The time will come when rifles and blood will take place of pen and 
ink.” (Prashad 2000, p. 127). There were several courageous Punjabi migrants who 
played an important role in keeping the Ghadar party alive and functioning. Prashad 
(2000) writes that one important member of the party was Baba Sohan Singh. Upon 
arriving in Seattle from Punjab, an immigration officer questioned Sohan Singh 
about the cultural practices of polygamy and polyandry that existed in some parts of 
Punjab. In his response, Sohan Singh did not offer a straightforward denial of the 
existence of these kinds of cultural practices in Punjab. The officer directly con-
fronted, asking how he could deny the belief in such marital practices if they existed 
in his village (Bhatia 2007). To this, Sohan Singh remarked, “Everyone has the right 
to reject a particular tradition or custom which he does not like” (Prashad 2000, 
p. 127). Prashad argues that Sohan Singh’s statement is testimony to the bravery and 
the radical culture that existed among the Ghadar party.

In post 9/11 America, as mentioned above, Sikh and Muslim South Asians have 
been rendered particularly vulnerable. Rahman (2010), in his study of Bangladeshi 
Americans, talks about a “forced Muslim identity.” He discusses the crises that had 
been created for many of the Bangladeshi Americans that he interviewed where 
there was a dissonance in terms of how they thought of themselves vs. how they are 
viewed in mainstream America. Talking about a young woman, Naseema, he writes, 
“for the first time in her life she had to think intensely about a part of her life and 
identity that she had never thought about before. The issue was so strong that 
Naseema could not escape the thought of it” (p. 64). Thus, after 9/11 many South 

1 Sepoy or Sipahi was the rank given to native Indian soldiers who were recruited to fight for the 
British army in India. In 1857, the sepoys, who belonged to Hindu, Muslim and Sikh religion, initi-
ated one of the first social uprising against the British colonial government.
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Asian Muslims and Sikhs, who were exposed to racial attacks and suspicion, sought 
to further reconstruct their “cultural citizenship” by being with family, travelling to 
their homes in South Asia, and forging bonds in the community by attending reli-
gious events in the mosque or the Gurudwara (Sikh religious temple). Sikh men 
became highly visible because of their turbans and beards and were associated with 
images of Arabs, the Taliban, and Osama bin Laden. The presence of diverse reli-
gious and cultural identities such as Muslims and Sikhs in Western societies touches 
on important issues of cultural citizenship and “questions of national belonging, 
linking it to issues of race, religion, ethnicity, labor, and particularly to the War on 
Terror.” (Maira 2009, p. 80).

Second and third generation South Asian Americans, who have grown up in a 
multicultural America, have sought to create a new political identity that tackles 
issues of racism, xenophobia, profiling, that many “Brown” men and women face 
particularly in the post-9/11 climate. They are active in progressive South Asian 
organizations as Manavi, SAALT (South Asians Leading Together), South Asian 
Journalist Association (SAJA), South Asian Women’s Creative Collective 
(SAWCC), Youth Solidarity Summer (YSS), South Asian Action and Advocacy 
Collective (SAAAC), South Asian Youth Action (SAYA!), Sikh Media Watch and 
Resource Task Force (SMART). These organizations have provided South Asian 
Americans with a new space to cultivate a new language of racial belonging that 
is largely based on political goals and a shared solidarity about being a part of a 
larger minority group in the United States (Prashad 2012). These new South Asian 
organizations are less focussed on acquiring social mobility, assimilation, and 
more interested in recognizing how racial politics is linked to the role of imperial-
ism in American’s empire building activities. Prashad (2012) explains: “This ide-
ology was an invaluable resource after 9/11, and it provided the courage among 
some of the South Asian American groups to openly confront both the outrages of 
racism and the horizon of wars that emerged from Washington” (p. 19).

2.7  Place, Space, and the South Asian Diaspora

It is important to explore further how new generations of South Asian Americans 
can create an alternative space to reconfigure their longings, fears, and aspirations 
in a demographically changing America. The politics of the South Asian immigrants 
who adopt an assimilationist discourse are emblematic of what Monisha Das Gupta 
(2006) in her book, Unruly Immigrants, characterizes as “place-taking politics”—a 
type of politics that does not acknowledge or address problems such as poverty, 
domestic violence, racism, homophobia and xenophobia in the larger South Asian 
migrant community. This type of politics is largely concerned with embracing the 
model minority discourse, succeeding in America, and finding ways to assimilate 
and adapt to the larger structures of the system.

In contrast, Das Gupta (2006, p. 11) argues for formulating a stance of dissenting 
citizenship that she characterizes as, “space-making politics” – a type of politics 
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that believes in social reforms that create “structures and resources that transform 
daily life into an arena of political contest.” These contested practices of citizenship 
provide social and economic support to marginalized men and women of the South 
Asian comminutes while simultaneously working to bring change within larger 
American institutions such as legal and social services, law enforcement and immi-
gration agencies and public policy workers.

In 2016, the United States elects a new president. As we complete the writing of 
this chapter, the political rhetoric of exclusion is heightening. The leading Republican 
candidate, Donald Trump has called for a ban on all Muslim immigration and sug-
gested the creation of a national registry to track Muslims. Such xenophobic rheto-
ric is reminiscent of the calls to ban and expel “Hindoos” in the turn of the last 
century. South Asian Muslims may be the direct and immediate target of this exclu-
sion and scrutiny. However, all South Asians, regardless of their religious affiliation, 
are invoked through such messages of ostracism and retribution. As “brown bodies,” 
South Asian Americans continue to be viewed as “forever foreign.” Recognizing 
how the South Asian diaspora is racialized allows us to better understand the con-
stant process of contradiction, negotiation, intervention, and mediation that is con-
nected to a larger set of political and historical practices that continue to be part of 
the South Asian diasporic experience.
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Chapter 3
South Asian Identity in the United States

Anju Kaduvettoor-Davidson and Ryan D. Weatherford

3.1  South Asian Identity in the United States

3.1.1  Background

South Asian Americans are a diverse group and come from a number of countries 
including India, Pakistan, Nepal, Bangladesh, Sri Lanka, Bhutan and the Maldives 
(Shankar and Sikanth 1998). The 2010 U.S. Census Bureau reflects a huge increase 
in South Asian Americans in the United States over the past decade. There are 3.4 
million South Asian Americans living in the United States, comprising about 20% 
of the total Asian American population. In 2010, the South Asian American popula-
tion had nearly doubled (>80% increase) from the past decade (SAALT and Asian 
American Federation 2012). The South Asian Americans Leading Together 
(SAALT) and the Asian American Federation organizations (2012) report that South 
Asians are the fastest growing Asian American group in the United States. They are 
most heavily concentrated in five U.S. states: California, New York, New Jersey, 
Texas, and Illinois.

Broadly speaking and as discussed in the prior chapter, South Asian Americans 
immigrated to the United States in two waves. In the first wave, wealthier farmers, 
mostly from the Punjab territory in India, moved to the United States in the early 
twentieth century. They settled primarily on the West Coast for agricultural oppor-
tunities. U.S. immigration laws in 1917 and 1924 created stricter quotas for 
 immigrants from the Asian continent, which halted the flow of South Asian immi-
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grants. In the second large wave, a more diverse group of South Asian families 
entered the United States from India, Pakistan, Bangladesh, Nepal, and Sri Lanka 
after the passing of the Immigration and Nationality Act of 1965, which loosened 
quotas and requisite work skills for immigrants (Leonard 1997). There has also 
been a greater increase in South Asian immigrants in the United States over the past 
15 years due to the spike in high-skilled science, engineering, medicine and finance 
job opportunities (Pew Research Center 2012).

South Asian Americans have been labeled “South Asian American” or “Asian 
American” in the United States, but many do not resonate with the latter term 
(Shankar and Sikanth 1998). Rather, many find their ethnic or religious group iden-
tity more salient (Jacob 1998) and often identity with their state of origin (e.g., 
Gujarat). Some South Asians identify with the term “Desi” meaning “one from our 
country” in Sanskrit (Park 2010). Shankar and Srikanth (1998) note that the label 
South Asian implies that there are common ties between the groups. Yet, many dif-
ferences exist between South Asian communities.

Ibrahim et al. (1997) note that although South Asians are often categorized as 
one group in the United States, South Asians are a heterogeneous group with diverse 
languages (originating from Indo-Aryan and Dravidian language roots; Leonard 
1997), including Hindi, Bengali, Gujarati, Marathi, Tamil, Telugu, Urdu, Punjabi, 
Malayalam, and dozens of other languages and dialects (Park 2010). Many South 
Asians also come to the United States speaking English.

Ibrahim et al. (1997) also state that South Asians have diverse religions, food and 
cultural practices. Many South Asians identify with religious identities, most com-
monly Hinduism (Pew Research Center n.d.), though Islam, Sikhism, Buddhism, 
and Christianity are also common depending on the origin in South Asia. Organized 
religion has been particularly important for South Asian American community con-
nections and organizations. The Asian Women in Business (n.d) list a number of 
South Asian cultural centers state-by-state, such as the India Cultural Association of 
Central Jersey. These types of cultural organizations provide social support and a 
connection to traditional values for many South Asian Americans living in the 
United States.

With such varying identities and cultural practices among South Asian Americans, 
we start with a brief background and description of each of the major South Asian 
subgroups.

3.1.2  India

Asian Indian Americans are the largest South Asian American group, with 2.8 mil-
lion living in the United States in 2010 (SAALT and Asian American Federation 
2012). They make up a diverse group of individuals, coming from 29 states and 7 
territories in India (ProximityOne 2015). There are significant differences between 
Asian Indian immigrants in the last half-century and the first wave immigrants in the 
early 1900s. The first wave immigrants, mostly from the Punjabi region of India, 
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held a wide range of agricultural jobs from laborers to land operators. They faced 
discrimination and financial hardship as the cost of farming increased through the 
twentieth century. Despite these barriers, early Asian Indian Americans quickly 
established important status in their communities, and established strong ties to 
financial and political institutions at the time. Many Asian Indian Americans in the 
early 1900s also blended cultures with Mexican/Mexican American families 
(Leonard 1997).

Following the passage of new immigration legislation in 1965, Asian Indians 
from all states and territories and from varying socioeconomic classes came to the 
United States. Given expertise in industrial and service professions, this group of 
Asian Indian Americans settled in the leading states for industry including New York, 
California, New Jersey, Texas, and Pennsylvania (closely followed by Illinois). 
Also, a high volume of “international” undergraduate and graduate students have 
come to the United States from India in the past half-century.

South Asian Indians have been very prosperous in the United States. They hold 
the highest income and tend to hold higher job positions (e.g., high-skilled work, 
managerial positions) among foreign-born residents. However, a major tension for 
Asian Indian Americans in the late twentieth century was the issue of dual citizen-
ship; India did not allow nationals to claim citizenship in the United States. This 
placed considerable pressure on families that eventually wanted to return to India, 
while also navigating the work force in the United States. Despite this conflict, 
many Asian Indians have become U.S. citizens (Park 2010).

Regarding religious identity, Hinduism is the dominant religion among Asian 
Indian Americans (Pew Research Center 2015). The Hindu religion originated in 
the “Indus Valley” (includes present day India and surrounding South Asian coun-
tries) around the sixth century B.C., though the original founders of the religion and 
the specific date of origin is unclear. The word, Hindu, was used historically to 
describe both the religion and people from India. Many people who identify as 
Hindu do not subscribe to a particular religious or spiritual belief system. Hinduism 
is the world’s 3rd largest religion after Christianity and Islam. There are many theo-
logical belief systems within the Hindu religion; followers range from polytheistic 
to monotheistic to atheistic belief systems. The prominent religious beliefs in 
Hinduism are found in ancient Sanskrit texts and include the beliefs of dharma 
(rules for behavior), karma (good acts or cause/effect), samsara (reincarnation), and 
moksha (release from reincarnation). Many of the rules involved in the dharma also 
historically informed societal norms in India, including the caste system and the 
role of women. These religious beliefs and customs may play a role in Asian Indian 
health care utilization. For example, Asian Indians may believe that they are ailing 
due to karma and may not want to seek out health care providers.

American Hindus vary significantly in their practice. Followers often engage in 
traditional rituals and celebrate annual dedications to prominent gods (e.g., Diwali), 
though South Asian Americans experience some confusion regarding the “right” 
way to practice. South Asian Americans also experience significant pressure to 
define their religious practice compared to the prominent U.S. religion of Christianity 
(Leonard 1997).
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3.1.3  Pakistan

Pakistani Americans are the second largest South Asian American and seventh larg-
est Asian American group, with more than 363,000 living in the United States in 
2010 (SAALT and Asian American Federation 2012). Though, Pakistani Americans 
are also often inaccurately categorized under the ethnic group Arab American. 
There are four provincial languages and one national language (i.e., Urdu) in 
Pakistan (Ibrahim et al. 1997). Seventy-two percent of Pakistani Americans report 
speaking Urdu, with many other languages spoken among the ethnic group includ-
ing Punjabi (6%) and Hindi (2%) (Migration Policy Institute 2008).

Pakistan was first established as an independent country from English colonial 
rule in 1947–1948. With diverse influence from Asian, South Asian, and Middle 
Eastern cultures, the country of Pakistan was eventually the result of a struggle for 
an independent Muslim nation in the South Asian subcontinent; it is currently an 
Islamic Republic. Greater numbers of Pakistani immigrants started coming to the 
United States in the 1990s (Leonard 1997).

While Islam is the 3rd largest major religion in the United States, South Asian 
Americans only make up 25% of the U.S. Muslim population. All three major sects 
of Islam - Sunni, Shi’ite and Suff - are represented among South Asian Americans; 
however, South Asian American Muslims (predominantly those from Pakistan) 
make up some of the most conservative religious practice in the United States (i.e., 
adherence to Quran instruction for clothing, food, and commerce) and experience 
some of the worst anti-Muslim discrimination. Muslim cultural practice is signifi-
cantly influenced by their religion, since the Five Pillars of Islam speak directly to 
societal practices including finances, health, family life, diet, and ways of treating 
people.

3.1.4  Bangladesh

129,000 Bangladeshi Americans lived in the United States in 2010 (SAALT and 
Asian American Federation 2012). Bangladesh was originally a part of the country 
of Pakistan and was established as an independent country after a civil war in 1971. 
It is currently a parliamentary democracy. Bangladesh is the 8th most populated 
country in the world but only the 93rd largest, so Bangladeshi Americans move to 
the United States from a densely populated country to a substantially different land-
scape (even in populated cities). The dominant religion among Bangladeshi 
Americans is Muslim, many from the Sunni sect. Bangladeshi Americans started 
moving to the United States in larger numbers in the 1970s and most live in 
New York, California, or Florida. Bengali is the prominent language spoken among 
Bangladeshi Americans (British Broadcasting Corporation (BBC) 2016a, b, c, d, e).
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3.1.5  Nepal

Nepali Americans are one of the fastest growing South Asian American groups in 
the United States, with 51,000+ living in the United States in 2010 (SAALT and 
Asian American Federation 2012). Nepal was a royal kingdom between 1768 and 
2008. Nepal’s king was supported by India in the 1950s to withhold Chinese move-
ment into the region; therefore, they share a close cultural relationship with India. 
Nepal became a Federal Republic after years of pressure toward a democratic move-
ment in 2008. Nepali Americans have immigrated to the United States in greater 
numbers since the 1990s (British Broadcasting Corporation (BBC) 2016a, b, c, d, 
e).

As a relatively smaller group of South Asian Americans, Nepali Americans do 
not have nearly the political and social influence of Asian Indian or Pakistani 
Americans. As a result, many Nepali Americans identify with Asian Indian American 
groups or are, in some cases, marginalized. Hinduism is the most prominent religion 
among Nepali Americans (though some may identify as both Hindu and Buddhist; 
BBC, British Broadcasting Corporation (BBC) 2016a, b, c, d, e).

3.1.6  Sri Lanka

Sri Lankan Americans are a smaller, but culturally diverse, South Asian American 
group, with 38,000+ living in the United States in 2010 (SAALT and Asian American 
Federation 2012). Sri Lanka became an independent democratic socialist republic 
in 1948; it is the oldest democracy in Asia. Sri Lanka has a robust economic, health, 
and educational system. Sri Lankan Americans started immigrating in greater num-
bers to the United States in the 1950s. Like Nepali Americans, Sri Lankan Americans 
are more politically and socially isolated than larger South Asian American groups. 
Buddhism is the prominent religion in Sri Lanka and Sri Lankan American 
Buddhism is a prominent presence on the U.S. west coast (British Broadcasting 
Corporation (BBC) 2016a, b, c, d, e). Buddhists share many beliefs with Hinduism, 
including reincarnation and karma as well as a similar belief in an escape from the 
cycle of suffering. An important tenant of Buddhism is the practice of living cor-
rectly through the Noble Eightfold Path, which is developed most powerfully 
through meditative practice.

3.1.7  Bhutan and the Maldives

Finally, the country of Bhutan and the Maldives islands are sometimes considered a 
part of the South Asian group. A small country in the Himalayan Mountains, Bhutan 
is located between and influenced by East Asian and South Asian countries. Bhutan’s 
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government is a constitutional monarchy, with a king and Prime Minister and two- 
party parliament. The country has only recently opened themselves to outside tour-
ists in 1974. The primary religion in Bhutan is Buddhism (British Broadcasting 
Corporation (BBC) 2016a, b, c, d, e). As of 2010, 19,439 U.S. citizens identified as 
Bhutanese-American. Though, there may be another 28,000 individuals from 
Bhutan living in the United States, having emigrated from Nepal as political 
refugees.

The Maldives, or Islamic Republic of Maldives, is a South Asian country in the 
Indian Ocean south of India and Sri Lanka. It comprises 1192 coral islands or 26 
atolls spread over a large geographic area (35,000+ square miles). The government 
is a presidential republic. The primary religion of the Maldives is Islam (British 
Broadcasting Corporation (BBC) 2016a, b, c, d, e). Population numbers in the 
United States are often folded into population statistics for Sri Lanka; therefore, the 
population of people living in the United States is not officially known.

3.2  Perceptions of South Asian Americans

Despite the diverse and rich culture South Asians bring to the United States, South 
Asian groups may have similar personal and professional experiences in the United 
States that can contribute to stress and health and health care utilization. For exam-
ple, narrow perceptions, stereotypes, identity, conflict, and pressure can negatively 
contribute to South Asian American’s psychological and physical well-being 
(Kaduvettoor-Davidson and Inman 2013). South Asian Americans face a number of 
unique stressors, including dealing with external and internal stereotypes and expec-
tations of South Asian Americans (and related experiences of discrimination), and 
navigating a bicultural and/or multicultural identity. These psychosocial experi-
ences and conflicts impact the health of South Asian Americans in various ways. We 
first discuss the impact of common perceptions/stereotypes of South Asian 
Americans in this section, followed by identity pressures in the next section.

3.2.1  Model Minority Myth

South Asian Americans have been successful (e.g., occupationally and socially) 
immigrants in the United States (Park 2010) and many have talked about this group 
as an immigrant group to look to as an example or role model of success in the 
United States. Poon et al. (2015) describe a long history of Asian Americans being 
labeled as the “model minority” to discount claims of institutional and systemic 
racism toward other racial minority groups (e.g., primarily African Americans). 
This description of Asian Americans, and specifically South Asian Americans, pres-
ents them as a monolithic racial group. Researchers for years have produced research 
counter to the model minority myth, stating how the myth ignores the diversity 
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within Asian Americans, the hardships they face, and the pressures this myth can 
put on young Asian Americans. The idea of South Asian Americans as a model 
minority also leads to tension and discrimination from White Americans (e.g., ignit-
ing isolationist beliefs about immigration and jobs), thus causing further experi-
ences of alienation among South Asian Americans in the United States (Ng et al. 
2007). Mukherjea (2010) notes that a view of South Asians as “model minority” is 
related to them being a low priority for public health and social services. She notes 
that there is a clear lack of attention on this group within the public health field. 
Chen and Hawks (1995) state that there is a stereotype of Asian American/Pacific 
Islander groups as being perceived as healthy and note that this is a myth with data 
that show higher rates of multiple illnesses within this population. Perceptions of 
South Asians as a model minority have negative impact on their health in direct 
(e.g., increased levels of stress) and indirect ways (e.g., lack of attention in health 
research).

3.2.2  Navigating Experiences of Discrimination

A common part of the South Asian American identity has been navigating experi-
ences of discrimination in the United States. Inman et al. (2015) found that first 
generation Asian Indian participants experience individual, cultural and institu-
tional forms of discrimination in the United States. These participants handled and 
coped with discrimination in varying ways, including avoidance and disengage-
ment, and many participants described not being taught how to handle racism and 
discrimination. South Asians have a history of discrimination experiences in the 
United States (Park 2010), but have faced increased discrimination after September 
11, 2001. Muslim Americans have been targeted and other South Asian groups (e.g., 
Sikhs) have been stereotyped and victimized (Kaduvettoor-Davidson and Inman 
2013). In their meta-analysis of 293 studies, Paradies et al. (2015) found signifi-
cantly stronger relationships between racism and negative mental health for Asian 
Americans and Latinos compared with African Americans. They also found that 
racism was significantly related to poorer mental health, general health and physical 
health. In their review of literature, Gee et al. (2009) found that in most studies, 
discrimination was related to poorer health and more consistently, discrimination 
was negatively related to mental health outcomes. South Asian Americans describe 
feeling like “perpetual foreigners” in the United States (Ng et al. 2007) and often 
describe feeling separate or “other.” They often hear questions like, “Where are you 
really from?” even though they were born in the United States. Huynh et al. (2011) 
found that after controlling for perceived discrimination, awareness of the perpetual 
foreigner stereotype predicted identity conflict and lower sense of belonging to 
American culture for Asian Americans. They also found that awareness of the per-
petual foreigner stereotype significantly predicted lower hope and life satisfaction 
for this group. Lower sense of belonging, hope and life satisfaction can have an 
impact on South Asian Americans’ health.
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Nadimpalli et al. (2016) found that Sikh Asian Indians who wore turbans/scarves 
reported higher levels of discrimination than those who did not wear turbans/
scarves. They also found that discrimination is significantly related to poorer self- 
reported physical and mental health. In their meta-analysis, Pascoe and Richman 
(2009) found that perceived discrimination has a significant negative effect on both 
physical and mental health and produces significantly heightened stress responses. 
They note that higher levels of perceived discrimination are related to participation 
in unhealthy behaviors and nonparticipation in healthy behaviors. Carter (2007) 
proposes that racism and race-based traumatic stress is related to emotional trauma 
(Carter and Sant-Barket 2015). In summary, negative perceptions and overt dis-
crimination of South Asian Americans contribute to poorer physical and mental 
health outcomes.

3.3  South Asian American Identity

3.3.1  Navigating a Bicultural and Multicultural Identity

South Asian Americans growing up in the United States navigate a bicultural iden-
tity. They develop a racial and ethnic identity and may also have other demographic 
influences on their identity development (e.g., gender, sexual orientation). Level of 
acculturation, despite immigration status, may also influence one’s identity.

Ibrahim et al. (1997) describe person of color identity development models that 
can be applied to South Asian Americans. They note that American-born and 
immigrant- born South Asians may have different factors impacting their identity 
(e.g., immigrants may have colonization history that impact their identity). Ethnic 
identity describes how connected one feels to his or her country of origin, while 
racial identity is related to feelings of connection with the social construct of race.

Ethnic and racial identity develops over time and may be influenced by place and 
experiences. Many ethnic identity models begin with a Pre-encounter or Conformity 
Stage in which an individual blindly accepts the dominant culture. Ibrahim et al. 
(1997) note that South Asian immigrants may be more accepting of cultural differ-
ences and the “American dream” than other groups and they may not experience a 
Pre-encounter or Conformity Stage as outlined by other ethnic identity models. In 
this way, South Asians may have an idealized sense of the United States. In the 
Dissonance Stage, the immigrant generation may have experiences that hinder their 
success and acceptance into American culture. These type of experiences and 
 awareness may make South Asian Americans question more of the dominant culture 
than previously. Ibrahim et al. (1997) describe the next stage, the Resistance and 
Immersion Stage, and note that in this stage, the South Asian immigrant may experi-
ence a crisis. They may go back to their South Asian values and experiences and 
reject the “mainstream” American values in a recommitment to their South Asian 
roots. Following this, in an “Introspection Stage,” South Asians may reflect on their 
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traditional South Asian beliefs and values and may start recognizing positive ele-
ments of the dominant culture. In this stage, South Asians may reach out to other 
Americans and begin to build bonds with them. In the final stage of internalization 
and commitment (or synergistic articulation and awareness; Atkinson et al. 1998), 
South Asians may have concerns for their South Asian group as a whole and others 
as well.

Kim (1981, 2001) describes a five-stage racial identity development from an 
Asian American perspective. In the case of South Asian Americans, individuals 
would form an ethical awareness and identity through their family of origin. Next, 
a South Asian American would identify more with the dominant White group and 
actively try to conform and assimilate to this identity. Following this, individuals 
may awaken to social political consciousness through realization of discrimination 
experiences. In this phase, South Asians may begin to align with and cooperate with 
other marginalized groups in the United States. Next, there is a redirection to Asian 
American consciousness. In this stage, a sense of pride for the South Asian identity 
is developed within. Finally, in the Incorporation stage, South Asian Americans, 
develop a “healthy self-concept,” which helps them interact with others both within 
and outside of their own race.

It is common for people to go back and forth and experience different identity 
stages based on experiences. South Asians who immigrate to the United States and 
who are born in the United States go through racial and ethnic identity development 
as they encounter the dominant culture in the United States and navigate their own 
feelings and identity. Navigating racial identity can be a stressful experience and 
related to negative health outcomes.

Traditional South Asian culture is typically community focused and hierarchical 
in nature (Hofstede et al. 2010; Deepak 2005). U.S. culture is typically more indi-
vidualistic, causing conflict in different areas of South Asian Americans’ lives. 
South Asian Americans may struggle with individualistic choices and family and 
community expectations and desires. This can be a struggle in a number of areas 
including career choice and relationship choices (Kaduvettoor 2010). Iwamoto 
et al. (2013) note that discrimination, community factors, and parental factors all 
played a significant role in Asian Indian’s identity development. They found that 
Asian Indians’ context during multiple developmental time periods (e.g., emerging 
adulthood) impacted their racial and ethnic identity development and continued to 
impact them throughout their lifetimes as new challenges emerged (e.g., how to 
raise third-generation children). In their content analysis of research on South 
Asians in the United States over the last 30 years, Inman et al. (2014) note chal-
lenges experienced by this group related to cultural values and intergenerational 
conflict, workplace discrimination, acculturative stress, ethnic-racial identity, 
domestic violence, substance abuse, mental health, and racial discrimination.

South Asian immigrants often worry about their children’s upbringing, loss of 
culture, and their bicultural experience (Inman et al. 2015). Deepak (2005) notes 
that parenting is impacted by the migration experience and South Asian identity. For 
example, rigid or narrow parenting can be related to intergenerational conflict for 
South Asians in the United States partly because of lack of communication and 
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parental control over issues including education, dating, marriage and sexuality. 
South Asian families may be more nuclear in the United States than in South Asia 
and parents are confronted with many different cultural and social norms in the 
United States. South Asian American families have to navigate a new context as 
they raise families in the United States.

South Asian Americans may also have multiple minority identities that may con-
tribute to stress. For example, for South Asian Lesbian, Gay, Bisexual, or Queer 
(LGBQ) individuals, heterosexist discrimination, racist events, and internalized het-
erosexism were correlated positively with psychological distress (Sandil et  al. 
2015).

3.3.2  Gender

Gender roles are clearly defined in South Asian culture, with the most strict gender 
role expectations for the migrating or immigrating generation (Ibrahim et al. 1997). 
South Asian culture is traditionally patriarchal, with expectations for women to be 
subordinate to first their fathers, then husbands, and then sons (Ibrahim et al. 1997). 
Kaduvettoor-Davidson and Inman (2012) found that South Asian Indian American 
women perceiving supportive family environments had less sex role conflict. 
Specifically, they found that families who supported the personal growth, indepen-
dence, and educational achievement of their daughters contributed to less gender 
role stress.

Fikree and Pasha (2004) note that South Asian women and girls face gender- 
related discrimination at every stage of their life that contributes to health disparities 
in South Asian females. These stressors may also be applicable to South Asians in 
the United States (e.g., neglect of girls, poor access to healthcare for South Asian 
females, sexual violence against girls). Raj and Silverman (2003) found that South 
Asian female immigrants are at risk for increased levels of injury from intimate 
partner violence. They note that lack of social support (e.g., women’s family) and 
lack of awareness of intimate partner violence services may contribute to increased 
risk of injury related to domestic violence in the United States.

South Asian American women’s style of coping in relationships can also predict 
gender-role conflict/stress (Kaduvettoor-Davidson and Inman 2012). When women 
restrained their emotions or avoided conflicts in intimate partner relationships, they 
experienced greater gender-role stress. Family conflict is also related to higher lev-
els of psychological distress among South Asian American women, and lower 
 family support is related to higher 12-month prevalence of psychiatric disorders, 
especially anxiety (Masood et  al. 2009). This study also found that South Asian 
American women had higher lifetime rates of anxiety than South Asian American 
males, while women had higher levels of psychological distress than men due to 
lower levels of social support outside the family.

Patel (2007) also highlights the gender role double-bind South Asian American 
women face between U.S. racial/gender expectations and their family/community’s 
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traditional ethnic values. The author describes how South Asian American women 
can be stereotypically viewed as meek/passive, exotic, and submissive. Meanwhile, 
there may be pressure on South Asian American women to be dutiful to their family, 
and assimilation to mainstream U.S. culture can be seen as becoming “too American” 
to family. Patel argues that this can create pressure for South Asian American 
women to live up to two extremes that they cannot actualize. The author conversely 
points to the strength of South Asian American women (e.g., sensitive, inclusive, 
resilient, spiritual/religious) in their relationships, which helps them navigate both 
the family and the U.S. cultural environment.

3.3.3  South Asian American Careers

The South Asian American community includes many highly skilled professionals 
including doctors and engineers (Park 2010). South Asian American students tend 
to study science, technology, engineering, and math (STEM) (Le and Gardner 2010; 
Poon 2014). This may be partly due to the high emphasis on educational and profes-
sional attainment and the immigration requirements of the 1965 Immigration Act. 
South Asians who come to the United States are often well educated and speak 
English. These factors can lead to South Asian professional success in the United 
States, though South Asians also continue to experience difficulties in the 
workplace.

South Asians who pursue non-traditionally accepted careers and courses of study 
may experience stress related to family pressures and identity. Compared to white 
students in a qualitative study, Asian American (including South Asian American) 
students had greater worry about living up to family expectations (Saw et al. 2013). 
Poon (2014) found that family desire created stress and confusion among Asian 
American students choosing their major. These students particularly worried about 
not being hired in non-traditional careers due to racial stereotypes and the potential 
to be isolated from peers outside STEM majors. Similarly, Shen et al. (2014) found 
that parent pressure was related to poorer self-efficacy, interest, and expectation for 
traditional careers among Asian American (including South Asian American) col-
lege students. They suggested this reaction to parent pressure may be due to feeling 
overwhelmed or feeling the need to rebel against parents. However, a student’s 
sense that they are living up to their parents’ expectations mediated the relationship 
between parent pressure and positive perception of traditional careers.

Ma and colleagues (2014) expanded on the experience of Asian American stu-
dents that face approval or disapproval for their major choice. In a qualitative inter-
view that included South Asian Indian participants, students that experienced 
disapproval from their family experienced guilt and utilized avoidance as a coping 
strategy. Conversely, students that experienced approval by family typically reached 
a compromise with their parents by educating them about the major choice and their 
decision process, and they made sure to listen to and integrate their parents input 
into their decision.
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Family and cultural values along with interests and strengths may influence 
South Asian Americans’ career choices. Kantamneni and Fouad (2012) found that 
for South Asian Americans, acculturation, cultural values, and gender predicted 
vocational interest areas on Holland’s Strong Interest Inventory. South Asian 
American men are more likely to choose realistic professions, especially at lower 
levels of acculturation. They explain that this finding is consistent with U.S. Census 
data that shows that Asian Americans are overrepresented in technology fields in the 
United States. South Asian American women, meanwhile, were more likely to 
choose social professions. Leong (2001) also found that lower levels of accultura-
tion among Asian Americans (including South Asian Americans) were related to 
occupational stress including role insufficiency. Asian Americans with higher levels 
of acculturation demonstrated greater job ratings by supervisors.

Furthermore, Shen (2015) found that the more involved/supportive parents were 
of Asian American (including South Asian American) student’s major choice, the 
more likely the student was to seek STEM majors. When Asian American students 
were focused on academic success, they were more likely to choose physical/bio-
logical science majors. When they were more focused on career prestige, they were 
more likely to choose business and economic majors. South Asian parents and fami-
lies often have an influence on their children’s career choice or may put pressure on 
them to go into specific professional fields.

Despite having highly skilled, professional jobs and access to health care, many 
South Asian Americans experience chronic health problems including diabetes and 
cardiovascular disease at higher rates than other groups in the United States (Misra 
2013). In the next section, we will briefly discuss health care service utilization and 
factors related to this.

3.3.4  Health or Health Service Utilization

External and internal factors that impact South Asian American identity and con-
tribute to increased levels of stress may impact South Asian American health or 
health service utilization. For example, experiences of discrimination or cultural 
value conflicts related to career choices, gender role expectations, marriage and 
family conflicts, may contribute to health concerns. Ebreo et al. (2007) state that an 
increasing number of researchers have noted the importance of contextual factors in 
ethnic minority individual’s health concerns. Patel and Islam (2013) note that it is 
important to look at culture-specific data to understand health issues within the 
South Asian American community.

Conducting a three-decade content review of literature on South Asian American 
mental health, Inman et  al. (2014) discovered specific cultural factors related to 
mental health and help-seeking. They found that English proficiency and number of 
years in the United States affected levels of depression, with newer immigrants pos-
sessing poorer English proficiency experiencing greater levels of depression. Years 
in the United States may also be related to health behaviors. Though South Asian 
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Americans already smoke less than other Asian American groups, An et al. (2008) 
found longer stay in the United States was related to even lower smoking rates. 
Relatedly, higher levels of acculturation have been related to better psychological 
help-seeking attitudes (Inman et al. 2014).

Inman and Yeh (2007) note that acculturative stress from the immigration pro-
cess can have an impact on one’s health. The process of immigration may lead to 
familial and intergenerational stress that may negatively impact the health of the 
South Asian American family. Changes in family roles, language barriers, drop in 
career status and earnings for some South Asian men in the United States, pressure 
to transmit cultural values, and differing rates of familial acculturation can all con-
tribute to stress within the family (Inman and Yeh 2007).

Inman and colleagues (2014) also found that South Asian American women 
experienced greater levels of somatic (physical) psychological manifestation with 
higher levels of family/marital conflict and higher domestic responsibility. Similarly, 
Karasz et al. (2007) found South Asian American women experienced more somatic 
complaints than white women. For instance, they experienced more hot/cold sensa-
tion, worry about physical illness, and body pain not explained by a medical condi-
tion. The researchers found South Asian American women minimized the importance 
or likelihood of psychological distress.

Hahm et al. (2010) found that a high level of discrimination (e.g., name-calling, 
threats) was associated with negative mental and physical health outcomes for both 
Asian American women and men, but women had more negative mental and physi-
cal health outcomes when exposed to a lower threshold of discrimination than men. 
Specifically, higher levels of discrimination were associated with higher levels of 
depression, suicidal ideation, externalized anger, and chronic headaches. 
Furthermore, South Asian Americans reported higher domestic violence rates in 
some samples (Inman et al. 2014). As with many other victim populations, South 
Asian American victims of domestic violence were found at greater risk for depres-
sion, suicidal ideation, self-blame, and poor physical health.

Among indicators of psychological health, Nguyen et al. (2015) demonstrated 
the relationship between family promotion of cultural tradition and ethnic identity 
and their impact on psychological well-being for Asian Americans. With a sample 
of Asian Americans that was a quarter South Asian American, they found men and 
women experienced greater psychological well-being (i.e., purpose, personal 
expression, engagement) with higher family ethnic tradition. Furthermore, South 
Asian American women’s level of ethnic identity played a role in the relationship 
between family tradition and well-being.

3.4  Conclusions

South Asian Americans are a very diverse group and are rapidly growing in number 
in the United States. Each South Asian country shares a unique history with varying 
languages, religions and cultural practices. Further, there are significant regional 
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differences within South Asian countries. South Asian groups also experience the 
collective influence of U.S. perceptions and stereotypes as well as identity conflict 
and pressure. They experience internal racial and ethnic identity development and 
external pressures that influence their health in the United States. For example, they 
can face discrimination and stereotyping across multiple identities and areas of their 
lives, including gender role conflict and career identity. South Asian Americans also 
experience pressure from traditional family cultural influences and dominant U.S. 
cultural socialization. Evidence clearly suggests that these challenges affect South 
Asian American mental and physical health and health service utilization. South 
Asian Americans deserve greater appreciation for their cultural diversity as well as 
greater cultural competence among health care professionals.
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Chapter 4
Biological Models of Health

Namratha R. Kandula and Manasi A. Tirodkar

4.1  Medical History in South Asia and Native Medical 
Systems

4.1.1  Introduction of Western Medicine

Western medicine was introduced to the Indian subcontinent around 1750 along 
with the British colonizers. Hospitals were initially set up primarily for the care of 
Europeans and for some categories of “natives,” mainly military personnel. 
However, by the mid-1850s, more hospitals and dispensaries were established for 
general use. Much of the work of Western medicine in the latter half of the nine-
teenth century was focused on preventive medicine in the form of vaccination cam-
paigns for small pox, plague and cholera as well as sanitary management to reduce 
malaria (Bhattacharya 2009). At first there was much resistance to adopting public 
health and medical practices disseminated by colonizers but gradually, by the twen-
tieth century, this became the norm and coexisted with traditional medical 
systems.

Practitioners of traditional medicine have seen the legitimacy of their knowledge 
challenged by biomedicine. A major issue facing traditional practitioners is whether 
these medical systems should be independent and self-sufficient or whether they 
should be supplemented by or integrated into biomedical practice. Traditional prac-
tices are distinct and are often delineated along linguistic lines  – Sanskrit for 
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Ayurveda, Tamil for Siddha, and Arabic and Urdu for Unani. Yet, these systems 
were unified in their opposition to the universalizing goals of biomedicine because 
the status of indigenous medicine as a local tradition, not a universal science, was 
central in the policy decisions of the British administration. During British rule, few 
educational centers of indigenous systems were permitted to be established, and the 
push for vaccination and sanitation as public health campaigns were seen to be in 
opposition to the indigenous medical systems. This was primarily because preven-
tive and sanitary measures were implemented for European troops and populations, 
significantly before being implemented in the mass populations, and the policies 
came with a systematic derision of local culture and medical systems. Thus these 
campaigns were seen as yet another means for political control of local populations 
rather than a means to health (Arnold 1993; Jeffery 1988).

4.1.1.1  Interoperability of Medical Systems Today

In the healthcare field, allopathy, or Western biomedicine (also known as evidence- 
based medicine), has been the norm in South Asia for the past hundred years due to 
colonial influence. Allopathy is regarded as modern treatment that acts fast and is 
convenient. Most medicines are available as pills or capsules and they act 
immediately.

Prior work (Tirodkar 2005) has shown that many patients turn to Ayurveda after 
they have exhausted all allopathic options. Some have even tried other non- allopathic 
options such as homeopathy and naturopathy before trying Ayurveda. Patients’ anx-
iety about Ayurveda stemmed from their fear of being restricted from their pleasures 
such as meat,1 alcohol, cigarettes, and sweet and fatty and spicy foods, all of which 
are considered detrimental indulgences and are characteristic of many upper-middle 
class and upper class individuals that live in urban areas.

Figures 4.1 and 4.2 depict the hierarchies of resort to the different medical alter-
natives based on perceived need and severity of illness (Rao 2006).

For minor illnesses such as cold, cough and headache, people tend to resort to 
home remedies before turning to allopathic or non-drug alternatives such as yoga, 
acupuncture, chiropractic therapy, meditation or reiki. For major illnesses, people 
usually resorted first to allopathic treatment and then used traditional medical sys-
tems or non-drug alternatives as either supportive therapy (i.e. in addition to allopa-
thy) or instead of it if the allopathy did not work. For example, one patient observed 
in a traditional Ayurvedic clinic had been diagnosed with metastatic bone cancer. He 
was receiving radiation therapy after a course of chemotherapy at the time of his 
consultation and was seeking Ayurvedic medicine to alleviate adverse symptoms 
such as lack of appetite, nausea, and fatigue (Tirodkar 2005). The Ayurvedic practi-

1 Ayurveda does not advocate complete vegetarianism, however more often than not, meat is 
restricted because it is considered to be difficult to digest.
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tioner prescribed a specific diet to help alleviate the symptoms in addition to 
Ayurvedic medicines.

4.1.2  Ayurveda

According to Caraka (2001), the purpose of practicing Ayurveda is to achieve lon-
gevity, rejuvenate the body, and maintain one’s physical and mental health through 
use of natural substances (i.e., plants, herbs, and minerals) and regulation of life-
style (Caraka 2001; Lad 1984). In Ayurvedic medicine, a whole person is consid-
ered to be composed of the body, mind and spirit (Caraka 2001; Frawley 1997; 
Larson 1993). The internal environment of the body is believed to be constantly 
reacting to the external environment. Disorder occurs when the internal and external 
environments are out of balance. The basic principle of Ayurveda is that balance in 
one’s internal forces can be achieved by altering the diet and lifestyle habits to coun-
teract changes in one’s external environment.

In the universe and human body, there are five basic principles or elements (pan-
chamahabhootas) – ether (space), air, fire, water and earth. Ether is constituted by 

Homemade remediesIllness
Ist resort

Ineffective
2nd resort

Ineffective
3rd resort

Allopathic medicine

Effective
Cure/Relief

Non-drug alternatives Indian medical systems

Fig. 4.1 Chart showing the pathways for hierarchy of resort for minor illness (Rao 2006). Taylor 
and Francis Ltd. http://www.tandfonline.com

Illness
Ist resort

Allopathic medicine
Effective

Cure/Relief

Non-Indian medical systemsTraditional Indian medical systems

Fig. 4.2 Chart showing 
the pathways for hierarchy 
of resort for major illness 
(Rao 2006). Taylor and 
Francis Ltd. http://www.
tandfonline.com
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any space in the body. Air is produced by movement in space, such as sound. Fire 
originates from metabolism, and works in the digestive system and brain cells, and 
activates the retina. Body temperature, digestion, cognitive processes and vision are 
all functions of bodily fire. Water is found in the digestive juices, mucus  membranes, 
plasma and cytoplasm. Earth is manifested in all the solid structures of the body 
such as bones, cartilage, nails, muscles, skin and hair (Lad 1984).

In the body, the five basic elements manifest themselves as the three humors, or 
doshas – vata dosha (ether and air), pitta dosha (fire and water), and kapha dosha 
(earth and water). The three doshas, known collectively as “tridosha”, govern all the 
biological, psychological and physiopathological functions of the body, mind and 
consciousness. Doshas can be considered to be different forms of energy. The char-
acter of the doshas is influenced mainly by what is eaten, temperature, season, sen-
sory input and mental state. Vata can be translated as “wind”, and vata dosha can be 
equated with kinetic energy as it is believed to govern all movement in the body. It 
governs breathing, blinking of the eyelids, movements in the muscles and tissues, 
pulsation in the heart, expansion, contraction, movement of cytoplasm and cell 
membranes, and single impulses in nerve cells. Vata also governs feelings and emo-
tions like nervousness, pain, anxiety, and fear. Pitta can be translated as “fire” 
(sometimes called “bile”) in the sense of bodily heat energy. Pitta dosha governs 
digestion, absorption, assimilation, nutrition, metabolism, body temperature, skin 
color, and also intelligence and understanding. Psychologically, pitta arouses anger, 
hate and jealousy. Kapha is biological water, sometimes called “phlegm”. Kapha 
lubricates joints, provides moisture to the skin, helps to heal wounds, fills spaces in 
the body, and gives strength, vigor and stability. It also supports memory retention, 
gives energy to the heart and lungs and maintains immunity. Kapha is present in the 
chest, throat, head, sinuses, nose, mouth, stomach, joints, cytoplasm, plasma and 
liquid secretions of the body such as mucus. Psychologically, kapha is responsible 
for attachment, greed, envy and also calmness, forgiveness and love. Every indi-
vidual has a unique constitution, prakruti, or proportion of the humors, which is 
determined at conception. The basic constitution of a person remains unchanged 
over the lifetime but the combination of elements that governs the continuous phys-
iopathological changes in the body alters in response to changes in the 
environment.

When the humors are out of balance, they contribute to disease processes in the 
body and mind (Lad 1984). Diagnosis in Ayurveda revolves around accurately 
assessing the location and degree of imbalance between humors, tissues and wastes 
(internal factors), in relation to the external environment. Humoral imbalances are 
assessed by observing a patient’s pulse, tongue, face, eyes, nails and lips. A patient 
is also examined by listening to sounds, lightly pressing the surface, and tapping 
various parts of the body. A patient is also asked several questions about the way his 
or her dietary habits, moods, affective reactions, memory and well-being may differ 
during different seasons of the year.

Treatments attempt to establish a balance between the bodily humors by elimina-
tion and neutralization of toxins in the body at both emotional and physical levels. 
One way an Ayurvedic practitioner treats diseases is to prescribe certain foods and 
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liquids in accordance with the individual’s humoral constitution, and the degree and 
nature of the imbalance. Dietary recommendations are often accompanied by the 
prescription of natural medicines. Medicinal substances are all natural and consist 
of plants, herbs, spices, minerals and stones. Ayurvedic practitioners also prescribe 
herbal oil massages and panchakarma, which is five specific procedures to cleanse 
the body, mind and emotions. Yoga postures and meditation techniques are often 
taught to a patient for spiritual development and the maintenance of mental and 
physical health (Frawley 1997; Lad 1984; Shanbag 1994). Sometimes a practitioner 
may also refer a patient to an astrologer, who will recommend the patient to wear 
certain gems and colors to aid in bringing about humoral balance and well-being 
(Lad 2002).

4.1.3  Introduction of Homeopathy

Homeopathy, or homeopathic medicine, is a medical philosophy and practice based 
on the idea that the body has the ability to heal itself. Homeopathy was founded in 
the late 1700s in Germany and has been widely practiced throughout Europe. 
Homeopathic medicine views symptoms of illness as normal responses of the body 
as it attempts to regain health. Homeopathy was introduced to India in 1839 and 
became popular later in the nineteenth century. There was no government control on 
homeopathic training and practice during the colonial period, and homeopathy was 
initially practiced by amateurs in the civil and military services. In 1973, the 
Government of India recognized homeopathy as one of the national systems of 
medicine and set up the Central Council of Homeopathy (CCH) to regulate its edu-
cation and practice. At present, only qualified registered homeopaths can practice 
homeopathy in India, and homeopathy is the third most popular method of medical 
treatment after allopathy and Ayurveda in India. In India, there are over 200,000 
registered homeopathic doctors currently, with approximately 12,000 more being 
added every year. The prevalence of homeopathic treatment is greater in India than 
in any other country (Ghosh 2010).

The concept of health and disease in homeopathy more closely aligns with the 
philosophies on which traditional medical systems are based in that the source of 
health and disease is not material but spiritual. The material life principle posits that 
anything which affects life morbidly must do so qualitatively and the medicine 
which cures diseases also does the same. Homeopathic drugs are extremely diluted 
substances and are not known to produce any side effects. The treatments are also 
very affordable and these two factors have contributed to the popularity of home-
opathy (Ghosh 2010).
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4.1.4  Siddha

Siddha medicine originates in South India. Texts are written in Tamil, rather than 
Sanskrit which is the language of Ayurvedic texts. Practitioners of Siddha medicine 
are called “siddhars.” The basic concepts of the Siddha medicine are similar to 
Ayurveda, and Siddha medicine also accepts the principles of vata, pitta and kapha. 
One of the main differences is that Siddha medicine recognizes predominance of 
vatham, pitham and kapam in childhood, adulthood and old age, respectively, 
whereas in Ayurveda it is reversed: kapam is dominant in childhood, vatham in old 
age and pitham in adults. In the Siddha system, psychological and physiological 
functions of the body are attributed to the combination of seven elements:

 1. Saram (digestive juice) Saram means Prana vayu (oxygen) responsible for 
growth, development and nourishment;

 2. Cheneer (blood) responsible for nourishing muscles, imparting color and 
improving intellect;

 3. Ooun (muscle) responsible for shape of the body;
 4. Kollzuppu (fatty tissue) responsible for oil balance and lubricating joints;
 5. Enbu (bone) responsible for body structure and posture and movement;
 6. Moolai (bone marrow) responsible for the production of red blood cells, etc.
 7. Sukila (semen) responsible for reproduction.

Diagnosis in Siddha is done primarily by examination of the pulse, or nadi, to deter-
mine the disposition of the three humors. Examination of urine is another diagnostic 
method and the intensity of disease is determined on the basis of urine color. If the 
urine is red or milky white, the disease is said to be incurable. If the urine is yellow 
of honey-colored, the disease is considered curable.

Siddha relies heavily on alchemy, and most prescribed medicines are metallic or 
mineral in nature. They are processed in specific ways to be fit for human consump-
tion and are prescribed in minute quantities along with an adjuvant or carrier sub-
stances such as honey, clarified butter (ghee), milk, herbal extracts, ginger juice, 
betel leaf juice, and hot water. The adjuvant prescribed can vary by season and can 
modify the potency of the drug prescribed. Siddhars also believe in the influence of 
planetary positions and astrological calculations to assess the nature of disease and 
treatment regimens. Religious chants can also be prescribed in order to invoke 
divine blessings for the cure of diseases and to overcome the distressing effects of 
evil deeds in one’s previous births.

4.1.5  Unani

The origins of Unani lie in ancient Greek, Arabic, and Persian medicine. Unani Tibb 
is also a humoral medical system and presents causes, explanations, and treatments 
of disease based on the balance or imbalance of four humors (akhlaat) in the body: 
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blood (khun), mucus (bulghum), yellow bile (safra), and black bile (sauda). The 
four humors combine with four basic qualities (quwaat): heat (garmi), cold (sardi), 
moisture (rutubaat), and dryness (yabis) (M. Shah 1966). Dominance of one of the 
humors in the body gives each person his or her individual temperament (mizaj)-
sanguine (dumwi), phlegmatic (balghumi), choleric (safravi), and melancholic (sau-
dawi) (Burgel 1976).

A practitioner of Unani is called a “hakim”. Diagnosis is determined by evaluat-
ing the patient’s temperament (mizaj); gender and age; the climate and season; the 
location in which he or she lives (both the geographic terrain and the specific house); 
and the activities in which he or she engages (type of work, type of sleep, exercise, 
sexual activity, diet). Specific physical diagnostic procedures accompany the dis-
cussion with the hakim regarding the patient’s concerning attributes and habits. 
Therapy may include changes to the patient’s habits and activities in order to restore 
balance and health in the body. Interventions by medications, massage, or surgery 
may be prescribed, and are discussed below.

Concern for preventive health measures are central in the Unani medical system, 
and there are efforts to preserve the natural healthy state of the body that exists when 
the humors are balanced. When the person is sick, the humors are imbalanced, and 
the task of the hakim is to take appropriate measures to restore balance. A hakim 
will observe the signs and symptoms of the imbalance, palpate the pulse, and inspect 
the urine and stool of the patient. A hakim will also consider the patient’s age, gen-
der, type of occupation, and habits of sleeping, diet, and exercise. The hakim also 
elicits the patient’s description of the illness, including time of onset; changes in 
urination, bowel movements, eating and sleeping patterns; and any interference in 
normal activities, including the patient’s job and/or household tasks.

Depending on the diagnosis, treatments include regimental therapy (ilaj bitadir): 
venesection (fasad), cupping (mohajim), diaphoresis (tareeq), diuresis (idrar baol), 
Turkish bath (hammam), massage (dalak), cauterization (kai), counterirritation 
(imala), vomiting (qai), purging (ishaal), leeching (taaleeq), exercise (riyazat). 
Other treatment options include diet therapy (ilaaj bil ghiza), pharmaceutical or 
drug therapy (ilaaj bidawa), and surgery (ilaajbilyad).

4.2  Behavioral and Clinical Implications

4.2.1  Influence of Indigenous Medical Systems 
on Explanatory Models

4.2.1.1  Biopsychosocial and Holistic Models

There is evidence that indigenous medical systems influence South Asians’ beliefs 
about health and illness causation. Kleinman’s (Kleinman 1980) theory of explana-
tory models proposes that individuals and groups can have vastly different notions 
about an episode of sickness and its treatment health and disease. In Ayurveda, 
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Siddha, and Unani, health is conceptualized as a state of balance and disease is 
considered a state of imbalance. While the taxonomy of balance and imbalance dif-
fer by medical system, a common explanatory principle is that balance (health) and 
imbalance (illness) are created by environmental, physical, psychosocial and/or 
spiritual factors (Andrews 2005).

Many individuals, especially those from non-Western cultures, endorse a “holis-
tic” explanatory model of health and disease that includes biological, psychological, 
and social components of disease etiology, including spiritual components (Shweder 
et al. 1997). Ethnographic work in South Asia suggests that many communities are 
embedded in holistic explanatory models of health, illness, and natural processes 
such as childbirth and aging (Cohen 1998; Desjarlais 1992; Kakar 1982; Kurtz 
1992; Lamb 2000; Obeyesekere 1981; Van Hollen 2003). For example, the process 
of pregnancy and childbirth are often governed by beliefs that women and their 
unborn children are to be treated as auspicious and are therefore treated with care 
and given gifts and blessings through religious ceremonies. Even among the poor, a 
pregnant woman should be provided with costly ceremonies to satisfy her cravings, 
to celebrate her fertility, and to ensure an easy delivery and birth of a healthy baby. 
The bio-medicalization of birth in medical facilities has been accompanied by the 
intensification of birth-related ceremonies, even in modern day India. Women have 
many dietary restrictions during pregnancy and in the post-partum period that are 
related to whether foods are considered to be “hot” or “cold”, or have the possibility 
of “purgation”, meaning a food that carries the risk of causing a miscarriage (Van 
Hollen 2003). Cohen’s (Cohen 1998) work demonstrates how contemporary society 
in India frames cognitive decline in old age not just in terms of biology and as a 
natural part of the life cycle, but also as a marker of the decline of mental faculties 
and the joint family. Dementia is understood locally as being “hot-minded,” or 
“weak-brained,” and can transpire when an old person does not receive familial sup-
port, service (seva), and respect.

It is unclear if these holistic explanatory models persist after South Asians immi-
grate to Western countries. However, a qualitative study of South Asian immigrants 
in Chicago found that South Asians largely conceptualized health as a biopsychoso-
cial process, with an emphasis on behaviors (diet), psychosocial factors (positive 
attitude, lack of stress), and function (lack of symptoms, ability to perform home/
work duties) (Tirodkar et  al. 2011). The major emphasis on diet in concepts of 
health is not surprising given the importance of dietary principles in preventing and 
treating illnesses in indigenous systems of health, such as Ayurveda and Unani, in 
South Asia (Andrews 2005). This same study (Tirodkar et al. 2011) also found that 
a subset of South Asians (20%) endorsed a holistic model of health that also included 
a spiritual component, such as beliefs that prayer or religious rituals help preserve 
health. The explanatory models of health held by South Asians appear to differ from 
what was found in a national U.S. survey, where only 5% of respondents mentioned 
psychosocial factors and even fewer (1%) mentioned spiritual factors in their con-
cepts of health (Makoul et al. 2009).

Interestingly, South Asians’ explanatory models of chronic disease, in particular 
coronary heart disease, diverged from their explanatory models of health; spiritual 
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factors were rarely mentioned in disease causation. Rather, concepts about cause of 
chronic disease were largely thought to be stress, diet, lack of exercise, and lack of 
personal responsibility for one’s own health (Tirodkar et al. 2011). The emphasis on 
stress in the explanatory models of South Asians is notable: South Asian immigrants 
described social isolation, intergenerational conflict, acculturative stress, and job 
insecurity as common sources of stress leading to chronic disease and to unhealthy 
behaviors (Patel et al. 2014).

4.2.1.2  Concepts of Hot and Cold

The concepts of hot and cold are also important to South Asians’ beliefs about dis-
ease. Foods, bodily states and diseases are classified as being “hot” or “cold,” and 
diseases are believed to be caused by excess heat or cold in the body. In these sys-
tems, “hot” and “cold” typically do not refer to temperature states of the food but 
rather to abstract qualities (Pool 1987). Certain foods, such as chicken, garlic, and 
cloves, are considered “hot” because they create substances in the body (such as 
digestive fluids) that increase the “heat” in the body. Other foods, such as yogurt, 
oranges, and rice, are “cold” because they dampen the digestive fire and make the 
body “cold.” In Ayurvedic concepts, consuming certain foods can lead to a loss of 
balance in the humors (wind, bile, and phlegm) and cause illness. While it is overly 
simplistic to link hot-cold concepts to a particular condition and its treatment, it is 
important to recognize that this is one of the reasons that South Asians place impor-
tance not only on the nutritional value of the food, but also on its inherent nature as 
“hot” or “cold” (Lambert 1992). Other similar beliefs about the attributes or proper-
ties of certain foods may lead South Asian patients to follow specific dietary thera-
pies and/or food restrictions (Mukherjea et al. 2013).

Ideas about “hot” and “cold” may influence beliefs about disease causation and 
dietary patterns along with aforementioned behavioral, psychosocial, and spiritual 
causal elements. Clinicians and health educators should elicit South Asian patients’ 
explanatory models (i.e., “What caused your illness”, “How do you think your ill-
ness should be treated”), understand how these models influence treatment options 
a patient may be considering, and incorporate this information into the treatment 
plan. This approach may improve patient-provider communication and clinical care 
for South Asian patients.

4.2.2  Influence of Indigenous Indian Medical Systems 
on Health Behaviors

India has a large number of highly trained and skilled health professionals working 
both within India and in other countries. Western technology and biomedical prac-
tice are trusted and widely adopted among many South Asians. However, the 
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traditional systems of medicine are also often used, either complementarily or in 
preference to Western medicine. The Indian health system is characterized as “med-
ical pluralism” where indigenous, folk and well–developed Indian and Western 
health systems and models co–exist (Chacko 2003; Rao 2006). Studies show that 
medical pluralism continues to be practiced and influences health behaviors in 
South Asian migrants (Rao 2006; Rhodes et al. 2008; Satow et al. 2008).

4.2.2.1  Diet

Indigenous medical systems strongly influence the food-related behaviors of South 
Asian immigrants (Lone et al. 2012; Mukherjea et al. 2013). There is the strongly 
held belief that a South Asian vegetarian diet is healthy, even though these diets 
have been found to be high in refined carbohydrates and saturated fat (Gadgil et al. 
2015). Diet-based therapy, which means that foods have medicinal value and impact 
the body’s physiology, draws on indigenous medical systems and is common among 
South Asians; a survey of U.S. South Asians found that 50% reported using diet- 
based therapy to improve health or treat symptoms (Misra et al. 2010; Mukherjea 
et al. 2013). Specific foods and spices are ascribed medicinal value and other prop-
erties (i.e. see “hot”, “cold” above). Karella (also known as ‘Momordica charanita’, 
or ‘bitter melon’) is commonly used for treating diabetes, usually in conjunction 
with Western medicine (Chacko 2003; N. R. Patel et al. 2015). Spices, which are 
used in everyday cooking, are also used as home remedies to treat minor illnesses. 
A common practice is to use a pinch of turmeric in milk to fend off a cold 
(Krishnaswamy 2008) or tulsi (basil) leaves boiled in water to reduce the body’s 
temperature if someone has a fever. Turmeric has antibiotic properties, and because 
turmeric by itself is extremely potent and acidic, it is consumed in milk which is an 
alkali medium (Lodha and Bagga 2000). Although there are no prevalence data on 
use of turmeric for chronic disease prevention among South Asians migrants, it is 
widely used in South Asian cooking and is growing in popularity as a supplement in 
the U.S.  More recently, turmeric has garnered interest for suppression of breast 
cancer cells (Zhou et al. 2015) and diabetes prevention (Chuengsamarn et al. 2012).

Health care providers should recognize that South Asians place high value on 
many of the staple components of a South Asian diet, such as spices, vegetables, 
grains, and lentils, not only because of connection to cultural identity, but also for 
health reasons (Mukherjea et al. 2013). It may be important to explore the South 
Asian patient’s diet-related beliefs and assess if they are using specific foods or 
spices for prevention or treatment or observing fasting practices for religious rea-
sons. Because many foods are consumed as part of a staple diet, South Asians may 
not think of certain foods or spices as a “treatment;” thus, open-ended questions 
may be more fruitful. e.g. “What types of foods or spices help you control your 
…… (e.g. blood sugar, cholesterol, blood pressure)?” In addition, studies suggest 
that South Asian immigrants integrate their understanding of the medicinal value of 
food and spices with a Western biomedical model of “healthy” foods (Mukherjea 
et al. 2013). Thus, acknowledging the diversity in a South Asian immigrant diet and 
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using both South Asian and Western dietary principles in lifestyle counseling might 
ultimately result in a more positive outcome.

A large number of South Asians will fast, either on a regular basis (for example, 
many Hindu people may fast 1 day each week) or as part of a religious observance 
(for example, Muslim people during Ramadan). The health implications of fasting 
are unclear, with some studies showing potential metabolic benefits (Shah et  al. 
2015) and others suggesting detrimental (Hui and Devendra 2010) or no health 
effects (Trepanowski and Bloomer 2010; Hui and Devendra 2010).

It has been indicated that fasting has significant meaning to patients, and an 
important consideration for clinicians is how to care for patients with diabetes who 
may be fasting for the month of Ramadan (Hui and Devendra 2010). Abstinence 
from food and liquid during daylight hours is observed by Muslim individuals dur-
ing the month of Ramadan. Fasting can lead to hypo- or hyperglycemia and dehy-
dration; in addition, some patients may not want to take oral medications during a 
fast. It is important to counsel patients with diabetes who intend to fast about how 
to fast safely and to adjust their diabetes medication prior to beginning any fast. 
Structured educational sessions specific to Ramadan have been shown to be effec-
tive. In an observational study, patients who fasted without attending a structured 
education session had a fourfold increase in hypoglycemic events, whereas those 
who attended a Ramadan-focused education program had a significant decrease in 
hypoglycemic events (Bravis et al. 2010). Fasting is not recommended for patients 
with poorly controlled type I diabetes or pregnant women with diabetes (Hui and 
Devendra 2010; Alkandari et al. 2012) Resources for practitioners and patients are 
available through the American Diabetes Association (Al-Arouj et al. 2010).

4.2.2.2  Physical Activity

The practice of yoga is predicated on equilibrium, mind–body harmony, and medi-
tative states, and is considered a spiritual means to enlightenment in India (Andrews 
2005). Yoga is central to Ayurvedic and Siddha conceptualizations of well-being 
and prevention, and it has also been used as a treatment for a range of acute and 
chronic illnesses such as musculoskeletal pain (Cramer et al. 2013) and cardiovas-
cular diseases (Mamtani and Mamtani 2005). Unlike the Western biomedical model, 
which encourages moderate and vigorous intensity aerobic physical activity, most 
indigenous South Asian medical systems suggest that breathlessness and overexer-
tion from exercise are to be avoided (Caperchione et al. 2009). There is also some 
evidence that South Asian Muslims consider the daily prayer or namaaz to be a 
form of exercise that promotes health (Tirodkar et al. 2011). Studies of South Asian 
immigrants have found that they have significantly lower levels of moderate and 
vigorous intensity physical activity than other racial/ethnic groups, (M. Patel et al. 
2012; Williams et al. 2011) which may be partly driven by the idea that physical 
activity should be gentle and fluid and should not put too much stress or strain on 
the body. These beliefs may not be congruent with physical activity guidelines 
(Centers for Disease Control and Prevention 2015) in the U.S., leading to a 
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mismatch between physical activity counseling and South Asians’ concepts of 
physical activity (Dave et al. 2015).

4.2.2.3  Tobacco

Small, community-based surveys suggest that smokeless tobacco and areca nut are 
commonly used in some South Asian immigrant groups (Changrani et al. 2006). 
Oral smokeless tobacco products are strongly associated with oral cancers and car-
diovascular disease. There are many types of culturally-specific tobacco products 
available in the United States, including tambaku paan (betel quid with tobacco), 
gutka (sun-dried finely chopped tobacco, areca nut, slaked lime, catechu, flavorings 
and sweeteners), and zarda (boiled and dried tobacco leaves with lime and spices, 
colorings, areca nut, and flavorings). Betel leaves and areca nut have been described 
in Ayurveda as stimulating the central nervous system, relieving pain, stomach ail-
ments, gynecological disorders and a sore throats. Recent qualitative studies have 
also identified socio-cultural factors as contributing to smokeless tobacco use in 
South Asians in the U.S. For instance, (Mukherjea et al. 2012) reported that use of 
smokeless tobacco products was expressed as a symbolic behavior to maintain cul-
ture and was an expression of South Asian ethnic identity in a new dominant cul-
ture. Importantly, the harmful health effects of smokeless tobacco were not always 
recognized, and instead, some South Asian immigrants believed there were some 
beneficial health effects of these products. Similar to what is found in Ayurveda, 
South Asians described “constipation relief,” “improvement in stamina,” and stress 
relief from these products (Banerjee et al. 2014).

4.2.2.4  Use of Indigenous Therapies and Medicines

Studies of South Asian immigrants have described the belief that Western medica-
tions may be effective, but have more side effects and do not address the root cause 
of disease (Rao 2006; Rhodes et  al. 2008). In addition, in South Asia there is a 
considerable preference and usage of Ayurvedic and plant-based therapies as these 
treatments are believed to be effective and considerably safer than Western medica-
tion (Chacko 2003). Because immigrants of South Asian background may have both 
a Western and traditional South Asian medical understanding of health and illness, 
multiple practices may be employed, including home remedies and treatments rou-
tinely used in Ayurveda, Siddha, Unani, homeopathy, and naturopathy. For example, 
in a study of Muslim immigrants to the U.S. (Alrawi et al. 2012), a participant dis-
cussed how turmeric in food can help heal plantar fasciitis in addition to the pills a 
doctor recommended. It is also not uncommon for South Asian immigrants to con-
sult traditional practitioners and purchase South Asian medicines when travelling 
back to South Asia (Mehta 2010).

There is limited information on use of traditional South Asian therapies and med-
icines by South Asians living in the U.S. A national survey among Asian Indians in 
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the U.S. found that 12% reported using Ayurveda and/or homeopathic treatments 
(Misra et al. 2010). A much smaller survey of a convenience sample of South Asians 
in California found that 59% of respondents reported past or current use of Ayurvedic 
treatments and that only 18% had informed their allopathic doctor (Satow et  al. 
2008).

One significant area of concern relates to reports of heavy metal poisoning (lead, 
mercury and arsenic) caused by some Ayurvedic medicines. These medicines are 
made from metal ashes, and are called rasa shastra products (Ernst 2002). Most 
Ayurvedic medicine preparations are not supervised, controlled, inspected, or evalu-
ated using any official procedures or standards established by regulatory agencies. 
This is compounded by the fact that individuals may purchase such products over 
the Internet or from ethnic markets without consultation from an Ayurvedic special-
ist. A 2007 U.S. study found that one-fifth of both US-manufactured and Indian- 
manufactured Ayurvedic medicines purchased via the Internet contained detectable 
lead, mercury, or arsenic (Saper et al. 2008). All metal-containing products exceeded 
1 or more standards for acceptable daily intake of toxic metals. More recently, 
researchers reported that among 115 people tested who were using Ayurvedic medi-
cines, 40% had lead poisoning (Breeher et al. 2015).

Taken as a whole, these findings suggest the need to educate health care provid-
ers who work with South Asian populations to solicit information about use of 
Ayurvedic products. It is important to recognize that Ayurvedic and other traditional 
medications are often perceived as less toxic than Western medicines, are deeply 
rooted in indigenous medical systems, and have been widely used for thousands of 
years. Concerns about the potential toxicity of these medications should be pre-
sented to patients in a non-judgmental way.

4.2.3  For Clinicians

Several arguments have been advanced as to why clinicians should be interested in 
traditional South Asian medical systems and treatments. First, traditional South 
Asian medical systems continue to influence South Asian patients’ explanatory 
models of health and illness, which in turn affect health care seeking and treatment 
adherence. Many South Asians endorse a holistic model of health where disease is 
a result of an imbalance between physical, psychosocial, behavioral, and spiritual 
aspects of health. A critical finding in several research studies of South Asian immi-
grant health is that they are simultaneously using Western biomedicine and tradi-
tional South Asian medical systems; these systems are neither exclusive nor are they 
always contradictory. Clinicians should ask all patients about their explanatory 
models of health and disease and use this information to build rapport and trust, and 
engage in collaborative decision making. There are several ways to elicit explana-
tory models of health, including Kleinman’s questions:

4 Biological Models of Health



66

 1. What do you think caused your problem?
 2. Why do you think it started when it did?
 3. What do you think your sickness does to you?
 4. How severe is your sickness? Do you think it will last a long time, or will it be 

better soon in your opinion?
 5. What are the chief problems your sickness has caused for you?
 6. What do you fear most about your sickness?
 7. What kind of treatment do you think you should receive?
 8. What are the most important results you hope to get from treatment?

Another simplified approach is to use two questions (Kandula 2014): “How is your 
health,” followed by, “How do you know (or, why do you think that)?” Depending 
on the answers to these questions and the reason for the visit, the clinician can then 
use the Kleinman questions to further explore the patient’s beliefs.

Second, clinicians should be aware of the value that South Asians place on a 
traditional diet and/or certain foods and spices for wellness, and also for disease 
treatment. Before making dietary recommendations to South Asian patients, it is 
important to understand how the patient may value the foods being recommended 
or eliminated. In addition, it is important to ask if patients are using any spices or 
foods to treat symptoms or disease. Third, South Asian health beliefs related to diet, 
physical activity, and smokeless tobacco are rooted in indigenous medical systems 
and may not always be congruent with Western concepts of health behaviors. As a 
result, behavior change interventions for South Asians may be more effective if they 
incorporate and acknowledge deeply rooted health beliefs. Fourth, clinicians need 
to be aware that diet-based therapies, non-medication based therapies (e.g. yoga), 
and traditional medications may be among the options being actively considered by 
South Asian patients. Because some indigenous medicines have been found to be 
harmful on their own and in interaction with other drugs, greater clinical awareness 
can prevent adverse interactions. Clinicians should ask patients about the use of 
Ayurvedic medicines, plant-based medicines, other traditional medicines, and 
dietary treatments. Lastly, many South Asian immigrants maintain ties to South 
Asia and may be consulting traditional practitioners when traveling to South Asia or 
through family and friends living in South Asia (Mehta 2010). Older South Asian 
immigrants, retirees in particular, may be spending significant time in South Asia. 
Clinicians should ask South Asian patients about travel to South Asia, and if the 
patient consults traditional practitioners or gets medications in South Asia.

It is essential to recognize the heterogeneity of the U.S. South Asian community 
as all individuals of South Asian ancestry will not follow or share the health belief 
systems and behaviors discussed in this chapter. Immigrants’ health belief systems 
are not static, but rather, evolving and fluid. At the same time, we are witnessing 
greater interest in and use of indigenous South Asian health models and treatments 
among the general American public. With globalization, increased transnational 
migration, and cultural exchange, it is likely that health care practitioners will con-
tinue to see increasing influence and practice of beliefs and treatments drawing on 
indigenous South Asian medical systems. A better understanding of how best to 
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integrate South Asian medical systems and beliefs into clinical care and interven-
tions is needed to help South Asians achieve optimal health.
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Chapter 5
Psychological Models of Health

Zunaira Jilani, Edward C. Chang, Jerin Lee, and Casey N.-H. Batterbee

Healthiness is indicative of both physical and mental well-being. In addition to 
investigating the biological models of health in the previous chapter, it is valuable 
to consider psychological factors that relate to health. Health psychology is the 
study of how beliefs, values, thoughts, feelings, attitudes, and other psychosocial 
factors impact health behaviors, and is a relatively new field (Taylor 1995). Not only 
has health psychology played an integral role in the mind-body relationship, but it 
has also elucidated that certain treatments and practices may be more successful in 
improving health outcomes for unique patient populations. Recent decades have 
seen rapid growth of the South Asian American population (e.g., Hoeffel et al. 2012) 
and dramatic increases in published psychological research on South Asian 
Americans. Yet, the study of South Asian American health remains in its formative 
stages and dwarfs in comparison to the extant literatures for other minority popula-
tions in the U.S. (e.g., African Americans; East Asian Americans). Applying exist-
ing health psychology models to the South Asian American population will improve 
understanding of the connection between health beliefs (i.e., convictions about 
health that influence behaviors) and health behaviors (i.e., decisions or actions 
related to health) for this growing ethnic minority. In turn, this knowledge could be 
useful in generating effective and culturally adaptive health-related interventions 
and treatment. A key issue in the application of psychological frameworks and inter-
ventions to any cultural population is the sociocultural context in which the psycho-
logical frameworks were developed (most frequently developed by European 
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Americans in Western society). Throughout this chapter, we will explore this issue 
by first examining established psychological models of health and their application 
to South Asian Americans in Part I, and then discussing psychological processes 
and practices used in intervention that are unique and indigenous to this ethnic 
population in Part II.

5.1  Part I: Psychological Models of Health

Researchers over the past few decades have developed several models that seek to 
clarify the motivational factors underlying health beliefs and health behaviors (e.g., 
Social Cognitive Theory, Bandura 1986). The structure of each model can be applied 
to South Asian Americans to identify and assess predictors of health habits and 
behaviors in this population. Circumstantial and potentially malleable factors that 
are predictive of health beliefs and behaviors can be identified and used by research-
ers to develop interventions and services to elicit higher rates of behavioral compli-
ance as well as address health outcomes specific to this group (e.g., heart disease; 
Enas and Senthilkumar 2005). Although an overall understudied area, there are dif-
ferences in health beliefs, behaviors, and risks within Asian sub-groups (e.g., 
Chinese, Indian, Filipino; Ghosh 2003). For instance, Indian adults are twice as 
likely to be told they have heart disease than Korean adults, and twice as likely to 
have diabetes than Chinese and Japanese adults (Barnes et  al. 2008). Thus, it is 
important to examine how psychological models of health apply specifically to 
South Asian Americans. This chapter begins with an overview of established health 
psychology models and discusses how these models have been (or have yet to be) 
applied to health problems in the South Asian American population.

5.1.1  The Health Belief Model

The Health Belief Model (HBM; Becker 1974; Rosenstock 1966) suggests that 
health behavior is explained by two variables: the patient’s psychological state of 
readiness to take a specific action in regards to his/her own health (perception of 
health threat) and the extent to which the patient believes that the action will 
improve his/her health (perceived threat reduction). The psychological state of 
readiness refers to the patient’s interest and concern about his/her health status and 
is comprised of perceived susceptibility (the subjective risks of experiencing a 
health condition) and perceived seriousness (the emotional arousal from either the 
thought of the health concern or its associated risks and difficulties). According to 
Rosenstock (1974), changes in health behavior depend on the patient’s belief about 
the perceived benefits and effectiveness of a given treatment and if the result of the 
required change in the patient’s behavior for the treatment is worth undergoing the 
treatment. For instance, a treatment program may seem like the most effective 

Z. Jilani et al.



73

option, but if it involves a procedure or behavior that is deemed inconvenient, 
expensive, painful, disconcerting, or unsatisfactory in some regard, the patient may 
reconsider pursuing the treatment. Alternatively, an individual may perceive chang-
ing a health habit or pursuing a treatment to be a worthwhile decision. These factors 
all contribute to predicting the likelihood of health behavior change.

The HBM can be useful in assessment of beliefs and behaviors pertinent to health 
issues impacting South Asian Americans, and can identify potential modifiable 
health beliefs and behaviors that contribute to poor health outcomes. Past research 
has assessed for concepts discussed in the HBM (e.g., perceptions of health, percep-
tions on treatments) in various South Asian populations globally (e.g., Rodrigues 
et al. 2014). A cross-cultural study examining Pakistanis, British South Asians, and 
Westerners by Sheikh and Furnham (2000) found that culturally determined beliefs 
of the cause of mental health issues contributed to attitudes towards seeking profes-
sional help for psychological distress for both groups of South Asians. These find-
ings indicate that South Asians have a conceptualization of mental distress that is 
different from Westerners’ conceptualization and impacts help-seeking behavior.

A specific health condition that the HBM has been applied to in South Asian 
Americans is breast cancer (Sadler et al. 2001). Wu et al. (2006) applied the HBM 
to assess for cultural differences in beliefs related to cancer-screening practices 
(e.g., breast self-exam, clinical breast exam, mammography) among Asian American 
subgroups, including Filipino, Chinese, and Asian-Indian women. Across the three 
groups, Asian-Indian women reported the lowest levels of perceived susceptibility 
(i.e., do not perceive cancer to be a serious illness, do not perceive themselves as 
vulnerable to breast cancer) and were nine times less likely to be aware of where to 
receive a mammogram than Filipino and Chinese women. Furthermore, lower 
income Asian-Indian women perceived greater barriers to getting screened (e.g., 
waiting time is too long, do not need a mammogram if feeling OK) than higher 
income Asian-Indian women. Thus, it might be beneficial to both focus on increas-
ing availability of preventative treatments, such as mammogram screenings for 
lower income South Asian Americans, as well as improving health literacy and pro-
viding psychoeducation on preventative screening practices for all South Asian 
American women to increase perceived threat reduction. These results also indicate 
a need to be conscientious of multi-intersectional identities, such as ethnicity and 
socioeconomic status, when developing health interventions for South Asian 
Americans.

Several researchers (e.g., Lim et  al. 2009; Vadaparampil et  al. 2004) have 
expressed that a major discrepancy of applying the HBM to differing ethnic and 
racial populations populations is its disregard for the role of culture in health beliefs 
and behaviors. It may be important to explore models of health that consider cul-
tural/societal context. Further, the HBM focuses specifically on attitudes about 
health but it may be important to also focus on the behavioral outcome, thereby 
providing a holistic analysis of a health situation (e.g., Champion and Skinner 
2008).
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5.1.2  Theory of Planned Behavior

The Theory of Planned Behavior (TPB; Ajzen 1991; Ajzen and Madden 1986), a 
model originally evolved from the Theory of Reasoned Action (TRA; Ajzen and 
Fishbein 1980), states that a patient’s behavioral intention is directly linked to health 
behavior, and it is composed of three key factors. The first factor, attitudes, addresses 
individual beliefs of a specific health behavior and consideration of the associated 
outcomes. The second factor, subjective norms, denotes the process by which one 
evaluates the normative actions to be taken and the motivation to follow norms. The 
last factor, perceived behavioral control, is the extent to which one believes they 
have the ability to complete the health behavior and achieve the desired outcome. 
These factors collectively generate a behavioral intention that propagates change in 
behavior. This psychological model of health is particularly useful in understanding 
how factors like health beliefs impact health behavior directly.

The TPB framework is distinct from the HBM because it considers that social 
context can play a significant role in a patient’s health behavior and health outcome. 
It is crucial that researchers, practitioners, and health professionals recognize that 
models, therapeutic techniques, and psychoeducation are often based on European 
American values of individualism, a concept that may not be entirely applicable to 
populations of varying cultures. Western society tends to take on a more egocentric 
psychological view, where the focus lies on the individual, holding dominant views 
on individualism, autonomy, personal achievement, materialism, and preference for 
individual locus of control (Stairs 1992). Alternatively, Asian culture imposes a 
more sociocentric-self, with high value placed on collectivism, interdependence, 
cooperation, honor, filial piety, and familism (Kirmayer 2007). Many Western 
healthcare professionals unknowingly follow these socio-normative perceptions of 
the self and may be unaware of the potential ineffectiveness of their methods in 
minority populations with hybrid identities (e.g., Asian Americans). Increasing 
awareness on these psychological views of cultural populations that are related to 
health (e.g., beliefs, behaviors, perceptions of diseases) may play a crucial role in 
identifying solutions to health issues within different diverse populations.

In exploring differences between Western and non-Western patient responses to 
mental health issues, TPB models have been applied to South Asians in India to 
understand the public perception of controversial mental illnesses (e.g., schizophre-
nia; Saravanan et al. 2007). Likewise, in applying the TPB to South Asian Americans 
in order to understand differences in subjective and cultural norms, researchers have 
focused on identifying behavioral factors that may play a role in eliciting healthcare- 
seeking behavior. One study examining HIV/AIDS among South Asian Americans 
highlighted the importance of considering various contextual factors (e.g., societal, 
cultural, economic, environmental norms; Bhattacharya 2004) when developing 
treatment programs promoting changes in health behavior. Indeed, increased cogni-
zance of diverse mentalities and how a population understands a health issue allows 
for better-informed and therefore better-received methods of intervention, and 
South Asian Americans may require adapted models of health that differ from other 
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ethnicities (e.g., European Americans). For instance, although some South Asian 
Americans may be more acculturated to Western society and adopt Western societal 
norms (e.g., seeking healthcare, using Western biomedicine), others may hold stron-
ger ties with Eastern societal norms (e.g., alternative medicine), resulting in an 
internal struggle of deciding which values, attributes, and perceptions to align with, 
an issue often encountered in those with hybrid identities. Alternatively, European 
Americans may not encounter such internal conflicts and their own cultural identity 
may already fit with the societal norms of the Western society in which they reside.

These concerns point toward the need for healthcare professionals using the TPB 
to adopt cultural awareness to effectively address health issues in diverse popula-
tions. Some researchers have challenged the model to be heavily geared towards 
Westerners, while others have argued the model’s cross-cultural adaptability in over 
fifty countries through the use of a method referred to as elicitation (e.g., Fishbein 
2000). Elicitation consists of conducting interviews to define relevant health related 
factors (beliefs, behaviors, environmental influences, potential barriers) from the 
population’s perspective. While elicitation may provide some more insight on this 
group’s subjective norms, it may be difficult to predict where these post-immigrant 
hybrid-identity individuals fall on the spectrum from South Asian to Western cul-
tural norms. This discrepancy in applying the TPB to new diverse populations may 
potentially explain the limited existing studies examining the present model among 
South Asian Americans in particular.

5.1.3  Health Locus of Control

The Health Locus of Control model (HLC; Wallston et  al. 1976), derived from 
Rotter’s (1966) conceptualization of Internal-External Locus of Control, assesses 
how expectancies related to health are attributed either to oneself or to an external 
factor. Approximately a decade later, the HLC progressed into a more elaborate 
model known as the Multidimensional Health Locus of Control model (MHLC; 
Wallston et al. 1978). The MHLC assesses for specific sources that may exert con-
trol over health-related behaviors, including internal locus of control (the control 
one has over their own health), external locus of control (the control that others, 
such as health professionals, have in the situation), and control left to chance. 
Different from its previous iteration, the MHLC also assesses the extent to which 
one believes healthcare professionals have the knowledge, power, and ability to 
improve their health outcome. Patients who believe that they have high control over 
their own health are more likely to partake in behaviors to improve their health than 
individuals who believe that their health is left up to fate, or some external source of 
control.

Researchers have demonstrated ethnic differences in health locus of control (e.g., 
Cohen and Azaiza 2007; Lim et  al. 2009). Interestingly, Wrightson and Wardle 
(1997) found that South Asian women scored higher on the chance (the notion that 
health is left up to fate), and powerful others (control wielded by others outside the 
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self and fate) locus of control, compared to Caucasian and Afro-Caribbean women. 
Echoed by the results of other studies, these findings point towards the role of reli-
giosity in both health locus of control and in the exploration of alternative treatment 
options. One possible explanation is that some followers of South Asian religions 
believe that bad health is a result of karma, a concept in which individuals own 
responsibility in the present and future for actions committed in the past or even in 
a past life. Some also believe that acts of a deity (or deities) may exert more control 
over their health than they do. Individuals from more sociocentrically driven (typi-
cally Eastern) cultures tend to have a stronger sense of external locus of control 
compared to individuals from more egocentrically driven (typically Western) cul-
tures (Hamid 1994; Sastry and Ross 1998).

Interestingly, studies conducted on the health locus of control in European South 
Asians (e.g., Ismail et al. 2005a; Ismail et al. 2005b; Macaden and Clarke 2010) 
report that a major limitation was conflicting traditional vs. Western ideals among 
hybrid identity patients. More specifically, while some South Asians believe an 
external locus of control (e.g., powerful other, deity) is responsible for health issues, 
it may not prevent them from seeking Western healthcare in addition to engaging in 
prayer. Alternatively, while some do believe in an external power, they may still 
assume some internal responsibility for their ailments. These possibilities do not fit 
the mold of MHLC, and it remains important to be cognizant of the patient’s and 
their family’s beliefs and understanding of the health condition in both assessment 
and treatment. While it is reasonable to assume that similar limitations exist in 
applying the MHLC to South Asians in North America, further research is 
warranted.

5.1.4  Transtheoretical Model of Health Behavior Change

Another psychological model of health that arose shortly after these frameworks is 
the Transtheoretical Model of Health Behavior Change (TTM; Prochaska et  al. 
1994; Prochaska and Velicer 1997). This model originated from the Transtheoretical 
Model of Change, which is used in therapy settings (Prochaska and DiClemente 
1982). The TTM is based on decision-making and highlights six specific stages 
involved in an individual’s progress towards health-related behavioral change: pre- 
contemplation, contemplation, preparation, action, maintenance, and termination. 
Cognitive processes that influence the transition between stages are then applied to 
elicit higher rates of change in health behavior. Compared to aforementioned mod-
els, this theoretical framework defines distinct stages of behavior change, providing 
researchers and clinicians with a means to recognize problematic stages and develop 
stage-specific interventions.

Application of the TTM to various at-risk, ethnic/racial populations allows 
researchers to identify clear differences in change across stages, allowing for more 
effective health promotion. The TTM has been successfully used to develop inter-
ventions for South Asian Americans as it recognizes clearer distinctions between 
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stages among different cultural groups. The TTM’s conceptualization of behavioral 
change as a continuum from pre-contemplation, contemplation, preparation, action, 
maintenance, and termination, allows for easier identification of which stage to 
intervene in when addressing a health issue. For example, Ahmad et  al. (2005) 
found that the stage-specific TTM was better suited in demonstrating specific 
explanatory components than the HBM model when tailoring interventions to 
 promote breast cancer awareness among South Asian women in Canada because it 
targeted early stages, resulting in increased knowledge and reduced perceived bar-
riers related to breast cancer screening.

The TTM was also applied to alcohol addiction recovery among South Asian and 
European American men, finding spirituality and religion played a more prominent 
role among South Asians than European Americans in recovery (Morjaria and 
Orford 2002). More specifically, researchers found that the lowest level defined as 
“needing help”, was correlated with a “pre-existing low-level belief in God” and 
that the last step of recovery “abstinence/ controlled drinking” was correlated with 
“greater sense of connectedness with God” among South Asians. These findings 
highlight the need to account for such cultural values (e.g., religion) when develop-
ing interventions, supporting Orford’s (2001) claim that the TTM is lacking signifi-
cant elements involved in behavioral change: the social, spiritual, and moral. For 
instance, a key difference between the ethnic populations engaging in this recovery 
program was that Western participants were non-practicing members of a religion 
developing a sense of faith, while South Asian participants identified more as prac-
ticing believers strengthening their pre-existing faith. Considering the emphasis 
placed among these elements in South Asian culture/religions, this may be a major 
issue when applying the TTM to this particular population.

5.1.5  Further Research

This section offered a brief summary of major established psychological models of 
health and their relevance to South Asian Americans. Although some past literature 
has provided valuable insight, potential discrepancies (e.g., lack of a cultural com-
ponent, the hybrid identity conflict, limited research on the population) exist when 
applying the models to South Asian Americans. For instance, several models have 
been used in studies and/or successfully applied to South Asians or (East) Asian 
Americans, while only a few studies have been conducted on specifically South 
Asian Americans, even though South Asian Americans may have different experi-
ences than South Asians not residing in the Western hemisphere, and from other 
subgroups of Asian Americans (e.g., Chinese). Additionally, despite the several 
studies, there is no solid evidence that one model is stronger than the other (e.g., 
Noar and Zimmerman 2005; Weinstein and Rothman 2005), most likely due to most 
of the constructs across the models measuring the same concepts but with different 
names. However, it is also noteworthy that most studies examined the models using 
a majority Western population, thus it is unknown if perhaps there is indeed a model 
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best fit for this particular population until further research is conducted. Given the 
recently increased value placed on the exploration of biopsychosocial factors of 
health, the growing population of South Asian Americans, and the limited research 
on this population, further studies must be conducted using South Asian American 
samples. It is important to research the relevance of existing models through a cul-
turally informed psychological lens to encourage a more nuanced understanding of 
health behavior. Such knowledge may be useful in not only developing adapted or 
newer, better fitting models for this population, but also be in application of cultur-
ally sensitive interventions.

5.2  Part II: Psychological Processes and Interventions

Throughout this section, we will examine various existing relevant interventions 
that originated from South Asian culture and discuss their processes, associated 
health benefits, and practical reasons to increase the study of these practices and 
interventions. Not only will the exploration of psychological models and practices 
indigenous to Easterners benefit South Asian Americans, but there may also be 
advantages in examining their usefulness for other racial/ethnic minority groups in 
the U.S.  In this section, South Asian cultural traditions, psychological processes 
emphasizing consciousness, and religious/spiritual practices will be considered as 
they pertain to current forms of treatment. The integration of such practices can 
provide rich and practical ways to address health concerns cross-culturally, again 
indicating the importance of further research in the development of culturally sensi-
tive, meaningful, and sufficiently nuanced psychological models and interventions.

5.2.1  Mindfulness

The art of mindfulness dates back thousands of years to the Asian practices of 
Buddhism, where historically mindfulness was denoted as ‘the heart’ of Buddhist 
meditation (Thera 1962). Mindfulness is an intricate concept often entailing multi-
ple meanings, but it is most commonly referred to as the quality of awareness or 
attention in a particular moment. A more complex understanding of mindfulness is 
that it is a mental process, a psychological trait, a specific meditative technique, a 
collection of techniques, or an outcome of the practice itself (Bishop et al. 2004). 
The Buddhist philosophies from which mindfulness stems are rooted deeply in the 
release of pain and suffering; notably, there is a significant distinction between 
releasing and suppressing suffering (Hanh 1975). In mindfulness meditation, one is 
trained to be aware of feelings and thoughts as they arise, accept the feelings and 
thoughts, and let the feelings and thoughts flow freely while maintaining focus on 
one’s breathing. Difficult thoughts and feelings are not ignored or pushed away but 
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rather are accepted with openness and compassion to be released after they have 
been experienced.

Mindfulness meditation has been implemented in stress reduction programs 
through the usage of breathing techniques, experience of bodily sensations, and 
incorporation of a useful emotion regulation strategy known as cognitive reappraisal 
(Kabat-Zinn 1990). Practicing mindfulness meditation can also contribute to 
increased quality in sleeping patterns, improved mood, and the development of 
deeper concentration (e.g., Brown and Ryan 2003). Mindfulness entered the clinical 
setting and has been useful in many interventions aimed at the improvement of psy-
chological and physiological health outcomes. However, it is important to be con-
scientious when using this practice in the West, as this setting may embody a 
different cultural paradigm in contrast to the cultural origin of mindfulness-based 
practices (Kabat-Zinn 2003).

Mindfulness-Based Stress Reduction (MBSR; Kabat-Zinn 1990) is an 8- or 
10-week program geared towards the cultivation of mindfulness skills including the 
experience of bodily sensations, (Hatha) yoga postures, and meditation. Studies 
from recent decades have demonstrated that participants of this program have 
reported reduced levels of stress, reduced chronic pain, increased sense of control in 
their health and lives, higher levels of spirituality, and improvement in symptomol-
ogy associated with both mental and physical health issues (e.g., Astin 1997; 
Carmody and Baer 2008; Kabat-Zinn 1982; Miller et al. 1995; Speca et al. 2000). 
Furthermore, numerous meta-analyses have found evidence for the successful use 
of mindfulness meditation programs not only for individuals suffering with psycho-
logical maladjustment (e.g., anxiety, depression; Hofmann et al. 2010) or chronic 
medical diseases (e.g., cancer; Bohlmeijer et al. 2010), but also for healthy people 
(e.g., Chiesa and Serretti 2009) and medical health professionals (e.g., Shapiro et al. 
2005). Accordingly, Grossman et al. (2004) conducted a meta-analysis that found 
MBSR to be useful in alleviating distress associated with physical, psychosomatic, 
and psychiatric disorders.

Mindfulness has also been found to be useful for health issues through encour-
agement during mundane activities. One activity is eating, as applied through 
Mindfulness-Based Eating Awareness Training (MB-EAT; Kristeller and Wolever 
2011). Studies have found mindful eating (e.g., increasing awareness of physical vs. 
psychological hunger, making conscious food choices, etc.) to be beneficial for both 
weight loss among obese patients and improved glycemic control among patients 
with type 2 diabetes (e.g., Mason et al. 2015; Miller et al. 2012). This is particularly 
important considering that South Asian Americans are not only prone to a greater 
risk for obesity and type 2 diabetes due to genetics, but also have an even higher 
susceptibility due to Western unhealthy environmental influences on eating behav-
iors (e.g., Chowdhury et al. 2014; Hall et al. 2010). Mindful eating as an interven-
tion has yet to be studied as a treatment for South Asian American health issues.

Given its multifaceted nature, mindfulness has been broken down into several 
dimensions including compassion for others, loving-kindness, self-compassion, 
nonjudgmental attitudes, and equanimity. Several studies have shown support for 
the positive benefits of practicing mindfulness. Fredrickson et al. (2009) found that 
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those who participated in loving-kindness mediation reported lower levels of stress, 
higher sense of purpose in life, greater perceived social support, reduced illness, 
decreased depressive symptoms, and increased life satisfaction as opposed to those 
who did not participate. Self-compassion, described as being vigilant of one’s flaws 
in order to better oneself in a nonjudgmental way and learning to be content with 
and love oneself (Neff 2003), has been shown to play a significant role in the culti-
vation of positive health behaviors, including healthy diet, physical activity, 
 adequate sleep, and stress management (Sirois et al. 2015). Additionally, high self-
compassion and acceptance have also been found to help overcome maladaptive 
psychological processes common among South Asians (e.g., isolation, self- criticism, 
perfectionism; Neff et al. 2007; Slaney et al. 2000). Furthermore, overall increased 
levels of mindfulness have been linked to lower levels of psychological distress 
among Asian Americans (e.g., Masuda et al. 2010).

Despite the abundance of research on mindfulness and its attributes in relation to 
both psychological and physiological well-being, there are limited studies on the 
role of such aspects of mindfulness in health on the specific subgroup of South 
Asian Americans. In fact, few studies have even included South Asian Americans in 
the study sample (e.g., Davidson et al. 2003; Ostafin et al. 2006), let alone studied 
large samples of South Asian Americans. For instance, Masuda et al. (2014) con-
ducted a study on an Asian American sample (25% South Asian American) and 
demonstrated that increased mindfulness was associated with lower levels of depres-
sion and anxiety. However, it is still unclear how these relationships varied between 
groups within the small Asian American sample (e.g., Chinese vs. Asian Indian). 
Similarly, while some studies have found that Asian ethnicity was not significantly 
interactive with dispositional trait mindfulness (mindfulness as a facet in one’s per-
sonality) in comparison to other ethnicities in the U.S., sample sizes may have been 
too small and power too low to determine any noteworthy relationship (e.g., 
Creswell et al. 2007; Shapiro et al. 1998). This makes it difficult to generalize these 
results to Asian Americans, especially South Asian American populations. For these 
reasons, further research in this population is important, as it is unknown how suc-
cessful such qualities of mindfulness (e.g., compassion, acceptance) may be among 
South Asian Americans when incorporated in various methods of treatment, such as 
acceptance and commitment therapy (e.g., Hayes et al. 2011) or cognitive behav-
ioral therapies (e.g., Brown et al. 2011).

5.2.2  Yoga

Described as an ancient Indian way of life, yoga is a traditional South Asian philo-
sophical practice that has been adapted in the West. Swami Satchidananda, a well- 
known translator of The Yoga Sutras of Patanjali, stated that the original purpose of 
yoga philosophy was to understand and master the mind, originating approximately 
2,000 years ago. The term Raja Yoga (royal union, referring to the union of Atman, 
meaning self or soul, and Brahman, or universal consciousness of God) was first 
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used for this purpose by Patanjali Maharishi in the Yoga Sutras (Satchidananda 
1990) and was later expounded upon by Swami Vivekananda in his book Raja Yoga 
(1896/2016). Vivekananda discusses an array of concepts in the context of Patanjali’s 
Yoga Sutras, or the eight limbs of yoga: Yama (universal ethics), Niyama (individual 
ethics), Asana (physical postures), Pranayama (breath control), Pratyahara 
(strengthening senses), Dharana (concentration), Dhyana (meditation), and 
Samadhi (self-realization). The emphasis on physical practice of yoga is a fairly 
new development utilized in the West (Satchidananda 1990). For instance, Hatha 
Yoga, the type of yoga most commonly practiced in the United States, is composed 
of mainly physical postures, breath control, and/or meditation.

There has been a large wave of empirical research supporting the positive health 
benefits associated with yoga practice. Brown and Gerbarg (2005) found Sudarshan 
Kriya Yoga (SKY), the use of rhythmic hyperventilation at different rates of breath-
ing, to be a useful, low-risk and low-cost alternative and complementary treatment 
for stress, anxiety, depression, post-traumatic stress disorder (PTSD), substance 
abuse, and stress-related chronic diseases. Yoga has also been demonstrated to be 
beneficial for physiological health. Balaji et al. (2012) summarized several studies 
and noted a significant association between the practice of Hatha Yoga and lower 
cardiovascular risk factors (e.g., reduction in resting pulse rate, reduce blood pres-
sure), lower risk of obesity (e.g., lower BMI, decreased cholesterol, better weight 
management), improvement in arthritis (e.g., less pain), improved balance, and even 
reduced DNA damage among cancer patients undergoing radiation. Additionally, 
Youngwanichsetha et al. (2014) found that pregnant Thai women with gestational 
diabetes mellitus who participated in yoga exercise consisting of deep-breathing 
during the repetition of yoga poses and movements showed improvement in glyce-
mic control. More specifically, the movement of the yoga exercises increased blood 
circulation, improving insulin sensitivity and therefore, increasing utilization of 
glucose by muscle cells, thus reducing blood sugar among the diabetic pregnant 
women (Kuntsevich et al. 2010). Mamtani and Mamtani (2005) argue that yoga, 
when contextualized as part of Ayurvedic Medicine and Indian culture, benefited 
diabetics by reducing blood sugar levels and patients suffering from heart diseases 
and hypertension by reducing anxiety, promoting well-being, and improving overall 
quality of life. Thus, given that South Asian Americans have a higher prevalence of 
diabetes than other populations (e.g., Mohanty et al. 2005) and often suffer from 
higher cardiovascular risks including hypertension (Jonnalagadda and Diwan 2005), 
the practice of yoga may be especially useful in this population. Despite the origins 
of yoga in South Asian culture, research examining yogic treatments among South 
Asian Americans is limited.

Interestingly, much of the yogic practices in Western culture focus more on yogic 
postures, viewing yoga as more of a practice for bodily exercise, while Indian cul-
ture values the meditative aspects of yoga in combination with breathing techniques 
and regards it as a spiritual practice. For instance, yoga poses in Indian tradition are 
often accompanied with a verse style prayer called Shloka. While many yoga rou-
tines practiced in the West may have roots in ancient yoga practices, they are some-
what incongruent to the type of yoga valued in the East, further emphasizing the 
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differences between these cultures. Feuerstein (2014) argued that yoga as it is con-
ceptualized in Indian culture has a “distinct advantage over contemporary psychol-
ogy when it comes to the issue of spiritual freedom and the path to freedom” 
(p. 235). This distinction underscores the significance of cultivating cultural aware-
ness, but also points toward the need to differentiate indigenous and modified varia-
tions of such practices. Accordingly, models exported to the West are often 
misconstrued and can result in cultural appropriation of these practices. To avoid the 
potentially insincere adoption of indigenous models, it is important to provide cul-
turally sensitive explanations of procedures that pay sincere homage to the tradi-
tional roots. Furthermore, it may be beneficial to compare and contrast the 
Indian-rooted vs. the Western-adapted elements of models in relation to health 
issues in South Asian Americans to measure the utility and effectiveness of the 
elements.

5.2.3  Transcendental Meditation

Another useful ancient Indian meditative practice that has been developed over the 
past century in the West is Transcendental Meditation (TM). Established by 
Maharishi Mahesh Yogi in the 1950s, TM is described as an internal control of 
attention and the act of cogitating a specific series of words, known as a mantra (a 
concept not inherent to the Transcendental Meditation movement, but inspired from 
ancient Indian practices of meditation). TM, found to be positively associated with 
high levels of energy, self-esteem, and happiness has been particularly useful in 
diminishing psychological stress by promoting relaxation, creativity, intelligence, 
learning ability, self-development, and a higher quality of life while reducing insom-
nia, anxiety, and depression (e.g., Roth 1987; Sedlmeier et al. 2012). Thus, consid-
ering that psychological stress has negative effects on various body mechanisms, 
including the autonomic nervous system, cardiovascular system, and immune sys-
tem (McEwen 1998), it is not surprising that researchers and clinicians often turn to 
TM for research and treatment of several physiological aspects of health (e.g., blood 
pressure, cortisol levels, heart rate, breathing; Anderson et al. 2008; Dillbeck and 
Orme-Johnson 1987; MacLean et al. 1997; Wallace 1970). For instance, findings by 
Balaji et al. (2012) indicate that TM was effective in reducing a wide range of health 
risks including hypertension, obesity, heart failure, and stress, while improving cog-
nition. Additionally, TM has been particularly successful in coronary artery disease 
risk reduction (e.g., Zamarra et al. 1996). Given that South Asian Americans are at 
high risk of coronary artery disease (e.g., Mooteri et al. 2004), TM might be espe-
cially useful in treating this population.
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5.2.4  Prayer

Although the psychological practices mentioned thus far have attracted attention in 
research and been included in treatment options in Western medicine, it is still nec-
essary to continue to explore understudied cultural and spiritual rituals that may be 
related to patients’ perceptions of their health. As mentioned in Part I, religiosity 
and spirituality are highly valued in South Asian culture due to their significant role 
in shaping South Asian health beliefs and relevance as a form of comfort and/or 
stress relief when coping with adversity (e.g., experiencing a health issue). One 
unobserved and neglected practice crucial to a large South Asian American popula-
tion is the practice of prayer.

While several studies have shown that practicing religious activities and high 
levels of spirituality are associated with positive psychological and physical well- 
being (e.g., Yonker et al. 2012), it is essential to note that most forms of spiritual and 
religious interventions in the health setting are often catered towards Christian pop-
ulations. Considering the prevalence of religious beliefs like Hinduism, Islam, 
Buddhism etc., among South Asian Americans, one way to gain the trust and com-
pliance of these individuals is to develop services that are more inclusive and cater 
to these religious populations. As avenues of expressing spirituality have been dis-
cussed in the context of Hinduism and Buddhism (in relation to yoga and medita-
tion), it may also be valuable to explore expression of spirituality through the lens 
of Islam, a religion that is popularly followed among the South Asian American 
population. Muslim prayer, or salat, is an obligatory religious activity prescribed to 
be performed five times daily at specific times throughout the day. Salat involves 
yogic qualities through its different postures, which include standing, bowing, pros-
trating, and sitting, as well as meditative qualities (the Shoklas mentioned earlier), 
through the recitation of Quranic verses that accompany each posture. Doufesh 
et al. (2014) found that during the performance of salat, parasympathetic activity in 
the nervous system increased while sympathetic activity decreased, suggesting that 
this practice may be beneficial in inducing relaxation while reducing anxiety and 
cardiovascular risk. This recent study only provides promising preliminary evidence 
warranting further investigation of the role of prayer in health.

Although salat shares qualities of yoga and meditation, one aspect that might 
make this practice unique is its association with community. Not only is it important 
to form a relationship with God and generate inner spirituality through salat, but 
Islamic principles also endorse the strengthening of community, which is driven by 
the notion that joint-prayer is rewarded more highly than praying in solitude. This 
cultivation of community provides Muslims with a support system that may be ben-
eficial to fostering spirituality/religiosity, psychological adjustment, and managing 
distress stemming from sociocultural factors like acculturation and discrimination. 
This is particularly relevant considering the recent negative depiction of the South 
Asian American Muslim community in Western social and political spheres (e.g., 
post 9/11, Islamophobia, negative portrayal in the media, stereotypes). Thus, it is 
necessary for researchers, clinicians, and health professionals to investigate, 
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implement, and provide culturally sensitive resources and treatment for the health 
of this population.

5.2.5  Cognitive Behavioral Therapy

Several forms of intervention and therapy have emerged over the past few decades 
that have been useful in addressing health concerns cross-culturally, including 
cognitive- behavioral therapy (CBT; Beck 2011). CBT employs cognitive restructur-
ing to alter a client’s situation and to alleviate distress surrounding unsolvable 
issues. Cognitive restructuring is development of the ability to recognize dysfunc-
tional thoughts and negative tendencies in order to facilitate change.

CBT is a flexible model of treatment that allows for modification of schemas in 
a culturally sensitive manner to best fit traditional values and nuances. According to 
Hays (2009), there are several steps to deliver culturally competent CBT.  These 
steps include (1) the assessment of the client’s needs based on a culturally respectful 
interaction between therapist and client (e.g., therapist awareness that cultures have 
different norms in relation to actions that are respectful or disrespectful, such as 
maintaining eye contact), (2) identification of culturally related strengths and sup-
ports (e.g., pride in one’s cultural, religious, spiritual identity), and (3) an under-
standing of the client’s external and internal aspects with attention to cultural 
influences (e.g., factors mentioned in Part 2). Therapists may also be advised not to 
challenge core cultural beliefs of clients, but rather to provide culturally sensitive 
methods of solutions.

In terms of treatment, researchers and clinicians have found that not only are 
Asian Americans less likely to have patience for ambiguous forms of therapy and 
would rather seek a more structured, practical, and immediate solution to their prob-
lems, but also that Eastern culture does not align with Western views of placing 
importance on autonomy and the individual (e.g., Chen and Davenport 2005; Leong 
1986). Therefore, it might be beneficial to contextualize a patient’s cognitive/affec-
tive experiences when conducting CBT (Hwang et al. 2006). CBT may be useful for 
South Asian Americans since this group includes individuals of varying degrees of 
cultural and religious identity and involves a mixture of both South Asian and 
Western influences. Studies have shown the usefulness of CBT in South Asian pop-
ulations seeking treatment for substance abuse (Rastogi and Wadhwa 2006), depres-
sion (Tewary et al. 2012), and acculturation issues within the family (Dattilio and 
Bahadur 2005).

There has also been progress towards creating adaptive CBT frameworks for 
non-Western cultures, such as Pakistani culture. Naeem et al. (2009) found that key 
limitations of the original framework for this population was focusing on therapy 
factors and failing to emphasize factors related to health beliefs and the health sys-
tem in Pakistan. Unlike the Western world, not only are there fewer qualified health-
care professionals and accessible facilities, but many Pakistanis simply do not have 
the knowledge, trust, money, ability, or other resources to seek appropriate treatment. 
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Thus, Naeem and colleagues (Naeem et al. 2009; Naeem et al. 2010) developed a 
framework that accounted for several aspects of variability due to culture (e.g., reli-
gion/spirituality, family, language), capacity and circumstances (e.g., gender, edu-
cation level, capacity of the health system), and cognitions (e.g., beliefs about 
health, treatment, doctors, diseases) to address the barriers faced by this particular 
population. Overall, this team of researchers believe that the adaptation process of 
CBT includes awareness of relevant cultural issues (such as those previously men-
tioned), assessment (e.g., identifying if the client is from an individualistic or col-
lectivist culture to assess the importance of focusing on involving family into 
therapy), engagement (e.g., therapist opening up to patients about their own family 
may make patients feel warmer and more comfortable towards the therapist), and 
implementing adjustments in therapy (e.g., patients may find it easier to read, write, 
and speak in their native language with the therapist; Naeem et al. 2015). Although 
specific to Pakistan, assessing the functionality of this model among South Asian 
Americans may be useful since this group may hold different religious and philo-
sophical values than South Asian Hindu/Buddhist American groups (e.g., some 
Hindu and Buddhist Americans may prefer meditative and yoga practices over 
prayer). The development of this adaptation of CBT shows that not only is it possi-
ble to modify existing frameworks, but also that evidence exists for the utility of 
CBT in South Asian culture (Naeem et al. 2011). Additionally, this adaptation points 
to importance of consulting therapists’ cultural expertise and increasing open com-
munication between the client and therapist to avoid mistakes, like stereotyping and 
misinterpretation of patients’ behaviors based on cultural assumptions (Naeem et al. 
2010). To culturally adapt models within the Western hemisphere, therapists need to 
commit to recognition of their own cultural biases and seek to continually increase 
their cultural awareness for the betterment of their clients (Dobson 2009).

5.2.6  Further Research

While the psychological models discussed have opened a meaningful dialogue, the 
exploration of culturally sensitive psychological practices among South Asian 
Americans warrants further research. The aforementioned practices only begin to 
touch on a few significant methods in response to specific health issues. Indeed, 
there are several ways to encourage behavior change including exposure, cognitive 
change, self-management, relaxation, acceptance, or any combination of these. 
Combinations and overlap of ideologies in existing models also expand across sev-
eral other interventions that have not yet been mentioned. For instance, acceptance 
and commitment therapy (ACT; Hayes et al. 2011) uses similar strategies to those 
found in mindfulness or meditation, such as observing the self, emotions, and 
thoughts from an external perspective (Baer 2003). Additionally, mindfulness-based 
cognitive therapy (MBCT; Teasdale et  al. 1995) consists of methods from both 
mindfulness meditation and CBT. Moreover, transcendental meditation and mind-
fulness not only share roots in history, but have also been found to be significantly 
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associated (Alexander et al. 1989). Furthermore, it has been argued that some mind-
fulness interventions like MBSR are not embedded in Western models of psycho-
therapy, and serve more as complementary methods of treatment outside of 
traditional interventions when contrasted with CBT.  Indeed, the examination of 
such practices through a culturally sensitive lens opens up the pathway of “mutual 
enrichment” of both traditional Eastern and Western psychology (Walsh and Shapiro 
2006). Though previous studies have shown the utility and effectiveness of such 
behavioral interventions and practices among certain populations, some uncertainty 
still remains in the ability to generalize results to South Asian Americans. In addi-
tion, there seems to be a gap in the literature regarding practices that may be more 
specific to South Asian American groups, such as meditation, yoga, and prayer. 
Considering that such indigenous practices among South Asians have shown suc-
cess in treating diverse populations, it may be beneficial to research the usefulness 
of such methods among various populations with differing cultural backgrounds. 
Finally, further research on South Asian American health practices will provide 
researchers with more useful information to aid in the creation of improved psycho-
logical models of health.

5.3  Implications and Concluding Thoughts

Overall, this chapter supports that the biopsychsocial approach to health may be 
especially useful in improving the trajectory of South Asian American health 
research and well-being. Accordingly, as the field of health psychology continues to 
progress, researchers and clinicians must aim to become more culturally competent 
and increase health literacy (awareness of mental health risks, health beliefs, health 
behaviors, and useful interventions) among not only themselves, but also South 
Asian Americans. As noted by Inman et al. (2014) in a three-decade analysis on 
psychological research among this population, it is evident that previous literature 
regarding South Asian American psychological health is scarce. In addition, much 
of the existing literature assesses South Asian immigrants, which is problematic 
because the increasing population of South Asian Americans consists of post- 
immigrant generations. For these reasons, there is a greater need to study second 
and third generation individuals and examine the extent of acculturation as it relates 
to health.

By looking through the cultural lens of pertinent populations, researchers and 
clinicians are able to address ethnic differences by creating adaptive interventions 
and models of health. Given that studies reported higher compliance rates among 
patients treated by culturally competent health professionals (e.g., Anderson et al. 
2003), current research must be broadened to explore treatment preferences of 
South Asian Americans and the effectiveness of treatments discussed earlier among 
this population. For example, it is crucial for health professionals to be aware of the 
Westernization of meditative practices (Walsh and Shapiro 2006) when considering 
their application to non-Western patient populations. On one hand, some South 
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Asian Americans may appreciate a mixture between Western and Eastern practice, 
as some individuals identify with both cultures and mentalities, such as yoga exer-
cises. On the other hand, some may prefer more traditional meditative treatments, 
such as TM or prayer, because of their cultural, spiritual, and religious familiarity. 
As evident in the discussion of the present chapter, aside from understanding which 
types of treatment would be most fitting for minority populations, it is imperative to 
improve the methods by which health issues among diverse populations are assessed 
by researchers through existing, and perhaps insufficient, models of health.

Thus, it is important to continue exploring and adapting the models discussed 
earlier in this chapter since key elements relevant to understanding South Asian 
American health may still be missing, such as perceptions of the psychological self. 
According to Markus and Kitayama (2010), the self is composed of both biological 
and sociocultural psychological realities (Markus and Kitayama 1991), and func-
tions as a basis for self-regulatory schemas (the notion that conscious and uncon-
scious processes regulate individual attention, perception, cognition, emotion, 
motivation, etc.) and tacitly extends to several psychological processes involved in 
health behavior. Indeed, past self-report surveys, experimental research, and field 
studies have indicated evidence of cross-cultural variations of the self (e.g., Kapoor 
et  al. 2003; Morling and Lamoreaux 2008). Many of the explanatory models of 
health discussed thus far are built on functional influences of behavior that can dis-
count differences prevailing in the psychological self. Understanding key cultural 
differences in the psychological self may be useful in identifying how culture plays 
a role in explaining how self-focused processes are involved in acting on health 
issues. For instance, one distinction to draw upon from the psychological health 
behaviors of South Asian Americans compared to other ethnic populations is that of 
coping. A recent study by Perera and Chang (2015) examining ethnic differences in 
coping strategies, found that South Asian Americans facing a stressful event reported 
the highest use of avoidant emotional coping strategies. This strategy type was also 
more strongly associated with depression in South Asian Americans, as compared 
to European Americans. Not only do these findings suggest that this population may 
be at higher risk of turning to maladaptive coping strategies (in that they have a 
positive, robust association with psychological maladjustment), but they acknowl-
edge that there may be sociocultural influences in how South Asian Americans 
cope. Health beliefs may also be influenced by an individual’s family (e.g., familial 
behavior, familial expectations, traditions, teachings) and the development of health 
perceptions through socialization. Influential factors of health like bicultural/hybrid 
identity, collectivism, familial influence etc., will be discussed in the following 
chapter on sociocultural models of health.
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Chapter 6
South Asian American Health: Perspectives 
and Recommendations on Sociocultural 
Influences

Riddhi Sandil and Ranjana Srinivasan

As outlined in earlier in this text, Asian Americans are one of the fastest growing 
ethnic groups in the United States, comprised of 19.4 million individuals (5.1% of 
the total U.S. population (U.S. Census 2012). This number reflects a 46% increase 
in population from 2008 when Asian Americans constituted close to 12% of the 
total population (11.9 million individuals). Historically, the term “Asian American” 
referenced individuals from East Asia, namely China, Japan, Korea, and the 
Philippines (Khandelwal 1988). This conceptualization of Asian Americans was 
somewhat accurate prior to the 1970s when 96% of Asians in the United States were 
of Chinese, Japanese, or Filipino heritage (Pew Research Center 2012a). However, 
the face of Asian Americans has since changed. Specifically, South Asian Americans 
(individuals who identify their ethnic origins to Bangladesh, Bhutan, India, the 
Maldives, Nepal, Pakistan, and Sri Lanka) are one of the fastest growing Asian 
American subgroups, with a population growth of 81% between 2000 and 2010 (1.9 
million individuals to 3.4 million individuals) (U.S.  Census 2012). Amongst the 
South Asian Americans, Asian Indians comprise the third largest group of Asian 
Americans in the United States at a population of 3.18 million, preceded only by 
Chinese Americans (3.79 million) and Filipino Americans (3.41 million). When 
combined with Pakistani and Bangladeshi Americans, the population of South 
Asian Americans surpasses that of Filipino Americans, thus becoming the second 
largest Asian American minority currently residing in in the United States 
(U.S. Census 2012).

Although South Asian Americans are rapidly becoming majority of the Asian 
American population in the United States, they are underrepresented in health 
research (Hussain-Gambles et al. 2004). Often grouped with other Asian Americans, 
unique concerns shared by South Asian Americans are often diluted or 
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 underrepresented in research (Chen 2005). Studies suggest that South Asian 
Americans experience unique health disparities when compared to their Caucasian 
and East Asian American peers. Enas et al. (1996) reported that Asian Indians show 
higher incidence of coronary heart disease, diabetes, and hypertriglyceridemia 
when compared to White Americans. Similarly, Hsu et al. (2015) found that when 
compared to other Asian Americans, South Asian Americans had higher incidence 
of diabetes and associated complications. Misra and Vikram (2004) further suggest 
that along with the aforementioned health conditions, South Asian Americans might 
also be more likely to central obesity which can make this population particularly 
vulnerable to cardiovascular disease. Health disparities experienced by South 
Asians are also well documented in studies done in other Western countries (Bhopal 
et  al. 1999; Williams et  al. 2010; Whitty et  al. 1999). Similar to South Asian 
Americans, South Asians in the United Kingdom and Canada also report higher 
incidences of coronary heart disease and diabetes when compared to other ethnic 
minorities in the United Kingdom and Canada (Williams et al. 2010).

Along with susceptibility to the aforementioned health conditions, South Asian 
Americans might not be oriented toward preventative health care (Bottorff et  al. 
1998). For example, physical activity has been shown to reduce the risk of contract-
ing cardiovascular diseases and diabetes (Nelson et al. 2007). However, only 40% 
of South Asian Indian Americans reported engaging in regular physical activity 
(Misra et  al. 2000). In their meta-analysis of physical activity in Asian Indians, 
Daniel and Wilbur (2011) found similar results with at least 40% of the examined 
studies indicating low physical activity in this population.

Asian Americans share distinct cultural values that can be linked to their ethnic 
and racial identity (Kim et al. 2001). Namely collectivism, family honor, and adher-
ence to religious and moral expectations are Asian American cultural values that are 
endorsed by South Asian American individuals (Ibrahim et al. 1997). There is agree-
ment that given their distinct ethnic and cultural heritage, South Asian Americans 
exhibit unique variances of these shared Asian cultural values and these, subse-
quently, may impact the health of South Asian Americans.

Firstly, this chapter will substantiate on the impact of common South Asian 
American cultural values including religiosity, collectivism, morality, and adher-
ence to traditional gender roles on the health of South Asian Americans. Secondly, 
experiences that are salient in this population, including acculturation and racial 
discrimination, will be expanded upon, particularly as they relate to the physical 
well-being of this unique population. Lastly, recommendations for culturally- 
sensitive practice will be provided as existing research indicates that the specific 
needs of South Asian Americans are commonly overlooked in the current health 
care system (Ahmed and Lemkau 2000).
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6.1  South Asian Cultural Values

Given the complexity and diversity of South Asian cultures, there are significant 
differences in cultural practices of South Asian populations. For example, India is 
composed of 29 states, each with its own cultural practices and traditions. Hence, 
individuals from different parts of the country might exhibit unique cultural charac-
teristics. Religion, collectivism, morality, and gender can have a significant influ-
ence on these varied South Asian populations, which in turn could impact health 
practices of this population. These cultural values and their subsequent influence on 
South Asian health are expanded on below.

6.1.1  Religion and Religious Identity

According to the Religious Landscape Study conducted by the Pew Research Center 
(2015), the most prominent religious identities for Asian Americans include Hindu, 
Buddhist, Muslim, Catholic, and non-religious. Although religious identity by 
South Asian subgroup was not examined, data on religious affiliation for Indian 
Americans show 51% identifying as Hindu, 10% as Muslim, 18% as Christian, 5% 
as Sikh, 2% as Jain, and 10% as unaffiliated (Pew Research Center 2012b). Hannay 
(1980) explored the relationship between active versus passive religious allegiance 
and its association with symptom frequencies, and found that the further people are 
from their cultural base, the more important religious activity becomes in order to 
find a sense of stability. This phenomenon seems to be true for South Asian 
Americans with research suggesting that South Asian immigrants are often more 
religious after immigrating than they were in their host country, and that religious 
activities help South Asian Americans feel more connected to their ethnicity and 
heritage, and allow them to bequeath cultural practices with future generations 
(Dasgupta 1998; Williams 1988). With regard to religiosity and health beliefs, 
Bhattacharya (2004) suggests that South Asians may have a sense that certain expe-
riences, including health concerns, are unavoidable. Therefore, instead of seeking 
health care in a timely manner to alleviate their symptoms, this population might 
view their situation as a destiny they must accept.

Frequent correlations have also been noticed between an individual’s level of 
religiosity and quality of physical health (Clements and Ermakova 2012). Actively 
practicing a religion has been shown to reduce involvement in harmful health behav-
iors such as unhealthy diet and the practice of unsafe sex (Jones 2004). In addition, 
as discussed in the prior chapter, many religious practices such as meditation and 
centering prayer elicit a sort of “relaxation response” that contributes a reduction in 
sympathetic nervous system activity, reduced muscle tension, reduced activity of 
the anterior pituitary/adrenocortical axis, lower blood pressure, and lower heart rate 
(Benson 1996). People involved in religious institutions are also provided with a 
support system, which can play a positive role in maintaining healthy mental and 
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physical behaviors. Jones also noted that people who identify as religious are more 
attentive and compliant to treatment plans given by their medical providers, and 
have increased optimism towards their treatment (2004). Indeed, optimism medi-
ates the relationship between religion and health in the face of serious illness, such 
as coping with cancer (Sherman and Simonton 2001).

Specific studies have examined South Asian religious practices and its ability to 
lead to improved health. For example, Sudsuang et al. (1991) conducted a study 
with Thai college students to understand the relationship between Buddhist medita-
tion and serum cortisol levels, serum protein levels, and blood pressure. The sub-
jects spent two months within a monastery, meditating between two to four hours a 
day. Measurements were taken before the program began, three weeks into the pro-
gram, and six weeks into the program. The results showed that for the experimental 
group there were reductions in blood pressure, pulse rate, and serum cortisol level. 
Asian religious practices such as meditation may serve as protective factors among 
practicing South Asian Americans.

Similarly, Hsiao et al. (2006) studied the relationship between complementary 
and alternative medicine practice in a sample of 9187 Asian Americans living in 
California. Nearly 75% of the sample population had engaged in alternative medi-
cine treatments such as using an Ayurvedic practitioner, chiropractor, massage ther-
apist, and acupuncturist. Asian Americans who reported a high level of spirituality 
were more likely to engage in alternative medicine practices. Hsiao et al. (2006) 
suggest that the Asian Americans might be more likely to consolidate Eastern and 
Western perspectives of healing when managing their health care needs. The cor-
relation between the increased use of alternative medicinal practices and religiosity 
suggests that these techniques may provide South Asians’ additional spiritual sup-
port beyond traditional Western health practices.

6.1.2  Collectivism

The common hierarchical structure of South Asian American families creates an 
environment in which each person has a specific role they must adhere to for the 
family to adequately function. These given roles are often interdependent and dic-
tated by traditional Asian values (Sue and Sue 1993). Within a typical family unit, 
fathers are considered to be the head of the household and the decision makers of 
the family (Matthews 2000). Mothers are frequently seen as caretakers of the hus-
band, the children, and the extended family members. Sons often have immense 
pressure to achieve at a high level in order to carry on the family name, and are also 
viewed as additional providers for the family. Daughters are to perform domestic 
duties and to be subservient to the family as a whole (Kim et al. 2001). For all fam-
ily members, there is an obligation to the larger group that is put before individual 
needs, thereby suggesting that collectivism might be a salient concept for South 
Asian Americans (Ballard 1982).
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For the South Asian American population, the concept of “family” often extends 
beyond the immediate bloodline, as family friends are called “aunties” and “uncles,” 
and cousins are considered as close as brothers and sisters (Das and Kemp 1997). 
Family roles and responsibilities are shared amongst the larger community and fam-
ily members greatly lean on one another, which at times involves having shared 
living spaces amongst multiple families (Das and Kemp 1997).

Due to the collectivistic nature of the community, personal decision-making and 
problem solving are also considered to be a family matter. Kitano and Matsushima 
(1981) noted that Asian Americans often turn to authority figures in the community 
for assistance with problems due to their increased expertise and vast experience in 
life. The term “filial piety” has been used to describe how traditional Asian cultures 
put an immense importance on showing respect and compliance to elders and paren-
tal figures (Zhan and Montgomery 2003). This can specifically manifest itself with 
younger South Asian American generations. They are typically expected to show 
reverence and admiration to elders, which in turn could increase the hesitation in 
discussing sensitive topics with older individuals (Chung et al. 2005).

Within the Asian American community, individuals are thought to be a represen-
tation of their larger household (Kim et  al. 2001). This requires much time and 
energy to be directed towards upholding the family name and keeping the family 
unit intact. Within this community, individual achievements and successes are 
directed not only towards the individual, but to the family as a whole. This expecta-
tion to serve as family representatives is also seen in protecting the family from 
adverse societal judgments. It reflects negatively on the family, and in turn, brings 
shame to the whole community (Sue and Sue 1993). Due to the collectivistic atmo-
sphere of South Asian culture, individuals may feel a strong sense of attachment to 
their cultural group, and a requirement to bring esteem to their family.

Family honor also manifests itself within South Asian health due to the pride and 
avoidance of accepting one’s health issues and the impact that the health issues 
might have on the family as a whole. Frey and Roysircar (2006) posited three under-
lying reasons that Asian Americans do not utilize health services: (1) lack of trust in 
helping professionals and their services, (2) lack of knowledge about the availability 
of services and (3) stigma associated with formal help seeking. Within the culture, 
it is thought to be taboo to speak about individual problems or difficulties because 
it will stigmatize not only the person who needs help, but also the entire family (Das 
and Kemp 1997). This perspective affects the utilization of health and mental health 
treatment for the South Asian American community because bringing attention to 
one’s own health problems creates a “me” identity instead of a “we” identity. In 
addressing personal health concerns, South Asian Americans may feel the stigma 
that is associated with various diagnoses such as human immunodeficiency virus 
infection and acquired immune deficiency syndrome (HIV/AIDS), and feel that 
they are a poor reflection on their families. Along with this, South Asian Americans 
have great pride and honor in their culture, and often make it a priority to continue 
cultural traditions within the acculturation process.

Collectivism could also have a unique impact on compliance of health care inter-
vention within South Asian populations. In their study on South Asians living in 
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Canada, Bannerji et  al. (2010) found that South Asians participants were more 
likely to complete a cardiac rehabilitation program if the program had community 
member endorsement. Similarly, Ahmed et al. (2004) found South Asian Canadian 
women to be more likely to seek health care information from community members 
and social networks.

Collectivism can also influence what is or is not shared with health care provid-
ers. At times, uncomfortable topics, including stigmatized mental and physical 
health conditions, may be left out of conversation to preserve the family harmony 
(Gudykunst 2001). The collectivistic nature of addressing concerns and problems 
causes South Asian individuals to be less forthcoming in speaking about health- 
related issues. Understandably, this discretion could have serious ramifications on 
the well-being of South Asian Americans.

6.1.3  Morality

Similar to religious values, South Asian Americans may have cultural moral values 
that can be linked to well-being (Saran 1985). For example, chastity and virginity 
are highly valued in Asian Indian culture, and dating is frequently only acceptable 
within the context of a possible marriage (Dhruvarajan 1993; Saran 1985). An Asian 
Indian woman’s sexuality may be viewed as a threat to her family and community, 
and engaging in sexual relationships before marriage can be interpreted as betrayal 
of one’s family (Dasgupta and Dasgupta 1996; Inman et al. 2001). These cultural 
moral values can be challenged when South Asians, and particularly Asian Indian 
women, assimilate to the United States where dating and sexual relationships are 
regarded as an important part of self-development. This contrasting and new 
American environment (that is more accepting of premarital romantic relationships) 
might invoke feelings of confusion, envy, and conflict in South Asian Americans. 
Discussing or acknowledging these feelings could be construed as a betrayal of 
family and cultural values, and South Asian American women might be less likely 
to discuss these issues with family and friends (Sweta 2005). Further, the control of 
the immigrant South Asian American women’s sexuality can be disguised under the 
notion of cultural preservation (Madan-Bahel 2008). Thus, South Asian American 
women might be reticent to seek sexual health care given the cultural values of 
morality and chastity.

Similarly, along with revering chastity and virginity, identification as lesbian, 
gay, bisexual, transgender, and/or queer (LGBTQ) is also highly discouraged within 
the community (Bhattacharya 2004). For some, being gay is viewed as a deviant and 
unacceptable behavior that brings dishonor and shame to one’s family (Szymanski 
and Sung 2013). The purpose of sexual behavior is thought to be strictly for procre-
ation, therefore these identities go against this ideal and are socially not accepted.

Sandil et  al. (2015) applied the Minority Stress Theory and the Feminist 
Multicultural Theory to the experiences of South Asian lesbian gay, bisexual, and 
queer (LGBQ) individuals to examine incidents of discrimination due to multiple 
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marginalized identities, and effects on mental health. The results indicated that 
South Asian LGBQ participants who have experienced heterosexist discrimination 
and have higher levels of internalized heterosexism also report higher levels of psy-
chological stress. Additionally, it shows that the collectivistic nature of South Asian 
culture can intensify the psychological stress experienced by this population. South 
Asian sexual minorities often have difficulty in identifying as gay, lesbian, and 
bisexual because of the negative conceptualizations of LGBQ identities in the com-
munity. These individuals often engage in heterosexual relationships in order to 
avoid the discriminatory stress (Choudhury et al. 2009).

These beliefs around dating and sexuality often prevent South Asian American 
individuals from engaging in health care treatments related to their sexual activity 
or sexuality. An individual may choose not to be tested for HIV/AIDS or disclose a 
positive result due to the shame that could be put on their family and community 
(Bhattacharya 2004). There is also a lack of sex education within the population, 
and many are not aware of contraceptive options. Unsafe abortions contribute to 
deaths of South Asian Americans from hemorrhage and sepsis due to the pressures 
of purity on women (Fikree and Pasha 2004). For South Asian women, there is also 
importance placed on maintaining one’s dignity and practicing modesty, and this 
also applies within a health care setting. According to Bottorff et al. (1998), within 
breast cancer research, many South Asian women reported feeling shy about having 
male physicians examine their breasts, and had an overall hesitancy to be touched 
by a male physician or to undress for examinations. Along with this, many women 
said that they were uncomfortable doing a self-breast examination due to the pos-
sibility of it being misconstrued as being inappropriate.

6.1.4  Gender Role

Gender is a socio-cultural construction that outlines specific characteristics and 
behavior expectations based on one’s biological sex (Abraham 1995). Children are 
socialized from infancy to adhere to strict gender norms as outlined by their culture 
(Bem 1983). Das and Kemp (1997) suggest that first generation South Asian immi-
grant families have well-defined hierarchical gender roles which impact family 
roles and dynamics. Typically, women hold the subordinate position within the fam-
ily structure, thereby, taking on the role of caregivers whereas men hold the respon-
sibility for earning an income and financially supporting the family. These familial 
expectations also extend to other gender-defined roles. In accordance with other 
Asian beliefs, there are primary roles ascribed for women: daughter, wife, and 
mother (Ibrahim et al. 1997; Ibrahim 1994). Conversely, men are seen as protectors 
and expected to assume a dominant role within the family structure. As expected, 
these role expectations can have consequences on the well-being of South Asian 
Americans.

South Asian gender roles expect that women carry the primary responsibility of 
taking care of the home, preparing meals, and child care (Dasgupta 1998; Choudhry 
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2001). These gender role expectations also have an impact of physical well-being of 
South Asian women. When asked about physical exercise, South Asian women 
often report that they do not have time for exercise given their household duties and 
expectations (Sriskantharajah and Kai 2007). When asked about barriers to physical 
exercise, using a sample of South Asian women with coronary heart disease and 
diabetes, Sriskantharajah and Kai (2007) found that participants reported that 
reserving time in the day for exercise was a selfish activity, one that hindered a 
woman’s ability to attend to other duties such as care-giving and cooking. 
Participants acknowledged the importance of physical activity but only when it con-
tributed toward their other duties and expectations. For example, being active 
around the home was regarded as an acceptable way of engaging in physical exer-
cise as this activity also led to caretaking of family members.

Similarly, Choudhry (2001) suggests that South Asian immigrant women may 
not prioritize their own health care and well-being since their primary concern is the 
health of their family. Thus, often, preventative programs failed to meet the needs of 
South Asian immigrant women as they had not been socialized to think about their 
health and thus might not participate in prevention programs (Choudhry 2001). This 
socialization was also evident in a study by Weerasinghe and Numer (2011) where 
South Asian Canadian immigrant, widowed women stated that they were not 
allowed to participate in physical activity as children and young adults as this was 
not acceptable given their gender. This lack of agency was also noted in later life, 
where women reported that even after retirement, they could not engage in health- 
promoting leisure activities as they felt responsible for caretaking of their children 
and grandchildren. Thus, gender role socialization has a long-term impact on the 
ability of and likelihood of South Asian populations engaging in health promotion 
and maintenance activities.

6.2  Unique Experiences of South Asian Populations 
and Impact on Health

Along with having unique cultural characteristics, South Asian American popula-
tions also share experiences that are specific and related to cultural heritage and 
identity. Literature suggests that intimate partner violence, acculturation/accultura-
tive stress, and racism not only contribute to poorer psychological well-being but 
also can impact physical health of South Asian populations (Gee and Ponce 2010; 
Kalra et al. 2004; Raj et al. 2005). The following section expands on the aforemen-
tioned experiences and their unique influence on South Asian health.
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6.2.1  Intimate Partner Violence

The World Health Organization (WHO) estimates that 15–71% of women world-
wide will experience violence through an intimate partner (WHO 2008). Intimate 
partner violence is any behavior of one intimate partner that causes physical, sexual 
or emotional harm to the other partner in the relationship (WHO 2002; Ahmed et al. 
2013). 25–40% of South Asian women in the United States have experienced physi-
cal violence through an intimate partner (Ayyub 2000; Dasgupta 2000; Raj and 
Silverman 2002). These rates are much higher than those reported by other ethnic 
minorities in the United States (for example, 29% for African Americans and 23.4% 
for Hispanic Americans [Women of Color Network 2006]), and within the Asian 
American community at large (Raj and Silverman 2002). Even with these stagger-
ing prevalence rates, South Asian American communities are often overlooked 
when examining the etiology of domestic violence incidents (Midlarsky et al. 2006). 
Theorists posit that this occurs due to several factors: South Asian individuals are 
viewed as the model minority, there is a propensity to deny the existence of domes-
tic violence in Asian American households, and there might be a different cultural 
understanding of what constitutes physical, sexual and emotional abuse (Midlarsky 
et al. 2006; Tjaden and Thoennes 2000).

South Asian cultural norms can dictate how abuse is perceived within the com-
munity. For example, sexual abuse defined as unwelcome touching and forced sex-
ual activity is not always viewed as abuse in the context of South Asian marriages 
(Midlarsky et al. 2006). Cultural norms suggest that sexual activity within a mar-
riage is the right of a husband and considered male privilege (Midlarsky et al. 2006). 
Similarly, verbal violence is only considered abuse when it is done in a public set-
ting and includes derogation and insults (Midlarsky et  al. 2006). This nuanced 
understanding of what constitutes abuse leads to lower reporting within South Asian 
communities and, as a result, lower help-seeking behaviors (Raj and Silverman 
2002).

With regards to health, intimate partner violence (IPV), physical and sexual 
abuse, has an impact on women’s reproductive health. Studies with White American 
women and Latinas have linked HIV risk with a history of abuse and lower relation-
ship autonomy (Quina et al. 2000; Pulerwitz et al. 2002). Similarly, Beadnell et al. 
(2000) found that women who were in a relationship with active physical violence 
were less likely to engage in safe sex and HIV prevention interventions compared to 
women who were not in physically abusive relationships. IPV has also been linked 
to overall poorer reproductive health, with survivors reporting higher rates of men-
strual abnormalities, unwanted pregnancies, termination of pregnancies and pelvic 
pain than women who have not been in a physically abusive relationship (Heise 
et al. 2002).

To understand the impact of IPV on the health of South Asian American women, 
Raj et al. (2005) sampled 208 South Asian heterosexual women living in the United 
States. The study found that when compared to South Asian American women who 
were not in violent relationships, victims of IPV were almost 3 times more likely to 
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experience distressing health outcomes including burning during urination, discol-
ored vaginal discharge, and unwanted pregnancies. There are significant health con-
cerns for women in violent relationships.

To capture a more in-depth understanding of the experiences of South Asian 
victims of IPV, Raj et al. (2005) then conducted in-depth interviews with 23 survi-
vors of IPV. Incident rates in this group were even higher, with almost 61% of the 
sample reporting burning during urination, 21% stated having discoloration in vagi-
nal discharge, and 40% of the sample experienced an unwanted pregnancy. 
Additionally, approximately 11% of the sample had also undergone reproductive 
sterilization, with some of the participants reporting that they resorted to steriliza-
tion because of gynecological damage inflicted during sexual assault by their hus-
bands. Along with the pervasive health consequences for South Asian American 
women in violent relationships, this study also highlighted the lack of preventative 
reproductive health practices in this population since approximately one third of the 
population in both samples admitted that they had not had a pap smear in the previ-
ous year. South Asian victims in the United States were found not only to be vulner-
able to poorer health outcomes but also less likely to engage in preventative 
gynecological interventions (Raj et al. 2005).

Similar health consequences were reported by Hurwitz et al. (2006). With a sam-
ple of 208 South Asian women living in the United States, results showed that vic-
tims of IPV were four times more likely to report poor physical health (such as 
illness, injury, chronic pain, and stress headaches) in seven of the last 30 days, two 
times more likely to report sleep disturbances and three times more likely to report 
health inhibited daily activity for seven or more days in the last month (Hurwitz 
et al. 2006). In their qualitative study, Hurwitz et al. (2006) found that victims of 
IPV struggled with ongoing pain as result of physical violence in their relationships 
and this usually manifested itself in the form of headaches, backaches, and gastro-
intestinal concerns. Victims of IPV also reported that their injuries prevented them 
from normal life functioning including care-taking, spending time with family and 
work, thereby impacting overall life satisfaction. Lastly, sleep disturbances were 
also seen in this population. Victims attributed post-traumatic stress symptoms, 
such as anticipation of abuse and nightmares, to their disruptive sleep patterns 
(Hurwitz et al. 2006). Victims of IPV suffered significantly higher physical health 
ramifications when compared to South Asian women who had not been victimized, 
indicating that South Asian American female survivors of IPV are at greater risk for 
health problems.

6.2.2  Acculturation and Acculturative Stress

The earliest definition of acculturation was “those phenomena which result when 
groups of individuals having different cultures come into continuous, firsthand con-
tact with subsequent changes in the original cultural patterns of either or both 
groups” (Redfield et al. 1936, p. 149). Thus, acculturation can influence both the 
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immigrant and the host culture of a society. Throughout the acculturation process, 
many changes might take place at the individual level. These changes can be physi-
cal (moving to a new country, differences in physical environments), biological 
(exposure to different diseases, adapting to a new diet), cultural (exposure to differ-
ent religions, new forms of government, novel languages and customs) and psycho-
logical (changes in mental health of an individual as they try to adapt to a new 
environment) (Berry and Kim 1988). These difficulties are often grouped together 
and referred to as acculturative stress (Berry and Annis 1974).

Research suggests that acculturative stress can have lasting negative impact on 
the health of immigrants (for example overall cancer rates, high blood pressure, 
nicotine use and adolescent pregnancy) in the United States (Vega and Amaro 1994). 
As immigrants integrate into the United States they are more vulnerable to experi-
encing discrimination and exclusion, which are linked to psychological stress, 
which is further connected with poorer mental and physical health outcomes such 
as increased blood pressure and anxiety (Vega and Amaro 1994; Kuo 1995). Studies 
have also tried to establish connection between acculturation and health outcomes 
in Asian immigrants, specifically vulnerability to health conditions such as cardio-
vascular disease and preventative healthy behaviors such as attitudes toward help 
seeking behavior and routine physicals (Atkinson and Gim 1989; Frisbie et al. 2001; 
Tang et al. 2000; Unger et al. 2000; Uppaluri et al. 2001). Frisbie et al. (2001) also 
found that length of stay in the United States had a detrimental impact on the health 
of migrants with their health declining with continued residence in the United 
States. It should be noted that health in this study was measured by participant self- 
assessment of health, activity limitation due to illness as number of days a partici-
pant was bedridden because of health concerns, and number of visits to a physician. 
This study also found that access and utilization of health care services amongst 
Asian immigrants was less than the national average, and newer immigrants (indi-
viduals who had been in the United States for less than 10 years) were three to four 
times more likely to report no regular contact with medical professionals.

With regards to South Asian Americans, most of the existing research has exam-
ined the link between acculturation and psychological well-being (Bhugra 2004; 
Mehta 1998; Samuel 2009). Studies that have examined the link between accultura-
tion/acculturative stress and physical health correlates of South Asian Americans 
are sparse. Kalra et  al. (2004) examined the relationship between perceptions of 
cardiovascular disease in 57 Asian Indians living in northern California. While the 
participants demonstrated knowledge about cardiovascular health risk factors, they 
were more likely to attribute cardiovascular health to genetic propensity and dispo-
sition. Interestingly, when discussing stress related risk factors, participants out-
lined acculturative stress as a concern that impacts their physical well-being. 
Specifically, participants highlighted loss of social support upon migration, occupa-
tional distress (particularly taking jobs for which immigrants were overqualified), 
supporting extended family in their host country and lastly, being worried that their 
children would not retain their South Asian cultural values as potential factors that 
impacted their stress and subsequently cardiovascular health (Kalra et al. 2004).
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Similarly, Tirodkar et al. (2011) reported that South Asian immigrants living in 
Chicago adhered to a biopsychosocial perspective when conceptualizing their own 
health and risk for disease. Participants mentioned acculturative stress as one of the 
factors contributing to poorer health (in particular, diabetes and cardiovascular dis-
ease) and suggested that a lack of stress would logically result in a lack of sickness. 
Women in this study were more likely to highlight acculturative stress as it related 
to a loss of social support upon migration whereas men highlighted being under 
employed, overworked or having financial struggles as the manifestations of their 
migration related stress (Tirodkar et al. 2011). Thus, there is evidence to suggest 
that South Asian immigrants understand the impact of acculturation and migration 
related stress on their physical well-being.

6.2.3  Racism and Racial Discrimination

Clark et al. (1999) defined racism as “beliefs, attitudes, institutional arrangements 
or acts that tend to denigrate individuals or groups due to phenotypic characteristics 
or ethnic group affiliation” (p.805). Similar to other ethnic minorities, South Asian 
Americans have a long-standing history of experiencing systemic discrimination 
and racism in the United States (Sheth 1995). South Asians were denied land owner-
ship and prevented from immigrating to the United States due to exclusionary insti-
tutional laws such as the Barred Zone Act in 1917 and the Asian Exclusion Act of 
1924. Even post 1965, when immigration laws were relaxed in the United States, 
South Asian Americans continued to experience harassment and discrimination due 
to their ethnic identity (Sheth 1995). An example, post-September 11 terrorist 
attacks, South Asian Americans reported an increase in their experience of race 
based harassment or discrimination (Bhatia 2008; Inman et al. 2007).

Research has examined the role of racism on psychological well-being and it is 
evident that experiences of racism and race based trauma are linked to poorer psy-
chological health for South Asian Americans (Lee 2003; Liang et  al. 2004). 
Experiences of being perceived as a perpetual foreigner, treated with mistrust given 
one’s accent and/or religion, and of being discriminated because of wearing a turban 
or hijab are some examples of race-based trauma experienced by South Asian 
Americans (Cheryan and Monin 2005; Devos and Banajee 2005). Dasgupta (2006) 
also adds that South Asian Americans tend to deny or diminish these experiences of 
racism thereby leading to an increase in psychological distress.

Recent literature has examined the link between racism and physical health cor-
relates and found that race-based discrimination has a negative impact on the physi-
cal health (such as increased psychological stress, use of nicotine, an increased risk 
of cardiovascular disease) of ethnic minorities (Gee et  al. 2007; Landrine et  al. 
2006; Utsey et al. 2000). Some studies have also linked racism to poorer cardiovas-
cular health through psychological stress and cardiovascular health (Gee and 
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Walsemann 2009; Lewis et al. 2010; Troxel et al. 2003). Additionally, experiences 
of racism can also result in maladaptive coping behaviors such as substance use in 
Asian Americans (Chae et al. 2008). With regards to South Asian Americans, simi-
lar results have emerged. In their study on 423 Asian Indian Americans living in 
Michigan, Yoshihama et al. (2012) found that day-to-day discrimination negatively 
impacted psychological and physical health of the participants. In particular, men in 
this study reported that discrimination negatively impacted their general health and 
overall well-being.

In their study on racism and well-being with six Asian American ethnic groups, 
Gee and Ponce (2010) found interesting links between racial discrimination, self- 
reported health and activity limitation. Similar to other Asian Americans in this 
study, South Asian Americans limited their activity on days that they experienced 
racial discrimination. Additionally, racial discriminatory experiences were linked 
with experiences of ill-health for some Asian American subgroups. Interestingly, 
however, racial discrimination was not associated with increased reports of ill- 
health by South Asian Americans in this study (Gee and Ponce 2010).

Thus, there is evidence to suggest that persistent experiences of racial discrimi-
nation might be negatively impacting the health South Asian Americans. As with 
other ethnic groups in the United States, it is evident that racial discrimination can 
have a substantial impact on the psychological and physical well-being of South 
Asian Americans (Gee et al. 2009) and it’s important to be mindful of experiences 
of discrimination when working with South Asian Americans.

6.3  Recommendations for Culturally Competent Care: 
Meeting the Needs of South Asian American Individuals

South Asians are particularly vulnerable to cardiovascular-related problems and dis-
eases. For instance, South Asian Americans are two  times more likely than their 
Euro-American peers to develop  coronary artery disease (Nair and Prabhakaran 
2012). Further, South Asian Americans may be at higher risk for such diseases due 
to multiple factors such as acculturation, ethnic identity, lack of awareness regard-
ing healthful practices and inability of health care providers to provide culturally 
competent care. In addition, South Asian Americans do not appear to be as oriented 
toward preventative care as other Americans. This section will provide a list of rec-
ommendations and considerations for health care providers working with and treat-
ing this unique population.
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6.3.1  Inclusion of Cultural Factors in Treatment Planning 
and Intervention.

As outlined earlier, South Asian Americans have unique cultural characteristics that 
impact treatment adherence and implementation. It is recommended that health care 
providers be aware of cultural characteristics such as religiosity, collectivism, fam-
ily honor and morality when working with South Asian Americans. Regarding reli-
gion, it is important for health care providers to take into account that South Asian 
clients may have specific treatment needs due to their religious affiliation, and that 
certain religious practices may become prominent within their clients’ lives during 
times of illness (Ahmed and Lemkau 2000). Religiosity has been positively related 
to overall wellness and health, and it could be beneficial to acknowledge the pres-
ence of religion in client’s lives and incorporate their religious practices into 
treatment.

Cultural attitudes around pre-marital sexuality, LGBTQ identities, and the female 
body often prevent South Asian Americans from accessing and taking part in appro-
priate health care. Health care providers should be mindful around cultural values 
such as modesty and morality to address health concerns in a sensitive and multicul-
tural manner. Family relationships are important in this population, and including 
family members in preventative care may be beneficial. It is important for health 
care professionals to be aware that the South Asian patient may choose to make 
health-related decisions in consultation with his/her family. When appropriate, 
medical professionals are encouraged to be open to the family unit as involved with 
the health related decision-making processes. An example, Walker et  al. (2015), 
suggest that having grandchildren (as opposed to health care providers) explain the 
benefits of exercise and physical activity might be more salient for elderly South 
Asian Americans. Furthermore, it is also common for South Asian Americans, par-
ticularly women, to rely on family members when dealing with health concerns and 
patients often seek medical help after encouragement from family members (Grewal 
et al. 2005). It is important for medical professionals to recognize cultural factors 
that can impact prognosis and seeking of services among the South Asian American 
population.

Lastly, Srinivasan and  Guillermo  (2000) explains that there are several gaps 
within the knowledge of health care for minority specific needs. Currently the infor-
mation for determining dosage levels for Asian Americans does not take into account 
the varied metabolisms, diets, heights, and weights of this population. The lack of 
recognition of their needs and the fear of being misunderstood or misdiagnosed by 
a health care provider who does not understand them may cause more resistance to 
engage in the health care system.
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6.3.2  Recognizing the Unique Role of Gender and Gender 
Role Expectations in Treatment Planning and Health 
Care Interventions.

South Asian Americans often adhere to strict gender roles which can impact the 
success of health interventions. It may be important for health care providers to 
understand and respect the patient’s gender and its possible impact on adherence to 
health interventions. For example, Astin et al. (2008) found that male South Asian 
family members, whether they were patients or not, were most influential with 
regards to dietary decisions and modifications. Even when female caregivers were 
willing to make dietary changes for male cardiac patients, they often did not do so 
as South Asian men were unwilling to follow through with dietary modifications. 
Furthermore, data suggested that dietary modifications were often made to accom-
modate the male patient’s needs and not when the cardiac patient was a woman. 
When women were expected to make dietary modifications, they stated that they 
often had to make separate meals for themselves and given the extra time and effort 
this required, they would soon stop following their dietary regime. Thus, in this 
study it was clear that male members of families had higher influence when it came 
to the diet and food decisions even though the primary preparers of meals were 
women. Hence, it is important for health care providers to explore how gender 
might impact a patient’s ability to conform to a treatment plan.

6.3.3  Being Mindful of Intimate Partner Violence When 
Working With South Asian American Women

Gender also has a salient impact on the health of South Asian American women. As 
highlighted earlier, South Asian women are more susceptible to intimate partner 
violence (IPV), which can have pervasive and permanent harmful effects on physi-
cal health. However, research suggests that South Asian women might not be able 
to distinguish between violent and culturally normative behavior. It is possible that 
a health care provider might be a victim’s first point of contact and thus it is impor-
tant that providers are equipped to screen for IPV when working with this popula-
tion (Hurwitz et al. 2006). It is also suggested that health care providers be ready to 
educate a victim of the various manifestations of IPV such as emotional and finan-
cial control and connect the victim to culturally appropriate services such as legal 
aid and counseling (Hurwitz et al. 2006). Lastly, given the stigma and shame associ-
ated with IPV, it is important that a health care professional emphasize the impor-
tance of patient-provider confidentiality and assure women that their concerns 
would not be shared with family and/or community members (Grewal et al. 2005).
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6.3.4  Assessing Acculturation and Acculturative Stress 
during Patient Evaluations

Acculturation and acculturative stress can negatively impact South Asian health 
(Tirodkar et al. 2011). Thus, it is important that health care professionals are mind-
ful to these factors when working with South Asian Americans. Walker et al. (2015) 
suggest that when working with South Asian Americans, integrated family mem-
bers (second or third generation South Asian Americans) could be involved in treat-
ment planning and adherence, especially when explaining the health care 
interventions to less acculturated family members.

Annie (2014) further suggests that Asian immigrants might be particularly vul-
nerable to acculturative stress at two different points in their migration: one imme-
diately following migration and manifested in the form of low social support, 
adjustment and language difficulties and the second occurring 15 years post migra-
tion when an individual becomes aware of systemic inequities and social barriers to 
complete inclusion in United States society. Thus, health care professionals should 
continually assess for migration related stress and provide a safe space for patients 
to talk about stress related to migration, assimilation and discrimination (Park et al. 
2014).

6.3.5  Assessing for Experiences of Racism and Discrimination 
during Patient Evaluations

Given the stigma associated with discrimination, ethnic minorities typically tend to 
underreport their experiences of discrimination (Nancy et al. 2010). This underre-
porting may be particularly salient for South Asian Americans as they also burdened 
by upholding the desire to be viewed as the model minority and, perhaps, saving 
face in the community (Gee et al. 2009). Thus, health care providers should be sen-
sitive to possible discrimination experienced by their South Asian American 
patients. Cinnamon et al. (2006) suggest that health care providers might present 
their patients with resources related to stress management and healthy coping of 
discrimination. It is also important that health care professionals undergo training in 
order to become more culturally competent when working with South Asian 
Americans.

6.4  Concluding Comments

South Asian Americans are one of the fastest growing minority populations in the 
United States, and are particularly vulnerable to serious health concerns including 
cardiovascular disease, diabetes mellitus, obesity and hypertriglyceridemia. It is 
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essential that health care providers attend to the unique needs of this rapidly- growing 
population, and implementation of effective preventative and treatment interven-
tions is crucial for this population. As health care in the United States moves toward 
cultural competence, it’s important that health care providers are trained to work 
with, and for the needs of, South Asian Americans. Health care providers should be 
mindful of South Asian cultural values (such as collectivism, gender roles, family 
honor, morality) along with experiences of systemic inequities such as acculturative 
stress and race-based discrimination that might be particularly important when 
treating South Asian American patients.
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Chapter 7
Type 2 Diabetes Mellitus in South Asian 
Americans

Suhaila Khan, Nilay Shah, Nisha Parikh, Divya Iyer, and Latha Palaniappan

7.1  Introduction

This chapter focuses on Type 2 Diabetes Mellitus (T2DM), since South Asian 
Americans suffer disproportionately higher from T2DM, and at lower levels of 
body weight compared to many other populations in the United States (U.S.).

South Asian Americans in the U.S. are primarily defined as individuals with ori-
gins in Bangladesh, Bhutan, India, the Maldives, Nepal, Pakistan, Sri Lanka, and 
sometimes Afghanistan (World Bank 2015). Increasing waves of South Asian immi-
gration to the U.S. began upon the passage of the Immigration and Nationality Act 
of 1965, leading to an influx of professionals for high-skilled jobs (Kelkar 2011). 
Today, the South Asian American population is the fastest growing of all major 
ethnic groups in the U.S., with an 8s1% growth reported between 2000 and 2010. 
There are 3.4 million South Asian Americans in the U.S. Over 80% of South Asian 
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Americans identify as Asian Indians, who are the third largest Asian American sub-
group in the U.S. South Asian Americans (particularly Asian Indians) tend to have 
high median annual household incomes, high levels of education, and are more 
likely to be foreign-born compared to the rest of the Asian American and the general 
population (Pew Research Center 2013).

7.1.1  South Asian Americans vs. South Asians

There are many similarities, especially cultural and linguistic, between South Asian 
Americans and South Asians. But there are many differences too, especially in 
terms of mortality and morbidity issues (see Table 7.1).

7.1.2  Leading Causes of Mortality in South Asian Americans

The top causes of death for adults in South Asia as of 2010 were (in descending 
order): 1. ischemic heart disease; 2. tuberculosis; 3. self-harm; 4. road injury; 5. 
HIV/AIDS; 6. chronic obstructive pulmonary disease; 7. diarrheal diseases; 8. cere-
brovascular disease; 9. cirrhosis of the liver, and 10. fire/heat/hot substances (Lopez 
2013). The South Asia region has seen decreased mortality and mortality burden 
from communicable, newborn, nutritional, and maternal causes since 1990, while 
non-communicable diseases (especially ischemic heart disease, stroke, diabetes, 
musculoskeletal disorders, and major depressive disorders) have increased 
substantially.

South Asian Americans show a different mortality profile than South Asians in 
South Asia. Most studies in the U.S. focus on Asian Indian populations (since Asian 
Indians are specifically disaggregated on U.S. death record data), while mortality 
studies on other South Asian American subgroups (from Afghanistan, Bangladesh, 
Bhutan, the Maldives, Nepal, Pakistan, and Sri Lanka) are largely lacking due to 
small sample sizes. An analysis of U.S. mortality records from 2003–2011 for 
Asians and non-Hispanic Whites (NHWs) in 36 states and the District of Columbia 
show that the leading causes of death for Asian Indians are heart diseases, cancers, 
cerebrovascular diseases, accidents, diabetes, respiratory tract diseases, renal dis-
eases, and Alzheimer’s (see Tables 7.2 and 7.3).

Asian Indians have lower mortality rates than non-Hispanic Whites (NHW), 
nearly by half (Hastings et al. 2015), as would be expected given the younger and 
largely healthy immigrant populations. New immigrants are regularly screened for 
tuberculosis, syphilis, mental illness and other medical conditions. Given that South 
Asian Americans are mostly comprised of new immigrants, lower relative mortality 
rates compared to NHWs should be expected among these groups due to self- 
selection into migration and the rigorous screening and selection process. Although 
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cancer is the leading cause of death for Asians as an aggregate group, the leading 
cause of death for Asian Indians was heart disease.

The proportion of death due to heart disease for Asian Indian males was nearly 
double that due to cancer (31% vs. 18%). This reflects trends that many studies 
conducted both in the U.S. (e.g. Enas et al. 1996) and abroad in the UK (Tillin et al. 
2013; Balarajan 1991), Canada (Sheth et al. 1999; Anand et al. 2000), and South 
Asia (Xavier et al. 2008) have noted – South Asians are often at greater risk of heart 
disease than other racial/ethnic groups. Acute coronary syndrome (caused by a 
blockage in the blood vessels that supply blood and oxygen to the heart muscle) and 
overall cardiovascular mortality also occur approximately 7 to 11 years earlier, with 
increased severity in Asian Indians compared with other ethnic groups (Joshi et al. 
2007; Rosengren et  al. 2006). Asian Indians had greater proportionate mortality 

Table 7.1 Differences in mortality and morbidity in the USA, South Asian American, and South 
Asian populations

USA
South Asian 
Americans South Asia

Population 318 million (census) 4.0 million (census) 1.7 billion (WHO)
T2DM – 
Absolute #

21.9 million (CDC) 640,000–1.4 million 
(estimated using 
available prevalence 
rates)a

36 million (WHO)

T2DM – 
Prevalence 
rate

9.3% (CDC) 16%–35% 
(Venkataraman et al. 
2004; Rajpathak et al. 
2010)

5%–13.9% (Ramachandran 
et al. 2012)

Obesity 68.8% adults (CDC, 
NHANES/NHIS)

7%–20% adults in 
California (Wolstein 
et al. 2015; Jih et al. 
2014)

10% adults (Ramachandran 
et al. Ramachandran and 
Snehalatha 2010)

Top 5 
mortality 
causes

Heart disease, cancer, 
chronic lower 
respiratory diseases, 
stroke, unintentional 
injuries (Johnson et al. 
2014)

Heart disease, cancer, 
stroke, diabetes, 
accidents/injuries 
(Hastings et al. 2015)

Ischemic heart disease, 
tuberculosis, self harm, road 
injury, HIV/AIDS (WHO)

**For Asian Indians. 
Data not available for 
SAA

Top 5 
morbidity 
causes/
disease 
burden

Ischemic heart disease, 
lung cancer, stroke, 
chronic obstructive 
pulmonary disease, road 
injuries (Murray et al. 
2013)

Data not available for 
SAA

Lower respiratory infections, 
preterm birth complications, 
diarrheal diseases, ischemic 
heart diseases, chronic 
obstructive pulmonary 
diseases (WHO)

a4 million x 16% = 640,000; 4 million x 35% = 1.4 million
bWHO = World Health Organization
cCDC = Centers for Disease Control
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burden from ischemic heart disease (caused by narrowing of the coronary arteries) 
than other racial/ethnic groups (1.12 for women, 1.43 for men). Asian Indians, like 
most other Asian subgroups, had higher proportionate mortality from hypertensive 
heart disease (overburdening of the heart and blood vessels by high blood pres-
sures), (proportionate mortality 1.46 for women, 1.18 for men compared to NHWs) 
and hemorrhagic stroke than NHWs (proportionate mortality 1.78 for women, 1.45 
for men) (Jose et al. 2014).

Jose et al. (2014) showed that temporal trends from 2003–2011 reflected increas-
ing mortality from heart disease among Asian Indian women and stable mortality in 
Asian Indian men, although in the general population, the number of annual deaths 

Table 7.2 Mortality profile of Women in the U.S

Rank Asian Indian women Asian American women NHW women

1 Diseases of the heart Malignant neoplasms Diseases of the heart
2 Malignant neoplasms Diseases of the heart Malignant neoplasms
3 Cerebrovascular diseases Cerebrovascular diseases Cerebrovascular diseases
4 Diabetes mellitus Diabetes mellitus Chronic lower respiratory 

diseases
5 Accidents – Unintentional 

injuries
Influenza and pneumonia Alzheimer’s disease

6 Influenza and pneumonia Accidents – Unintentional 
injuries

Accidents – Unintentional 
injuries

7 Chronic lower respiratory 
diseases

Chronic lower respiratory 
diseases

Influenza and pneumonia

8 Renal diseases Alzheimer’s disease Diabetes mellitus
9 Alzheimer’s disease Renal diseases Renal diseases

Hastings et al. 2015
aNHW = Non-Hispanic White

Table 7.3 Mortality profile of Men in the U.S

Rank Asian Indian men Asian American men NHW men

1 Diseases of the heart Malignant neoplasms Diseases of the heart
2 Malignant neoplasms Diseases of the heart Malignant neoplasms
3 Accidents – Unintentional 

injuries
Cerebrovascular diseases Chronic lower respiratory 

diseases
4 Cerebrovascular diseases Accidents – Unintentional 

injuries
Accidents – Unintentional 
injuries

5 Diabetes mellitus Chronic lower respiratory 
diseases

Cerebrovascular diseases

6 Intentional self-harm Diabetes mellitus Diabetes mellitus
7 Influenza and pneumonia Influenza and pneumonia Intentional self-harm
8 Chronic lower respiratory 

diseases
Intentional self-harm Influenza and pneumonia

9 Renal diseases Renal diseases Alzheimer’s disease

Hastings et al. 2015
aNHW = Non-Hispanic White
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from cardiovascular diseases (CVD) declined by 17% between 2000 and 2010 (Go 
et al. 2014). Temporal trends also showed increased mortality of cancer, diabetes, 
and stroke in Asian Indians. Among all Asian subgroups, Asian Indians had lowest 
cancer mortality rates, although rates are rising; average annual percent change for 
years 2003–2011 was 3.8% for women and 2.5% for men (Hastings et al. 2015). 
Exact reasons why cardiovascular mortality among Asian Indian women has 
increased, contrary to general trends, warrants further research. One recent analysis 
of California Health Interview Survey data (Bharmal et al. 2014) revealed that more 
recent South Asian immigrants (in the U.S. for <15 years) were more likely to be 
overweight/obese and have a sedentary lifestyle compared with South Asians who 
had lived in the U.S. for ≥15 years. However, there were no associations between 
length of residence in the U.S. and other CVD risk factors. Further research on 
changes in lifestyle due to acculturation and utilization of health services is needed 
in order to develop population-level prevention strategies.

Similarly, in another recent study (Qureshi et  al. 2014) using U.S. multiple- 
cause- of-death and National Health and Interview Survey data, showed that annual 
incidence of stroke mortality in 2000 was lowest for Asian Indians (88 per 100,000) 
compared to Whites, African Americans, American Indian and Alaska Natives. 
However, the incidence of stroke mortality decreased in all race/ethnic categories by 
2009 except in Asian Indians (average annual percentage increase of 13.5%). The 
lower rates of stroke are likely due to lower rates of hypertension, obesity, and ciga-
rette smoking as reported in the analysis of the National Health Interview Survey. 
However, as in the case of heart disease, the reason for increase in stroke mortality 
among Asian Indians, contrary to trends in other race/ethnicity groups, remains 
unclear.

This section discussed the mortality patterns of South Asian Americans. The 
morbidity issues could not be discussed as such data are still not available on South 
Asian Americans.

7.2  Incidence and Prevalence of Type 2 Diabetes in South 
Asian Americans

Type 2 Diabetes Mellitus (T2DM) affects 9.3 million Americans (CDC 2014), with 
about 1.7 million new cases per year (7.8 per 1000 people). T2DM leads to compli-
cations such as heart and blood vessel disease, nerve damage, kidney damage, eye 
damage, foot damage, hearing impairment, skin conditions, and Alzheimer’s 
(American Diabetes Association 2015). India has a higher number of people with 
diabetes than any other country in the world (32.7 million as of 2000), and Pakistan 
is among the top 10 world nations for high numbers of people with diabetes (Ghaffar 
et  al. 2004). Diabetes is the 4th leading cause of death among Asian Indians in 
America (see Tables 7.2 and 7.3) (Hastings et al. 2015).
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South Asian Americans carry the burden of T2DM much more than other racial/
ethnic groups. Although national analyses of T2DM incidence and prevalence 
(McNeely and Boyko 2004) have traditionally grouped Asians and Pacific Islanders 
together, some studies of self-report data have disaggregated Asians by racial/ethnic 
subgroup. Analysis of National Health Interview Survey data from 1997–2005 
(Oza-Frank et al. 2009) showed that Asian Indians were three times more likely to 
self-report having T2DM than non-Hispanic Whites (NHWs), even after adjustment 
for body mass index (BMI). Smaller regional studies in metropolitan areas like 
New York, Atlanta, and California also showed startlingly high self-reported T2DM 
rates in Asian Indians: 35% in New York (compared to 11% in NHWs) (Rajpathak 
et al. 2010), 18.3% in Atlanta (Venkataraman et al. 2004), and 29% in California 
(Kanaya et al. 2010).

Studies in large clinical populations (Karter et al. 2013; Wang et al. 2011; Choi 
et al. 2013) that did not depend on self-report show similar numbers. An analysis 
of 6768 South Asian adult members of Kaiser Permanente Northern California 
(Karter et al. 2013) showed that South Asians had 16% prevalence of T2DM and 
incidence of 17.2 per 1000 person-years. Another analysis of 5171 Asian Indians 
in a Northern California healthcare system (Wang et al. 2011) showed an age-and-
BMI- standardized T2DM prevalence of 17% in women and 25% in men, odds that 
were 3.44 and 3.54 times higher relative to NHW women and men, respectively. 
When comparing South Asian Americans with four other racial/ethnic groups in 
the U.S. in two community-based cohorts, the Mediators of Atherosclerosis in 
South Asians Living in America (MASALA) study and the Multi-Ethnic Study of 
Atherosclerosis (MESA) (Kanaya et  al. 2014), South Asians had significantly 
higher age-adjusted prevalence of diabetes (23%) than other ethnic groups (6% in 
whites, 18% in African Americans, 17% in Latinos, and 13% in Chinese 
Americans). Similar to South Asians, Filipino, Japanese and Native Hawaiian 
populations in the U.S., also tend to have high rates of diabetes (10–22%) (Araneta 
et al. 2010).

Prospective studies on incidence of T2DM in South Asians in the U.S. are largely 
lacking, but studies in Europe (Miller et al. 1989; Forouhi et al. 2006) have shown 
that the incidence of and mortality from CAD among Asian Indians are at least 
2-fold higher than in whites, even when fully adjusted for the high rates of insulin 
resistance, and diabetes, as well as socioeconomic status.

T2DM remains a special burden on the South Asian population in the United 
States, and should remain a public health priority in minority health. Longitudinal 
studies and existing cohorts of South Asian populations will continue to provide 
important information on incidence and temporal trends.
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7.3  Determinants of Type 2 Diabetes Mellitus in South Asian 
Americans

There are numerous determinants of T2DM. These include but are not limited to:

 (a) Clinical risk factors such as body mass index (BMI), waist circumference, and 
body fat;

 (b) Lifestyle risk factors such as diet, exercise, alcohol, and smoking;
 (c) Social determinants such as race/ethnicity, insurance, language, nativity, and 

education.

7.3.1  Clinical Risk Factors: BMI, Waist Circumference, Body 
Fat

Among the known risk factors for the development of type 2 diabetes are body 
weight-related clinical measurements, which include body mass index (BMI) and 
waist circumference. It is well documented that the likelihood of developing diabe-
tes increases with increasing weight and BMI (Narayan et al. 2007), and obesity has 
been identified as a major risk factor for type 2 diabetes (Sattar and Gill 2014). 
South Asians have a unique association between these measures of body fat and 
their risk for developing diabetes. Evidence suggests that individuals of South Asian 
background living in both the U.S. and Canada have higher risk for weight-related 
diseases, including diabetes, at lower BMI levels compared to their white counter-
parts (Chiu et al. 2011; Jih et al. 2014). While the standard definition of obesity (a 
BMI ≥  30  kg/m2) has been validated for white individuals, ethnic-specific BMI 
cutoff points have been proposed for Asian, and, in particular, South Asian, popula-
tions to better assess risk of diabetes and other chronic diseases given their elevated 
risk. The World Health Organization (2011) recommended potential BMI categories 
for people of Asian ancestry (underweight <18.5 kg/m2, increasing but acceptable 
risk 18.5 to <23 kg/m2, increased risk 23 to <27.5 kg/m2, and high risk ≤27.5 kg/
m2), which have been validated to identify at-risk Asian Americans as a whole (Jih 
et al. 2014). While evidence validating these cutoff values is primarily available for 
Asian Indians living in India (Snehalatha et al. 2003), these lower body mass index 
values were also recently adopted by the American Diabetes Association, to identify 
Asian Americans who would benefit from glucose screening (Hsu et al. 2015).

Waist circumference has also been identified as a risk factor for diabetes in South 
Asians living in the United Kingdom and India (Bodicoat et al. 2014), and, similar 
to BMI, the risk for diabetes in South Asians may better be characterized at unique 
waist circumference cutoff points, rather than standard measurements. The 
International Diabetes Federation variably defines abdominal obesity based on an 
individual’s ethnic group. For instance, obesity is defined as a waist circumference 
of ≥94 cm in men of European descent, versus a cutoff of ≥90 cm in men of South 

7 Type 2 Diabetes Mellitus in South Asian Americans



128

Asian descent (obesity is defined as ≥80 cm in women of both ethnicities). Still 
other studies have indicated even more conservative measurements indicative of 
increased risk; in an analysis of over 10,000 Asian Indian adults in living in six 
Indian cities, waist circumference cutoff values of 85  cm in men, and 80  cm in 
women, optimized sensitivity and specificity of these measures for the risk of dia-
betes (Snehalatha et al. 2003).

Although the underlying reason for the trend of higher risk at lower BMI and 
waist circumference is not completely understood, studies in South Asian popula-
tions suggest that the characteristics of body fat in South Asian individuals may be 
a contributing factor. Central adiposity, indicative of abdominal obesity or visceral 
fat, has been implicated in the pathogenesis of atherosclerosis and glucose intoler-
ance (Westphal 2008). South Asian individuals are known to carry body fat pre-
dominantly in the central/visceral abdominal region (Prasad et  al. 2011) and 
therefore this type of fat may contribute to the differentially elevated risk in South 
Asians. Prior studies have demonstrated that large fat cell, or adipocyte, size may 
contribute to insulin resistance. Subcutaneous abdominal adipocytes are larger in 
South Asian men compared to white men (Chandalia et al. 2007) and have been 
identified as a potential mechanism for increased risk of diabetes and the metabolic 
syndrome.

Large studies have suggested that waist circumference (and a related measure, 
waist-hip ratio), primarily a measure of central adiposity, may better estimate the 
degree of risk for cardiovascular diseases and diabetes than BMI, an overall mea-
sure of a person’s weight relative to his or her height (Yusuf et al. 2005). Notably, in 
a comparison between South Asians and other ethnic groups in multiple interna-
tional studies in the U.S., United Kingdom, India, and Australia, it was found that 
South Asians have increased abdominal fat and greater levels of insulin resistance at 
similar BMI levels, supporting the evidence that BMI alone may not reliably indi-
cate risk level in South Asians (Gupta and Brister 2006; Gupta et al. 2006; McKeigue 
et al. 1991; Hodge et al. 1996; Banerji et al. 1999). Regardless of the measurement 
used, it is overall clear that body weight and obesity contribute to the elevated risk 
for type 2 diabetes in South Asians.

There are many genetic locus variants that are proposed to result in a differential 
increased predisposition to type 2 diabetes, obesity, and the metabolic syndrome in 
South Asians – such as the FTO gene (Li et al. 2012) and the PC-1 gene (Abate et al. 
2003), which both have been found to confer increased risk in South Asians – how-
ever research into the underlying role of genetic variation in South Asian body fat 
patterning and the predisposition to cardiovascular disease is ongoing.
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7.3.2  Lifestyle Factors: Diet, Exercise, Alcohol, and Smoking

7.3.2.1  Diet / Exercise

In a 24-hour dietary recall study of food group intake and the dietary quality of 
middle-aged and older urban-dwelling Gujarati Asian Indian immigrants (45 years 
or older) in the U.S., participant diets were adequate in grain and vegetable intake 
but low in fruits and meats and too high in fat (according to guidelines of the 
U.S. Food Guide Pyramid) (Jonnalagadda et al. 2005). Another study reported that 
Asian Indian men reported eating less fruits and vegetables as compared to 
Caucasian men (Ghai et al. 2012). South Asian Americans also tend to consume 
more festival foods, which are high in refined grain, sugar, and fat (Azar et al. 2013). 
Vegetarian diet has been associated with less insulin resistance and relatively lower 
high density lipoprotein (or “good”) cholesterol levels (Gadgil et al. 2014).

South Asians tend to have higher sedentary behavior than other ethnic groups 
(Ghai et al. 2012; Ye et al. 2009). Asian Indians were less likely to report moderate/
vigorous physical activity ≥3.5 hours/week than Non-Hispanic White men. Among 
Asian immigrants in the United States, specific cultural barriers to engaging in 
Western exercise habits include existing health problems, risk of injury, and for 
women in particular, a desire to engage in women-only group exercise (Kalavar 
et al. 2005; Jayprakash et al. 2016).

7.3.3  Alcohol Consumption

Alcohol has a U-shaped relationship with diabetes onset such that those with mod-
erate consumption are relatively protected from diabetes whereas those who con-
sume alcohol in relatively small or large quantities have higher risks of incident 
diabetes (Baliunas et al. 2009). South Asian Americans, as compared to other Asian 
subgroups (including Japanese, Chinese, Korean and Filipino Americans), had the 
lowest self-reported rates of both moderate and binge drinking. South Asians may 
be less likely to receive the protective benefits of low to moderate alcohol consump-
tion on diabetes risk but may be as a group, less likely to suffer from increased 
diabetes incidence on the basis of binge drinking.

7.3.4  Tobacco Use

The CDC reports that smokers have a 30–40% increased risk of developing diabetes 
than non-smokers. Also, people with diabetes who smoke are more likely than non- 
smokers to have trouble with insulin dosing and with controlling their disease (CDC 
2014).
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Modes of tobacco consumption vary among South Asians and include cigarettes 
and cigars along with bidis (hand rolled tobacco flakes wrapped in leaves that are 
smoked), hookah (water pipe), and betel quid (tobacco wrapped in the Piper betel 
leaves along with areca nut, spices and slaked lime which is chewed) (Gupta and 
Ray 2003; Mukherjea et  al. 2012). Studies vary in their report of South Asian 
tobacco in diaspora communities (Ghai et al. 2012; Ivey et al. 2006; Jonnalagadda 
et al. 2005; Ye et al. 2009) but use of tobacco in the general South Asian population 
is reported to be lower than in Non-Hispanic Whites and other Asian subgroups 
(Ivey et al. 2006). South Asian men and women in the United States reported current 
tobacco use at 7.9%, which was less than a third of the rate of Non-Hispanic Whites. 
Among 51,000 middle-aged male members of Kaiser Permanente Health Plan in 
California, 6.5% of South Asian men in the normal weight category reported current 
smoking whereas 11% of normal weight White men reported current smoking. 
Among men who were overweight or obese, rates of prevalent smoking were simi-
lar between both South Asian and White men at 9.8% and 9.9% respectively (Ghai 
et al. 2012). Whereas smoking rates in the general population have reportedly been 
lower among South Asians, cigarette smoking remains an important risk factor 
among those with prevalent coronary artery disease. A recent report from 279,256 
patients undergoing percutaneous coronary intervention for acute coronary syn-
dromes from 2004 to 2011 from the British Cardiovascular Intervention Society 
national database (with n = 19,938 South Asian individuals) suggested higher rates 
of cigarette smoking among South Asian (28.8%) as compared to Caucasian (23.5%) 
men and women.

7.3.5  Social Determinants of Diabetes: Race/Ethnicity, 
Insurance, Language, Nativity, Education

Along with clinical and lifestyle risk factors there are also social determinants that 
affect access to and quality of care, and show great disparities in health and health-
care of Asian Americans, including South Asian Americans. These social determi-
nants are: race/ethnicity, insurance, limited English proficiency (LEP), nativity 
status, education, and socio-economic status. South Asian Americans have some of 
the worst rates and the rates are worse at state, county and city levels compared to 
national levels. National data are average or aggregate data; information gets 
masked by aggregate data (e.g. 25 states may have high access to care and 25 states 
may have low access to care; national data will show only an average of these num-
bers). The rates at state, county, and city levels are disaggregated and represent 
smaller subpopulations and give more accurate representation.

Several studies have reported that South Asian Americans have a higher preva-
lence of T2DM compared to non-Hispanic White Americans, as reported in detail 
earlier in this chapter. However, only a few studies have investigated insurance, 
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LEP, nativity status, education, and socio-economic status in relation to T2DM in 
South Asian Americans.

Data from the New York Health and Nutrition Examination Survey showed that 
the prevalence of diabetes mellitus is higher for foreign-born South Asian Americans 
(34.5%) compared to Asian Americans (16.1%) or Whites (10.8%) (Rajpathak et al. 
2010). Cultural factors (e.g., having traditional Indian beliefs) and clinical and life-
style risk factors (e.g., higher obesity levels and lower physical activity levels) were 
associated with higher prevalence of T2DM (Kanaya et al. 2010). Potential reasons 
for the variation in prevalence could also be education and income rather than race/
ethnicity. However, the prevalence rates of T2DM for South Asian Americans 
increased after controlling for education and income (Kanaya et al. 2014).

Other studies have shown that the risk of T2DM is higher in foreign-born Asians 
compared to US-born Asians (Jackson et al. 2015) and foreign-born Hispanics com-
pared to US-born Hispanics (Oza-Frank et al. 2013). However, Jackson et al. (2015) 
did not report disaggregated data for any Asian subgroups. Oza-Frank et al. (2013) 
analyzed disaggregated data (i.e. the categories were Hispanic, Chinese, White, and 
Black), and the results were not significant for Chinese, White, or Black population. 
This indicates the necessity of analyzing disaggregated data and including more 
ethnic groups such as SAAs.

The lack of data on social determinants affecting T2DM is surprising given that 
these factors show great disparities at national and worse at state, county, and city 
levels. The following paragraphs illustrate these disparities with the 2013 American 
Community Survey data (Khan et al. 2015).

For example, having health insurance allows greater access to the U.S. health-
care system, which leads to greater likelihood of diagnosis and treatment of 
T2DM. Of the top 10 highest uninsured subgroups in the U.S., two are South Asian 
Americans (Pakistani 20.9%, Bangladeshi 18.2%). Uninsurance is 41.8% for 
Pakistanis in Harris County, Texas. The uninsurance rate for Asian Indians is 10.4%; 
while the rate is relatively low, this represents nearly 360,000 uninsured people. 
Possible explanations of why Pakistani and Bangladeshi Americans are the highest 
uninsured groups may be: high rates of foreign-born individuals who tend to be first 
generation immigrants (they are not used to having health insurance in their native 
countries and thus do not seek health insurance); high rates of LEP individuals in 
these communities and limited resources in South Asian languages; and a five-year 
waiting period for legal immigrants for any U.S. government health programs.

Language is another significant barrier to accessing the healthcare system in the 
U.S. There are high numbers of LEP residents in the U.S. and there is limited avail-
ability of translated resources in hospitals, clinics, and other healthcare facilities 
across the nation. Of the top 10 highest LEP groups, eight are Asian American eth-
nic groups and Bangladeshis are the second highest (Vietnamese 47.9%, Bangladeshi 
42.8%, Hmong 40.5%, Chinese 40.1%, Taiwanese 38.3%, Cambodian 37.4%, 
Other 36%, Korean 35.8%, Laotian 34.7%). The LEP rate for Asian Indians is 
19.7% in the U.S. This rate is higher at city and county levels (e.g., in Cook County, 
IL, Asian Indian LEP is 25.7%) (Khan et al. 2015). The national data are aggregated 
and mask the magnitude of the problem seen at city and county levels.
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Nativity status affects the likelihood of benefiting from government programs, 
having health insurance, and accessing quality care, as foreign-born individuals 
may be undocumented, non-U.S. citizens, or LEP. Of the top 10 highest foreign- 
born groups, three are South Asian Americans (Bangladeshi 70.9%, Asian Indian 
67.8%, and Pakistani 62.6%). Of the top 10 highest less than high school educated 
groups, six are Asian American and one is South Asian American (Other 39.8%, 
Hispanic 35.3%, Cambodian 34%, Hmong 30.2%, Laotian 30.1%, Vietnamese 
26.7%, Bangladeshi 17.8%, American Indian/Alaskan Native 17.3%, Chinese 
17.3%, Black 16.2%) (Khan et al. 2015). These demographics stress the importance 
of investigating the disaggregated social determinants of diabetes in order to avoid 
overlooking the inequalities that the different South Asian American ethnic groups 
can face.

7.4  Detection, Treatment, and Management of T2DM 
in South Asian Americans

While management of type 2 diabetes in South Asian populations has been previ-
ously studied, recommendations for diabetes care in South Asian Americans must 
often be extrapolated from studies in international South Asian communities due to 
the relative lack of data specifically from the U.S. Studies suggest that Canadian 
South Asians are frequently diagnosed with diabetes after the development of major 
complications such as retinopathy or nephropathy, indicating the need for improved 
screening efforts for identifying the presence of diabetes earlier in the disease course 
(Sohal 2008; Egede and Dagogo-Jack 2005; Misra and Vikram 2004). There remains 
a need for effective screening programs for this high-risk group in all regions. One 
study explored an outpatient screening strategy that aimed to detect impaired glu-
cose tolerance and undiagnosed T2DM in South Asians living in the United 
Kingdom. A stepwise approach that started initially with a screening health ques-
tionnaire, followed by anthropometric measurements (including waist and hip cir-
cumference, sagittal diameter, and percentage body fat) and a clinical oral glucose 
tolerance test (OGTT) in those individuals who screened to be at moderate to high 
risk, was able to identify and diagnose 50% of the diabetes in the screened popula-
tion (Hanif et al. 2008). These results suggest that the basic questions of a patient’s 
medical history that were included in the screening questionnaire, including query 
of family history of diabetes, history of gestational diabetes, and history of ischemic 
heart disease or hypertension, could assist in determining who to further test for the 
presence of diabetes.

Laboratory screening tests, including OGTT and hemoglobin A1c, identify 
South Asians at increased risk using standard diagnostic cutoff values (generally, 
normal less than 5.7%, pre-diabetes 5.7–6.4%, diabetes 6.5% or higher). An inves-
tigation of the use of these tests in a population of South Asians in the Netherlands 
showed that individuals identified as being diabetic or pre-diabetic via either OGTT 
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or hemoglobin A1c were all at increased metabolic risk. Notably, however, an 
assessment of test characteristics of using hemoglobin A1c to diagnose type 2 dia-
betes (as identified by OGTT as the gold standard) showed that hemoglobin A1c 
had a sensitivity of 46% and a specificity of 98%. The low sensitivity suggests that 
hemoglobin A1c may be inadequate as a screening test in this population, especially 
for identifying pre-diabetes (Vlaar et al. 2013). While low sensitivity of hemoglobin 
A1c in South Asians is not well understood, similar findings have been found in 
other ethnic groups (Vlaar et al. 2013), and these test characteristics support the 
World Health Organization’s recommendation to not use hemoglobin A1c to diag-
nose pre-diabetes (WHO 2011).

Gestational diabetes represents a particular challenge in South Asian women, 
who are at higher risk for developing this pregnancy-related condition. The preva-
lence of gestational diabetes in South Asian American (Indian, Sri Lankan, Pakistani, 
and Fijian Indian) women was found to be higher than that in South-East Asian 
American and East Asian American women (Savitz et al. 2008). The adjusted rela-
tive risk in South Asian American women was as high as 7.1 (95% confidence inter-
val 6.8 to 7.3) times as high compared to other ethnicities in this study. In a Canadian 
study of women with gestational diabetes, infants of South Asian mothers had a 
higher risk (nearly 60%) of adverse neonatal and maternal outcomes compared to 
infants of mothers from the general population (about 56%) (Mukerji et al. 2003). It 
is unclear how much health literacy, cultural factors, and physiologic factors play in 
this differential risk of adverse outcomes. At this time, there are no specific screen-
ing, diagnosis, or treatment differences for South Asian women, although evidence 
suggests that women from different ethnic groups require variable insulin therapy 
for gestational diabetes (Yuen and Wong 2015), and cultural customs such as diet 
must be accounted for in the recommendations provided for medical nutritional 
therapy in the management of gestational diabetes.

Treatment and management of diabetes in South Asians Americans follows the 
same lifestyle and pharmacotherapy recommendations as for other populations. As 
of yet, there are no specific guidelines for management of type 2 diabetes in South 
Asians Americans, or South Asians in any other international setting. Results from 
the Indian Diabetes Prevention Program demonstrated that the combination of met-
formin and lifestyle changes significantly reduced the incidence of diabetes in Asian 
Indians (Singh et al. 2012; Ramachandran et al. 2006). While certain studies have 
shown that South Asian patients can achieve similar levels of glycemic control in 
comparison to white Europeans (Close et al. 1995), there is some evidence suggest-
ing that South Asians have less response to diabetes medications compared to other 
ethnic groups (James et  al. 2012; Holland et  al. 2013). In a study conducted in 
London of individuals with poorly controlled diabetes, 63% of whom were South 
Asian, the South Asians had less improvement in hemoglobin A1c after two years 
of follow-up compared to other ethnic groups. This finding was consistent across 
treatment types, including use of metformin alone, combined oral hypoglycemic 
treatment, or use of insulin (James et al. 2012). The reason for this lag in improve-
ment in South Asians is unclear, and could represent inefficacy of the treatments, or 
could be related to cultural or social factors that preclude adherence to diabetes 
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medication regimens in this population, such as a desire to avoid taking medications 
or beliefs about the inadequate efficacy of medications.

In addition to pharmacotherapy, the cultural nuances specific to South Asians 
must be considered in any management and risk reduction program. Lifestyle fac-
tors in South Asians also contribute to increased risk, and providing culturally- 
sensitive information that incorporates religious and linguistic differences may 
improve self-efficacy and promote self-management for lifestyle modification in 
these patients (Hill 2007). Successful, culturally appropriate lifestyle interventions 
for international South Asian communities have involved family members in creat-
ing diabetes management plans (Singh et  al. 2012), and provided nutritional 
 recommendations based on traditional South Asian diets such as alternatives for 
carbohydrate-rich South Asian foods including rice and chapati (Gupta et al. 2010), 
and involved patients in practical healthful cooking demonstrations incorporating 
South Asian dishes (Snowdon 1999). Clinical trials of lifestyle interventions for 
diabetes management in South Asians are ongoing, including in the United States, 
and there remains a need for an understanding of optimal management strategies 
that combine lifestyle approaches with pharmacologic treatment specifically for this 
high-risk group.

Diabetes may be diagnosed at later stages associated with secondary complica-
tions in South Asian individuals (Chowdhury and Lasker 2002). The reasons for this 
are not fully elucidated however, they could possibly be due to the fact that South 
Asians are likely to develop diabetes at lower average BMI’s than individuals in 
Caucasian and other Asian ethnic subgroups (Ntuk et al. 2014) and thus may not be 
screened at early enough time points. A diabetes risk score, which has been vali-
dated among South Asians, suggests that waist circumference rather than BMI may 
be a more robust predictor of incident diabetes among South Asians (Mohan and 
Anbalagan 2013). Evidence from British Columbia, Canada suggest low adherence 
rates to both oral hypoglycemic and well as insulin among South Asian men and 
women with diabetes as compared to Caucasian individuals (Chong et al. 2014).

7.4.1  Barriers to Detection, Treatment, and Management

Early detection, treatment and self-management of T2DM reduces the risk of devel-
oping complications, and improves quality of life and health outcomes. However, 
there are several barriers that lead to poor prevention and treatment of T2DM in 
Asian Americans, including South Asian Americans.

Patient barriers may include lack of understanding of the relationship between 
diet and lifestyle in the risk for T2DM, or poor health literacy. Provider barriers may 
include the lack of use of multiple clinical assessments (e.g., body mass index, adi-
pose tissue - visceral and subcutaneous, waist size/central obesity, glucose levels - 
HbA1c, oral glucose tolerance, impaired fasting glucose, insulin resistance), poor 
understanding of different physiological responses to drugs, and the use of multiple 
guidelines of varying accuracy (e.g., not using a lower BMI cut-off) to detect 
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T2DM. Such patient and provider barriers can also be enhanced by foreign-born 
status, uninsurance, low educational attainment, and lack of access to culturally and 
linguistically appropriate resources and care.

For example, there is a lack of in-language resources related to the Affordable 
Care Act (ACA) for LEP, uninsured, and immigrant South Asian American com-
munities. “In-language” refers to the languages spoken by South Asian Americans 
(e.g. Hindi, Urdu, Bengali, Gujarati, Telegu, etc.). California has the highest num-
ber of Asian Indians in the U.S., of whom 21.9% are LEP. Yet, Covered California, 
the state marketplace for California, did not have any translated materials in any 
South Asian languages. Similarly, the Center for Medicare and Medicaid Services 
and Healthcare.gov (the federal marketplace for the ACA) also did not have any 
translated materials in any South Asian Languages (Khan et al. 2015). Lack of such 
in-language resources prevented many South Asian Americans from enrolling into 
a health insurance program through the ACA.

Lack of language support is associated with more emergency room visits, more 
lab tests, less follow-up from health providers, low health literacy among patients, 
and less overall satisfaction with health services (Ramakrishnan and Ahmad 2014). 
Patients who do not speak the same language as their physicians have difficulty 
communicating with their doctors, are less likely to report positive patient- physician 
interactions, and receive lower quality of care (AAPCHO 2005). Yet, specific data 
for South Asian Americans are not available.

Racial/ethnic disparities in T2DM awareness, access, and quality of healthcare 
have been well documented (Kim et  al. 2012; Saxena et  al. 2007; Harris 2001; 
Laiteerapong et  al. 2015). Racial/ethnic minorities tend to visit the doctor less 
(Fiscella et al. 2002), adhere less to medications (Traylor et al. 2010), and are less 
aware of how to manage their disease (Thackeray et al. 2004; Osborn et al. 2011).

Attitudes, cultural differences, and religious and social beliefs affect prevention 
and management of diabetes in South Asians (Misra and Khurana 2011). Specific 
barriers in management include: delayed diagnosis, insufficient clinical evaluation 
and advice, and lack of access to affordable and specialized health care (Wilkinson 
et al. 1996). Studies on Bangladeshis in the United Kingdom indicated that poor 
diabetes knowledge, health care utilization barriers, lack of acculturation, lack of 
physical activity, changing diets, and language barriers exacerbated diabetes in this 
population (Choudhury et al. 2009).

A qualitative study of South Asian Americans found that most participants could 
identify, but only minimally or partially adhered to, practices such as self-care 
behaviors that were important to appropriately manage diabetes, e.g. regular exer-
cise, self-monitoring of glucose levels, appointments with primary care physicians, 
consuming balanced meals, and taking prescription medications on time (Imran 
et al. 2015).
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7.5  Relation with Cardiovascular Diseases

T2DM is an established risk factor for the development of cardiovascular disease 
(Grundy et al. 1999). It has been established that South Asian Americans have an 
increased burden of cardiovascular disease, specifically, a high risk of developing 
coronary heart disease (CHD; Enas et al. 1996; Palaniappan et al. 2010b), and a 
high proportionate mortality due to CHD and stroke (Jose et al. 2014).

Evidence suggests that this increased burden of cardiovascular disease in South 
Asian Americans is related to the high prevalence of T2DM and insulin resistance 
in this population (Gholap et al. 2011). Studies examining CVD in the South Asian 
diaspora have found that South Asians with diabetes have a two to three fold 
increased risk of cardiovascular death (Fernando et al. 2015; Yusuf et al. 2004).

South Asians often present with a cluster of health abnormalities referred to as 
metabolic syndrome; this syndrome confers an increased risk for coronary artery 
disease and other cardiovascular disease (Flowers et  al. 2010). Impaired glucose 
tolerance and insulin resistance are two abnormalities included in the metabolic 
syndrome, along with central obesity, dyslipidemia, and hypertension (Flowers 
et al. 2013; Kalhan et al. 2001). Patients with metabolic syndrome have two times 
the risk of developing CVD in 5 to 10 years compared to patients without the syn-
drome (Alberti et al. 2009). The prevalence of metabolic syndrome is increasing 
among South Asians on the Indian subcontinent, and in South Asian migrant com-
munities, and it is estimated that 20–25% of South Asians have already developed 
metabolic syndrome (Eapen et al. 2009). It has been hypothesized that excess body 
fat and adverse body fat patterning, found in South Asians even when they have a 
normal BMI, may contribute to the high prevalence of insulin resistance, which may 
underlie the tendency to develop both diabetes mellitus and early atherosclerosis 
(Misra and Vikram 2004).

To further understand the relationship between T2DM and cardiovascular dis-
ease, a parallel can be drawn between South Asian Americans and South Asians 
living in Europe. One European study demonstrated that South Asians admitted to 
hospitals after heart attacks have a 50% higher 6-month mortality compared to 
whites, a difference largely attributed to the higher prevalence of diabetes in the 
South Asian patients (Wilkinson et  al. 1996). In another European analysis, the 
presence of heart disease as identified by electrocardiogram was strongly associated 
with glucose intolerance and hyperinsulinemia in young South Asians (McKeigue 
et al. 1993). Although these data are primarily in South Asian European popula-
tions, they strongly suggest that mitigating the risk for cardiovascular diseases in 
South Asians communities requires treating diabetes in those who have already 
developed the disease, and preventing the development of diabetes in those who 
have risk factors.

The impact of diabetes as a risk factor for CVD should be viewed within the 
larger context of other risk factors unique to South Asian Americans. South Asians 
Americans are at a higher risk for cardiovascular diseases compared to other Asian 
subgroups and non-Hispanic whites (Gupta et al. 2006). South Asians develop car-
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diovascular risk factors at a younger age than individuals of other ethnicities 
(Palaniappan et al. 2004) and a study from 2016 found that South Asians in Western 
countries display accelerated cardiac aging (Shantsila et al. 2016). The mean age at 
which South Asians suffer heart attacks, or acute myocardial infarction, is lower in 
South Asian countries than in other countries (Joshi et al. 2007). One of the harmful 
factors that contribute to this lower age at first heart attack is the higher prevalence 
of diabetes in South Asians and South Asian Americans compared to other groups 
(Bellary et al. 2010; Gupta and Brister 2006). The mean age at which South Asians 
Americans are diagnosed with diabetes is 44.9 years, compared with 55.4 years in 
non-Hispanic white Americans (Becerra and Becerra 2015). Both conditions mani-
fest earlier on in the life of South Asian American patients, further supporting the 
association between T2DM and the development of cardiovascular disease.

The pathophysiologic changes that underlie the development of diabetes likely 
also lead to increased risk for cardiovascular disease. South Asians in the U.S. have 
a high prevalence of dyslipidemia; a lipid profile characterized by high plasma tri-
glycerides, total cholesterol, LDL-C and low HDL-C, that increases the risk of 
developing CVD (Frank et al. 2014). In South Asian Americans, this atherogenic 
profile may be explained by an alarmingly high prevalence of insulin resistance 
(Chu et al. 2003; Reaven et al. 1993). Furthermore, studies have found that South 
Asians in the U.K. display a unique phenotype of impaired glucose tolerance asso-
ciated with low HDL-C, and that this may be related to the high prevalence and risk 
of cardiovascular disease in this population (Hughes et al. 1989; McKeigue et al. 
1989, 1991).

For South Asians in their native countries and abroad, theories regarding the 
pathogenesis of diabetes include the influence of evolution, genetics, and diet. For 
instance, the “thrifty gene” hypothesis suggests that the energy-producing efficiency 
of mitochondria enhanced the successful adaptation of South Asians to climactic 
(e.g., warm temperature) and nutritional exposures (e.g., periods of starvation). 
Consequently, South Asians’ mitochondria are proposed to be more likely to pro-
duce and store energy, an adaptation that would be disadvantageous in a lifestyle of 
low physical activity and high caloric diet as is frequently found in American and 
increasingly found in South Asian settings (Sellayah et al. 2014).

Environmental influences, including high intake of total fat, saturated fatty acids, 
trans fatty acids, and carbohydrates, combined with low intake of monounsaturated 
fatty acids and certain micronutrients (e.g., magnesium, calcium, and vitamin D) 
that characterizes the traditional South Asian diet, have also been found to promote 
insulin resistance (Bakker et al. 2013). Further explanations of the pathogenesis of 
insulin resistance and diabetes in South Asians, including the roles of various types 
of fat and fat cells, inflammation, and muscular composition remain the subject of 
ongoing research. The American Heart Association calls for increased research in 
these areas, with special attention to disaggregating data in the heterogeneous Asian 
American subgroups (Palaniappan et al. 2010a).
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7.6  Relation with Obesity and Weight Related Conditions

In a meta-analysis of several studies among all Asian ethnic subgroups in the United 
States, South Asians had the lowest rates of obesity (> 30 kg/m2) and overweight 
(BMI > =25 but <30 kg/m2), yet the highest rates of diabetes (Staimez et al. 2013). 
Indeed, South Asians have been recognized to develop insulin resistance at a lower 
BMI than individuals of other ethnicities. The World Health Organization has con-
sequently recommended lower thresholds to define overweight (23–27 kg/m2) and 
obesity (>27.5 kg/m2) among South Asians specifically (Razak et  al. 2007). The 
percent of persons who are currently misclassified as normal weight using standard 
overweight metrics (of 25–29 kg/m2) is 12.6% and for obese (≥ 30 kg/m2) is 9.9% 
(Rao et al. 2015). A study of Midwestern-dwelling South Asian individuals in the 
U.S. demonstrated that overweight and obese South Asians tend to underestimate 
their weight and did not associate being overweight with the presence of their con-
comitant weight-related chronic diseases; 40% of overweight participants and 19% 
of obese participants perceived themselves as normal weight or underweight (Tang 
et al. 2012).

7.7  Economic Burden of Diabetes

One study estimated that diabetes costs Americans $245 billion annually, and that 
$175 billion is from direct medical costs and $69 billion from loss of productivity. 
This represents a $7888 per capita expenditure (Yang et al. 2013a, b). The study 
estimated the costs by state, and race/ethnicity for White, Black, Hispanic, and 
Other population. 70% of the costs are due to direct medical costs and a 30% of the 
costs are due to loss of productivity/indirect costs, whether at state level or by any 
specific race/ethnicity.

However, data are not currently available for Asian Americans, let alone for 
South Asian Americans. Yet South Asian Americans are one of the fastest growing 
populations and they already suffer from a greater burden of diabetes compared to 
other ethnic minority groups. This implies a greater number of diabetes cases in the 
future, and potentially increasing economic burden, with higher costs for patients, 
communities, and providers.

7.8  Systemic and Policy Issues

Systemic and policy issues contribute to and exacerbate the disparities in T2DM for 
South Asian Americans.

Only recently (2015) the American Diabetes Association recommended a lower 
BMI cut point (at 23 kg/m2) to better diagnose diabetes for Asian Americans (ADA 
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2015). These racial/ethnic specific cut points and guidelines have not yet been 
adopted by any federal (e.g., CDC, CMS, or United States Preventive Services Task 
Force) or private agencies (e.g., American Hospital Association). Health plans will 
not reimburse health providers unless such guidelines are officially adopted by fed-
eral and/or state agencies.

This is further complicated by the fact that data on most subgroups of the South 
Asian American community are not available - as data are not collected or reported 
(due to small sample sizes). Lack of disaggregated data at national, state, and local 
levels makes it challenging to effectively address diabetes disparities in small com-
munities of color such as South Asian Americans.

Systemic and policy changes at local, state, and national levels are necessary to 
raise awareness, address quality of care and access to service, and prevent future 
cases and complications of diabetes in South Asian Americans. All these efforts 
need to include the South Asian American community, the health service providers, 
funders, and policymakers.

7.9  Conclusion

South Asian Americans suffer disproportionately higher from Type 2 Diabetes 
Mellitus compared to many other communities of color in the U.S. Early detection, 
treatment, and self-management of T2DM reduces the risk of developing complica-
tions, and improves quality of life and health outcomes. However, patients and pro-
viders have to deal with many barriers in preventing, diagnosing and appropriately 
treating T2DM in South Asian Americans.

A high percentage of foreign-born immigrants, lack of health insurance, and lack 
of access to culturally and linguistically appropriate resources and care perpetuate 
these disparities in diabetes. There is a need to collect and report disaggregated data 
of South Asian American subgroups as some groups (e.g., Bangladeshi, Pakistani) 
appear to be at higher risk than others (Asian Indian).

Systemic and policy changes are necessary at local, state, and national levels to 
raise awareness, increase screening, improve access to services, and prevent future 
cases of diabetes in South Asian Americans.

More research and policy efforts are necessary to better understand the preva-
lence and prevention strategies affecting the health outcomes and economic costs of 
Type 2 Diabetes Mellitus in this rapidly growing minority group in the U.S.
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Chapter 8
Cancer Risk, Risk Reduction, and  
Screening and Treatment Access among 
U.S. South Asians

Francesca Gany, Anuradha Hashemi, and Jennifer Leng

This chapter explores cancer risk, risk reduction, and screening and treatment access 
among South Asian Americans and describes several biological and lifestyle factors 
that affect South Asians’ cancer risk. This chapter includes the following sections: 
1. Epidemiology of Cancer among South Asians in the United States; 2. Genetic 
Factors and Risk; 3. Infections and Cancer Risk: Human Papilloma Virus (HPV), 
Hepatitis B (HBV), and Hepatitis C (HCV); 4. Human Microbiome; 5. Water Supply 
and Arsenic Poisoning in Bangladesh and West Bengal; 6. Air Pollution and 
Exposure to Particulate Matter; 7. Health Behaviors: Use of Alternative Tobacco 
Products (ATPs), Diet, Physical Activity, Sleep and Stress; and Health Care Access 
and Utilization: Pap Testing, Breast, Colorectal, and Oral Cancer Screening, Use of 
Complementary Medicine, Palliative Care, and Linguistically Responsive Care.

8.1  Epidemiology of Cancer among South Asians in the U.S

There is a lack of nationally representative and disaggregated data on South Asian 
populations in the U.S. This limits our understanding of cancer risk in South Asian 
communities in the U.S.  However, some data do exist. Data from the National 
Cancer Institute’s Surveillance, Epidemiology, and End Results (SEER) program 
and from the Centers for Disease Control and Prevention’s National Program for 
Cancer Registries (NPCR) from 2006 to 2010 reported a lower overall cancer inci-
dence rate of 216.8/100,000 in male (compared to 554.1 in non-Hispanic whites) 
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and 212.0/100,000  in female (compared to  444.6  in non-Hispanic whites) Asian 
Indians/Pakistanis compared to the rate of non-Hispanic Whites (Torre et al. 2016). 
In South Asian immigrant populations, cancer incidence profiles change post- 
immigration to more closely reflect incidence rates of the general American popula-
tion (Hossain et  al. 2008). Among Indian and Pakistani immigrants in the U.S., 
prostate and breast cancers are the most common (Hossain et al. 2008).

Existing data also suggests that, although screening rates for breast cancer vary 
between studies, South Asian women tend to be diagnosed with late stage breast 
cancer, which can reduce survival. A 2011 analysis of SEER data found that Asian 
Indian and Pakistani women were 50% more likely to be diagnosed with Stage IV 
breast cancer than non-Latino White women (Ooi et  al. 2011). Asian Indian/
Pakistani women in the U.S. have also been found to be more likely to be diagnosed 
with breast cancer before age 40 than non-Hispanic White women (16.2% vs 6.2%) 
(Kakarala et  al. 2010). Taken together, despite lower overall incidence in South 
Asians in the U.S., these findings suggest higher risk of poor cancer-related out-
comes among South Asians in the U.S. and a concomitant need for more rigorous 
screening in this population.

Oral cancer is a major concern among South Asian populations. This is largely 
due to the prevalent use of smokeless tobacco products, with additional risk con-
ferred by human papilloma virus (HPV) infection. In India and Pakistan, the most 
common cancer in men is oral cancer and in women is cervical cancer (Hossain 
et al. 2008). Oral cancer accounts for over 30% of all cancers in India, and India has 
the highest incidence of oral cavity and pharynx cancers among women (Coelho 
2012). This oral cancer risk migrates with diasporic populations and will be dis-
cussed further in the sections on HPV infection and alternative tobacco products.

In addition to oral cancer, rates of colon and lung cancer are increasing in the 
U.S. (Hossain et al. 2008). Among immigrants, this epidemiologic shift is thought 
to be due to the adoption of new lifestyle practices that can occur after migration, 
such as decreased physical activity, decreasing childbirth rates, and dietary changes 
(Hossain et  al. 2008). Other countries with large populations of South Asians, 
including the United Kingdom, have experienced similar cancer incidence trends. 
This pattern has been noted for breast cancer incidence, which is the leading cancer 
of all Indian women outside of India, and has been attributed to increased obesity 
among Asian Indians in the U.K. (Maringe et al. 2013).

8.2  Genetic Factors and Risk

In 2003, the Indian Genome Variation Database (IGVdb) was the first large-scale 
comprehensive study that was built to catalog and map genetic variation among 
Indian subpopulations. Single nucleotide polymorphisms (SNPs) were used to iden-
tify combinations of genotypes that are associated with cancer risk (Bag et al. 2012). 
One 2008 case control study with 375 participants found a much greater risk for 
head and neck cancers (Odds Ratio [OR]: 4.47; 95% Confidence Interval [CI]: 
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1.62–12.31) for patients that carried a combination of GSTM1 null, GSTT1 null and 
GSTP1 variations than those that carried the individual variations (Singh et  al. 
2008). A 2008 international collaborative study between American and Indian 
investigators found that three sequence variations on 8q24 independently increased 
prostate cancer risk among North Indians, with OR values equivalent to 1.60, 1.77, 
and 1.85 for each respective sequence studied (Tan et  al. 2008). A recent study 
emerging from India was the first to find that a mitochondrial D310 instability in 
breast cancer patients may be indicative of early progression of breast cancer to 
metastasis (Alhomidi et al. 2013).

The IGVdb was also used to understand interactions between genes and environ-
ments, as it relates to cancer risk. A 2005 study among North Indians observed a 
significant gene-environment interaction that the GSTP1 gene polymorphism com-
bined with tobacco use tremendously increased risk for bladder cancer (OR: 24.06) 
(Mittal et al. 2005). Genotype combinations were found to be associated with risk 
of upper digestive tract cancers in another study that assessed patients with a history 
of smoking, tobacco chewing, and alcohol abuse (Soya et  al. 2007). The gene- 
environment findings to date indicate that engagement in health behaviors that 
involve tobacco and alcohol use possibly interacts with certain gene expressions to 
increase cancer risk among South Asian populations. There is a greater need for 
research on alcohol-related cancers and their genetic contributions, including head 
and neck and liver cancers. Many reviewed studies have had small sample sizes, 
which may have generated false-positive associations, and more research is needed 
in several areas of cancer genetics in South Asian populations.

8.3  Infections and Cancer Risk

In addition to genetic factors, infection and chronic inflammation can increase can-
cer risk. This section discusses the prevalence of Human Papilloma Virus, Hepatitis 
B Virus and Hepatitis C Virus among South Asians, and the associated cancer vul-
nerability. More research is needed to better understand the epidemiology of HPV, 
Hepatitis B, and Hepatitis C in South Asians in the U.S., and to implement surveil-
lance, outreach, screening, and treatment interventions accordingly. Treatment out-
comes among South Asian Americans also need to be further studied.

8.3.1  Human Papilloma Virus (HPV)

The precise epidemiology of HPV-related infections and cancers, including cancer 
of the cervix and of the head and neck, among South Asian men and women in the 
U.S. is unknown. HPV, the major cause of cervical cancer, is a significant health 
concern in South Asia itself, and therefore among South Asian immigrant commu-
nities. South Asian countries have a high proportion (26%) of HPV type 18, one of 
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the strains that is most closely associated with cervical cancer (Munoz et al. 2004). 
In 2012, an estimated 122,844 new cervical cancer cases were diagnosed in India 
and there were 67,477 cervical cancer deaths, constituting one fourth of the global 
burden of cervical cancer (Arbyn et al. 2011). Bangladesh, Nepal, and India rank 
among the countries with the highest cervical cancer mortality rates and incidence 
rates in Asia (Arbyn et al. 2011). The 9 HPV types implicated in invasive cervical 
cancer comprise 92.2% (CI: 87.9–95.3) of the HPV infections in India (Arbyn 
et al. 2011; Kumar et al. 2015). In 2014, a nonavalent HPV vaccine was approved 
for use in the U.S. that covers HPV types 6, 11, 16, 18, 31, 33, 45, 52, and 58 
(Kumar et al. 2015). Widespread vaccine uptake could significantly impact cervi-
cal cancer prevention and should be a focus of public health and primary care 
activities in South Asian immigrant communities. HPV has also been connected to 
19 out of 50 cancers of the oropharyngeal tract, including cancers of the tonsil and 
pharynx and penile and anal cancers (Kumar et  al. 2015). The potential link 
between HPV and such cancers should be further elucidated, particularly the link 
between oropharyngeal cancers among South Asians in the U.S. in the context of 
tobacco use.

Although understudied in the U.S., studies from other South Asian diasporic 
countries, such as the U.K., reveal cultural barriers to HPV infection prevention that 
may also be relevant among South Asians in the U.S. One major barrier is the link 
of HPV infection with sexual activity, and the cultural norms against acknowledg-
ing such a link. A study of White British, Pakistani, African Caribbean, and Indian 
women in the U.K. found an overall lack of education around HPV transmission 
and testing (McCaffery et al. 2003), emphasizing the role of education as a major 
barrier to prevention. Another study of London-based Muslim women’s attitudes 
towards self-sampling for HPV in the context of cervical cancer screening found 
that participants were generally positive about cervical cancer screening but 
acknowledged that some women in their community were reluctant to be screened 
because of embarrassment, language difficulties, fear, or because they were unmar-
ried and did not want to communicate implicit messages about being sexually active 
(Szarewski et al. 2009). Women were also concerned about not doing the test cor-
rectly, but thought that self-testing might overcome barriers to screening for some 
women. HPV testing itself and the possibility of testing positive for HPV were also 
thought to raise potentially difficult issues relating to trust, blame, and fidelity 
within marriages (Szarewski et al. 2009). The effectiveness of existing HPV vacci-
nation programs for South Asians should be evaluated. Educational outreach spe-
cifically to girls and women, in addition to boys and men, about HPV transmission 
and cervical cancer testing should be considered as an intervention to increase HPV 
vaccination and HPV-related cancer screening. This topic is described in more detail 
in the section below on Healthcare Access.
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8.3.2  Hepatitis B Virus (HBV)

HBV is endemic in South Asian countries, with high rates of current or past infec-
tion. A retrospective study in England reported that HBV infection prevalence was 
3.1 times higher among South Asians than among non-South Asians (Hahne et al. 
2003). The estimated lifetime risk of infection was 1.4% in South Asians and 0.4% 
in non-South Asians, and the estimated risk of chronic infection was 0.8% in South 
Asians and 0.02% in non-South Asians (Hahne et  al. 2003). South Asian blood 
donors have been found to have a high frequency of new HBV infections, at a rate 
4.3 times higher than that among non-South Asians (Hahne et al. 2003). Further, the 
incidence of acute HBV infection can be up to 10 times higher in South Asian chil-
dren than in non-South Asian children (Hahne et al. 2003). Hepatitis B virus (HBV) 
infection can lead to serious liver damage. Without treatment, about 15–25% of 
people with HBV die prematurely from cirrhosis, liver failure, or liver cancer 
(Cohen et al. 2013), indicating a need for awareness of HBV in this group.

In the U.S., it is likely that Hepatitis B infection remains a significant health 
concern for South Asians, especially for those who have recently emigrated from 
their countries of origin. Among those of Indian descent, rates have been found to 
be 1.4–3% in India and 1–6% in the U.S. (Tong et al. 2011), indicating a need to 
understand changes that occur upon migration to the U.S. that may increase risk. 
U.S. providers need to be aware of the risk of Hepatitis B infection, and to incorpo-
rate screening, and treatment if indicated, into the care of their South Asian patients.

8.3.3  Hepatitis C Virus (HCV)

Similar to Hepatitis B, Hepatitis C may increase risk of liver failure, cirrhosis, and 
cancer. Studies have shown a rate of infection in South Asia of <2% in India and 5% 
in Pakistan, compared with 1.3% among the overall U.S. population (Nguyen and 
Nguyen 2013). In a community-based testing program at five sites in England, the 
overall prevalence of anti-hepatitis C virus (HCV) in people of South Asian origin 
was 1.6% but varied by country of birth and recent immigrants were at an increased 
risk of infection (Uddin et al. 2010).

8.4  Human Microbiome

Babies are born with a sterile gastrointestinal (GI) tract but bacteria begin to colo-
nize immediately after birth. The human microbiota consists of more than 10,000 
bacterial species that aid humans in normal physiological activities. The microbiota 
help to create an optimal internal environment via processes including the extrac-
tion of energy from food, the release of accessory growth factors, and the 
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stimulation of both innate and adaptive immune systems. Each individual houses a 
specific set of microorganisms in the gut. Throughout life, bacterial populations can 
change due to external factors such as geography, socioeconomic status, lifestyle, 
diet, hygiene, and the use of antibiotics (Sommer and Backhed 2013).

The microbiota has been implicated in both cancer development and cancer pre-
vention (Graham et al. 2009; Zhu et al. 2013). The potential role of microbiota in 
cancer, whether protective or adverse, is of growing interest and warrants further 
investigation among South Asians in the U.S., especially considering the change 
that the microbiota undergo upon migration, with changes in diet and in other envi-
ronmental factors.

8.5  Water Supply and Arsenic Poisoning in Bangladesh & 
West Bengal

Arsenic-contaminated water first started appearing in Bangladesh in the 1940s as a 
result of a global initiative to provide clean water to the country’s rural communities 
by installing tube-wells. These wells were usually placed at a depth of 200 meters 
to eliminate contamination with illness-causing microorganisms. Evidence of arse-
nic contamination began surfacing in the early 1990s. Arsenic concentration in 
tube-well drinking water was >50 ug/L in many regions of Bangladesh (safe arsenic 
concentration is <10 ug/L, per World Health Organization [WHO] guidelines) 
(Smith et al. 2000). It has since been estimated that arsenic contamination affects as 
many as 77 million people in South Asia.

Although contaminated drinking water is the most common cause of arsenic 
exposure, eating crops irrigated with contaminated groundwater also produces arse-
nic exposure. Rice cultivated in South Asia, particularly in the West Bengal area, has 
high levels of arsenic contamination (Halder et al. 2012). Given that rice is a staple 
of many South Asian diets, South Asians in the U.S. may face an increased risk of 
arsenic ingestion through consumption of rice and rice products both grown in the 
U.S. and imported from South Asia.

Chronic arsenic exposure is associated with higher rates of skin, bladder and 
lung cancer (Ruiz de Luzuriaga et al. 2011). Studies in Bangladesh and West Bengal 
have investigated arsenic-associated skin cancer, which is common and can be 
detected early from the distinctive skin lesions. There is a greater risk of arsenic- 
associated skin cancer for those who smoke, lack proper nutrition, and have greater 
exposure to sunlight (Ruiz de Luzuriaga et al. 2011). The combined lung, liver and 
bladder cancer mortality rates of Bangladeshis chronically exposed to arsenic is 
over two times greater (229.6 per 100,000) than those for the overall Bangladeshi 
population (103.5 per 100,000) (Ooi et  al. 2011). There are not yet data on 
Bangladeshis living in the U.S. There is a need to study the long-term health effects 
of prior low to moderate levels of arsenic exposure among Bangladeshi immigrants, 
who hail from one of the most arsenic-contaminated regions in the world. The 
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 detrimental effects of arsenic exposure in their homeland may carry over to 
Bangladeshi and other South Asian communities in the U.S.

8.6  Air Pollution and Exposure to Particulate Matter

Particulate matter (PM), one of the six most common air pollutants, is a widespread 
threat to health. PM includes coarse particles, such as sand and large dust particles 
(referred to as PM10), and fine particles that stem from gases emitted from power 
plants, industries, and automobiles found in smoke and haze (referred to as PM2.5). 
These particles can pass through the throat and nose and enter the lungs and can 
cause serious health effects, including cancer. The association between all-cause, 
cardiopulmonary, and lung cancer mortality with PM2.5, sulfate particles, and sul-
fur dioxide has been illustrated (Pope 3rd et al. 2002; Pope et al. 1995).

Air pollution has become a major concern in India in recent years, with majority 
of the Indian urban population exposed to some of the highest pollutant levels in the 
world. This is exacerbated by the use of open biomass stoves, which can generate 
large amounts of PM and of carbon monoxide, hydrocarbons, oxygenated organics, 
free radicals and chlorinated organics, which have been linked to a host of health 
problems including lung cancer (Brown et al. 2000; Owens and Randhawa 2004). 
Air pollution is also a concern for certain South Asians in the U.S. as there is ele-
vated PM exposure among occupations with disproportionate South Asian represen-
tation, such as taxi drivers. Professional taxicab driving is a common occupation 
among South Asians, with over 40% of drivers in New  York City, and approxi-
mately 20% in Chicago, San Francisco, and Washington DC, originating from 
South Asia (India, Pakistan, Bangladesh, and Nepal) (Tan et al. 2008). Taxi drivers 
work long hours (Schaller Consulting 2004) (10–12 hours/day shifts ~6 days/week), 
most often in heavy traffic. Thus, a large part of their day is spent inside a vehicle 
cabin where they are potentially exposed to high levels of traffic-related PM. Taxi 
drivers are already at increased risk for cancer due to a number of other factors, 
including poor diet and a sedentary lifestyle; exposure to PM exacerbates that risk. 
Many studies (although none conducted specifically among South Asians in the 
U.S.) have demonstrated a high prevalence of lung cancer among taxi drivers (Chen 
et al. 2015).

More research is needed on the health effects of air pollution, specifically PM 
exposure, among at-risk South Asian occupational groups, including taxi drivers, 
gas station attendants, and restaurant workers in the U.S.  More research is also 
needed on those exposed to PM though cooking stoves and their occupations in their 
countries of origin, to determine effective ways to mitigate the impact of the 
exposure.
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8.7  Health Behaviors

8.7.1  Use of Alternative Tobacco Products (ATPs)

The use of alternative tobacco products (ATPs) is prevalent among South Asians. 
These varied products have names, ingredients, and utilization patterns that differ 
by South Asian region. Among the most commonly used smokeless South Asian 
ATPs are paan, gutka, supari, mainpuri, mawa, zarda, khaini, mishri, and gul. Many 
of these are areca nut-based, contain ground/powdered tobacco and a variety of 
flavorings, and are consumed orally. Paan, or betel quid, generally refers to areca 
nut wrapped in a betel leaf, and includes slaked lime, spices, and sometimes tobacco. 
Gutka, a packaged product, contains powdered/granulated tobacco, areca nut, 
slaked lime, catechu, and spices, packed in tins or sachets. Dozens of carcinogens 
are found in smokeless ATPs, including nitrosamines, nitrosamino acids, polycyclic 
aromatic hydrocarbons, aldehydes, and metals (World Health Organization 
International Agency for Research on Cancer 2004). Nicotine is the principal addic-
tive agent, and nicotine absorption is linked to an increased risk of oral soft tissue 
lesions, oral cancer, esophageal cancer, and pancreatic cancer. In 2004, the 
International Agency for Research on Cancer reported that betel-quid and areca nut 
are also carcinogens, independent of tobacco, and can cause oral cancer, cancer of 
the pharynx, and cancer of the esophagus (World Health Organization International 
Agency for Research on Cancer 2004). In addition to associations with oral, pancre-
atic, and liver cancers, the use of ATPs imparts increased risk of premature death 
(Willis et al. 2012).

The high rates of smokeless ATP use in South Asia have been well-documented, 
and there is strong evidence that ATP use and documented rates of oral cancers is 
high among diasporic South Asian communities in the U.K., Canada, Malaysia, and 
South Africa that are outside of South Asia (Auluck et al. 2009; Ramanathan 1979; 
van Wyk et al. 1993). Yet, there are limited data in the U.S. on this topic, although 
existing studies suggest that rates of use among South Asians in the U.S. may be 
similar to rates in South Asia. The 2004 California Asian Indian Tobacco Survey is 
the only published population-based survey on prevalence of South Asian ATP use, 
and reported that oral mucosal lesions are present in approximately 60% of current 
ATP users in the U.S. and that ATP use is the strongest risk factor for the develop-
ment of oral lesions and leukoplakia (Shulman et al. 1939).

Knowledge and personal views of ATPs among South Asians vary. Use of ATPs 
is highly culturally and socially linked. ATP use is a popular component of cultural 
and religious holidays for Hindu and Muslim Asian Indian communities. Studies 
examining traditional practices and acculturation of South Asians in different com-
munities across California and Chicago have found that ATP use continued to play 
a traditional role in families’ customs and traditions well after migration to the U.S. 
(Mukherjea et al. 2012). Reasons cited for ATP use among South Asian men and 
women include social acceptability of ATP use in Pakistani and Bangladeshi com-
munities, a possible low level of awareness of health risks associated with use of 
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ATPs, and insufficient professional advice and cessation aids (White et al. 2006). 
Mukherjea et al. (2012) found that use of culturally-linked alternative tobacco prod-
ucts was a symbolic behavior to maintain culture and was an expression of South 
Asian ethnic identity in a new dominant culture, such as the U.S. (Mukherjea et al. 
2012).

Studies on South Asian ATP availability in Western countries found that ATP 
products were often readily available and loosely regulated, rarely containing warn-
ing labels (Longman et al. 2010). Other Western countries with large South Asian 
immigrant populations have increased surveillance of the popular use of culturally 
specific tobacco products; however, this has not historically been the case in the 
U.S. although regulation of ATPs has emerged at state and city levels in recent 
years. In 2003, New York banned the sale of gutka to minors and legislation on bidis 
exists in several cities, including New York, Fremont, and Chicago. New York and 
Fremont ban the sale of bidis to all individuals under the age of 18, while Chicago 
has totally banned their sale. In addition, lack of merchant awareness of federal and 
local tobacco regulations can have significant implications for the sale and avail-
ability of alternative tobacco products (ATPs). While it is known that the application 
of warning labels on conventional tobacco packaging and signs in merchant shops 
increases consumers’ awareness of the health risks associated with cigarette use, 
there is limited comparable literature on merchants’ awareness of ATP regulations 
or the effect of these regulations on consumer’s knowledge of health risks.

In the U.S., cessation programs targeting ATP use among South Asians are very 
limited. Tobacco quit lines, a conventional tobacco product cessation model popular 
in the U.S., have limited culturally responsive intervention strategies for South 
Asians because they offer services for conventional smokeless tobacco users 
(Mukherjea and Modayil 2013). Language and cultural barriers may also prevent 
South Asians from using these services, and it is unknown if these services would 
have a similar impact on South Asian populations, even if linguistically and cultur-
ally responsive. In a literature review of effective intervention strategies, Mukherjea 
et al. (2013) suggest that ATP use cessation interventions that are inclusive of cul-
tural and religious leaders are more likely to be effective (Mukherjea and Modayil 
2013). Direct messages from community and religious leaders along with educa-
tional materials are potentially effective intervention techniques due to the impor-
tance and influence of these roles in the community. Mass media campaigns and 
workplace interventions are strategies that have been used in the U.K. and in India, 
indicating potential for successful implementation in the U.S. (Mishra et al. 2009; 
Murukutla et  al. 2012). Another U.K.-based program using a community health 
worker model in ATP cessation programs for South Asians is also a promising inter-
vention method for South Asians in the U.S. (Croucher et al. 2003).
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8.7.2  Diet

The relationship between diet and cancer risk is complicated and findings on the 
association between diet and different types of cancers have not always been consis-
tent. However, it is thought that obesity, concentrated sugars and refined flour prod-
ucts, low fiber intake, consumption of red meat, and imbalance of omega-3 and 
omega-6 fats may contribute to excess cancer risk, with more compelling evidence 
for some foods than for others. Changes in dietary patterns have been thought to 
play a major role in the growing incidence of colon, prostate, and breast cancers 
among South Asians in the U.S., as well as in the U.K. Researchers in both countries 
have emphasized that a dietary intake higher in fat, alcohol, and meat than is typical 
of South Asian diets has been associated with increased cancer risk (Hossain et al. 
2008; Maringe et al. 2013).

Vegetarianism is common in South Asia; however, it is unclear if the South Asian 
vegetarian diet, which varies in components depending on South Asian region, leads 
to better cardiometabolic health. In some studies, vegetarianism has been linked to 
reduced risk of breast cancer among South Asians (Dos santos silva et al. 2002; 
Gathani et al. 2017). However, other studies have found other diet-related variables 
to be better predictors of breast cancer risk, including macronutrient intake and 
fruit, vegetable, and legume consumption (Borugian et al. 2004; Farvid et al. 2016). 
Nutrient consumption and diet can vary by South Asian country and area of the 
country, indicating a need to disaggregate associations with cancer by South Asian 
background group.

Dietary interventions must consider the cultural value of food to be effective. In 
a study of Asian Indians in California, researchers found that Asian Indian patients 
perceived their doctor’s dietary advice as “irrelevant” or “missing the mark” because 
the advice did not take into account the social and cultural relevance of food (Koenig 
et al. 2012). Diet was not viewed simply as a behavior, but rather, food was seen as 
an important means through which Indians maintained a sense of continuity of their 
cultural identity (National Cancer Institute 2009). In addition, identifying potential 
dietary risk factors among U.S. South Asians will require a more thorough under-
standing of diets across the diaspora and immigrant generations.

Developing healthful, culturally tailored dietary guides for the multiplicity of 
South Asian subpopulations would be salutary if the recommendations were accept-
able and implemented. Encouraging substitution of common South Asian diet sta-
ples (white rice and white flour) with healthier and relatively culturally acceptable 
items (barley, brown rice, millet, and couscous) is a potentially significant interven-
tion strategy. Partnering with South Asian restaurants to modify menus to include 
more nutritious foods would potentially be impactful for South Asian Americans.
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8.7.3  Physical Activity

Physical activity may reduce the risk for several types of cancer, including endome-
trial, breast, and colon cancer. More than 50 studies have found that adults who 
increase the frequency, duration, or intensity of physical activity can reduce their 
risk of developing colon cancer by 30 to 40 percent relative to those who are seden-
tary (Kandula and Lauderdale 2005).

Kandula and Lauderdale analyzed data from the 2001 California Health Interview 
Survey and found that foreign-born Asians were least likely to participate in leisure- 
time physical activity and have high levels of physical inactivity compared to 
US-born individuals (Dave et  al. 2015). In South Asian communities, cultural 
beliefs and practices can discourage physical activity. Physical activity levels are 
lower among women, older people and people of lower socioeconomic status. 
Individual participation in regular physical activity can be seen as a violation of the 
South Asian cultural norm of putting family before self. Pressure on South Asian 
adults to fulfill social and financial obligations to kin (e.g. long work hours) may 
place particular demands and constraints on time, leading to a lack of opportunity to 
participate in physical activity. Limited time and resources can be particularly chal-
lenging for lower socioeconomic groups. For young people, lack of encouragement, 
support from family members, and a cultural emphasis on school and working over 
exercise, are barriers to participation in recreational sports and physical activity. 
Traditional gender roles in South Asian communities can also influence physical 
activity. Religious norms around modesty, avoidance of mixed-sex activity, and fear 
of going out alone could limit South Asian women’s participation in recreational 
physical activity. Family and community expectations of women to fulfill domestic 
responsibilities and disapproval of women’s activity outside their homes can also be 
discouraging. In a study in Chicago, physical activity decreased after marriage and 
having children, and chronic diseases constrained older women from more vigorous 
activity (Chida et al. 2008).

Among South Asian immigrants, as cancer profiles change to more closely reflect 
those of their adopted countries, further research is needed on the evolution of 
health behaviors post immigration and their impact on cancer risk (Hossain et al. 
2008). Future interventional research should focus on increasing physical activity 
levels, including exercise interventions that respond to cultural norms.

8.7.4  Sleep

Sleep deprivation contributes to repeated circadian disruption, and impairment of 
the immune system, and is potentially linked to cancer-promoting biological mech-
anisms. The effect of sleep deprivation on cancer risk is especially relevant among 
night shift workers. The relationship of sleep as it relates to cancer risk in South 
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Asians in the U.S. has not been specifically studied. Sleep hygiene should be dis-
cussed with all patients and community members with impaired sleep behaviors.

8.7.5  Stress

Psychosocial stressors have been linked to an increase in cancer risk. A review in 
2008 found 165 studies that found an association between stress and higher cancer 
incidence, 330 studies found poorer survival in patients with diagnosed cancer, and 
53 found higher cancer mortality among those with high stress levels compared to 
those with lower stress levels (Bhattacharya and Schoppelrey 2004).

Like many immigrant groups, South Asians are susceptible to psychological dis-
tress due to migration, subsequent pressures to acculturate, and other social deter-
minants that have a significant impact on functioning and quality of life. Acculturative 
stress is one such source of psychological distress that can include intergenerational 
conflict, discrimination, and depression. Qualitative interviews with recent South 
Asian migrant families in New  York City revealed that acculturative stress can 
impact multiple generational groups, including foreign-born parents and their chil-
dren (Kaduvettoor-Davidson and Inman 2013). Among South Asian youth in the 
U.K. and U.S., lower levels of acculturation and discrimination, coupled with high 
parental expectations and pressure, can lead to increased stress. Kaduvettoor- 
Davidson and Inman found that, among national samples of first and second genera-
tion South Asians in the U.S. ranging from 18 to 83  years old, perceived 
discrimination was positively and significantly associated with perceived stress 
(Inman et al. 1999). With respect to gender, culture conflict has been identified as a 
major source of stress for South Asian women (Brown et al. 2000). Already existing 
stress can be further exacerbated by a cancer diagnosis.

8.7.6  Health Care Access and Utilization

Many South Asians have poor access to, and utilization of, crucial allopathic health-
care. Lack of insurance coverage, language barriers, perceived discrimination, and 
cultural and religious/spiritual determinants of healthcare utilization all contribute 
to this lack of uptake. A higher proportion of South Asians lack health insurance 
compared with non-Latino Whites, (21% of South Asians v. 14% of non-Latino 
Whites), a primary determinant of access to healthcare (Owens and Randhawa 
2004). Poor utilization of healthcare services by South Asians also reflects linguistic 
barriers, including limited English proficiency, and lack of adequate interpreter ser-
vices; cultural discordance with the healthcare system, including religious beliefs 
and preferences for homeopathy or reliance on home remedies; transportation; pri-
oritization of time and resources to provide for family needs over individual health 
needs (e.g. by working long hours or supporting/taking care of other family 
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members); and/or reluctance to approach health facilities because of a perception 
that health services are inappropriate or unsupportive towards immigrants’ health 
concerns.

Cultural and religious values and beliefs can have a significant impact on an 
individual’s decision to seek out healthcare, especially for sensitive or complex 
issues, including certain types of cancer screening. Among patients who do access 
healthcare services, unaddressed language and cultural differences may create bar-
riers to regular and periodic utilization of healthcare services, as well as potentially 
complicate the effective delivery of health promotion and other health messages.

In situations where providers have an inadequate understanding of South Asian 
patients’ needs, an environment of mistrust and lack of respect may be created, 
which can further hinder the relationship between the patient and provider. Mistrust 
is often linked to providers’ lack of knowledge of South Asian culturally-linked 
health beliefs. For example, certain South Asians may withhold intimate problems 
from medical professionals to protect family “izzat,” or honor. Cultural responsive-
ness education of healthcare providers has the potential to address these types of 
issues and improve the quality of patient-provider interactions (Gomez et al. 2007).

8.7.7  Pap Testing, Breast, Colorectal, and Oral Cancer 
Screening

Cervical cancer screening rates among South Asian women in the U.S. have been 
found to be significantly lower than among the general U.S. population. 55–65% of 
South Asians report timely receipt of mammography (i.e. within the past two years) 
(Islam et al. 2006; Promotion, n.d.), which is significantly below the Healthy People 
2020 objectives of 81.1% (Gupta et al. 2002a). In a community sample of South 
Asian women in Canada, results showed low rates and knowledge of pap smears, 
which were significantly associated with low levels of formal education and with 
low acculturation (Boxwala et al. 2010). South Asian women have been found to be 
more likely to receive mammograms if they perceived breast cancer screening to be 
useful, and if it was recommended by a primary care provider, indicating the impor-
tance of regular access to primary care (Qiu and Ni 2003). For South Asian women 
who do not adhere to breast and cervical cancer screening guidelines, reasons gen-
erally include lack of knowledge of the purpose of screenings, financial and lan-
guage barriers, and cultural modesty. Culturally appropriate breast cancer education 
has been shown to improve mammogram rates.

Despite the increased risk of oral cancer faced by South Asians, accessing oral 
health services remains a low priority in the community. An analysis of the National 
Health Interview Survey (NHIS) showed that Asian Indians are less likely than 
other Asians and non-Hispanic whites to have seen a dentist in the prior year (55.6%) 
(Menon et al. n.d.). The study also found that approximately 60% were unaware of 
the increased oral cancer risk among South Asians. This limited utilization of oral 
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health services not only impacts the early detection of oral cancer but also the main-
tenance of oral health.

In a subsample aged 50 years or older from the South Asian Health Descriptor 
Study in Chicago, 2.2% of participants believed that they were at risk for colorectal 
cancer; 8% reported a past stool blood test (SBT); and 13.6% had had a sigmoidos-
copy or colonoscopy (Gupta et al. 2002b). Language acculturation and medical mis-
trust were significantly related to SBT completion. Language acculturation, income, 
living in the United States for more than 5 years, perception of colorectal cancer 
risk, and past SBT were significantly related to endoscopic cancer screening (Gupta 
et al. 2002b).

8.7.8  Use of Complementary Medicine

According to the WHO, traditional medicine, a term often used interchangeably 
with complementary and alternative medicine (CAM), is a set of knowledge and 
practices that are based on beliefs and experience and used to prevent, diagnose, and 
treat both physiological and psychological illnesses. Immigrants often continue to 
follow traditional healing practices after migration; their health seeking behavior 
therefore frequently combines alternative treatment methods with Western medi-
cine. Use of CAM is widespread among South Asians, and encompasses several 
modalities, including Ayurveda and herbal remedies.

In a study of patterns and perceptions of CAM use among leukemia patients 
visiting a hematology clinic in north India, 56% of the participants mentioned alter-
native methods for diagnosis and treatment and only about 4% of the patients 
informed their medical doctors about this practice (Worth et  al. 2009). Potential 
complications of adverse reactions to CAM and Ayurvedic medicine were not 
tracked in these studies and the topic has been largely unstudied.

Some South Asian immigrants use imported herbal medicines that are known to 
be contaminated with harmful substances, including arsenic, which has been linked 
to several forms of cancer. The New York City Department of Health and Mental 
Hygiene surveys imported herbal remedies and maintains a comprehensive list of 
contaminated products that providers may be aware of when working with this 
population.

8.7.9  Palliative Care

The provision of palliative care requires particular sensitivity to language and to 
patient and family values and caregiving patterns. There is need for palliative care 
services in South Asian languages, and in a manner which accounts for South Asian 
cultural values and sense of family duty. A study by Worth et al. (Worth et al. 2009) 
examined palliative care services through the lenses of both the patient and the 
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health provider (Worth et al. 2009). The study found that services were often inflex-
ible and unable to respond effectively when faced with needs such as culturally 
appropriate food or gender-specific staff to provide personal care (Worth et  al. 
2009). The study also revealed that while professionals had the motivation and 
desire to provide appropriate care, their understanding was often lacking or cultur-
ally insufficient (Worth et al. 2009). Yet, the study was not conducted in the U.S., 
indicating a need for this research.

8.7.10  Linguistically Responsive Care

Several federal and state policies aimed at addressing linguistic and cultural barriers 
to patient care in recent decades may benefit South Asians. Title VI of the Civil 
Rights Act of 1964 prohibited discrimination on the basis of national origin, which 
can extend to language preference, and required healthcare providers and benefit 
agencies to take “reasonable steps” to ensure that patients have “meaningful access” 
to their healthcare. An executive order mandated by President Clinton in 2000 spec-
ified the legal requirement for service agencies that receive federal funding, includ-
ing those related to healthcare, to develop a system for persons with limited English 
proficiency (LEP) to access their services. Although adherence to these policies and 
the quality of language services varies widely across the U.S., the laws in New York 
State offer more detailed provisions for ensuring that limited English proficient 
patients can access interpretation services. The New York State Patients’ Bill of 
Rights requires interpreters and translations of important forms or instructions to be 
made regularly available for language groups that comprise more than one percent 
of a hospital’s service area population, as determined by the U.S. Census. Lack of 
adequate medical interpretation services for South Asian communities remains a 
major barrier to healthcare access and utilization. Miscommunication due to lin-
guistic differences and subsequent perceived ineffectiveness of medical consulta-
tions, frequently due to inappropriate use of family members as interpreters, creates 
barriers to accurate understanding of medical instructions and health messages. 
Education on the rights of patients to access care in their preferred language, and on 
how to work effectively with qualified medical interpreters, is needed for medical 
providers, the broader healthcare community, and for community members them-
selves. Furthermore, providers should work to build trust with South Asian patients 
by providing patient-centered care that enables patients to feel culturally and per-
sonally respected.

Unfortunately, given the wide diversity of languages spoken across South Asian 
subgroups, and the variable adherence to these policy protections, much vigilance 
will be needed to assure adequate language access services.
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8.8  Conclusion

There is a tremendous need to disaggregate health care access and health outcomes 
data by characteristics such as South Asian country of origin, length of stay in the 
U.S., language proficiency, SES status, and occupational risk among others. Each of 
the lifestyle behaviors explored in this chapter require further integrated research 
that affect policy and community alike. Community-engaged research methods, 
which bring together researchers, stakeholders, patients, and community members, 
can be used to develop and then test intervention models aimed at initiating and 
maintaining healthful behaviors among South Asian populations. Potential agents 
include coaches, community health workers, peers, and families; potential settings 
include religious centers, health care systems, community-based organizations, res-
taurants, and workplaces; and potential audiences could vary across genders, gen-
erations, languages, faiths, and socio-economic status. Once successful interventions 
are identified, South Asian community leaders and institutions should use their 
position as culturally and linguistically competent influencers to implement them. 
South Asian community members should be educated about health insurance access, 
primary care, and medical homes. Primary care providers need to be trained in 
patient centered care, eliciting a patient’s Health Belief Model to elicit beliefs about 
health that may impact cancer risk and outcomes, and how to work with interpreters 
in the presence of language discordance. Health services research needs to be con-
ducted to examine health systems barriers to and facilitators of care, and to ensure 
that protections already in place for linguistic minorities are enforced, especially in 
light of the tremendous linguistic diversity of the South Asian community.
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Chapter 9
Mental Health Conditions among South 
Asians in the United States

Pratyusha Tummala-Narra and Anita Deshpande

South Asian immigrants and their children face acculturative stress, and specifically 
numerous challenges in the U.S., such as loss, separation, alienation, and anxiety 
about the new cultural environment, challenges with English language communica-
tion, immigration status, financial limitations, family and intergenerational stress, 
and discrimination. Stress related to acculturation, trauma, and discrimination has 
been linked with negative mental health outcomes, including depression, anxiety, 
and substance abuse, among South Asians in the U.S. This chapter delineates the 
impact of immigration, acculturation, and trauma on mental health conditions 
among first and second generation South Asians in the U.S. Additionally, we address 
barriers to the identification of mental health problems, issues of access to adequate 
care, and provide recommendations for culturally informed mental health 
interventions.

9.1  South Asians in the United States

As of 2010, South Asian individuals represent approximately 20% of the overall 
Asian American population in the United States (Inman et al. 2014; U.S. Census 
Bureau 2010). According to the 2010 U.S. Census, the Asian Indian population has 
increased by approximately 62% since 2000, and is currently the second largest 
Asian group in the U.S., with approximately 3.18 million people (Chandras et al. 
2013; U.S. Bureau of Census 2010). There is notable diversity with regard to cul-
tural, religious, and linguistic backgrounds among South Asians due to differences 
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across national origin and region. Additionally, there are significant variations in 
immigration status (e.g., temporary visa, refugee, asylum seeker, undocumented, 
dependent, permanent resident, U.S. citizen) among South Asians in the U.S. that 
are often related to reasons for migration (e.g., seeking employment or education, 
joining family members, escaping political and religious persecution or natural 
disaster) (Inman and Tummala-Narra 2014).

Immigration from South Asian countries to the United States should be under-
stood as occurring across multiple waves over time, with the sociopolitical climates 
of both the United States and individuals’ countries of origin playing a significant 
role in shaping their reasons for migration (Inman et al. 2015). The first notable 
wave of South Asians who immigrated to the U.S. (1899–1917) consisted mostly of 
Sikh men from the British Indian province of Punjab who sought out work within 
the railroad, lumber and agriculture industries (Bhatia 2007; Leonard 1997). The 
second major influx of South Asians did not occur until the U.S. government imple-
mented the Immigration and Naturalization Act in 1965, almost 50 years after the 
passage of the Chinese Exclusion Act (Inman and Tummala-Narra 2010). In con-
trast to the Punjabi immigrants of the nineteenth and early twentieth centuries, 
South Asian immigrants who arrived to the U.S. in the 1960s and 70s had origins in 
various parts of India, Pakistan, Bangladesh, Sri Lanka, Afghanistan and Nepal 
(Leonard 1997). Majority of these South Asians were English proficient, highly 
skilled professionals seeking to expand their professional expertise and opportuni-
ties within the areas of medicine, engineering, science and academia (Bhatia 2007; 
Leonard 1997). By the mid-1980s, the primary reason for immigration shifted 
towards family reunification in addition to seeking vocational opportunities (e.g., 
small businesses). Another shift in the South Asian immigration to the U.S. occurred 
during the 1990s and 2000s when opportunities within the emerging software indus-
try opened to this community (Sharma and Tummala-Narra 2014).

Over the past two decades, increasing numbers of South Asian immigrants in the 
U.S. have fled political, religious, and caste-based conflicts within their countries of 
origin. Further, recent South Asian immigration reflects an increasing number of 
older adults who live with their children and grandchildren who have settled in the 
U.S, and international students in U.S. colleges and universities (Institute of 
International Education 2011; Tummala-Narra et al. 2012). These different waves 
of immigration have contributed to considerable diversity among South Asian com-
munities in the U.S., with implications for education, social class, and cultural, 
religious, and generational perspectives.

9.2  Acculturation

The term acculturation refers to “the extent to which individuals have maintained 
their culture of origin or adapted to the larger society” (Phinney 1996, p.  921). 
Research indicates that while South Asians typically immigrate to the U.S. in pur-
suit of the “American Dream” (Bhattacharya and Schoppelrey 2004), they often 
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encounter unexpected post-migration changes in gender roles and family structure 
and dynamics, and spiritual practices, all of which can both buffer against or con-
tribute to psychological distress.

9.2.1  Gender Roles and Family Structure

Traditional relational dynamics among many South Asian families are shaped 
within a patriarchal context, where gender roles are delineated by specific expecta-
tions of men and women (Inman and Tewari 2003; Kallivayalil 2010). Men are typi-
cally seen as the heads of their households, and therefore, expected to prioritize 
their education and career so that they may adequately provide economically for 
and make decisions on behalf of their families (Inman and Tewari 2003). In some 
families, education and career are seen as secondary goals for South Asian women 
as their responsibilities as caregivers within the home are expected to come first 
(Dasgupta 1998; Inman and Tewari 2003; Kallivayalil 2010). Women may experi-
ence pressure to ensure children’s cultural and religious socialization in the context 
of immigration, even as parents and extended family in the country of origin are no 
longer readily accessible to support child rearing (Tummala-Narra 2013). Further, 
financial strain and the desire to secure greater economic security contribute to 
changes in the work lives of men and women. Although men are increasingly 
involved in their children’s lives, many women are employed and often expected to 
be primary caretakers for the children. Many women grapple with multiple demands 
both within and outside of their homes.

In addition to negotiating gender roles, South Asian immigrants can encounter 
shifts in family dynamics due to the differences in acculturation across different 
generations (Khanna et al. 2009; Tummala-Narra 2013). It has been noted that first 
generation South Asians (born and raised outside of the U.S. and migrated to U.S. 
as adults) experience themselves as “allocentric,” reflecting an emphasis on the fam-
ily unit as an integral part of conceptions of the self (Farver et al. 2002, p. 340). 
Traditional South Asian family dynamics operate within a collectivistic framework, 
where family needs are prioritized over individual needs. Commitment to meeting 
family needs is maintained by a hierarchical system of organized family roles based 
upon age, birth order, and gender (Das and Kemp 1997; Inman and Tewari 2003; 
Roland 1996). This emphasis on collectivism manifests in family interactions, 
including a sense of reciprocal caregiving between parents and children, where par-
ents tend to care for their children well into adulthood and children attend to their 
parents’ needs in older adulthood (Inman and Tewari 2003). From a worldview that 
emphasizes an individualistic orientation, the closeness among traditional South 
Asian family members can be misperceived as evidence of enmeshment where 
older adolescent and adult children are seen as having a diminished sense of agency 
(Inman and Tewari 2003). South Asian immigrants and their children often struggle 
with navigating across divergent cultural contexts that approach family  relationships 
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in unique ways, which can contribute to anxiety concerning separation and the 
potential of losing a sense of family connection and unity.

9.2.2  Religious and Spiritual Practices

Acculturation further involves religious and spiritual practices. South Asians are 
affiliated with diverse religious philosophies including Hinduism, Islam, Christianity, 
Sikhism, Buddhism, Jainism, Zoroastrianism, and Judaism (Leonard 1997). The 
ways in which South Asian immigrants engage in religious and spiritual practices 
have evolved over time as the growth of South Asian communities resulted in estab-
lished places of worship and spiritual centers. Prior to 1965, South Asian immi-
grants had little to no access to community gatherings and worship, and as such, 
most individuals practiced their religion within their homes and some individuals 
disconnected from their religious affiliations (Leonard 1997; Sharma and Tummala- 
Narra 2014). By the 1970s, the second major wave of South Asian immigrants cre-
ated opportunities for public religious gatherings for people who shared religion 
and national origin. This was evident in the establishment of Hindu temples, Islamic 
mosques, Sikh gurdwaras, and Buddhist viharas. Over the next several decades, 
these religious institutions opened their doors to individuals from various countries 
of origin who shared the same religious beliefs (Leonard 1997).

Religious institutions often serve as “the means to create community and to 
transmit homeland culture and values to children and thus are critical sites shaping 
the identity construction processes of immigrants and their descendants” (Kurien, 
p.  438, 2005). Engaging in religious and spiritual practices offers many South 
Asians a positive sense of connection with communities reminiscent of their coun-
tries of origin, and serves as a buffer against stress associated with acculturation, 
such as racism-related stress. South Asian immigrants may also turn to their beliefs 
in fate or a higher power when attempting to make meaning of life events and transi-
tions. For example, when South Asian immigrants experience disappointment con-
cerning pre-migration hopes and post-migration experiences, engaging in religious 
and spiritual practices offers a way to bear emotional stress accompanying these 
experiences (Sharma et al. 2015; Tummala-Narra et al. 2013).

9.3  Acculturative Stress

The immigrant experience has been conceptualized as one that involves mourning 
for the loss and separation from loved ones and for a familiar cultural context 
(Ainslie 2011; Akhtar 2011). The process of acculturation can be particularly stress-
ful for racial and ethnic groups who experience starker contrasts between culture of 
origin and new cultural context (Kanukollu and Mahalingam 2011). Acculturative 
stress refers to the psychological burden resulting from adapting to a new culture 
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(Berry 2003; Roysircar and Maestas 2002; Tummala-Narra et al. 2012). Acculturative 
stress among South Asians in the U.S. has been linked to mental health problems, 
such as depression (Masood et al. 2009; Tummala-Narra et al. 2012). Acculturative 
stress for South Asians, similar to many other immigrant groups in the U.S., can be 
produced through a number of factors, such as language and communication barri-
ers, family and intergenerational stress, and discrimination (Inman and Tewari 
2003; Tummala-Narra 2013).

9.3.1  Language and Communication Barriers

Many first-generation South Asians face challenges with English proficiency and 
fluency, and communication. South Asian immigrants have typically been raised in 
countries where they have exposure to English. However, it is important to keep in 
mind that there is considerable variation with regard to English exposure across 
regions (e.g., rural vs. urban), education, and socioeconomic status. In fact, in con-
trast with the model minority stereotype (Petersen 1966; Kanukollu and Mahalingam 
2011), significant numbers of South Asian immigrants have little access to English- 
based education in their countries of origin, and face economic struggles pre- and 
post-migration. More than half of immigrants from Bangladesh in Southern 
California, for example, live below 200% of the poverty line, and problems with 
English proficiency contribute to reduced access to healthcare and social and legal 
services (Asian Pacific American Legal Center of Southern California 2005; 
Choudhury et  al. 2009). Language barriers are also evident among many older 
adults who migrate to the U.S. later in life. Many older adults experience a sense of 
“role loss” (Becker et al. 2003, p. S151; Blair 2012), as they experience shifts in 
power, respect, and authority within their families post-migration. Among these 
subgroups of South Asians, language and communication barriers contribute to 
social isolation and psychological distress (Blair 2012; Tummala-Narra et al. 2013).

South Asian immigrants who arrive as children or adolescents to the U.S. often 
struggle with social and academic issues at school, and have little access to transla-
tors or bilingual education in schools. Additionally, there is considerable variation 
in how well South Asian students acquire academic English skills, and in accessing 
adequate educational supports in their transition to U.S. schools (American 
Psychological Association 2012). Some South Asian children and adolescents lin-
guistically and culturally translate for their parents and/or extended family (e.g., 
aunts, uncles, grandparents), and often play a key role in family members’ access to 
health care. Studies indicate that while carrying the role of translating is experi-
enced as stressful, adolescents recognize the significance of supporting family 
members, and develop a sense of self-efficacy as a function of providing such sup-
port (American Psychological Association 2012; Lueck and Wilson 2010; Tummala- 
Narra 2016).
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9.3.2  Family and Intergenerational Stress

Family and marital conflict, along with the loss of extended family support, have 
been found to be associated with physical and mental health problems (e.g., depres-
sive symptomology) among South Asian families (Leung et al. 2011; Masood et al. 
2009). For some families, economic stress and unemployment further contribute to 
conflict and psychological distress (Leung et al. 2011). The family context has been 
noted to be a contributor to both resilience and stress among South Asian families 
(Masood et al. 2009). On one hand, family support is often critical to individuals’ 
identification of and coping with mental health problems. On the other hand, mental 
health problems may reflect dysfunctional and/or conflictual family dynamics 
(Almeida 2005).

Intergenerational conflicts in South Asian families are often rooted in an array of 
stressors outside of the home, such as those related to language, lack of social sup-
port, financial struggles, and discrimination. Different members of the family expe-
rience acculturation in unique ways, contributing to distinct worldviews and 
challenges in communication and understanding across generations (Akhtar 2011; 
Tummala-Narra 2016). For first- and second-generation South Asians (born and 
raised in the U.S.) who have, at least in part, internalized Euro-American cultural 
values, familial disagreement and conflict can emerge over a number of life deci-
sions concerning romantic partnerships (e.g. dating, marriage), academic achieve-
ment, and career choice (Khanna et al. 2009). For second-generation children and 
adolescents, negotiating different cultural contexts can be challenging as their 
efforts to engage with and develop a bicultural identity may be perceived by their 
parents and other family members as “too Americanized.” As a way to cope with 
this conflict, children and adolescents may develop a dual sense of self, where they 
adapt to home, school, and neighborhood environments by modifying their behav-
iors in each context in order to maintain a sense of belonging and minimize conflict 
with loved ones (Tummala-Narra et al. 2016). It is important to note that a sense of 
acceptance within the host culture has been found to be associated with lower accul-
turative stress (Inman et al. 2014).

Research indicates that families in which parents tend to be separated from main-
stream U.S. context experience more conflict between parents and adolescents. In 
fact, large gaps in acculturative styles (e.g., acculturation gaps) between those of 
parents and adolescents have been related to lower self-esteem and greater anxiety 
among adolescents (Farver et  al. 2002). Additionally, some studies indicate that 
Asian Indian women with less supportive family environments experience more 
internal conflict related to sex roles, and the negotiation of diverging demands 
within and outside of one’s home contributes to cultural values conflict, or negative 
emotional experience produced in efforts to manage conflictual expectations and 
values (Inman 2006; Kaduvettoor-Davidson and Inman 2012).

Acculturation gaps (Prathikanti 1997) are thought to shape individuals’ interper-
sonal relationships, both within and outside of the family. For example, second- 
generation adolescents and young adults often experience their worlds within and 
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outside of their homes as alienated from each other, and therefore can face chal-
lenges in developing an integrated sense of self. Further, in the face of acculturation 
gaps, first-generation parents may also experience more psychological distance 
from their children, or deepen their sense of connection with their cultural heritage 
in the hope of bridging a loss of continuity for themselves and their children. It has 
also been noted that many South Asian parents overemphasize academic achieve-
ment, sometimes placing excessive pressure on their children to excel in schools 
and in the workplace (Roysircar et  al. 2010). At the same time, both first- and 
second- generation parents emphasize education and connection to one’s ethnic and/
or religious community as a way of coping with competition and discrimination in 
mainstream U.S. context (Inman et al. 2014).

9.3.3  Discrimination

Throughout the history of South Asian immigration to the U.S., racial, ethnic, and 
religious discrimination has been a part of South Asians’ experiences (Das and 
Kemp 1997). Over the past decade, there has been growing awareness of the nega-
tive impact of racism and discrimination directed against South Asians in the 
U.S. With the rise of anti-immigrant sentiment related to the terrorist attacks of 9/11 
and ongoing threats to national security, many South Asians, particularly Muslims 
and those perceived to be Muslim, have been targets of murder, physical violence, 
verbal harassment, and other forms of discrimination (e.g., deportation, profiling, 
vandalism of places of worship) (Ahluwalia and Pellettiere 2010; Inman et  al. 
2014). Stereotypes of South Asians span a broad range, including conceptions of 
South Asians as terrorists with radical ideology, as exotic, as submissive, and as 
model minorities who are academically and professionally successful with minimal 
experiences of social and psychological stress, (Patel 2007). These stereotypes have 
important implications for individuals’ sense of identity, self-esteem, and belonging 
in mainstream U.S. context. In fact, although developing a strong sense of ethnic 
identity (i.e. connection with one’s ethnic heritage and community) may protect one 
from various types of acculturative stress, studies indicate that a stronger ethnic 
identity may not be sufficient to protect against racism- related stress (Inman et al. 
2014; Smith and Silva 2011; Sodowsky et al. 1995; Tummala-Narra et al. 2011).

Some research has also indicated that first- and second-generation South Asians 
may experience race and racism in unique ways (Inman et al. 2014; Inman et al. 
2015). Nevertheless, racism-related stress among both first- and second-generation 
South Asians has been associated with negative effects on self-esteem and on men-
tal health, such as depression, anxiety, and suicidal ideation, among South Asians in 
the U.S. (Kaduvettoor-Davidson and Inman 2013; Miller et al. 2011; Rahman and 
Rollock 2004; Tummala-Narra et al. 2012). Additionally, greater internalization of 
not only negative stereotypes but also “positive” stereotypes (e.g., model minority) 
has been associated with higher levels of psychological distress and negative 
 attitudes concerning help-seeking (Gupta et  al. 2011). The internalization of the 
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model minority stereotype is also thought to interfere with positive ethnic identity 
development, as individuals face overwhelming pressure to meet high educational 
and professional goals, often at the cost of psychological well-being (Gupta et al. 
2011).

Many South Asians in the U.S. experience multiple forms of discrimination and 
marginalization. Specifically, individuals who suffer various types of minority stress 
such as racism, sexism, heterosexism, homophobia, ableism, and classism are 
among the most vulnerable to psychological distress (Sandil et  al. 2015). When 
South Asian women and men experience marginalization within and outside of their 
ethnic and religious communities, they may cope with their feelings of isolation and 
alienation by hiding aspects of their identities in different contexts. For example, the 
opportunity to openly discuss sexual identity is typically unavailable in many South 
Asian communities in which lesbian, gay, bisexual, transgender, or queer (LGBTQ) 
identities are either dismissed or pathologized. It has also been noted that identify-
ing with these identifies is viewed by many South Asians as a “Western disease” 
(Choudhury et al. 2009, p. 250). These perceptions contribute to an impossible bind 
when negotiating sexual, ethnic, and religious identities. Additionally, internalized 
homophobia has implications for sexual behavior. One such example is evident in 
the lives of some South Asians who have same-sex relationships while being mar-
ried to an opposite-sex spouse in order to manage family and community responsi-
bilities (Choudhury et al. 2009). At the same time, LGBTQ South Asians struggle 
with racism within mainstream LGBTQ communities (Sandil et al. 2015). Multiple 
marginalization can result in under-reporting of emotional stress and mental health 
problems and service utilization (Choudhury et al. 2009).

9.4  Mental Health Issues

The various types of acculturative stress implicated in the process of immigration 
are important to consider when approaching mental health issues among South 
Asians in the U.S.  Each of these stressors discussed thus far, along with pre- 
migration and post-migration cultural beliefs and explanations concerning mental 
health, affects individuals’, families’, and communities’ conceptualizations of men-
tal health and mental health treatment and recovery processes. In the following sec-
tions, we discuss the prevalence of mental health problems and traumatic stress, 
culturally-based explanations of illness and healing, and underutilization of services 
and barriers to mental health care.
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9.4.1  Prevalence of Mental Health Problems and Traumatic 
Stress

Depictions of South Asians as a successful minority group in the U.S. have masked 
mental health problems such as depression and suicidality, and psychosocial con-
cerns such as domestic and sexual violence and AIDS among South Asians (Masood 
et al. 2009). In fact, there is a paucity of epidemiological studies that have examined 
the prevalence of mental health problems, such as depression, anxiety, bipolar dis-
order, post-traumatic stress disorder, eating disorders, substance abuse, psychotic 
disorders, and suicide within South Asian communities in the U.S. There is also 
minimal data on the prevalence of dementia and related disorders among South 
Asians, and most assessment measures for dementia that exist for Asian Americans 
have been validated with East Asian Americans (Fujii 2011; Sayegh et al. 2013). 
Prevalence of mental health problems and developmental disabilities across gender 
and age groups (children, adolescents, emerging adults, adults, older adults) is also 
virtually absent. A recent content analysis of psychological research with South 
Asian Americans (Inman et al. 2014) indicated that mental health issues have not 
received adequate attention by researchers possibly due to mental health stigma and 
related reluctance to report mental health problems within South Asian communi-
ties, and due to the model minority myth and the related perception that mental 
health issues are less significant.

Epidemiological data concerning the prevalence of mental health problems 
within South Asian countries is inadequate for a number of reasons (e.g., lack of 
representation across regions, varying definitions of illness, lack of standardized 
indicators of illness, incomplete reporting) (Baxter et al. 2013). It is also important 
to recognize that pre-migration mental health history, including culture specific or 
culture-bound syndromes, and family history of mental illness can be highly rele-
vant to post-migration psychological health and help-seeking behavior. For exam-
ple, in India, several culture specific syndromes have been documented, such as 
Suudu which involves painful urination and heat in the pelvic area among men and 
women, and Dhat which involves severe anxiety and somatic symptoms associated 
with sexual impotence (passing of white discharge or semen in urine) (Chhabra and 
Bhatia 2008). Clinicians trained in the United States may be unfamiliar with these 
syndromes and their presentation, and may need to secure adequate consultation to 
make accurate diagnostic assessments.

Further, it is important to consider potential differences in mental health across 
immigrant generations. Over the past decade, majority of studies in the U.S. exam-
ining differences in prevalence of mental health problems across generation have 
indicated that first generation (foreign born) immigrants tend to have better mental 
health outcomes when compared with the second generation (U.S. born) (Alegría 
et al. 2008; García-Coll and Marks 2012; Abe-Kim et al. 2007). Research concern-
ing this immigrant paradox among South Asians is still in its infancy. However, 
researchers and clinicians should consider that the expression and reporting of 
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 psychological distress may at least in part account for differences in prevalence 
across immigrant generation (American Psychological Association 2012).

Although literature on prevalence rates of mental health problems among South 
Asians living in the U.S. is limited, researchers from the United Kingdom (U.K.) 
and Canada have begun to examine the pervasiveness of mental health illness among 
South Asian populations within their communities. Surveying the research being 
conducted in these countries may help to provide a better sense of what South Asian 
Americans are encountering with regards to mental health concerns and inform 
future empirical investigations seeking to attain these much needed statistics in the 
U.S.

9.4.2  Depression and Suicidal Ideation and Behavior

Research with South Asians in the U.K. and Canada has largely focused on the 
prevalence of depression among South Asians, with the findings from these studies 
being somewhat mixed. In one study conducted in the U.K. (Bhui et  al. 2004), 
researchers examined and compared the prevalence of depressive symptoms 
between Punjabi and English primary care attendees. This investigation revealed 
significantly higher rates of depressive symptoms among Punjabi participants when 
compared to their English counterparts. The findings from this study also revealed 
that depression rates were particularly high among South Asian women and those 
diagnosed with a physical disability. More recently, researchers (Williams et  al. 
2015) sought to compare the prevalence rates of depression between South Asian, 
White European and Black Caribbean older adults living in the West London area 
of England. The results from this study were consistent with the previously cited 
study, revealing significantly higher rates of depression, almost twofold, among first 
generation South Asian immigrants when compared to their White European 
counterparts.

In contrast to the above findings, other studies have found relatively lower rates 
of depressive symptoms within the South Asian community when compared to the 
broader population (Berthoud and Nazroo 1997; Hussain and Cochrane 2004; 
Ineichen 2012). In 2014, researchers in Canada (Islam et al. 2014) examined mental 
health outcomes among South Asian immigrant and South Asian Canadian-born 
populations. This investigation revealed that prevalence rates for mood disorders 
such as depression did not seem to vary significantly among these populations, but 
rather, the researchers found higher prevalence rates of anxiety and psychosocial 
stress among South Asian immigrants when compared to Canadian- born South 
Asians. These findings raise a number of factors that potentially account for these 
discrepancies including underreporting depressive symptoms due to stigma, con-
ceptualizing mental health problems as a physical condition and overlooking within 
group differences such as variance in generational status, time period of migration, 
socioeconomic status, and acculturative status (Bhui et  al. 2004; Hussain and 
Cochrane 2004; Rastogi et al. 2014; Williams et al. 2015). Most research concern-
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ing mental health with South Asians in the U.S. has focused on Asian Indian popula-
tions (Inman et al. 2014; Masood et al. 2009). A few studies have examined the 
prevalence of depression among Asian Indians, and have found that depression may 
be more prevalent among Asian Indians when compared with other Asian American 
groups, and that Asian Indians may be less apt to identify depressive and anxious 
symptoms and seek help (Conrad and Pacquiao 2005; Leung et  al. 2011). Other 
studies have noted that Asian Indian older adults are vulnerable to depressive symp-
tomology, particularly those with lower English proficiency (Diwan et  al. 2004; 
Sayegh et  al. 2013; Tummala-Narra et  al. 2013). In the U.S., some studies have 
noted a growing risk of suicidal ideation and behavior among some Asian American 
subgroups, but there are few recent studies focused specifically on suicidality among 
South Asians in the U.S. (Chu et al. 2011). Patel and Gaw (1996), in a review of 
suicide among immigrants from the Indian subcontinent, noted higher rates of sui-
cide among young South Asian women immigrants when compared with South 
Asian men immigrants and with young women in mainstream contexts, and dispro-
portionately higher rates of suicide among Hindu immigrants.

9.4.3  Interpersonal Violence

Research with South Asians in the U.S. has also focused on experiences of interper-
sonal violence. It is worth noting that majority of these studies have focused on 
domestic violence or intimate partner violence suffered by South Asian women. The 
prevalence of intimate partner violence among South Asians has been estimated to 
be greater than that occurring in other cultural groups (Abraham 2000; Inman et al. 
2014). In fact, according to a study conducted in the early 2000s (Raj and Silverman 
2003), approximately 40% of South Asian women in the greater Boston area 
reported experiencing physical and/or sexual violence in an intimate partner rela-
tionship in which they were involved at the time of the study. Other studies have 
estimated prevalence rates of 30–50% of intimate partner violence among South 
Asian women (Fingeld-Connett and Johnson 2013). Intimate partner violence 
within South Asian families has been thought to be connected to patriarchal norms 
and acculturative stress (Ahmad et  al. 2004; Kallivayalil 2010; Singh 2009). As 
such, South Asian women have been noted to remain longer with their abusive part-
ners, and tend to have limited access to resources (Fingeld-Connett and Johnson 
2013). Some women have difficulty coping with the lack of financial resources, 
education, and immigration status, placing them in a vulnerable position in relation 
to their abusive partners. Many women also struggle with a belief that they are 
responsible for the success of their marriage and for keeping their children together 
with the father, and for upholding the family’s reputation within their ethnic and/or 
religious communities (Anitha 2011; Kallivayalil 2010). The possibility of rejection 
by their families and communities, forced separation from children, and deporta-
tion, may all be realistic consequences of speaking out about abusive behavior 
(Fingeld-Connett and Johnson 2013). These realities are sometimes overlooked by 
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mental health professionals who may emphasize the importance of agency and self- 
reliance for survivors without a consideration for cultural, social, and economic 
factors (Yoshihama et al. 2012).

More recently, scholars have called attention to the problem of sexual violence 
(occurring outside of intimate partner relationships) within South Asian communi-
ties. While the prevalence of child sexual abuse among South Asians in the U.S. is 
unknown, practitioners are aware of their female and male South Asian clients’ 
experiences with childhood sexual abuse. The topic of sexual abuse is highly stig-
matized in most communities, as the purity and honor of girls and women is held to 
be tantamount to the family’s standing within the broader community. Kanukollu 
and Mahalingam (2011) have eloquently described the ways in which silence con-
cerning sexual abuse within families and communities can serve to protect the ideal-
ized identities (e.g., model minority identity) of South Asian communities. At the 
same time, such idealization comes at a psychosocial cost to female and male survi-
vors of sexual abuse, many of whom remain silent about their traumatic experiences 
and never receive support.

The effects of interpersonal violence, such as intimate partner violence and sex-
ual violence, are profound, spanning a broad range of problems including poor 
physical health, depression, post-traumatic stress, anxiety, eating disorders, sub-
stance abuse, and suicidal ideation (Inman et al. 2014). The silence around interper-
sonal violence within South Asian communities, and the stress associated with 
migration can increase survivors’ vulnerability to mental health problems. Further, 
culturally-embedded conceptualizations of violence and abuse, approaches to cop-
ing with violence, and access to culturally informed services influence survivors’ 
disclosure of the abuse and help seeking (Ahmad et al. 2004; Anitha 2011). It is also 
important to consider that interpersonal violence among South Asians sometimes 
occurs in the context of family dislocation due to political and religious violence 
and persecution, war, trafficking, and natural disasters. There is a scarcity of infor-
mation regarding the additive effects of community and political trauma and inter-
personal violence among South Asians in the U.S.  However, many South Asian 
survivors of trauma contend with multiple types of traumatic events, some of which 
may be experienced as more acceptable to disclose to others within and outside of 
their communities.

9.4.4  Culturally-Based Explanations of Illness and Healing

The expression of psychological distress can vary considerably across cultural con-
texts. The terms used to describe distress may not be commensurate with Western, 
Euro-American labels of distress (e.g., sad, depressed). For example, the National 
Asian Women’s Health Organization (National Asian Women’s Health Organization 
1996) presented data from interviews with South Asian women in California who 
described their mental health concerns by using terms such as guilt, pressure, isola-
tion, and stress (Leung et al. 2011). Additionally, South Asian immigrants may find 
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it challenging to translate painful emotional experiences from their heritage lan-
guage to English, and may find that some terms are untranslatable across languages 
(Akhtar 2011; Tummala-Narra 2016). According to some research, individuals from 
non-Western and non-White backgrounds experiencing depression report somatic 
problems more often than individuals from Western and/or White backgrounds 
(Karasz et al. 2007). Expressions of psychological distress are often situated within 
culturally-embedded explanations of mental illness, and this is evident in culture- 
bound or culture-specific syndromes that are characterized by somatic and psycho-
logical symptoms (DSM-V, American Psychiatric Association 2013). Kleinman 
(1986) contrasted somatization as an expression of distress from “psychologiza-
tion.” The latter is thought to be congruent with Western, Euro-American middle 
class conceptualizations. It has been suggested that people in several Asian coun-
tries tend to emphasize somatic suffering over emotional suffering, and as such, 
believe that they could be helped through medical treatment (Karasz et al. 2007). 
The lack of overt attention to emotional suffering (e.g., depression) by individuals 
then can certainly influence not only help-seeking behavior, but also providers’ abil-
ity to identify mental health problems (Kirmayer et al. 1993).

In South Asian contexts, it is often the case that somatic symptoms, rather than 
verbal expressions of psychological stress, are identified as acceptable forms of 
expressing distress, particularly for women. In fact, some research indicates that 
South Asian women tend to report higher somatic symptomology when compared 
with men and with White, Euro-American women (Karasz et al. 2007). Among both 
South Asian women and men, religious and spiritual beliefs (e.g., possession by evil 
spirits, destiny or fate, karma resulting from past lives) or the belief in the family or 
individual being cursed guide understandings of psychotic disorders (Kumar and 
Nevid 2010; Leung et  al. 2011). Mental illness carries a stigma for many South 
Asians. Consequently, it is often the case that both awareness of and treatment of 
mental illness is kept private within families in an effort to maintain family reputa-
tion and honor, and connection with ethnic and religious communities (Leung et al. 
2011).

South Asian immigrants may be more likely to conceptualize severe mental 
health symptoms as a disease with biological origins that requires professional 
intervention (Karasz 2005; Kumar and Nevid 2010). Although mild to moderate 
depressive and anxious symptoms may not be perceived as mental health problems 
in South Asian cultural contexts, more severe mental health problems such as bipo-
lar disorder and psychotic disorders are often recognized as mental disorders that 
should be addressed through professional treatment and/or religious practices 
(Thara et al. 2004). In a study of perceptions of major depression and schizophrenia 
with Asian Indians in the U.S., Kumar and Nevid (2010) found that a case vignette 
of schizophrenia presented to participants elicited stronger endorsement of biologi-
cal explanations when compared with a case vignette of major depression. Scholars 
have also noted that many South Asians regard certain conditions such as cognitive 
decline in older adults as normative (Sayegh et al. 2013). These findings call atten-
tion to the potential influence of causal explanations of mental health problems on 
stigma and attitudes toward help-seeking (Kumar and Nevid 2010).
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Many South Asians in the U.S. tend to approach healing from psychological 
distress by turning to spiritual and religious leaders in their communities, engaging 
in spiritual practices (e.g., prayer) and traditional health practices. For example, 
some Asian Indian immigrants and their children practice yoga, meditation, Reiki, 
and use homeopathy and Ayurvedic medicine as a way of coping with stress related 
to physical and mental health problems (Ahmad et al. 2004; Tewary 2005). Such 
healing practices reflect a cultural emphasis on the interrelationship between the 
mind and the body, and on achieving a sense of balance that is thought to promote 
physical and psychological health. Although access to traditional healing has grown 
over the past decade, primarily in urban areas of the U.S., South Asians who are able 
to travel to their countries of origin on a regular basis have increased access to these 
traditional healing practices as an alternative, or in addition, to Western, Euro- 
American approaches (e.g., psychotherapy, psychopharmacology). In fact, extended 
family members in the country of origin sometimes offer assistance in access to 
traditional healing practices. Although many South Asians are reluctant to burden 
family members and friends with their mental health issues, family support is an 
important source of support in healing from mental health concerns. Collectivistic 
coping strategies, such as sharing emotional struggles related to loss and challenges 
of acculturation with close family members and friends, have been found to be 
effective methods of coping with stress among South Asians in the U.S. (Yeh et al. 
2006).

9.4.5  Underutilization of Mental Health Services and Barriers 
to Adequate Care

South Asians in the U.S. underutilize mental health services when compared with 
the general U.S. population, and when they do seek help from mental health profes-
sionals, it is often the case that their concerns have reached greater severity or crisis 
levels (Loya et al. 2010). Many individuals underestimate the need for help, and 
prefer confiding in people outside of formal systems of care (Chu et  al. 2011). 
Additionally, South Asians tend to prefer consulting with general physicians about 
psychological issues rather than mental health professionals (Leung et al. 2011). A 
common course of entry into mental health services is through referral by primary 
care physicians to psychiatrists, psychologists, social workers, and other mental 
health professionals. Studies have indicated that service use may vary across immi-
grant generation, with U.S. born Asian Americans using mental health services 
more than foreign born Asians and Asian Americans (Abe-Kim et  al. 2007). 
Although scholars (Frey and Roysircar 2006) have noted that acculturation may be 
associated with greater utilization of resources among South Asians in the U.S., data 
regarding service utilization across the first and second generation more specifically 
remains inconclusive.
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South Asians in the U.S. face multiple barriers in securing adequate mental 
health care. For both the first and second generation, the problems of stigma and 
silence surrounding issues of mental health and illness and interpersonal violence 
prohibit many individuals and families from seeking help (Loya et al. 2010). The 
problem of stigma is compounded by the model minority notion which contributes 
to the perception that one should not require professional help for psychological 
issues (Gupta et al. 2011; Kanukollu and Mahalingam 2011). It is important to con-
sider that many South Asians are unaware of mental health services that may be 
available to them, or how these services may be helpful to them. Psychiatric and 
psychological treatments offered in mental health service systems in the U.S. are 
unfamiliar to many South Asian immigrants. There are also concerns about whether 
a Western-trained, non-South Asian mental health professional would be able to 
understand one’s cultural background, values, and perspectives. For example, a 
South Asian immigrant who is experiencing marital conflict may be concerned 
about a practitioner’s ability to recognize both his/her personal needs and family 
obligations and responsibilities. In a different case, a second-generation South 
Asian American may be concerned about a practitioner pathologizing his/her emo-
tional closeness and sense of interdependence with his/her family members. It is 
important to note, however, that some South Asians prefer to work with non-South 
Asian mental health professionals, due to concerns about privacy and disclosure of 
issues considered taboo (e.g., sex, sexuality, violence) within their families and 
communities. Individuals who have experienced discrimination and/or marginaliza-
tion within their ethnic and/or religious communities may also be more likely to 
seek help from non-South Asian practitioners.

Language barriers further impede help-seeking among South Asians. Most men-
tal health settings do not have access to bilingual practitioners or to interpreters for 
South Asian languages. Additionally, even when a patient is proficient or fluent in 
English, he/she may prefer to communicate at least periodically with the practitio-
ner in his/her heritage language. Bilingual and multilingual individuals experience 
memory, emotion, and identity uniquely in different languages, and therefore, may 
find it important to move back and forth between languages with practitioners 
(Akhtar 2011). In the case of interpersonal violence and other forms of trauma, 
processing traumatic material in the heritage language and in English can be critical 
to the recovery process (Tummala-Narra 2016).

Economic challenges and social inequality challenge some South Asians’ abili-
ties to access adequate care (Tewary 2005). For example, individuals may not have 
access to transportation to services, or they may not have access to childcare or to 
time away from their jobs to keep appointments with mental health professionals. 
Additionally, many South Asian immigrants in the U.S. provide financial support to 
families in their countries of origin and, as such, prioritize family economic and 
educational needs over their personal mental health needs. Societal perceptions of 
South Asians as a privileged, non-marginalized minority in the U.S. can contribute 
to systemic neglect of mental health needs within these communities, including a 
lack of funding for culturally informed interventions. Mental health professionals 
should be aware that experiences of discrimination based on race, ethnicity, gender, 
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language, religion, social class, sexual orientation and identity, and dis/ability is a 
significant barrier to seeking help. Further, for most undocumented South Asians, 
the threat of deportation becomes a prohibitive factor in service utilization (American 
Psychological Association 2012).

9.5  Recommendations for Culturally Informed Interventions

Culturally informed interventions that are multifaceted (e.g., clinical, community) 
are essential for addressing the mental health needs of South Asian individuals, 
families and communities in the U.S. Although over the past two decades, culturally 
informed services aimed to provide support to Asian Americans have been develop-
ing in a few urban areas in the U.S., most mental health services have yet to priori-
tize and implement culturally informed care to South Asians. Ongoing training and 
consultation is required for practitioners, researchers, and educators to address bias, 
communication problems, and misdiagnosis. There should be more attention 
directed toward developing appropriate assessment measures used in evaluating 
psychopathology and resilience (American Psychological Association 2012). It is 
also important that practitioners recognize the diversity within South Asian com-
munities with regard to language, culture, religion, geographic origin, circum-
stances of immigration, acculturation, social class, sexual orientation, dis/ability, 
immigration (documentation) status, and immigrant generation (first, second, third) 
when conducting assessment, formulating diagnosis and treatment plan, and in 
implementing an intervention. South Asians also experience intersections of various 
aspects of identities (e.g., gender, religion, race, sexual orientation, dis/ability) in a 
multitude of ways, often involving internal and interpersonal conflict. Practitioners 
can help South Asian patients to address the ways in which they may feel conflicted 
about their loyalties to different communities with which they identify, and the psy-
chological stress experienced in the face of potential loss, separation, or rejection by 
one or more of these communities (Tummala-Narra 2014).

Clinical interventions typically involve psychological testing, psychotherapy, 
crisis counseling, and psychopharmacology. Culturally informed psychotherapeutic 
interventions with South Asians are guided by various theoretical approaches (e.g., 
cognitive-behavioral, family systems, humanistic, psychodynamic). Each of these 
approaches, while distinct in its conceptualization of psychological issues and ther-
apeutic techniques, shares an emphasis on the influence of sociocultural context on 
individual and family life. Each approach also attends to the impact of sociopolitical 
context (e.g., immigration policy, war, terrorism) and systemic injustice (e.g., sex-
ism, racism, homophobia, classism, ableism) on mental health problems.

We recommend that culturally based expressions of distress and explanations of 
mental health problems, ways of coping with stress, and the use of indigenous heal-
ing practices be explored by the practitioner. Culturally informed practice further 
examines the role of stigma on an individual’s experiences of mental health prob-
lems and relationships with family and friends. Interventions that include family 
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members, friends, and spiritual mentors or leaders, when appropriate, are often 
helpful in reducing stigma and misunderstandings concerning mental health care 
(Leung et al. 2011). Practitioners should attend to the daily challenges of navigating 
multiple cultural and linguistic contexts, economic stress, experiences of discrimi-
nation, and isolation within and outside of one’s ethnic and/or religious communi-
ties. Culturally informed care should also attend to pre- and post-migration traumatic 
stress, marital and family conflict, and intergenerational conflict. We underscore the 
importance of practitioners to engage in their own self-examination with regard to 
their conscious and unconscious biases and assumptions concerning South Asians 
in the U.S. (Tummala-Narra 2016). It is important to recognize that stereotypes 
about cultural groups typically operate on an unconscious level (Dovidio 2009), and 
are sometimes enacted in the relationship between a therapist and a patient. 
Therefore, practitioners should engage in open and active learning concerning the 
experiences of different cultural groups within and outside of their work environ-
ments, such that they will be able to develop accurate conceptualizations of their 
patients’ lives.

In addition to clinical interventions, culturally informed community-based and 
outreach interventions are critical for addressing the mental health needs of South 
Asians in the U.S. (Chu et al. 2011). As most South Asians have a preference for 
seeking help from informal sources of support (e.g., family, friends), interventions 
that create dialogue among peers and across generational lines is especially impor-
tant in building awareness about factors that contribute to psychological distress 
(e.g., acculturative stress, discrimination, trauma, separation from loved ones, fam-
ily conflicts, identity conflicts), dispelling myths about mental illness and suicide, 
reducing stigma, identifying mental health problems, and accessing appropriate 
mental health care. As many South Asians seek the help of physicians when coping 
with physical and psychological stress, developing awareness of mental health 
issues among primary care physicians through education and outreach activities 
would also facilitate the identification of mental health problems. Increasingly, 
South Asian community-based interventions, such as domestic violence shelters, 
legal advocacy services, programs for older adults, women’s discussion groups, 
youth groups, and political advocacy groups, have been emerging and becoming 
more visible within South Asian communities in the U.S., with promising outcomes 
for mental health (Blair 2012; Tummala-Narra et al. 2013). However, outreach, edu-
cation, and open dialogue within and across South Asian communities remains 
underdeveloped and understudied in the mental health professions. In the future, 
more in-depth efforts within the mental health professions must be taken in order to 
address mental health problems among South Asians in the U.S., including further 
research, training, and education and more sophisticated and nuanced conceptual-
izations of South Asians’ social and psychological experiences, with attention to 
both psychopathology and resilience. Further, resources should be directed toward 
further education, dialogue, de-stigmatization, and community-based advocacy for 
mental health concerns within South Asian communities.
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Chapter 10
Issues in Counseling South Asian Americans

Farah A. Ibrahim and Jianna R. Heuer

The present chapter considers variables that may enhance counseling South Asian 
Americans (SAAs) on health-related issues. The primary concerns in health-related 
counseling are prevention of chronic diseases, psychoeducation, and adherence to 
management schedules for chronic diseases. Cultural factors, and generational sta-
tus appear to be important in designing and conducting interventions for both health 
promotion and chronic disease management.

The chapter begins with a brief summary of chronic diseases that SAAs appear 
to be susceptible to, and the rationale for this susceptibility as identified in the litera-
ture; these include Coronary Heart Disease (CAD), Type II Diabetes Mellitus 
(T2DM), Oral and Breast cancers, and comorbid psychological disorders. This will 
be followed by cultural factors that may influence health behavior and adherence to 
disease management requirements.The last segment of the chapter will address 
issues that may increase compliance with health promotion and disease manage-
ment information.
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10.1  Chronic Health Conditions among SAAs

10.1.1  Organic Medical Conditions

Previous chapters have addressed South Asian Americans’ vulnerability to chronic 
diseases and weight gain. Common chronic health conditions faced by South Asians 
in the United States and in their countries of origin are chronic degenerative dis-
eases such as CAD, specifically atherosclerosis and T2DM (Palaniappan et al. 2010; 
Raj 2011). Risk factors for CAD among South Asians include: cigarette smoking, 
diabetes mellitus, hypertension, high LDL cholesterol and low HDL cholesterol 
levels, obesity (BMI greater than 25), lack of physical activity, family history of 
premature heart disease, and age. Among men and women, the susceptibility is 
higher in men older than 45 years of age, and in women older than 55 years of age 
(Sikand 2011). Risk factors for T2DM among South Asians include: older age, obe-
sity, family history, physical inactivity, and dietary habits, which includes a high 
percentage of saturated fat, and low consumption of fruits and vegetables. Both in 
culture of origin and among immigrants, South Asian populations have higher inci-
dence and prevalence of these two diseases than white populations (Abate and 
Chandalia 2001; Gujral et al. 2013; Misra 2011; Simmons et al. 1989). Higher rates 
of these two diseases are evident in immigrant South Asian populations in Australia, 
Europe, North America, and in Asian countries.

Interestingly, the risk factors that are common for white populations are not 
always similar among South Asian populations. For both T2DM and cardiovascular 
disease, risk factors include: Metabolic syndrome (Metabolic syndrome is charac-
terized by a cluster of cardiovascular disease (CVD) risk factors, including abdomi-
nal obesity, elevated blood glucose, dyslipidemia, and high blood pressure [Ford 
2005; Garber 2004]), hypertension, and obesity (Lovegrove 2007; McKeigue et al. 
1992; Tan et  al. 2004). Higher concentrations of plasma triglycerides and lower 
concentrations of high density lipoprotein cholesterol than whites have been 
reported in over 50% of South Asians in the US and UK (Gupta et al. 2004; Laws 
et al. 1994; Tziomalos et al. 2008). The single most important component of meta-
bolic syndrome among South Asians is insulin resistance. Insulin resistance is a 
condition in which the body produces insulin but does not use it effectively. When 
people have insulin resistance, glucose builds up in the blood instead of being 
absorbed by the cells, leading to type 2 diabetes or pre-diabetes (National Institute 
of Diabetes and Digestive and Kidney Diseases (NIDDK) 2014). Metabolic syn-
drome is evident in South Asians at a much younger age, compared with white 
Europeans, and SAAs typically develop the disease 5–10 years earlier and at a lower 
BMI (Misra 2011; Misra and Vikram 2007; Sattar and Gill 2015). Other risk factors 
for South Asians include: excess body fat, abdominal obesity, high waist-to- hip 
ratio, normal waist circumference, higher intra-abdominal fat, and high truncal sub-
cutaneous fat (Misra and Vikram 2007).

Recent research has highlighted the increase in fast food intake among third 
generation South Asian Americans, which is a risk factor for cardiovascular disease 
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(Becerra et al. 2014). In general, economic, social, and lifestyle conditions are con-
sidered to be risk factors for chronic diseases, however in the case of South Asians 
it appears that both genetic and environmental factors are involved (Barnett et al. 
2006). Lifestyle changes due to urban living, technological changes, and affluence 
have resulted in greater susceptibility to these disorders (Bharmal 2012; Lesser 
et al. 2014). Lifestyle changes and disease management are critical factors in pro-
moting health among SAA.

10.1.2  Comorbid Psychological Disorders

Mental health issues related to living with chronic diseases are quite common. The 
literature identifies depression, anxiety, and nonspecific psychological disorders 
specifically related to T2DM (Gonzalez et al. 2011; Kessler et al. 2001; Li et al. 
2009; Mezuk et al. 2008). Information about comorbid disorders with chronic dis-
eases among ethnic non-dominant populations, and specifically among SAA is not 
readily available.

Depression is fairly common among South Asians in their cultures of origin (Ali 
2014; Lin et al. 1985). Nazroo (2001) found that in UK the symptoms of depression 
were high among SAA immigrants compared to the nonimmigrant population, and 
depression was higher among immigrant SAA women compared to immigrant SAA 
men. However, in comparing South Asians to White Americans, depression rates 
appear much lower (Ahmed and Bhugra 2007; Jackson-Triche et al. 2000). Ahmed 
and Bhugra (2007) note that a common problem for ethnic minorities is the under 
diagnosis of depression in the Western world (Ballenger et al. 2001; Lecrubier 2001; 
Sartorius et  al. 1996). A primary reason is that Western explanatory models of 
depression differ from other cultures, and how they may define depression, or what 
depression means, and how it is expressed in non-Western cultures. Wheeler and 
Izzard (1997) identified the difference between individualism and collectivism, and 
how socialization in these contexts influences behavior in addressing personal prob-
lems: In Western societies the goal is to instigate change in the individual’s situation 
and, in Eastern societies, it is important to maintain personal-familial-social equilib-
rium by learning to adjust, or accepting fate.

Somatic symptom disorders also appear to be common among Asian populations 
in general, and South Asians in particular (Ali 2014; Hsu 1999; Kirmayer and Young 
1998). South Asian Americans tend to express psychological distress with somatic 
symptoms, potentially related to tacit cultural prohibitions against verbalizing psy-
chological distress (Ali 2014). Research has also identified somatic symptoms com-
mon among immigrants making geographic transitions (Lin et al. 1985). Ali (2014) 
notes that since most medical personnel ignore somatic symptoms when they can-
not find any physical cause, clients frequently turn to religious leaders, family, or 
traditional healers. Additionally, the anxiety and depression that accompanies 
chronic disorders could also be the cause for nonspecific somatic symptoms 
(DiMatteo et al. 2000; Katon et al. 1984; Kessler et al. 1985; Kessler et al. 2001). 
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Katon et al. (1984) identified depression as a result of dealing with chronic illness. 
Njobvu et al. (1999) note that stress from work, life, language issues, could be asso-
ciated with somatic symptoms.

There are several reasons for depression and somatic symptoms among immi-
grant populations; primary is the issue of culture loss and bereavement (loss of fam-
ily and friends, familiar environment, etc.,) upon moving to a country that is far 
away from one’s home country (Bhugra 2004; Bhugra and Becker 2005; Henry 
et al. 2005). Additionally, rules of conduct and expectations of behavior shift as one 
moves from collectivism to a culture that emphasizes individualism (Rogers-Sirin 
et al. 2014). Adjustment to all these changes and cultural losses can be challenging. 
Coupled with the cultural norm in South Asia to deal with adversity with stoicism, 
the adjustment process can lead to internalizing psychological pain, resulting in 
depression and somatic symptoms. These cultural and social challenges, along with 
the losses associated with of migration lead to acculturative stress (Rogers-Sirin 
et al. 2014). Managing acculturative stress is critical for South Asian immigrants, 
especially given that they are at high-risk for certain chronic disorders that are exac-
erbated by stress, as well as poor diet, racism and exclusion, and other social and 
environmental conditions that worsen physical health (Fenton and Sadiq-Sangster 
1996; Lesser et al. 2014).

10.2  Factors to Consider in Treating SAAs

10.2.1  Client/Patient Factors

Bhugra and Mastrogianni (2004) identify culture as the learned, shared beliefs, val-
ues, attitudes and behaviors characteristic of a society or population. Ibrahim and 
Heuer (2016) note that culture is learned through the socialization process, and that 
it influences individual values, beliefs and assumptions, worldview, and modes of 
problem-solving and decision-making. Cultural psychiatry specifies that culture 
influences the sources, symptoms and the idioms of distress; including explanatory 
models, coping mechanisms, and help-seeking behavior, as well as the social 
response to distress, and to disability (Hussain and Cochrane 2002; Kirmayer 2001).

There are several pitfalls in working with cultural differences within the health 
domain, and these include: An assumption of shared definitions and meaning of ill-
ness constructs across languages, which can marginalize the impact of cultural and 
religious beliefs of the patient or client (Kleinman 1987). Kirmayer (2001) notes 
that in cultures where conflict, stress, anxiety, or depression are not publicly dis-
cussed, people tend to somaticize; whereas in cultures where these issues are openly 
addressed, there is a tendency to “psychologize” (p. 23). For example, there is con-
siderable diversity among South Asian subgroups in their culture and religion, 
which influences their idioms of illness and health. Individuals in South Asia who 
were exposed to Western culture during the colonization of the subcontinent by the 
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British, may tend to psychologize their issues, whereas people in remote areas, such 
as the The Havik Brahmins, tend to use somatization (Nichter 1981). Fenton and 
Sadiq-Sangster (1996) state that very few studies with culturally different popula-
tions have focused on their perspective on mental illness. For example, South Asian 
Pathan women saw physical and mental illness on a continuum and always consid-
ered physical reasons for psychological issues, and also considered it fate, therefore 
nothing could be done about psychological pain (Currer 1986). Generic cultural 
information about South Asians may not apply to an individual, and it may be nec-
essary to focus on the client’s explanation and probe for understanding of what the 
health issue is, how it is understood and defined, and what would help (Ali 2014; 
American Psychiatric Association 2013b). Using an instrument such as the Cultural 
Identity Check List (Ibrahim 2008), cultural identity can be analyzed by exploring 
ethnicity, gender identification, sexual orientation, disability status, religion/spiritu-
ality, along with educational level of client and immediate family members, ability, 
social class, region the person grew up in, and were s/he lives now.

10.2.2  Acculturation Status

Health professionals must also understand acculturation status of patients as this is 
a complex process, given the generational differences among the SAA populations. 
Pumariega et al. (2005) note “increasingly, the process of cultural transition is being 
recognized as much as a psychological process as a sociological one, with signifi-
cant implications for the mental health of immigrants” (p.  584). Along with the 
stress of acculturation and adaptation to a foreign culture, immigrants of color are 
subjected to exclusion, emotional and psychological abuse of racism, and rejection 
(Pascoe and Richman 2009). Perceived discrimination is linked to greater obesity, 
hypertension, greater likelihood of breast cancer, substance abuse, depression, anxi-
ety and self-reported health problems (Ibrahim and Ohnishi 2001; Paradies 2006; 
Williams and Mohammad 2009; Williams et al. 2003). Since 2001, due to the ter-
rorist attack on the US, South Asians have been subjected to increased instances of 
racism, exclusion, and discrimination, increasing their stress, due to prejudice 
(Ibrahim and Dykeman 2011; Tummala-Narra et al. 2011). Williams and Mohammad 
(2009) note that in general stressful experiences do not increase vulnerability to 
mental and physical illness, however, when stressors are unpredictable and uncon-
trollable, they are especially harmful to health.

Pascoe and Richman (2009) state that stress created by prejudice, exclusion, and 
discrimination may leave individuals with less energy or resources for making 
healthy behavior choices. Research supports this contention that perceived discrimi-
nation is related to health behaviors that have clear links to disease outcomes, e.g., 
smoking (Landrine and Klonoff 1996), alcohol and substance abuse (Bennett et al. 
2005; Martin et al. 2003; Yen et al. 1999), as well as nonparticipation in behaviors 
that promote good health, such as cancer screening, diabetes management, and con-
dom use (McSwan 2000; Ryan et al. 2008; Yoshikawa et al. 2004).
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Frequently, the immigrant generation retains its primary culture to a large extent, 
especially if interaction is limited with the larger cultural system, such as for older 
adults who came to the U.S. with their adult children. Phinney and Ong (2007) pos-
tulated that immigrant ethnic identity development may involve two parallel dimen-
sions: ethnic identity i.e., maintenance of cultural heritage, values, and practices; 
and a national identity, adoption of mainstream cultural assumptions, and ways of 
being. The relationship between the two dimensions varies, requiring professionals 
to understand the role of ethnic and national identities in an individual. A strong 
ethnic identity is associated with positive mental health (Phinney and Ong 2007; 
Smith and Silva 2011). Most US-educated South Asians tend to develop a bicultural 
identity and are able to negotiate mainstream culture effectively, in work and social 
settings. However, when they return home their identity often shifts back to culture 
of origin. This shift has elements of border-crossing phenomenon, and can create 
stress and discomfort (Marsico and Varzi 2016; Simão 2012). First and second gen-
eration immigrants are bicultural because of their immigrant parent’s influence, and 
tend to value cultural assumptions of mainstream society over South Asian culture 
in social and work environments, they have not had as extensive an exposure to the 
cultural assumptions of their parents, except for secondhand information, and have 
been exposed to US culture from birth through school, peers, community, media, 
etc.; this factor is also considered a reason for chronic illnesses due to a preference 
for Western diet high in carbohydrates, red meat, and junk food (Patel 2012; 
Thakore-Dunlap and Van Velsor 2014). Given the variations in acculturation level, 
it is imperative that a health professional is able to assess, and understand the cul-
tural identity and acculturation status of SAA clients. Research shows that migra-
tion is also a key determinant of increased risk of chronic diseases for South Asians, 
especially since migration has not led to increased risk of chronic disease among 
other ethnic groups, such as the Afro-Caribbean people (Pascoe and Richman 2009). 
Although, the reasons are not clear, since more research is needed, it is obvious that 
the stress of migration, along with the propensity for T2DM and other chronic dis-
eases, the South Asian diet preference, may be important to be highly aggressive in 
implementing meaningful interventions to support health and reduction of stress 
among South Asians (Lakhanpaul et al. 2014; Lesser et al. 2014).

10.2.3  Health Care Provider Factors

Another barrier may be an overemphasis on the socially constructed meaning of 
ethnicity and race among health professionals without a full understanding of what 
an overarching ethnic term, such as South Asian, means to a South Asian client/
patient (Bhopal et al. 1997: Parkes et al. 1997). Several researchers have identified 
that the terms South Asian, or Asian may not be what individuals from South Asia 
personally identify with, since differences in South Asia are defined regionally, e.g. 
Punjabi, Marathi, Bengali, etc. In addition, there are several different languages in 
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South Asia; there are approximately 300 languages and/or dialects in the Indian 
subcontinent (Mosely and Asher 1994).

Another possible limitation for Western-educated health professionals is the lack 
of understanding about the differences between Western and Eastern conception of 
mind and body as separate or holistic, which influences verbal expression of symp-
toms, the meaning of health and ill-health, and the ability of the health professional 
to understand what is communicated (Hussain and Cochrane 2002; Wilson and 
Maccarthy 1994). Speaking from a holistic perspective, the South Asian client/
patient may explain their symptoms in a manner that addresses both mind and body 
and use local idioms of distress. For example, he/she may point to the chest, (i.e., 
the core area where emotional pain is experienced and expressed) and state that is 
where the pain is located. Yet, this does not necessarily mean it is a heart condition, 
as psychological pain of grief and loss is believed to be experienced in the area 
around the heart among South Asians (Currer 1986; Fenton and Sadiq-Sangster 
1996; Ibrahim et al. 1997; Krause 1989).

Wheeler and Izzard (1997) focusing on the individual-community interaction of 
Western and Eastern cultures note that health professionals in the West understand 
their role to bring about change in an individual’s situation, meanwhile in the East 
the role of the healer is to align the individual with collective values, the goal is to 
help the client to adjust to a situation. This factor influences whether the illness is 
ignored or treated. Collectivism, family duty, and role of an individual all influence 
how the client/patient will respond to health concerns. Providing for the family may 
be more important than taking the time to exercise and manage a diet regimen to 
combat impending or ongoing cardiovascular disease (Wheeler and Izzard 1997).

To promote good health and management of chronic health conditions it is 
important to understand the cultural beliefs and acculturation status of the individ-
ual, and how health or disease management is perceived. It is critical that cultural 
beliefs are understood within the context of acculturation status. Health providers 
must be cautious in assuming that simply knowing about culture of origin of a cul-
tural group that they are knowledgeable about a specific client’s cultural values and 
beliefs in promoting health and disease management. The psychological literature 
presents a general perspective on cultural assumptions of South Asian Americans, 
however these may not be sensitive to individual and regional cultural variations 
and the application of general information to a specific client may result in cultural 
oppression and malpractice (Dana 1998).

It is helpful in working with South Asian clients is to understand the client’s 
acculturation level, i.e., Assimilation, Integration, Separation, and Marginalization 
are four acculturation strategies proposed by Berry (1997). Acculturation is per-
ceived as having a positive or a negative effect on health (Njobvu et  al. 1999). 
Similarity to host culture facilitates adaptation and results in Integration, in this 
strategy, an individual maintains pride in his/her/zir cultural identity, and functions 
effectively in host culture, as an accepted immigrant. Cultural and racial differences 
can result in rejection and exclusion in host culture (Pascoe and Richman 2009). 
This can lead to three other acculturation strategies, i.e., Assimilation, shedding 
culture of origin, without learning the new culture, or Separation, where the hold on 
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culture of origin is maintained along with avoiding interaction with host culture; the 
third outcome is Marginalization. This occurs when cultural issues have not been 
resolved, and there is little interest in connecting with host culture due to exclusion 
or discrimination, along with disaffection with culture of origin (Berry 1997).

10.2.4  Common Cultural Assumptions

South Asians similar to other Asian cultures are highly collectivistic and influenced 
by Confucian principles of ordered positions of family members, with filial piety 
(Ibrahim and Ingram 2007; Ibrahim et al. 1997). Religion and spirituality play a 
significant role in the lives of South Asians, and religious beliefs tend to be stronger 
among immigrants than in successive generations (Haeri 1997; Ibrahim et al. 1997; 
Wilson and Maccarthy 1994). Although the core beliefs that are transmitted inter- 
generationally may not be evident to later generations, they are often maintained 
without conscious recognition (Ibrahim 2015; Ibrahim and Heuer 2016; Ibrahim 
et  al. 1997; Walsh and McGoldrick 2004). Religious leaders may be sought for 
medical and psychological problems, and using prayer and religious verses cited by 
a religious leader can be seen as helpful and is a common practice in South Asia, 
and among recent immigrants (Ibrahim 2014). Somatization among South Asians 
may be attributed to spiritual beliefs, such as possession by a bad spirit, which 
would require a spiritual intervention instead of intervention by a Western-educated 
health professional (Cochrane and Sasidharan 1996); Hussain and Cochrane 2002; 
Ibrahim and Dykeman 2011).

Both religious and spiritual leaders may be employed in conjunction with 
Western medicine approaches (Hussain and Cochrane 2002). Another variable to 
consider when working with South Asians is to understand their indigenous healing 
system which include: Ayurvedic medicine, meditation, and yoga (Ali 2014). On 
the Indian subcontinent the first intervention is usually with Ayurvedic medicine. It 
is considered less intrusive and does not have the side effects of allopathic medicine 
(Patel et al. 2015). Ali (2014) notes that primary care medical professionals must 
discuss traditional (cultural) treatments and whether a patient is already being 
treated using Ayurvedic medicine, which includes natural ingredients but can inter-
act with allopathic medicines.

Ali (2014) considers somatization also may occur due to cultural prohibitions 
against speaking about emotional distress, or discomfort, etc., due to the value of 
stoicism, and fear of stigmatization. The majority of South Asians visit a primary 
care physician for somatic problems (Atri et al. 1996; Balarajan et al. 1989). More 
acculturated individuals are likely to report more physical symptoms for psycho-
logical problems than less acculturated individuals, these findings are based on 
adjusted scores for psychological distress, medical conditions, and disability 
(Alegria et al. 2004). It also reflects acculturation and lack of recognition of cultur-
ally acquired behavior among highly acculturated individuals. Although the stereo-
type of somatization exists for South Asians, it is important to conduct a full medical 
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evaluation before referring them for mental health services. For instance, the anxi-
ety underlying somatic problems can be related to symptoms of emerging physical 
disorders (Ali 2014).

Another cultural value among South Asians is modesty. For example, as a result 
of modesty, women may not feel comfortable exercising in public facilities, possi-
bly leading to lack of exercise (Ali 2014). Lack of exercise results in obesity and 
functions as a predisposition for cardiovascular disease and T2DM (Qiu et al. 2012). 
Other factors related to lack of physical exercise noted by patients is lack of time, 
collective orientation (taking care of others is more important than taking care of 
oneself), pain, tiredness, and depressive symptoms (Palaniappan et al. 2010; Qiu 
et al. 2012).

10.3  Making Interventions/Treatment with SAAs Culturally 
Sensitive

10.3.1  Making Medical Interventions Culture-Specific

To move beyond the impasse in reaching across cultural boundaries to convey the 
gravity of the situation of chronic diseases, it is important to use a communication 
model that is responsive to the cultural identity and context of the client (Betsch 
et al. in press; Ibrahim and Heuer 2016). Betsch et al., introduced the concept of 
culture-sensitive health communication, and define it as “the deliberate and 
evidence- informed adaptation of health communication to the recipient’s cultural 
background in order to increase knowledge, to improve preparation for medical 
decision making, and to enhance the persuasiveness of messages in health promo-
tion” (p. 3). Alden et al. (2014) assert that there is a gap in medical decision-making 
that is specific to differences in culture and the effect of cultural differences on the 
efficacy of health promotion programs. Alden et  al. (2014) recommend that the 
process of communicating health promotion information should take into account 
the cultural identity and cultural context of an individual to enhance the effective-
ness of medical interventions, e, g., incorporating a South Asian Punjabi patient’s 
cultural beliefs, assumptions, and dietary preferences when making specific recom-
mendations for medication and dietary restrictions (Misra 2011). Recent research 
indicates that the supportive sociocultural context, i.e., support from family and the 
community was very influential in adherence to medical recommendations for 
South Asian immigrants in Britain. Social support needs to be considered a critical 
variable in adherence to medication and health management (Patel et  al. 2015). 
Similar recommendations, to have supportive networks, including familial and 
community are seen as a strength for psychological interventions (Ibrahim and 
Arredondo 1986; Ivey et al. 2008).

10 Issues in Counseling South Asian Americans



204

10.3.2  Culturally Responsive Communication

To facilitate cross-cultural communication, the recommended process in counseling 
and psychotherapy involves educating mental health professionals to first under-
stand one’s own cultural identity, worldview (values, beliefs, and assumptions), the 
context in which one was socialized, one’s acculturation level to mainstream U.S. 
culture, and one’s privilege and oppression (Ibrahim and Heuer 2016). In addition, 
it is recommended that professionals take the Implicit Attitude Test ([IAT], 2011; 
https://implicit.harvard.edu/implicit/) to recognize implicit biases that health pro-
fessionals may hold, as a result of growing up in a hierarchical society (Ibrahim and 
Heuer 2016).

The next step involves learning to conduct the cultural assessments (cultural 
identity evaluation, worldview, acculturation status, privilege and oppression) to 
prepare to work in a diverse society. The final step is to learn about all the cultures 
(dominant and non-dominant) within this society, and to specifically focus on the 
hierarchies in the social system, access to opportunities, and challenges that people 
face due to their position in the system. Further, there is an emphasis on learning a 
communication strategy that is flexible and reflects the mode of communication 
used by the client (Ibrahim 2010; Ibrahim and Heuer 2016; Ivey et al. 2018). This 
requires a systematic training process that facilitates a health professionals’ ability 
to understand the contexts clients’ live in, to understand and accept their way of life, 
and to communicate this understanding effectively and with sensitivity. The central 
element of this process is to recognize, understand, and acknowledge their own way 
of being, cultural assumptions, biases and stereotypes, and to recognize their ability 
to understand the “other.” Formal cultural assessments can be useful in recognizing 
cultural differences, and reduces the chance of making assumptions about clients’ 
cultural identity, worldview, acculturation status, privilege and oppression. As pro-
fessionals we assume that we have a sense of a client’s culture, beliefs, and context, 
however, what we actually have is a generic understanding about a culture, and we 
do not understand the variations within a culture. Given the diversity among South 
Asian Americans (generational and developmental), it is imperative that health pro-
motion professionals undergo intensive training and education that focuses on 
enhancing sensitivity, increasing knowledge, and skills to work with a culturally 
diverse clientele (Ibrahim 2010; Ibrahim and Heuer 2016).

10.3.3  Enhancing Sensitivity to Cultural Differences

To enhance cultural sensitivity professionals must undergo training and education, 
which includes experiential training. (Ibrahim and Heuer 2016; Pedersen and Ivey 
2003; Ratts et al. 2015). To begin with, if professionals took the IAT they could 
learn about their implicit attitudes. In general, when we work in health-related pro-
fessions, we assume that we care about people and therefore we are doing good 
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work. The IAT generally creates dissonance between what we believe about our-
selves when we are confronted with the results and they show us that growing up in 
a hierarchical society, we unconsciously hold biased assumptions about people, 
especially about vulnerable populations based on gender, sexual orientation, dis-
ability, religion, veteran and migration status (Banaji and Greenwald 1995; Banaji 
and Hardin 1996).

The experiential component helps individuals understand unconscious bias, and 
explore feelings. Further, it provides the opportunity to explore this with a group of 
peers. This exploration eventually includes experiential training with an emphasis 
on management of biases, especially when working with vulnerable populations 
(Pedersen and Ivey 2003). Additionally, experiential exercises are incorporated to 
understand how privilege and oppression functions in hierarchical social systems 
(Ibrahim 2010; Ibrahim and Heuer 2016). We tend to have a blind spot on these 
issues and there is an assumption that people are not taking care of themselves 
because they are choosing not to, or resistant. It is our responsibility to understand 
the contextual barriers that our clients and patients face, instead of assuming it is 
resistance (Ibrahim and Heuer 2016; Ivey et al. 2008). We should work toward help-
ing them with options, referrals to appropriate agencies and sources that can help in 
overcoming environmental and societal barriers (ACA Advocacy Competencies 
2003). It is critical for health professionals to be committed to social justice, given 
the oppression that cultural and non-dominant groups, including; women, LGBT, 
people with disabilities, immigrant, alternate religious communities face. The level 
playing field hypothesis is passé because we have increased our awareness about the 
challenges that people face in hierarchical social systems (ACA Advocacy 
Competencies 2003). These concerns have also been incorporated in the ethical 
principles of major mental health professional association, e.g. The American 
Counseling Association ( 2014), the American Psychological Association (2010), 
American Association of Marriage and Family Therapy (2015), American 
Psychiatric Association (2013a), National Association of Social Workers (2008). 
Incorporating cultural and social justice concerns in ethical codes and competency 
statements is not enough, professional associations and accrediting bodies or health-
related fields need to develop and mandate training protocols to enhance sensitivity 
and competence in working with a diverse clientele (Ratts et al. 2015).

10.3.4  Specific Recommendations for South Asians: Chronic 
Disease Management

The psychological literature does not provide specific guidelines for chronic disease 
management for South Asians. Brown et al. (2002) conducted research with family 
physicians who work with patients with T2DM in UK. Brown et al. (2002) identi-
fied distinct facilitators and barriers to managing T2DM in three domains: patient, 
physician, and systemic factors. The three factors were related, however, education 
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about the disease was important for all three domains. Brown et al. (2002) note that 
although this study focused on T2DM, the results are relevant for management of all 
chronic diseases. Education about appropriate dietary practices in order to lower the 
risk of chronic disease among South Asian immigrants is also emphasized by 
Jonnalagadda and Diwan (2002). They note that there is a need for in-depth exami-
nation of dietary and nutrient intake of this population to better understand the 
impact of their diet habits and practices on chronic disease risk, to allow health care 
providers to better meet the health care needs of this community.

Considering patient factors, the World Health Organization (WHO 2003) identi-
fied five interrelated factors that affect adherence to treatment regimen for chronic 
diseases. The WHO report notes that assuming that the patient is the only one who 
has responsibility for adhering to the treatment regimen is a misunderstanding. 
They recommend a multidisciplinary coordinated approach to helping people with 
chronic diseases. This includes: (a) socioeconomic factors (poverty, illiteracy, 
unemployment, unstable living conditions, lack of support systems, etc.); (b) 
patient-related factors (ability of patients to follow the prescribed regimen); (c) 
treatment-related factors (complexity of the medical regimen, duration of treatment, 
previous treatment failures, frequent changes in treatment, the immediacy of benefi-
cial effects, side-effects, and the availability of medical support to deal with the side 
effects); (d) condition related factors (illness-related demands faced by the patient); 
and (e) health-system related factors (effect of health care team and system-related 
factors on adherence).

Although, general information for enhancing cross-cultural interventions exists, 
there is limited information about facilitating adherence to chronic disease treat-
ment for South Asian immigrants. Our goal in this section is to formulate some 
meaningful guidelines to assist South Asian American clients from a cultural per-
spective to enhance adherence to a medical regimen for chronic disorders. However, 
it is important to note that generic recommendations do not apply to specific indi-
viduals from a cultural group; therefore, care is needed when considering cultural 
issues specific to a cultural subgroup (Groce 1992; Groce and Zola 1993). Exploring 
cultural assumptions instead of assuming that a specific South Asian patient would 
be identical to any description of South Asians found in the literature is very impor-
tant. Considering all available resources, we propose the following recommenda-
tions for a culturally-informed understanding of the South Asian client/patient 
profile:

 1. An important consideration when working with South Asians is the sociocultural 
context (primary family, extended family, and community of expatriate South 
Asians (Patel et al. 2015). This environment can be both a facilitator and a chal-
lenge in adherence to chronic disease. Sociocultural environment can facilitate 
recovery by supporting the person in maintaining proper diet and exercise. 
Collectivism, and duty to be a good family member or kin, can lead to denying 
personal self-management needs in order to take care of others as providers, and 
care-takers, etc., (Betsch et al. in press; Wheeler and Izzard 1997).
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 2. Incorporate indigenous, religious, cultural and social justice considerations 
about medicine and healing in the therapeutic process (Anderson et  al. 2010; 
Kessler et al. 2013). Considering the benefits of yoga and meditation, and the 
fact that it is culturally meaningful, incorporate them in the ongoing disease 
management protocol (Ali 2014; Davidson et al. 2003). Betsch et al., note that to 
provide effective health communication empirical and theoretical understanding 
of culture is indispensable. One cultural belief that can be a challenge is fatalism 
(Ali 2014).

 3. Understand the role of stigma and its influence on adherence to the treatment 
regimen (Ali 2014; Weiss and Ramakrishna 2006; WHO 2003). Illness-related 
stigma is a critical cultural barrier for South Asians. It is considered the biggest 
threat to the next generation and their matrimonial prospects. Before considering 
marriage, South Asians investigate mental and physical disorders in a family for 
several generations before proposing marriage, to allay fears that the disorders 
may be transmitted to later generations (Weiss and Ramakrishna 2006).

 4. Focus on listening to the client’s explanation of the symptoms, and what would 
help (Castillo 1997; Kleinman 1987). Self-reflection for the health professional 
on personal beliefs, life experiences, and explanatory models is critical, along 
with looking at potentially biased attitudes. Confronting and the ability to recog-
nize our personal beliefs and remaining open to the beliefs, life experiences and 
explanatory models of others, and reflecting on one’s own reactions to people 
and their settings is imperative (Anderson et al. 2010).

 5. Recognize the psychological implications of chronic disease (Gonzalez et  al. 
2011). Specifically, depression and anxiety are common comorbid disorders 
with chronic diseases. Specifically, with South Asians somatic symptoms are an 
indication of psychological distress, and possibly of emerging chronic disease 
(Ali 2014; Fenton and Sadiq-Sangster 1996).

 6. Approach clients with sensitivity and care and understand their strengths and 
challenges (Ivey et al. 2009). To build trust, which is essential for medical inter-
ventions, it is necessary to be sincere and respectful toward patients. If there are 
cultural language barriers, arrangements should be made prior to the first encoun-
ter for a medical translator to lay the foundation for a trusting relationship 
(Anderson et al. 2010).

 7. Understand the interacting factors that influence adherence to chronic disease 
maintenance (WHO 2003), these include: Socioeconomic issues, health care 
team and system-related factors, condition-related factors, and therapy-related 
factors (Brown et al. 2002; WHO 2003).

 8. Anderson et al. (2010) emphasize recognizing the power differential between the 
provider and the patient/family, especially with diverse clients, in this case recent 
immigrants who come from a distinctly different cultural environments to 
enhance adherence to treatment management.
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10.4  Conclusion

This chapter focuses on issues in counseling while working with South Asian immi-
grants and their progeny in the management of chronic diseases. A brief overview 
of chronic diseases among South Asian immigrants was presented. Cultural beliefs 
and assumptions influencing perceptions of illness and cure including spiritual, reli-
gious, and Ayurvedic medicine were reviewed; along with the effect of migration 
and acculturation. Generic South Asian culture was also explored to understand 
general assumptions of the cultural group. In addition, psychological implications 
of chronic diseases were also presented. Specific information on enhancing cross- 
cultural communication between health professionals from a Western individualis-
tic culture and South Asian patients with chronic illness was presented to facilitate 
adherence to treatment regimen. Finally, the chapter ends with specific guidelines 
for working with South Asian patients with chronic diseases.
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Chapter 11
South Asian American Health Research 
and Policy

Chandak Ghosh

11.1  Introduction

Governmental policies specifically addressing the health needs of South Asian 
Americans remain non-existent at the federal and state levels. Despite the recent 
understanding that South Asians Americans are among the fastest growing ethnici-
ties in the United States, movement to understand their health needs through govern-
mental mechanisms has been limited. There are many reasons for this: As 
governmental policies are created mainly by effective advocacy and because of large 
population size, South Asian Americans have demonstrated neither in the United 
States historically. According to the 2010 U.S. Census, more than 3.4 million South 
Asians live in the U.S., so they account for only 1% of the population. Seventy-to-
eighty percent are foreign-born, with nearly 50% remaining non-US citizens, giving 
less impetus for U.S. legislators to act (South Asian Americans Leading Together –
SAALT & Asian American Federation 2012). There are few South Asian Americans 
in positions  of leverage to impact policy changes. South Asian Americans find 
speaking with one voice to advocate for policies and research problematic. Coming 
to the United States from different, often rival, countries, cultures, languages, reli-
gions, castes, and social classes, they tend not see themselves as part of the same 
ethnic group. Finally, the stereotype of the South Asian Americans being doctors or 
computer engineers supports and maintains the “model minority” myth that Asian 
Americans do not have major health or healthcare access issues because most are 
educated, wealthy, and well-connected (Lin-Fu 1993). SAALT (2009), however, 
shows that South Asian Americans are affected by health conditions at rates higher 
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than would be expected for the population size. These include heart disease, diabe-
tes, cancer (prostate, colorectal, lung, breast, ovarian, uterine), tuberculosis, HIV/
AIDS, mental health (suicide, stigma in seeking professional help, acculturation 
difficulties). South Asian Americans also face language access barriers when seeing 
healthcare professionals and encountering public health messages. Nearly all of 
these health conditions are preventable and medically treatable. Science-driven gov-
ernmental health policies would be the most effective tools to create uniformity in 
targeting South Asian Americans with public health campaigns, screening for dis-
ease, and developing culturally-appropriate referral mechanisms for treatment.

With the creation of the term “Asian American, Native Hawaiian, and other 
Pacific Islanders,” (AAHNOPI) or its previous iteration “Asian Americans and 
Pacific Islanders” (AAPI), Americans with Asian heritage joined as a political and 
social force to establish a solid presence and advocate for health initiatives centered 
on their needs. Representing more than 50 ethnic groups and speaking more than 
100 languages, AANHOPI make up 6 percentage (20.3 million) of the American 
population (U.S. Census 2016). Their growth rate predicts a doubling to 43 million 
or 9.3% of the population by 2060 (Colby and Ortman 2014). This leverage has 
made policymakers take notice. Unfortunately, South Asian Americans feel excluded 
from the “AANHOPI” term (Bijlani 2005), although, at 3.8 million residents, 18.7% 
of all Asian Americans, Indians are in the top three most populous Asian American 
groups (U.S. Census 2016). South Asians and East Asians are historically and cul-
turally distinct (Lam and Palsane 1997). However, as “AANHOPI” is gaining 
acceptance as the avenue to effect change, it may be beneficial for all Asian 
Americans to identify, at least generally, with the umbrella term for the purpose of 
effective governmental advocacy.

11.2  Federal Understanding of Health Disparities in Racial 
and Ethnic Minorities

The health of racial and ethnic minorities became a federal concern after the publi-
cation of Report of the Secretary’s Task Force of Black and Minority Health in 1985 
(Heckler 1985). This “Heckler Report,” named for Margaret Heckler, the Secretary 
of the U.S. Department of Health and Human Services (HHS) at the time, was the 
first major federal document to reveal that ethnic and racial minorities experienced 
different health outcomes than white Americans. Without naming the reasons for 
these health disparities, the Heckler Report called for more research and data 
collection.

A decade later, President Clinton commenced the Initiative on Race in 1998 to 
examine thoroughly how the American view of race had affected the country’s his-
tory and aspirations of its citizens. Its health section, the Initiative to Eliminate 
Racial and Ethnic Disparities in Health, examined six specific areas: cancer, 
 cardiovascular disease, diabetes, HIV/AIDS, immunizations, and infant mortality 
(Health Resources and Services Administration 1998). In 2000, HHS published 
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Healthy People 2010, the guide for the federal government and, thus, federal grant 
funding, to follow over the decade to gauge improvement in the country’s health 
status (HHS 2000). It contained 28 health categories, each with objectives and tar-
gets to reach by the end of the decade. The six areas from the 1998 Initiative were 
included in Healthy People 2010 as health areas to watch especially for disparate 
treatment and outcomes for racial and ethnic minorities. Healthy People 2010 spe-
cifically rejected that genetics and other biologic characteristics alone were respon-
sible for these treatment and outcome disparities.

In 2002, the Institute of Medicine (IOM), at the request of Congress, produced 
Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care, a 
report that stated that cultural bias and stereotyping affected diagnosis and treat-
ment decisions by healthcare providers (Smedley et al. 2002). The report concluded 
that, even when access-related factors like insurance status and income were con-
trolled, racial and ethnic minorities received a lower quality and intensity of health-
care than non-minorities and that this often led to poorer outcomes. With little 
quality research available at the time regarding the health status of South Asian 
Americans, Unequal Treatment only mentions the ethnicity with regards to their 
disproportionately high rate of being uninsured, 19%.

In 2008, the World Health Organization (WHO) published Closing the Gap in a 
Generation: Health Equity through Action on the Social Determinants of Health, 
which emphasized that health disparities are the shaped by the environments of 
people’s daily lives—their socio-economic status, the foods they have access to and 
eat, the conditions of the air they breathe, the land they live on, and water they drink; 
opportunities for physical activity, access to healthcare, education level, housing, 
employment, social cohesion, exposure to crime, etc. (Commission on Social 
Determinants of Health 2008). In 2010, with the release of Healthy People 2020, 
federal focus was placed on understanding the role of social determinants of health 
in health outcomes (HHS 2010). The social determinants are categorized into six 
areas: Economic Stability, Education, Health and Health Care Access, Neighborhood 
and Built Environment, Social and Community Context, all of which demonstrate 
major impact on health status. Healthy People 2020 has expanded to 42 health cat-
egories, each with a commitment to health equity, to reduce disparities and their 
causes, including provider bias and social determinants. Examples of categories 
added for Healthy People 2020 include Healthcare-Associated Infections, Lesbian- 
Gay- Bisexual-Transgender Health, Sleep Health, Preparedness, and Health-Related 
Quality of Life & Well-Being.

11.3  In Pursuit of South Asian American Health Data

To understand the health status of South Asian Americans, to analyze whether they 
experience health disparities, and to determine how to improve health outcomes, 
relevant data must exist. Data are gathered most frequently from national govern-
mental surveys, academic and foundation-funded studies, and community-based 
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organization research. Ghosh (2003) examined both federal government grants and 
the published peer-reviewed scientific literature to discover that the scientific com-
munity at large had access to little relevant data with regards to Asian American 
health and that government grants were not targeted to fill the gaps in knowledge. 
From 1966 to 2000, only 0.01 percent of published research involved Asian 
American health. From 1986 to 2000, only 0.2 percent of federal grants included the 
study of Asian American health. Most of the studies and grants, as well as the 23 
applicable federal health surveys, aggregated “Asian Americans and Pacific 
Islanders” (AAPI) as one group, so much of the data were useless to determine the 
health status of any of the numerous sub-populations within “AAPI.” Although 
there were some studies and grants focused on specific subpopulations, no subpopu-
lation’s overall health status was studied enough to draw definitive conclusions and, 
subsequently, to create policies. Ghosh concluded the article with a warning about 
the need for data disaggregation: “Without more data, in 50 years…the medical 
community will be floundering over how to provide care for this group. If subpopu-
lation analyses are not performed, the U.S runs the risk of creating a health policy 
on the entire Asian American and Pacific Islander population based upon data from 
a few of its subpopulations.”

Also in 2003, the President’s Advisory Commission on Asian Americans and 
Pacific Islanders investigated health disparities in numerous disease and social con-
ditions, found a dearth of research and data, and called for a national strategic plan 
for improving the health of AAPI populations by understanding the diversity within 
the group.

These two significant admonitions roused the federal government and existing 
AAPI-serving organizations to focus on the stronger collection and analysis of 
health data about AAPI subpopulation communities. The HHS funded AAPI initia-
tives through its various agencies: Health Resources and Services Administration 
(HRSA), National Institutes of Health (NIH), Centers for Disease Control and 
Prevention (CDC), Substance Abuse and Mental Health Services Administration 
(SAMHSA), Center for Medicare and Medicaid Services (CMS), and Office of 
Minority Health (OMH) (See Fig.  11.1). That funding led to the creation of 
New York University School of Medicine’s Center for the Study of Asian American 
Health and Temple University’s Asian Tobacco Education, Cancer Awareness, and 
Research and the renewal of University of California Davis’ Asian American 
Network for Cancer Awareness, Research, and Tobacco. The private W. K. Kellogg 
Foundation committed $16.5 million to study and eliminate AAPI health disparities. 
These efforts underscored that AAPIs experience disparities in areas including cer-
vical cancer screening, hepatitis B infection and death rate, infant mortality, 
 diabetes, smoking rate, osteoporosis, health insurance coverage, stomach and liver 
cancers, tuberculosis, and mental health.

Although the predominance of data still reflects East Asian cultures and “AAPI” 
or “AANHOPI” as a whole group, various academic and non-governmental organi-
zations have placed emphasis improving the understanding of South Asian American 
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health. These include South Asian Public Health Association (SAPHA), Rutgers 
Robert Wood Johnson Medical School’s South Asian Total Health Initiative 
(SATHI), Stanford University’s South Asian Translational Heart Initiative, Memorial 
Sloan Kettering Cancer Center’s South Asian Health Initiative, Sutter Health Palo 
Alto Medical Foundation’s Prevention and Awareness for South Asians (PRANA), 
New York University School of Medicine Center for the Study of Asian American 
Health’s Diabetes Research, Education, and Action for Minorities (DREAM) 
Project, and El Camino Hospital’s South Asian Health Center. Focused on health 
issues pronounced in South Asian Americans, these organizations target coronary 
artery disease, diabetes, metabolic syndrome, obesity, cancer, access to culturally 
competent care, and mental health. Unfortunately, as AANHOPI research did a 
decade ago, South Asian health research lacks enough coordination to present a full 
picture of health status.
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and Families (ACF)

Administration for 
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(ACL)

Centers for Medicare 
and Medicaid 
Services (CMS)

Food and Drug 
Administration 
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and Quality (AHRQ)

Agency for Toxic 
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Fig. 11.1 Agencies of the 
U.S. Department of Health 
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11.4  National Healthcare Policies Affecting South Asian 
Americans

McGinnis et  al. (2002) show that health status is determined by the interplay of 
genetics, social determinants, environmental conditions, behavioral choices (life-
style including nutrition, stress, smoking, alcohol & drug use), and healthcare, with 
the last playing a seemingly minor, but expensive role (see Fig. 11.2). South Asian 
Americans benefit from the same governmental health policies as other Americans. 
The U.S. Federal Government promotes public health through CDC activities and 
through the advocacy of the Surgeon General and the U.S. Public Health Service 
Commissioned Corps, which Surgeon General leads. The Senate confirmed Dr. 
Vivek Murthy, the first South Asian American ever appointed, as Surgeon General 
in 2014. Federal science lab research occurs mainly at NIH and at academic centers 
with NIH grants. The Environmental Protection Agency (EPA) oversees research on 
the environment’s impact on health.

Most federal health-related funding, however, is reserved for healthcare. HRSA 
funds community health centers, National Health Service Corps, which brings pro-
viders to practice in medically underserved areas by helping pay their health profes-
sions school student loans; Ryan White HIV/AIDS Program to offer services to 
those with HIV/AIDS who cannot afford medicines, medical appointments, and 
social services; and Maternal-Child Health grants to promote the well-being of 
mothers and their children. The Center for Medicare and Medicaid (CMS) adminis-

Medical Care
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Fig. 11.2 Health determinants as a percentage of mortality (McGinnis et al. 2002)
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ters the bulk of the healthcare funds through Medicare, Medicaid, and Children’s 
Health Insurance Program (CHIP).

11.4.1  Medicare

Those aged 65 and older and who have worked and paid payroll taxes for at least 
10  years will automatically qualify for Medicare, a federally funded program 
(CMS 2018). Medicare Part A covers inpatient hospital care after a deductible of 
$1,430 in 2018. Medicare Part B helps pay for private doctor visits. Enrollees pay a 
monthly premium (taken from Social Security checks) of $134 in 2018, a yearly 
deductible of $183, and 20% of Medicare-approved services. Medicare Part D is the 
pharmacy plan with a monthly premium, deductibles and co-pays that vary by plan; 
the average monthly premium is about $35. Medicare Part C, also known as 
“Medicare Advantage,” is the section comprised of Medicare plans administered by 
private insurance companies. These plans combine Medicare A, B, and D and have 
monthly premiums over and above the standard Medicare premium. These private 
plans may offer more services than traditional Medicare and usually have a cap on 
expenses that beneficiaries must pay.

Per benefit period, Medicare pays 100% for days 1 to 60 in a hospital, requires 
$335 per day co-insurance (2018 rate) for days 61 to 90, and, after that, charges 
$670 per day co-insurance (2018 rate) for each “lifetime reserve day,” of which 
there are 60 days over a lifetime. A benefit period continues until someone has been 
out of the hospital for 60 days. Medicaid will cover costs of a skilled nursing/reha-
bilitation facility if within the same benefit period and if a patient has been admitted 
to the hospital prior to the rehabilitation services for at least 3 days. While Medicare 
will cover hospice care, Medicare will not cover catastrophic illness, which usually 
requires extended hospitalization, or long-term elderly care. Although Medicare 
pays for most of the healthcare costs of the elderly, Miller et al. (2015) estimates 
that the typical elderly couple will still need an additional $220,000 to cover such 
costs throughout retirement.

11.4.2  Medicaid

Funded as a partnership between the federal government and each state, Medicaid 
is the program for those who live near poverty (CMS 2018). Prior to the passing of 
the Patient Protection and Affordable Care Act (ACA) in 2010, qualification varied 
state by state. Generally, the program covered families with children who earn less 
than the poverty level. The “working poor”—those who were employed but live just 
above poverty-- as well as childless adults at poverty, could not qualify for Medicaid. 
Since, generally, they could not afford to buy private policies either, they remained 
uninsured. When they would go to hospital Emergency Departments and could not 
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pay the bills, the government would pay. ACA’s Medicaid Expansion allows states 
to cover low-income individuals (no longer just families with children) by basing 
qualification solely on an income level up to 138% ($16,753 annual income for an 
individual in 2018) of the official poverty line. A family of four can make no more 
than $33,534 per year. This allows more Americans to gain the regular care of a 
primary provider. Instead of having to pay Emergency Department charges to treat 
these individuals, the government would pay the negotiated price of its cheapest 
healthcare program, Medicaid. The U.S. Supreme Court, however, ruled that not all 
states had to expand Medicaid. As of June 2018, only 34 states (plus the District of 
Columbia) had chosen to expand Medicaid, but this number continues to grow as 
states realize the financial advantages of doing so (see “The Patient Protection and 
Affordable Care Act” below).

11.4.3  Children’s Health Insurance Program

The Children’s Health Insurance Program (CHIP), also funded through a federal- 
state partnership, provides health coverage to uninsured children whose families 
earn up to and above 200% of the Federal Poverty Level ($50,200 for a family of 
four in 2018), too much to qualify for Medicaid, but too little to afford private cover-
age (CMS 2018). All states provide free immunizations and well-baby/well-child 
care.

11.4.4  Obstacles to Healthcare

While many governmental programs reduce the financial burden of healthcare for 
South Asian Americans, The Personal Responsibility and Work Opportunity 
Reconciliation Act of 1996 (PRWORA) affects new South Asian immigrants 
adversely. PRWORA prevents new legal immigrants from accessing federal welfare 
funds, including Medicaid and CHIP, for five years after arrival. As of 2018, The 
District of Columbia and 15 states, including the four states where 47% of all South 
Asian Americans live: California, New York, New Jersey, and Illinois (U.S. Census 
2010), extend Medicaid-like coverage to new legal immigrants using state funds 
only. In 2002 and 2009 the federal government made changes to these rules to allow 
some federal funding for the healthcare of new immigrant children and pregnant 
women. Twenty other states chose to cover care for these groups with a combination 
of state and federal funds (Pew Charitable Trusts 2014).

Undocumented South Asian Americans, do not qualify for either Medicare or 
Medicaid. Hoefer et al. (2012) estimate that 240,000 Indians in the United States are 
undocumented. If any undocumented person has a medical emergency and seeks 
treatment at the Emergency Department of a hospital, that person would be treated, 

C. Ghosh



223

and the hospital could bill through the Emergency Medicaid program. This, how-
ever, is reserved for emergencies and not for primary care.

Twenty-one percent of South Asian Americans lack health insurance (Brown 
et al. 2000) and 40% of non-elderly South Asian Americans report that they lack a 
consistent healthcare access (Asian Pacific Islander American Health Forum 2006). 
These uninsured or underinsured may access HRSA-supported community health 
centers across the country. These centers, of which there are over 10,000 sites, pro-
vide quality, complete primary care without regards to ability to pay, insurance sta-
tus, or immigration status. Community health centers currently provide care to over 
25 million Americans yearly.

11.4.5  The Patient Protection and Affordable Care Act

Passed by Congress in 2010, The Patient Protection and Affordable Care Act (ACA), 
sometimes known as “Obamacare,” represented the most significant change to 
America’s healthcare system since Medicare was enacted nearly 50 years prior. Its 
major purpose is to decrease healthcare costs while increasing quality. The pro-
posed changes align well with the development of healthcare systems in other 
developed countries and evolve logically from America’s previous healthcare struc-
ture. Fig. 11.3 shows a flowchart of the step-wise changes that healthcare systems 
generally take as populations grow and become more urbanized, as countries 
become wealthier, and as political authority becomes more centralized.

The U.S. followed a similar trajectory (Starr 1982). Labor unions started to pool 
funds to create health insurance at the start of the twentieth century. Private insur-
ance companies were established after World War I as were new federal health ben-
efits for veterans. As more and more insurance companies entered the market and as 
medicine modernized, prices increased. The elderly and the poor, among the most 
medically vulnerable, were the first to leave private insurance because it was unaf-
fordable to them. In 1965, Congress created Medicare and Medicaid to support 
healthcare for the elderly and poor, respectively. Despite the elderly and poor, the 
most expensive patients, now out of the system, private insurance continued to rise 
exponentially in price. In the 1970’s through 1980’s, Health Management 
Organization’s (HMO) forced prices down by keeping patients in narrow provider 
and hospital networks. Tight control over testing and pharmaceuticals stabilized 
prices temporarily. Americans, however, revolted at the lack of choice and con-
straints on testing, so insurance companies loosened their hold on HMOs, driving 
prices up again. Kaiser Family Foundation ( 2011) found that, from 2001 to 2011, 
the price of insurance doubled and, subsequently, the uninsured rate jumped to 50 
million, nearly one-sixth of the country. The high cost of healthcare was the main 
driver of personal bankruptcy. The health expenditure per capita in the United States 
was much higher, often nearly double, of other developed countries. Prices were 
high because, paid by the test and procedure, providers were incentivized to order 
extra testing and perform more operations, and patients express more satisfaction 
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Fig. 11.3 The evolution of health care systems (Developed by Chandak Ghosh, based on review 
of international health systems. Used with permission.)
Historically, as countries become more populous, urbanized, wealthier, and politically centralized, 
they follow similar pathways with regards to their healthcare systems. With each step of the evolu-
tion, the negative outcomes drive movement to the subsequent step

Patients pay providers directly for healthcare.

Private groups provide insurance.  Charities care for poor.  

Positives (+): Patients barter 
and negotiate with providers
based on income and assets.

Negatives (-):  Most do not 
have enough funds saved to pay
for sudden major trauma or 
complex diseases.

(+) Money pooled from all 
insured to use for sick
individuals.

(-) Health care costs increase 
with third party payers.  As 
number of insurers increase, 
negotiation power of each 
diminishes.As insurance prices 
rise, fewer people can afford 
insurance. Charities 
overwhelmed as more become 
uninsured.

Government creates insurance programs for the poor, elderly, and veterans.

(+)  Doctors guaranteed a 
specific payment instead of 
having to negotiate with every 
patient.

(-)  Patients expect insurance to 
cover more. Providers order 
more tests and do more 
procedures as payments come 
from third parties.Insurance 
prices continue to rise.

Restrictions established on what patients can access, including diminished provider
network size.  Primary care triage mandated. Insurances transfer more financial 
burden to patients through higher co-pays, deductibles, and co-insurance.  
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(+) With restrictions and 
increased reliance on primary 
care triage, prices come down. 
Patients reduce utilization 
because of co-pays.Insurance 
companies can focus and 
compete on quality of outcomes 
in specific networks.

(-) Patient dissatisfaction high 
as forced to use unfamiliar 
providers,not see specialists, 
and determine for themselves if 
a condition is worth the co-pay 
to see a provider. Large 
number of insurance 
companies, all with different 
requirements, cause hospitals 
and providers to use increased 
resources for administration.

Government and market forces cause insurers to loosen patient restrictions on
health care.

Insurance companies offer various options, including “barebones”policies, to keep 
customers who would normally leave insurance because of price.

(+) Patient satisfaction higher.
(-) To compete with rivals, 
insurance companies again 
allow patients freedom to see 
physicians as desired.  
Physicians can order most 
testing and medicines without 
restrictions. Prices rise rapidly.

(+) Insurance companies able to 
create various policies, offering 
customer choice based on 
perceived needs.

(-) People who believe they are 
insured properly discover they 
are not, often leading to 
bankruptcy.  Those with pre-
existing conditions not allowed 
to buy insurance as that would 
cause prices to rise for 
everyone.The various 
insurance policies fragment the
insurance pool so prices rise 
even higher. More become 
uninsured.

Fig. 11.3 (continued)
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when they receive more testing; because Medicare Modernization Act forbid 
Medicare, the largest purchaser of drugs, from negotiating prices, allowing drug 
companies to charge ever-higher prices; because insurance company shareholders 
demanded constantly increasing profits; because the numerous insurance compa-
nies and their individual requirements created a massive administrative burden on 
provider practices and hospitals; among many other reasons. Finally, the federal 
budget was strained as Medicare, Medicaid, military health benefits, and healthcare 
for the uninsured were growing faster than any other part, particularly as the large 
“baby boomer” generation were just beginning to retire and using these programs 
(see Fig. 11.4).

Government moves to decrease costs while increasing quality. The larger the 
insurance pool, the lower the cost per individual, so offering basically the same 

comprehensive plan to everyone decreases cost per unit.

Solution A: PRIVATE INSURANCE MODEL. Government requires that private 
insurance cover everyone, including those with preexisting conditions.  Government 
requires that all residents purchase insurance. Those who cannot afford will receive

government subsidies.Insurances compete on price and quality.

Solution B:  SOCIAL INSURANCE MODEL.  Government pays for healthcare via 
taxes. Everyone covered.

(+) Prices drop with enlarged 
insurance pool and competition.  
Quality increases as near-
universal access to primary care 
providers decreases medical 
emergencies.

(-) Third party payers still 
increase cost and administrative 
burden on hospitals and 
providers.

(+) Prices drop as government 
has strong negotiation power.  
Administrative costs drop with 
uniform requirements and 
paperwork.  Quality rises as 
government exerts strong 
control over procedures and 
medicines offered.

(-) Effectiveness determined
completely by how much 
government is willing to 

finance system.

Fig. 11.3 (continued)
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The quality of American healthcare stood near the bottom of comparable coun-
tries because it was disjointed, inefficient, unequal, disease-centered, profit driven, 
and, often, dangerous. Wilper et al. (2009) showed that 45,000 excess deaths yearly 
are associated with lack of health insurance. Over 400,000 deaths are caused by 
preventable hospital errors (James 2013). The U.S. has ranked at the bottom with 
regards to the effectiveness of its healthcare system when compared to ten other 
western, industrialized nations for at least a decade (Davis et al. 2014). The United 
States was the last developed country in the world not to have a goal of universal 
healthcare. With this backdrop, the very complex ACA passed to fanfare and 
controversy.

ACA is a market-based solution to gain universal healthcare. Insurance compa-
nies would have to provide coverage to everyone regardless of age, health status, or 
pre-existing health condition. To maximize the size of the payer pool, which would 
bring down the prices of policies while still allowing insurance companies to profit, 
everyone would be legally required to purchase a policy. Those who cannot afford 
the prices would be given subsidies in the form of tax credits to use toward pur-
chase. For insurance prices to fall and stabilize, all these parts would have to work 
simultaneously and properly.

Americans are fined if they refuse to purchase policies. In turn, they are protected 
from healthcare cost bankruptcy as out-of-pocket expenses are capped, in 2018, at 
$7,350 for an individual and $14,700 for a family (those for whom these amounts 
would cause bankruptcy qualify for Medicaid, which has few out -of -pocket expen-
ditures). The 20% of Americans who will buy insurance directly from the insurance 
company instead of through an employer because they are, for example, self- 
employed, employed part-time, or unemployed can go to the online ACA Insurance 
Marketplace for their state to compare plans, choose the best plan and best cost 
sharing arrangement, and determine if they qualify for Medicaid. The Marketplace 
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has plans from different companies listed side-by-side, describing benefits, costs, 
and participating providers and hospitals. Once a consumer chooses a company, he 
will then decide with what level of payment he is comfortable. There are four 
“metal” levels: Bronze, Silver, Gold and Platinum. While each plan from an insur-
ance company has the same benefits, for the Bronze level the company pays 60% of 
costs while the consumer pays 40% for each healthcare claim. For Silver, is it 
70%/30%; for Gold, 80%/20%; for Platinum, 90%/10%. To receive any subsidies to 
help defray costs, the consumer must choose a Silver or higher plan.

ACA was designed also to improve health care quality. All policies must have a 
standard baseline of 10 “essential” benefit categories: ambulatory patient services; 
emergency services; hospitalization; maternity and newborn care; mental health and 
substance use disorder services, including behavioral health treatment; prescription 
drugs; rehabilitative services and devices; laboratory services; preventive and well-
ness services and chronic disease management; and pediatric services, including 
oral and vision care. This prevents insurance companies from selling policies with 
few benefits but alluringly cheap premiums. Policies must also allow for preventive 
examinations and testing without co-pay so more people will take advantage. The 
63 preventive services covered include annual physicals, mammograms, colonosco-
pies, vaccinations, and birth control. Birth control is included because it prevents 
unintended pregnancies, which occur at rates two to three times the national average 
in those already below the federal poverty level (Finer and Zolna 2016) and can be 
damaging to a woman’s economic status and income (Chiquero 2010). Poverty is 
one of the strongest social determinants of poor health.

ACA gives financial incentives for distinct medical entities to join and form 
Accountable Care Organizations (ACOs). These networks aim to streamline patient 
care with primary care, specialties, testing and other procedures, and prevention 
counseling to reduce duplication and delays for care. ACA includes pilot projects-
-including financially incentivizing coordinated care, tying Medicare Advantage 
bonus payments to positive health results, and developing a seamless handoff from 
hospitalization to primary care-- to alter the payment model from quantity of testing 
and procedures to quality of outcomes. A companion law to ACA, The 2009 
American Recovery and Reinvestment Act (ARRA) pushes doctors to computerize 
records to reduce testing duplication, transmit clear medical instructions to pharma-
cies, protect physicians from malpractice suits, and be reminded on screen of what 
standard testing and referrals should be made for specific diagnoses. A section of 
ACA known as the “Sunshine Act” requires pharmaceutical companies to report to 
HHS what payments, meals, and gifts physicians and teaching hospitals receive 
from these companies, which may influence the drugs doctors prescribe. HHS then 
makes these reports public in the hope that most physicians and hospitals will stop 
accepting favors from drug companies. ACA created Patient-Centered Outcomes 
Research Institute (PCORI), charged with comparing different drugs and proce-
dures to determine the most effective. Insurance companies and Medicare may then 
apply the results when determining what drugs and procedures to reimburse. Within 
a few years of ACA’s enactment, it showed success by causing the uninsured rate to 
drop. The uninsured rate was at an all-time high of 18.2% at the end of 2010 (Kaiser 
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Commission on Medicaid and the Uninsured 2015). By 2015, it was at 9%, the low-
est ever recorded the National Health Interview Survey in its 50 years (Martinez and 
Cohen 2015).

Many newly insured Americans, however, began to complain that deductibles 
were so high that they could not afford paying them (Collins et  al. 2015). ACA 
structured insurance rates to stay below the affordability threshold of 9.5% of 
income for those with access to employer-sponsored plans and 8.0% for those pur-
chasing directly from insurance companies (Fernandez and Gabe 2013). In an effort 
to be fair, insurance policies are sold with low monthly premiums and high deduct-
ibles so that the insured only pay the larger amount when they actually need care. 
Also, high deductibles push consumers to comparison shop for the most cost effec-
tive procedures and tests for their conditions. Another problem is that most of the 
newly insured have a vague understanding of the complexities of health insurance, 
including how to choose a plan and provider from numerous competing plans and 
what cost sharing, including monthly premiums, deductibles, and co-insurance, 
entails. ACA also fails to control one of the most significant drivers of high health-
care costs: administrative costs. While most countries streamline administration by 
having one healthcare system, the US has five: (1) Medicare for the elderly, (2) 
Medicaid for the poor, (3) healthcare for the military (Veterans Health Administration, 
Tricare), (4) nearly 1000 separate private companies insuring the employed, and (5) 
self-pay or government grants/reimbursement for uninsured. Each has its own rules 
and paperwork. Hospitals and providers, in turn, must use one-third of their 
resources towards dealing with administration. Himmelstein et al. (2014) show that 
a single-payer healthcare system like Medicare-for-all would save the U.S. over 
$400 billion per year just in administration.

11.5  A National Health Action Plan

Ghosh (2010) described a potential National Health Agenda for Asian Americans 
and Pacific Islanders to gain funding and commitment to organize research efforts 
through strengthening capacity of existing local organizations, collecting subpopu-
lation data at the national and community levels, developing investment strategies 
for funders, and supporting the collaboration of academic Asian-American Native 
American Pacific Islander-serving institutions and medical and public health pro-
fessional organizations.

A similar National Health Action Plan for South Asian American Health would 
be an effective tool to understand health status, become aware of disparities and 
their social determinants, develop effective and culturally competent interventions, 
and optimize outcomes.

Such an Action Plan should include the following to be effective:

• Collaboration. Public health organizations, medical institutions, and provider 
professional groups should partner to develop and oversee the entire Action Plan. 
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This would support the inclusion of prevention and therapeutic principles. The 
Action Plan would contain both social concerns like cultural competence and 
access to prevention information and medical concerns like pharmaceuticals and 
surgery.

• Reliance on Community-Based Participatory Research. Because of the gen-
erally small South Asian American population and its concentration in specific 
urban centers, large federal surveys and national studies cannot register South 
Asian American health status effectively. Also, there are so many categories of 
people within “South Asian American” that national data samples may not reflect 
differences. For example, not only are there numerous countries of origin, but 
differing immigration status, diet, and socio-economic position to consider. 
Community-Based Participatory Research (CBPR) allows for the study of small, 
specifically-defined groups, with the possibility, but not requirement, that find-
ings may be transferrable to other South Asian American groups in the U.S. Most 
such studies would investigate health status, availability of healthcare resources, 
and the results of interventions that disrupt social determinants of health. CBPR 
also supports the partnership of community researchers with academic mentors, 
who tend to have greater research experience and grant funding.

• Sharing Results. A consistent national meeting would bring together all those 
invested in South Asian American health improvement to present their work and 
exchange ideas. This would lead to a yearly health status report to include prom-
ising health practices and interventions based on meeting presentations and sci-
entific literature published that year.

• Advocacy. Action Plan participants must advocate for government and private 
investment to build capacity of existing South Asian American health-focused 
organizations, support research and data collection, educate the public and policy 
makers about the Action Plan’s progress and goals through media, and include 
information particular to the health and care of South Asian Americans in the 
curricula of health professions schools and health professional organization- 
sponsored continuing education.

• Aligning with Healthy People 2020 and 2030 goals. Healthy People maps the 
country’s goals for health each decade. To benefit from resources and invest-
ments that accompany the goals, the Action Plan should match South Asian 
American health needs to Healthy People’s objectives.

• Becoming an Active Participant in “Asian American.” To gain notice, the 
larger and louder the group of constituents, the larger the influence. After decades 
of political and social advocacy, Asian Americans have established themselves as 
a significant voice among the racial and ethnic minority groups in the United 
States. South Asian Americans stand as a significant part of the Asian American 
population and the fastest growing. South Asian Americans must become part of 
a national movement for improved health for all Asian Americans. Joining “Asian 
American” will allow South Asian Americans to share an existing mature net-
work of organizations, influence the directions they take, join a pipeline to posi-
tions that influence policy, and cultivate a movement to advocate for health 
policies that optimize South Asian American health outcomes.
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11.6  Summary

Recognition that South Asian Americans experience unique health conditions and 
disparities is a recent phenomenon driven by the work of a few community-based 
organizations and academic centers. Federal and state governments generally lump 
South Asian American health into the overarching “Asian American, Native 
Hawaiian, and other Pacific Islander” category, making most of the research and 
data useless to understand and improve South Asian American health status. As 
South Asian Americans generally benefit from the same governmental health pro-
grams as other Americans, they should become familiar with community health 
centers, Medicare, Medicaid, Children’s Health Insurance Program (CHIP), and the 
Affordable Care Act (ACA). South Asian American public health organizations and 
medical institutions must partner to institute a National Health Action Plan to focus 
research efforts on individual South Asian American communities. So that their 
health remains a research and political priority, South Asian Americans should 
become a stronger voice in AANHOPI.
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Chapter 12
A Call for Healthy South Asian Americans: 
Need to Shape Intervention by Providers, 
Policies, and Prospects

Marisa J. Perera and Edward C. Chang

Emigration from South Asia was estimated to have increased from approximately 
10 million in 1990 to 27 million in 2015, a nearly threefold increase (United Nations; 
Srivastava and Pandey 2017). Migration of South Asians to industrialized nations of 
North America accounts for a considerable amount of the total migration from 
South Asian to non-South Asian nations. In 2015, migration to North America 
accounted for nearly 14% of all immigrants from South Asian to non-South Asian 
nations. In the specific case of India, the largest South Asian nation, nearly 25% of 
Indian migrants immigrated to North America in 2015 (Srivastava and Pandey 
2017).

Over 3.4 million people in the United States trace their heritage to the South 
Asian region, making South Asians one of the fastest growing ethnic minority 
groups in the U.S. (United States Census Bureau 2010; Hoeffel et al. 2012). The 
South Asian community in the U.S. is comprised of individuals with ancestry from 
the following nations: Bangladesh, Bhutan, India, Nepal, Pakistan, Sri Lanka, and 
the Maldives. Afghanistan is sometimes included in this list. South Asians from 
these regions have varied religions, customs, and immigration journeys, resulting in 
a rather heterogeneous community when considered together. Despite considerable 
cultural variation among individuals from these countries, individuals in the U.S. 
that descend from these countries have historically been considered together, or 
aggregated, as one homogeneous group in much of the research and prior knowl-
edge concerning the health of Asian populations in the U.S.
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Data aggregated across Asian Americans, and often Pacific Islanders, can put the 
communities involved at risk of being underserved. Common errors associated with 
aggregation can leave the specific health needs of the aggregate groups unknown 
and unmet (Holland and Palaniappan 2012). Lower risk of coronary heart disease 
(CHD) in Chinese Americans has been incorrectly extrapolated as lower risk of 
heart disease for all Asian-American groups, including South Asian Americans, for 
instance. Yet, South Asian Americans are at higher risk for CHD than majority of 
other groups in the U.S.  South Asians in the U.S. are affected by some chronic 
health conditions at rates higher than would be expected given their population size, 
including diabetes and cardiovascular disease, some cancers, and human immuno-
deficiency virus/acquired immunodeficiency syndrome (HIV/AIDS). Majority of 
these health conditions are preventable. Aggregation obstructs understanding of the 
health issues salient for South Asian Americans.

The intent of this handbook is to align with the movement to disaggregate “Asian 
American” by focusing specifically on the health of the South Asian community in 
the U.S. To holistically conceptualize health and inform practice for providers and 
researchers working with this population, all sections of this handbook applied ele-
ments of the biopsychosocial model of health. To synthesize current understanding 
of the biological, psychological, and sociocultural factors of health for the U.S. South 
Asian community, this handbook sought to gather information pertaining to the 
below four questions concerning South Asian American health.

 1. How does South Asian American identity impact health?
 2. What are South Asian biopsychosocial conceptualizations of “health?”
 3. What is the chronic disease burden in South Asian Americans?
 4. What are the barriers to promoting South Asian American health?

12.1  How Does South Asian American Identity Impact 
Health?

The intention of this question is to identify unique factors related to South Asian 
identity in the U.S. that also relate to the health of this group. Identity processes can 
impact an individual’s perceptions of health factors, including significance of health 
stressors and effectiveness of health messages received. Identification with ethnic 
group membership is an aspect of how an individual defines him or herself, and this 
section considers how South Asian identity processes in the U.S. contribute to gen-
eral health. Bhatia and Ram (Chap. 2) and Kaduvettor-Davidson and Weatherford 
(Chap. 3) describe identity-related stressors that have potential to impact health for 
South Asians in the U.S.

One major stressor is the contrasting discourses, or perceptions and stereotypes, 
of “South Asian American” that have contributed to the historical formation of 
South Asian American identity. Whereas one discourse depicts South Asian 
Americans as a group with high achievement and success, the other depicts this 
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group as victim to pervasive racism in the U.S. The latter has been heightened fol-
lowing the September 11, 2001 terrorist attacks that fostered a perpetual foreigner 
stereotype. It is not uncommon for South Asian Americans to internalize pressures 
to be successful within the face of discrimination and racism, inherently resulting in 
stressful identity-related experiences.

Owing to the model minority myth, there is a prevailing idea in American society 
that Asian Americans do not experience poor outcomes, including health outcomes. 
Such a discourse obscures the magnitude of health disparities, and impacts the col-
lection and interpretation of health data for this group. For instance, obesity preva-
lence in Asian Americans is lower compared with all other U.S. racial/ethnic groups 
(McNeely and Boyko 2004; Wang and Beydoun 2007), which has led to categoriza-
tion of Asian Americans as low risk. Yet, obesity prevalence varies by Asian sub-
group with the highest values in South Asian Americans. Despite high disease risk, 
South Asian Americans may be excluded from health policy conversations on obe-
sity and from the allocation of resources and development of initiatives to address 
South Asian American health disparities.

Beyond the impact of these discourses, the experience of unpredictable and 
uncontrollable discrimination itself triggers negative health outcomes. Physiological 
responses of elevated blood pressure and cardiovascular activity, and psychological 
responses of anxiety, hopelessness, and fear are triggered (Dolezsar et  al. 2014; 
Lazarus and Folkman 1984). When occurring over time, these responses negatively 
influence health, including increased risk of cardiovascular problems. Objectification 
as a foreigner is a unique stressor for South Asians born in the U.S. Identity denial 
can result when a person’s core identity as an American is questioned and he/she 
perceives denied acceptance into their society of birth.

South Asians also face identity pressures and conflict within the South Asian 
community, resulting from interaction between the contrasting cultures of South 
Asia and America. Generally, South Asia and America are contrasted in that the 
former is collectivistic and the latter is individualistic in nature. Balancing family 
and community expectations with individualistic desires can produce stress related 
to identity conflict. In addition to stress related to navigating bi/multicultural iden-
tity, South Asians in the U.S. can experience stress stemming from expectations to 
conform to traditional patriarchal gender roles and pressure to attain high educa-
tional and professional achievements.

12.1.1  Recommendations for Providers

• Consider the role of aggregation when interpreting and generalizing literature on 
health data for Asian Americans.

• Recognition of the heterogeneity that exists within the subgroup of South Asian 
Americans.

• For immigrant patients, consider assessing pre-migration health status (diseases 
endemic in home country; exposure to disease in the U.S. less prevalent than 
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country of origin), health risks posed during the migratory passage, and duration 
of residence in the U.S.

• Consider factors generally contributing to the deterioration of health status fol-
lowing migration: dietary changes, substance use, commercial sex work, envi-
ronmental health risks (i.e., crowded housing), unregulated work environments, 
and lack of access to health care services.

12.2  What Are South Asian Biopsychosocial 
Conceptualizations of “Health?”

The intention of this question is to identify elements of the South Asian American 
patient’s belief system that concern health and disease and can influence health 
behaviors. This question is rooted in the notion that effective health care is delivered 
when the patient’s belief system of health and disease is considered. An effective 
patient-provider interaction is a critical element of health care delivery, particularly 
for individuals who have frequent provider appointments to manage chronic dis-
ease. To apply a biopsychosocial understanding of South Asian conceptualizations 
of health, Kandula and Tirodkar (Chap. 4) review biological conceptualizations of 
health, Jilani, Chang, Lee, and Batterbee (Chap. 5) review psychological conceptu-
alizations of health, and Sandil and Srinivasan (Chap. 6) review sociocultural con-
ceptualizations of health. Health models and practices that originate from both 
South Asia and the U.S. are discussed.

12.2.1  Biological Conceptualizations of Health

Kandula and Tirodkar review the major models of traditional South Asian medicine, 
including Ayurveda, Siddha, Unani, and homeopathic medicine, and discuss their 
co-existence with allopathic practices in the U.S. The traditional models tend to 
involve holistic conceptualizations of good health as dependent on a balance of 
universal elements, and illness as resulting from disruption to the balance.

In Ayurveda, it is believed that the person inherits a unique mix of space, air, fire, 
water, and earth elements and that illness susceptibility results from an unbalanced 
mix of the body and environment. For instance, a strong mix of space and air is 
believed to increase susceptibility to heart disease, asthma, rheumatoid arthritis, and 
anxiety, whereas a strong mix of water and earth is believed to increase susceptibil-
ity to asthma, cancer, and diabetes. Like Ayurveda, Siddha recognizes the predomi-
nance of air, fire, and earth and water elements throughout the lifespan. Unani 
descends from Hippocrates and is consistent with a humoral theory of health where 
blood, phlegm, yellow bile, and black bile are four bodily humors whose balance 
determines health and illness. In the homeopathic tradition, symptoms of illness can 
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be considered normal bodily responses as the body attempts to regain health. Often, 
the objective of the practitioner is to aid the natural forces of the body to heal itself 
and combat disease. Health factors that disrupt the balance of universal elements 
include a person’s environment, climate, habits, activities, sleep, diet, stress, mental 
activity, and excretion/retention. Some of these indigenous systems have been sup-
ported by the Indian government and endorsed by major health organizations in 
South Asia. It is probable that South Asians in the U.S. have been exposed to and 
possibly hold some traditional, holistic conceptualizations of health.

A holistic understanding of health can contrast with biomedical, or allopathic, 
views of health. Although it is unclear if holistic explanatory models persist after 
immigration to the U.S., it is possible that South Asian American patients draw 
upon both traditional and allopathic medical systems when managing health issues, 
despite that medical training and care in the U.S. is primarily allopathic. Without 
provider awareness of medical pluralism, that is patient use of both indigenous and 
Western medical systems, the care of South Asian patients in the U.S. may be frag-
mented. For instance, a South Asian patient in the U.S. may supplement Western- 
prescribed treatment with traditional Ayurvedic medicines. Yet, Ayurvedic medicines 
are not reviewed by the Food and Drug Administration and can cause metal poison-
ing (lead, mercury, arsenic), and/or interact with prescribed medications. In addi-
tion, poor adherence to allopathic-prescribed treatment may result from different 
patient-provider conceptualizations of health and a proclivity for non-invasive care 
on the Indian subcontinent. Lack of awareness of use the patient’s explanatory mod-
els of health and healing methods, including use of traditional products, contributes 
to fragmented care.

12.2.2  Psychological Conceptualizations of Health

Jilani et al. overview both existing Western-based models (The Health Belief Model, 
Theory of Planned Behavior, Health Locus of Control, and Transtheoretical Model 
of Change; refer to Chap. 5 for an overview of each model) and indigenous South 
Asian practices of health psychology. To promote health and prevent/manage dis-
ease, health psychology identifies individual health attitudes, beliefs, and behaviors 
that influence disease risk and are modifiable. This section identifies health atti-
tudes, beliefs, and behaviors at the group level of South Asians.

When applied to U.S. South Asian patients with breast cancer, the Health Belief 
Model revealed a low perceived threat of being diagnosed with breast cancer, indi-
cating the importance of psychoeducation to promote regular breast cancer screen-
ings. In addition to beliefs about perceptions of threat, the Theory of Planned 
Behavior noted community attitudes of shame associated with certain medical con-
ditions (i.e., HIV/AIDS; severe mental illness) as a barrier to prioritizing one’s 
health condition and performing the healthy behaviors of health care utilization and 
treatment adherence. The Health Locus of Control noted a common cultural belief 
in fatalism, the belief that certain experiences are unavoidable, as manifesting as a 
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belief that health concerns are unavoidable and as promoting reduced help-seeking 
behavior. By conceptualizing behavioral change as a continuum of stages based on 
motivation to change, the Transtheoretical Model of Health Behavior Change prof-
fers suggestions to elicit higher rates of health behavior change. Collectively, these 
existing health psychology models indicate the importance of psychoeducation and 
health literacy to improve screening behavior, and of addressing community stigma 
and fatalism to improve disease self-management and treatment non-adherence for 
South Asians in the U.S.

Applying the Western-based models to South Asians in the U.S. also demon-
strates potential discrepancies in applying them to South Asian Americans, includ-
ing lack of a cultural component and poor conceptualization of navigating both 
Asian and American identities. Lack of adequate Western-developed model fit indi-
cates a need to consider traditional South Asian conceptualizations of health atti-
tudes, beliefs, and behavior to promote healthy behavior change. Traditional 
health-promoting practices are mindfulness, yoga, transcendental meditation, and 
prayer. Many of these practices have been modified by Western practitioners for 
health promotion and are prevalent throughout the U.S. Yet, there is limited empiri-
cal evidence examining sentiments toward and/or the usefulness of these modified 
practices for South Asian Americans. Despite that health behavior occurs at the 
level of the individual, health-related attitudes, beliefs, and behavior may be more 
socially conditioned and culturally embedded than isolated acts of an individual.

12.2.3  Sociocultural Conceptualizations of Health

Sandil and Srinivasan consider the influence of sociocultural values and experiences 
on biological and psychological conceptualizations of health. Religion, collectiv-
ism, morality, and gender are key sociocultural values that emerge in South Asian 
culture. These values relate to health on an individual basis and can be positive and/
or negative. The positive impact of these values should be promoted; however, it is 
also important to identify the potential threats to health brought upon by negative 
impact of these values for disease prevention and risk reduction.

As aforementioned, religion can promote a strong external locus of control and 
sense of fatalism, which can promote lower likelihood of seeking health care in a 
timely manner for disease prevention. Collectivism is another sociocultural factor 
that can promote reduced healthcare-seeking behavior for stigmatized health condi-
tions due to perceived threat to family honor. Influenced by traditional gender roles 
and a product of cultural values of morality and chastity, women are less likely to 
engage in sexual healthcare behavior (i.e., no monthly self-breast examination). 
They may also be non-adherent to treatment regimens that take time from house-
hold duties and other gender role expectations, and that may be construed as selfish. 
The South Asian American female patient with cardiovascular risk, for example, 
can be less likely to adhere to a prescription of increased physical activity given 
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collectivistic obligation placed on family duty rather than “selfishly” taking time to 
engage in physical activity.

Intimate partner violence (IPV), acculturative stress, and racism are common 
sociocultural experiences that potentially influence health status. South Asians have 
high rates of IPV, and these rates may be underreported due to model minority 
expectations and varied cultural definitions of physical, sexual, and emotional 
abuse. IPV victims have overall worse physical health, including worse pain, sexual 
and sleep outcomes, and inhibited daily activity. Acculturation can result in tempo-
rary and/or long-lasting physical, biological, cultural, and psychological change and 
stress, often due to loss of family social support and occupational distress. As men-
tioned in Section I, racism and discrimination, when uncontrollable and unpredict-
able, are stressors that negatively impact health.

12.2.4  Recommendations for Providers

• Recognition that patients may not share your conceptualizations of health. Probe 
the patient’s explanatory models of health to be optimally positioned to prescribe 
effective treatment to which the patient will be adherent. Probing can transmit 
holistic concern for the patient and open opportunities for psychoeducation, as 
appropriate. Probing questions (see Chap. 4 for more questions):

• What do you think caused your problem?
• Why do you think it started when it did?
• What do you think your sickness does to you?
• What kind of treatment do you think you should receive?

• Solicit information on the use of traditional healing products, including Ayurvedic 
products. If a patient is committed to using homeopathic dilutions, consider pro-
viding referrals for providers in your area who prepare the dilutions 
appropriately.

• To promote healthy behavior changes, probe for barriers to treatment adherence 
that manifest in health attitudes and beliefs. Elicit change talk and use a readiness 
to change ruler (Kivelä et al. 2014):

• What makes you think you need to change?
• On a scale from 1 to 10, where 1 is “not at all ready to change” and 10 is 

“entirely ready to change,” where are you right now?

• What are the reasons your number is not lower?
• What would it take to move from [insert lower number] to [insert higher 

number]?

• When indicated, consider involving the family unit in the patient’s healthcare 
given the salience of sociocultural values of collectivism and traditional gender 
roles, particularly for female patients.
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• Awareness that sociocultural factors may impact health outcomes but may be 
underreported in this population, such as IPV.

• To address sociocultural determinants (i.e., limited English proficiency, educa-
tion, and socioeconomic status) and stigmatized conditions, consider incorporat-
ing community-based outreach and opportunities for informal help seeking.

12.3  What Is the Chronic Disease Burden in South Asian 
Americans?

The intention of this question is to promote awareness of the patterns of chronic 
health disparities in this Asian subgroup to aid and inform conceptualizations of 
South Asian American health status. This section briefly reviews the chronic disease 
burden for South Asians in the U.S., specifically for diabetes and cardiovascular 
disease (Chap. 7), cancer (Chap. 8), and psychological comorbidity (Chap. 9). No 
chapter was devoted specifically to HIV/AIDS or autoimmune or gastrointestinal 
conditions in U.S. South Asians due to limited, variable, and inconsistent available 
data because of aggregation. Despite lack of comprehensive evidence, HIV/AIDS is 
a piece of the chronic burden profile in South Asia, and likely contributes to the 
profiles of South Asians in the U.S. (Chin et al. 2007).

As overviewed by Khan, Shah, Parikh, and Palaniappan in Chap. 7, South Asian 
Americans suffer disproportionately higher from type 2 diabetes mellitus (T2DM) 
at lower levels of body weight compared to the U.S. average. U.S. diabetes preva-
lence rate is 9.4% (CDC, 2017), and the South Asian American rate has been found 
to vary from 16–35% (Venkataraman et al. 2004; Rajpathak et al. 2010). Related to 
T2DM, South Asians in the U.S. are at heightened risk for heart disease because it 
occurs approximately 7–11  years earlier compared to the average of other U.S. 
groups. In Chap. 8, Gany, Hashemi, Ahmed, and Leng outline cancer risk, risk 
reduction, and screening and treatment among South Asians in the U.S.  South 
Asians in the U.S. had a nearly twofold lower overall rate of cancer incidence com-
pared to non-Hispanic Whites in the U.S. from 2006 to 2010. Cancer-related out-
comes, however, may be poorer for this group due to delayed screening and/or 
treatment, likely due to modifiable psychological and sociocultural conceptualiza-
tions of health.

Chronic disease profiles are different for South Asians in the U.S. compared to 
South Asians in South Asia, highlighting the relationship between disease and envi-
ronmental and social context. The prevalence of T2DM varies from 16–35% in the 
U.S. for South Asians (Venkataraman et al. 2004; Rajpathak et al. 2010), and varies 
from 5–14% in South Asia (Ramachandran et  al., 2012). With more years spent 
residing in the U.S., cancer profiles change to more closely reflect incidence rates of 
the general U.S. population. Prostate and breast cancers are common among South 
Asians in the U.S. compared to cervical, oral, and breast cancers among South 
Asians in India (Mallath et al. 2014).
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The exact causes of these changed risks are unknown, however changes to health 
behavior, including dietary changes and sedentary lifestyle, tend to occur after 
immigration to the U.S. Poorer health behaviors lead to greater obesity risk. Better 
understanding, and likely early intervention, is needed to understand the evolution 
of health behaviors post immigration, and their impact on cardiovascular, cancer, 
and HIV/AIDS risk in South Asian immigrants. The operant model of acculturation 
(Landrine and Klonoff 2004) predicts that health behaviors with a lower prevalence 
among low-acculturated minorities will increase in prevalence with increasing 
acculturation and have a higher prevalence among acculturated counterparts, and 
vice versa for health behaviors that have high prevalence among low-acculturated 
minorities. This model may be tested for fit with changes to South Asian American 
health behavior post U.S. migration to inform chronic disease risk reduction via 
health behavior change.

Chronic diseases are comorbid with psychological conditions such as depression 
and anxiety. Tummala-Narra and Deshpande explore the mental health of South 
Asians in the U.S. in Chap. 9 with a focus on the stress of immigration and accul-
turation processes. In the U.S., South Asians face challenges such as acculturative 
stress, language and communication barriers, family stress, trauma, and discrimina-
tion. These challenges are linked with greater depression, anxiety, and substance 
use, which impact an individual’s management of his/her chronic disease. Patients 
with chronic disease and depression and/or anxiety have higher symptom burden, 
poorer disease self-management and treatment adherence, increased functional 
impairment, poorer adherence to healthy lifestyle behaviors, and more disease com-
plications (Katon et al. 2004), indicating the importance of assessing for and treat-
ing psychological comorbidity in patients with chronic disease.

12.3.1  Recommendations for Providers

Awareness that statistics specifically for Asian Americans of South Asian descent 
are impacted by small sample size and have primarily been conducted with Asian 
Indian samples, as well as the limited number of overall studies with South Asian 
Americans disaggregated from other Asian subgroups. Available data on autoim-
mune conditions (rheumatoid arthritis, lupus, celiac disease, multiple sclerosis, type 
1 diabetes, etc.) and HIV/AIDS in this group is limited and not included below.

• Obesity

• 7–20% of adults in California (Wolstein et al. 2015; Jih et al. 2014).
• Asian Indians

• 46.7% overweight (23–27.4 kg/m2) adjusted for age and sex using National 
Health Interview Survey (NHIS) data (Oza-Franket al. 2009).

• 16.6% obese (≥ 27.5 kg/m2) adjusted for age and sex using NHIS data 
(Oza-Frank et al. 2009).
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• T2DM

• Prevalence range of 16–35% (Venkataraman et  al. 2004; Rajpathak et  al. 
2010).

• Asian Indians

• Highest rate in every body mass index (BMI) category when age and sex 
standardized compared to Chinese or Filipinos from 1997–2005 (Oza- 
Frank et al. 2009).

• Cardiovascular diseases

• 43.6% prevalence of 2+ cardiometabolic abnormalities (high fasting glucose, 
low high-density lipoprotein cholesterol, high triglycerides, hypertension) in 
South Asians from Mediators of Atherosclerosis in South Asians Living in 
America (MASALA; Gujral et al. 2017).

• Acute coronary syndrome and overall cardiovascular mortality occur approxi-
mately 7–11 years earlier than average (Joshi et al. 2007).

• South Asian migrants to high income nations have 1.5-2 times greater preva-
lence of coronary artery disease than age- and sex-adjusted European counter-
parts (Fernando et al. 2015).

• Cancer

• Overall incidence of 216.8/100,000 in male (554.1 in non-Hispanic whites) 
and 212.0/100,000 in female (444.6 in non-Hispanic whites) Asian Indians/
Pakistanis.

• Top 3 cancers for South Asians in the U.S.

• Women: (1) breast, (2) ovarian, (3) uterine cancers.
• Men: (1) prostate, (2) colorectal, (3) lung cancers.

• Mental health

• Age-adjusted suicide rate of 4.8% in 2010 for Asian Indians (Kuroki 2016).
• IPV prevalence of 21% in a community sample in Boston (Hurwitz et  al. 

2006).
• Limited data on prevalence of clinical depression and anxiety due to aggrega-

tion and community stigma.

• Top 5 mortality causes in Asian Indians: (1) heart disease; (2) cancer; (3) stroke; 
(4) diabetes; (5) accidents/ unintentional injuries (Hastings et al. 2015).

• Cultural idioms of distress and emotional suffering can manifest as somatic 
symptomology more commonly compared to non-Hispanic Whites in the U.S.

• Psychological comorbidity is a negative prognostic factor for chronic disease. 
Consider referrals to mental health. Given cultural stigma around mental illness, 
a collaborative care model for common chronic disease and psychological 
comorbidity should be considered (i.e., diabetes and depression; Katon et  al. 
2004).
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• Consider the role of modifiable psychological and sociocultural determinants of 
disease (delayed diagnosis; failure to seek treatment) on disease outcomes.

12.4  What Are the Barriers to Promoting South Asian 
American Health?

The intention of this question is to describe barriers to detection, treatment, and 
management of chronic conditions in South Asian Americans that promote poor 
prevention and treatment outcomes. Barriers can occur at the level of patient, pro-
vider, and policy/healthcare system. Factors that may serve as barriers at the indi-
vidual and provider levels in health-related counseling in medical settings are 
reviewed by Ibrahim and Heuer (Chap. 10), while Ghosh reviews political and sys-
temic factors (Chap. 11).

12.4.1  Patient

Barriers at the level of the patient primarily concern adherence to medical interven-
tion. Known adherence barriers include health literacy, access to health insurance, 
and culturally- and linguistically-appropriate resources and care. Beyond known 
barriers, acculturation is a dynamic process that encompasses facets that can impact 
adherence. Of these facets are migration stress, loss of familial support systems, 
adaptation to U.S. culture and acceptance/rejection into the culture, and changes to 
lifestyle health behaviors that directly impact disease risk and complications.

12.4.2  Provider

A possible barrier at the level of the provider is overemphasis on the socially con-
structed meaning of ethnicity and race, which can lead to an overly homogeneous 
understanding of South Asians in the U.S., and application of generic cultural infor-
mation that may not relate to an individual patient (i.e., the role of spirituality; 
somatization presentation). Assumptions of shared explanatory models of illness 
and health is another barrier that can contribute to marginalization of the relation-
ship between culture and health, producing an under-emphasis on the patient’s cul-
tural health beliefs. Given strong connections between health beliefs and health 
behaviors, lack of attention to cultural health beliefs in the provider setting can lead 
to treatment with reduced effectiveness due to provider-patient mismatch in concep-
tualizing the patient’s health. Lack of understanding of differences between Western 
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and Eastern conceptions of the mind-body interaction can also influence the pro-
vider’s interpretation of client symptom manifestation (i.e., emotional suffering 
manifesting as chest pain misconstrued as cardiovascular symptoms).

12.4.3  Policy

Ghosh details how South Asian American health has been “left out” of U.S. govern-
mental health policies. Small population size and historical practice of aggregation 
have led to under-emphasis of South Asian American health concerns. Under the 
Obama administration, the Department of Human and Health Services established 
new data collection standards to disaggregate “Asian American and Pacific Islander” 
into subcategories, including a South Asian subcategory. These standards were set 
in 2011, emphasizing the recency of this movement and the nascent state of under-
standing South Asian health disparities in the U.S.

In recognizing that this group experiences unique health disparities, Ghosh puts 
forward a National Health Action Plan to better understand South Asian American 
health status, increase awareness of disparities and social determinants, and develop 
optimal interventions. The multifaceted plan calls for provider collaboration (pro-
fessional provider groups, medical institutions, public health organizations) to com-
prehensively address sociocultural and biological concerns, reliance on 
community-based participatory research given the small and specifically-defined 
nature of this group, sharing of results in the form of a consistent national meeting, 
advocacy for government and private investment in the health of this group, aligning 
with Healthy People goals, and an active participatory role from South Asians 
themselves.

12.4.4  Recommendations for Providers

• Avoid overemphasis on the socially constructed meaning of ethnicity and race by 
acknowledging the heterogeneity of this group. Remain aware that generic cul-
tural information may not apply to an individual South Asian patient, and avoid 
assumptions that knowing generic values of a culture of origin and typical health 
patterns will be applicable to all patients of South Asian descent.

• Assuming shared definitions and meanings of illness constructs across language 
and culture can contribute to marginalizing the impact of cultural beliefs of the 
patient. Awareness of differences between Western and Eastern conceptions of 
the mind and body when interpreting symptoms.

• Stereotypes about cultural groups can operate on an unconscious level and be 
enacted in the provider-patient relationship. Based on the type of health service 
provided, the provider may seek to increase awareness of his/her own cultural 
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assumptions and engage in self-examination of conscious and unconscious 
biases and assumptions (see Implicit Attitudes Test in Chap. 10) to enhance 
cross-cultural communication.

12.5  Towards a Biopsychosocial Approach to Address South 
Asian Health Disparities

Applying a biopsychosocial model to South Asian American health indicates atten-
tion must be paid not only to traditional clinical risk factors but also to psychologi-
cal and sociocultural risk factors because they can impact disease-related outcomes. 
The modifiable nature of psychological and sociocultural factors can be harnessed 
to improve upon biological disease-related outcomes. In posing four general ques-
tions concerning South Asian heath in the U.S., this handbook sought to initiate the 
conversation on South Asian American health using a holistic, biopsychosocial lens. 
In considering the unique impacts of South Asian identity in the U.S. on health 
outcomes, the South Asians American patient’s possible explanatory models of 
health and illness, this Asian subgroup’s known chronic disease burden, and com-
mon barriers to promoting health, the hope is that this handbook can inform 
culturally- competent care to promote health, reduce disease, and maximize treat-
ment outcomes. In calling for “healthy” South Asian Americans, the value of disag-
gregation of Asian American health outcomes is emphasized.

Disaggregated data is the most effective way to form evidence-based practice 
and policy around the distinct needs of this community. Whereas the aim of this 
book is to serve as a brief starting point in discussing the health of South Asian 
Americans and proffer considerations for providers working with this group, a com-
prehensive understanding of the health of this group is not wholly feasible at this 
time due to a history of aggregated data, recent understanding of unique health risks 
posed to this group, and limited available research with this Asian subgroup.

It is apparent, however, that an interdisciplinary, biopsychosocial approach is 
appropriate for this subgroup due to areas of poor fit with current conceptualizations 
of health and illness, as well as this group’s historical and traditional exposure to 
messages of health as holistic. It is also apparent that U.S. South Asians have a dif-
ferent distribution of systematic health barriers (i.e., subject to racism and stereo-
typing as perpetual foreigners, pressure to be highly successful, cultural norms 
contrasting with U.S. culture, etc.) compared to U.S. Whites, indicating a need for 
future scientific efforts to not only modify existing health models but to also con-
sider original conceptualizations of health that target this group’s particular distri-
bution of health barriers (Assari 2017). With culturally-sensitive intervention, 
holistic health conceptualizations can be harnessed to target this group’s distribu-
tion of barriers and promote risk-reducing health behavior beliefs and change. The 
diversity that disaggregated data leads to can better create inclusion and equitable 
health policies for all Americans, particularly understudied and underserved ethnic/
racial subgroups with nuanced health issues.
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