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Breast and Cervical Cancer Screening Among South Asian
Women in New York City
Nadia Islam,1,5 Simona C. Kwon,2 Ruby Senie,3 and Navneet Kathuria4

The purpose of this paper is to document the breast and cervical cancer screening practices
of a community sample of South Asian women living in the New York City area. A convenience sample of 98 women was engaged in face-to-face interviews regarding their sociodemographic characteristics and cancer screening utilization. Sixty-seven percent of women
had ever had a Pap test; 54% had one in the last 3 years. Seventy percent of women over 40
had ever had a mammogram; 56% had one in the last 2 years. Sixty-six percent of women had
knowledge of breast self-exam (BSE); 34% of women ever practiced BSE. Multiple logistic
regression analysis indicated that insurance status was a significant predictor of ever having
a Pap test or mammogram, receiving timely Pap tests, and ever practicing BSE. Education
was a significant predictor of ever having a Pap test and having knowledge of BSE. Marital
status was a predictor of receiving timely Pap tests, and having spent more time in the U.S.
was a predictor of ever practicing BSE. The study concludes that increased educational efforts
must be developed targeting immigrant South Asian women of low socioeconomic status with
limited access to healthcare.
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INTRODUCTION

AAPIs are lower overall than the U.S. White population, the aggregated nature of data collected on the
AAPI population mask significant subgroup differences in incidence rates (3).
Research on breast and cervical cancer among
AAPIs is particularly important given their large
population growth during the last decade. The 2000
Census indicates that there are close to 12 million
Asian Americans in the United States, up from
6.9 million in 1990, a 72% increase in population
growth (4).6 The rapid growth of Asian Americans
during the 1990s was especially concentrated in urban areas such as New York City. As the fastest
growing racial group in the city, the number of Asian
Americans increased from 512,719 in 1990 to 872,222
in 2000, representing a growth rate of over 53%.
The South Asian community in New York City,

In 2004, 226,510 women in the United States
were diagnosed with either breast or cervical cancer.
In 2004, an estimated 40,580 women died of breast
cancer and 3000 from cervical cancer, a highly preventable disease (1). The burden of these cancers are
particularly troubling in ethnic minority communities
such as Asian American Pacific Islanders (AAPI) for
whom cancer is the number one cause of death (2).
Although rates of breast and cervical cancers among
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comprised of individuals from India, Bangladesh,
Pakistan, Sri Lanka, Nepal, Bhutan, and parts of
the Caribbean, has experienced the largest growth of
any Asian subpopulation, increasing by over 89% to
216,179 individuals in 2000. The New York City area
is now home to the largest South Asian population in
the United States (5).
Currently, there is no published data on breast
or cervical cancer rates among South Asians living
in New York City. However, studies from India,
the largest and most populous country in the South
Asian region, have indicated that breast and cervical cancers are the most frequently diagnosed malignancies in women (6). The majority of research reports regarding cancer incidence among immigrant
South Asians have been conducted in England (7),
where studies have noted higher rates of cancer after migration to the United Kingdom compared with
rates in their native countries. This pattern is consistent with findings for South Asians living in the
United States (8). Available disaggregated data from
the state of California indicate that South Asians experience the third highest 5-year annual age-adjusted
breast cancer incidence rate of any AAPI subgroup,
at 72.9/100,000 (9).
National and regional studies of AAPI communities have reported low rates of breast and cervical
cancer screening for the overall AAPI community
and in particular AAPI subpopulations (3, 10–30).
Specifically, studies of South Asian immigrants have
indicated low rates of breast and cervical cancer
screening. For example, surveys of South Asian
women in Canada and England have revealed low
rates of Papanicolau (Pap) testing, mammography,
breast self-exam (BSE), and clinical breast exams
(31–36). Data from the National Health Interview
Survey (NHIS) in the United States indicate that
rates of never having a mammogram (68%) and
never having a Pap test (26%) among Asian Indian
women are higher than the overall AAPI rates (30
and 21%, respectively) (27). Findings from the 2001
California Health Interview Survey (CHIS) indicate
that 70% of South Asian women age 40 and over
reported receiving a mammogram within the last
2 years, compared to 76% of all other racial/ethnic
groups. The same study found that 71% of South
Asian women in California reported receiving a Pap
test within the last 3 years, compared to 86% of all
other racial/ethnic groups (37). While some studies
in the U.S. have shown that Asian Indian women
have rates of breast screenings that are higher than
the general population (38), studies of particular
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subgroups, such as a study of Asian Islamic women,
have revealed lower rates of mammography and clinical breast exams (39). Furthermore, the only national study of Pap test screening rates of South
Asian women in the United States revealed that despite the high socioeconomic status of the sample,
73% of this population had ever been tested compared to the national average of 83% (40).
Given the lower screening rates in these communities, it is important to determine barriers to
screening in order to increase frequency of the use of
such services. Studies conducted among other AAPI
groups have reported a variety of socio-demographic,
access to care, and cultural belief factors that may
influence cancer screening among women. Factors
related to healthcare, including insurance status, having a usual source of care, receiving a doctor’s recommendation for screening, and going for regular
checkups, have most consistently been found to predict cancer screening behavior (14, 15, 22, 23, 25,
27, 30, 41). Various socio-demographic characteristics, such as years lived in the U.S., low English language proficiency, marital status, low income levels,
and low educational attainment have been associated
with mammogram and Pap testing in studies of AAPI
women (30). Finally, studies assessing the role of cultural beliefs, attitudes, and knowledge and their relationship to screening rates have found that correct
knowledge of screenings is positively associated with
higher rates of breast and cervical screening among
AAPI populations (14, 15, 17, 23, 25, 42). Although
there exists a paucity of studies on the barriers to
cancer screening for South Asian immigrants, the few
studies that have been conducted report similar findings. Most of these studies have identified the lack
of knowledge regarding screenings and/or the cultural beliefs regarding the efficacy of screening as
reasons for lower rates of use (31–33, 38, 39). Others
have identified acculturation, education, marital status, and income as factors associated with low rates of
Pap testing and receiving clinical breast exams (33–
35, 40).
The purpose of this study is to assess the cervical
and breast cancer screening practices of a community
sample of South Asian women in New York City.
The study seeks to determine the rates of Pap, mammography, and breast self-exam testing among this
population. Second, we will describe demographic,
acculturation, and healthcare factors that influence
the screening rates. This study will contribute to the
small but growing number of studies on U.S. South
Asian immigrants’ health. Because we focus on a
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community-based sample of South Asians in an urban area, it will provide much needed information
on the cancer screening behavior of this often overlooked population.
METHODS
Study Sample
The goal of our project was to conduct a survey in the local South Asian community to gather
data on the health behaviors and practices of this understudied group. The target population for the survey was underserved South Asian individuals aged
18 and over. We purposefully targeted individuals attending health fairs, cultural events, religious institutions, and senior centers in the borough of Queens,
which is home to the largest South Asian community in New York City. Discussions with community
leaders revealed that South Asians who have low access to healthcare often go to these venues in order
to receive care. The results from our study were to
be used for future planned interventions to be developed in collaboration with community institutions
that host the health fairs and cultural events. One
hundred and seventy-four individuals completed the
survey; of these, 98 were women.
Survey Instrument
The questionnaire was developed in English
to measure demographic characteristics, access to
healthcare factors, acculturation characteristics, cancer screening knowledge and utilization, and beliefs
and attitudes regarding cancer screenings. The survey instrument was translated and back-translated
into Bengali, Hindi, Urdu, and Gujarati by professional translators. The survey, included questions
from the Behavioral Risk Factor Surveillance Survey and the National Health Interview Survey, was
pilot tested with 30 individuals of South Asian heritage and modified accordingly. The pilot was conducted with individuals attending community events
(n = 17) as well as by phone with randomly selected
individuals in the New York City area who had a
common South Asian surname (n = 13).
Data Collection Procedure
Survey participants were interviewed by trained,
bilingual students in the respondents’ language of
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choice. Individuals were approached as they waited
in line to receive services or acquire educational information. Verbal consent was received from the
respondent before initiating the survey, and no
personal identifiers were collected. Approximately
72% of the surveys were conducted in English,
and the remainder completed in South Asian languages, including Hindi, Bengali, Gujarati, and
Urdu.

Data Analysis
Six screening behaviors were used as dependent
variables, including ever receipt of a Pap test, receipt of a Pap test within the last 3 years, ever receipt of a mammogram, receipt of a mammogram
within the last 2 years, knowledge of BSE and ever
practice of BSE. BSE, although not part of official
National Cancer Institute (NCI) guidelines, was included in order to assess the women’s knowledge and
practice of self-care. All of the women in our sample were asked about their use of the Pap test and
their knowledge and practice of BSE. Only women
age 40 years and older were asked about their use of
mammography screening. Independent variables included demographic characteristics (age, marital status, education level, employment status, and family
income); healthcare factors (insurance status, having a regular source of care, experiencing a barrier
to care, undergoing routine checkups, and having a
doctor that speaks a common language with the respondent); and acculturation factors (length of residence in the U.S. and English language fluency).
The use of screening services was examined using bivariate analysis. Statistical tests of significance were
assessed using Chi-square analysis. Multiple logistic
regression analyses determined significant factors associated with the use of cancer screening services.
Independent variables were further examined based
upon significance (p < 0.10) in the bivariate analysis.
We selected p < 0.10 rather than p < 0.05 because
a variable may have borderline significance (0.05 <
p < 0.10) in bivariate analysis but becomes significant (p < 0.05) in multivariate analysis (43). Age was
controlled for in all models. The role of subgroup
ethnicity, such as Indian, Bangladeshi, or Pakistani
heritage, was not assessed in any of the bivariate
or logistic models due to the relatively small number of non-Indian South Asians. Employment status
and income level were not included in any of the logistic regression models due to the high percentage
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of missing data. The “best-fit” models included age
and independent factors that were significant at the
p < 0.05 level. Data were analyzed using the SAS 9.0
software package.

RESULTS
The socio-demographic characteristics (including healthcare and acculturation factors) of the sample are summarized in Table I. The average age of
women was 46 years (range 18–80; SD = 15.3) and
the sample was almost entirely an immigrant population (98%). In terms of subgroup ethnicity, approximately 74% self-identified as Indian, 13% identified as Bangladeshi, and 5% identified as Pakistani.
Approximately three-quarters of our sample were
married, and the levels of educational attainment
and employment were high. Among those women
who provided information on income, about 40% reported an annual family income of less than $25,000.
One-third of the women were unable or refused
to disclose their family income level. In terms of
level of acculturation, the women in our sample had
resided in the U.S. for an average of 11 years (range
2 months–33 years; SD = 9), and 63% of the women
reported having high English language proficiency.
(High English language proficiency was assigned to
those women who responded that they spoke English
“well” or “fluently like a native.”) Fifty percent of
our sample reported they had no health insurance
and experienced other barriers in accessing basic
healthcare.
Tables II and III summarize the rates of screening of Pap testing and mammography. Two-thirds
(67%) of the women had ever had a Pap test and
54% received one in the last 3 years. Approximately
two-thirds of our sample were age 40 years and older.
Among this sample (n = 64), 70% of women had
ever received a mammogram but only 56% had a
mammogram within the last 2 years. The rates of
knowledge of BSE mirrored the rates of Pap and
mammography testing; 66% of the women in our
sample indicated that they had been taught how to
conduct BSE, although only 34% of women reported
ever performing a self-exam. Bivariate correlations
were used to assess the relation between Pap testing and demographic, healthcare, and acculturation
factors (Table II). Demographic factors found to be
significantly associated with ever receiving a Pap test
included having had some high school or college
education, being employed, and having an annual
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Table I. Socio-demographic and Access to Healthcare Characteristics of Sample (N = 98)
Characteristics
Demographic factors
Age (years)
18–39
40–49
50–64
≥65
Ethnicity
Indian
Bangladeshi
Pakistani
Other
Marital status
Not married
Married
Education
≤High school
>High school
Missing
Employment
Not employed
Employed
Missing
Income
≤$25K
>$25K
Don’t know
Missing
Access to healthcare factors
Insurance status
Uninsured
Insured
Missing
Usual source of care
No
Yes
Missing
Have physician that speaks common language
No
Yes
Missing
Routine checkup
>2 years or never
≤2 years
Missing
Experienced barrier to care in last year
Yes
No
Missing
Acculturation factors
Years lived in the U.S.
<5
5–10
10–20
≥20
English language proficiency
Low (so-so/poorly/not at all)
High (fluently like a native/well)
Missing

N

%

34
21
25
18

34.7
21.4
25.5
18.4

72
13
5
8

73.5
13.3
5.1
8.2

26
72

26.5
73.5

30
65
3

31.6
68.4

32
47
19

40.5
59.5

32
34
15
17

39.5
42.0
18.5

48
48
2

50.0
50.0

32
64
2

33.3
66.7

25
68
5

26.9
71.2

27
67
4

28.7
71.2

25
68
5

26.9
73.1

20
27
26
25

20.4
27.6
26.5
25.5

36
61
1

37.1
62.9
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Table II. Rates and Bivariate Analysis of Pap Test Receipt Among South Asian American Women (N = 98, Women ≥18 years old)
Distribution in
sample (n)

Ever received
Pap smear (%)

Distribution in
sample (n)

Received Pap
smear ≤3 years (%)

Received screening
Yes
No
Missing

62
31
5

66.7
33.3

49
41
8

54.4
45.6

Demographic factors
Age (years)
<50
≥50

55
43

38.7
28.0

55
43

34.4
20.0

0.1

26
72

16.1
50.5

26
72

10.0
44.4

0.05

p-Value

p-Value

Marital status
Not married
Married
Education
≤High school
>High school
Missing
Employment
Not employed
Employed
Missing

30
65
3

15.4
50.6

0.007

30
65
3

11.4
42.1

0.02

32
47
19

32.5
33.8

0.02

32
47
19

28.0
25.3

0.07

Income
≤$25K
>$25K
Don’t know
Missing

32
34
15
17

25.0
33.6
7.5

0.04

32
34
15
17

19.5
31.2
3.9

0.009

48
48
2

23.9
43.5

0.0002

48
48
2

19.1
36.0

0.002

32
64
2

18.5
48.9

0.07

32
64
2

13.5
41.6

0.04

25
68
5

14.6
51.7

0.07

25
68
5

12.8
43.0

27
67
4

15.4
51,7

0.09

27
67
4

12.5
42.1

25
68
5

16.9
52.8

25
68
5

14.0
43.0

51
47

28.0
38.7

0.02

51
47

22.2
32.2

0.06

36
61
1

18.5
48.9

0.006

36
61
1

15.7
39.3

0.07

Access to healthcare factors
Insurance status
Uninsured
Insured
Missing
Usual source of care
No
Yes
Missing
Have physician that
speaks common language
No
Yes
Missing
Routine checkup
>2 years
≤2 years
Missing
Experienced barrier
to care in last year
Yes
No
Missing
Acculturation factors
Years lived in the U.S.
<10
≥10
English language proficiency
Low
High
Missing
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Table III. Rates and Bivariate Analysis of Mammogram Receipt Among South Asian American Women (N = 64, Women ≥40 years old)
Distribution in Ever received
Distribution in Received mammogram
sample (n)
mammogram (n) p-Value
sample (n)
≤2 years (%)
p-Value
Received screening
Yes
No
Missing
Demographic factors
Age (years)
<50
≥50
Marital status
Not married
Married
Education
<High school
>High school
Missing
Employment
Not employed
Employed
Missing
Income
<$25K
>$25K
Don’t know
Missing
Access to healthcare factors
Insurance status
Uninsured
Insured
Usual source of care
No
Yes
Have physician that
speaks common language
No
Yes
Missing
Routine checkup
>2 years
<2 years
Missing
Experienced barrier to care in last year
Yes
No
Missing
Acculturation factors
Years lived in the U.S.
<10
>10
English language proficiency
Low
High

44
19
1

69.8
30.2

24
19
21

55.8
44.2

21
43

22.2
47.6

21
43

9.3
34.9

17
47

20.6
49.2

17
47

11.6
35.6

24
39
1

27.4
41.9

24
39
1

18.6
25.6

20
34
10

43.4
26.4

20
34
10

8.1
35.1

23
21
10
10

27.8
35.2
13

0.1

23
21
10
10

21.6
13.5
16.2

35
29

30.2
39.7

0.009

35
29

18.6
25.6

24
40

25.4
44.4

24
40

14.0
30.2

15
46
3

16.7
53.3

15
46
3

7.1
38.1

15
47
2

16.4
54.1

15
47
2

11.9
33.3

15
45
4

15.3
54.2

15
45
4

9.8
34.2

29
35

27.0
42.9

29
35

16.3
27.9

26
38

23.8
46.0

26
38

16.3
27.9

0.07

0.06

0.09
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Rates of breast self-exams varied considerably
according to a range of factors. Income levels were
marginally associated with knowledge and practice
of BSE (p < 0.07 and p < 0.1, respectively). Similarly, rates of knowledge and practice of BSE were
lower for women who had less than high school education (p < 0.01 and p < 0.02, respectively). Examining healthcare access, insurance status was again
associated with knowledge and practice of BSE (p <
0.03 and p < 0.01, respectively). In terms of acculturation factors, both years lived in the U.S. and
English language proficiency were associated with
having knowledge of BSE (p < 0.01 and p < 0.1,
respectively). Women who resided in the U.S. for
10 years or more were also more likely to practice
BSE (p < 0.05).
Results from the final multiple logistic regression models are displayed in Table IV. In terms of
demographic predictors, years of education were associated with ever having had a Pap test (OR =
3.9, 1.2–12.3) and with having been shown how to
conduct BSE (OR = 5.4, 1.8–16.8). Marital status
was significantly associated with the timely receipt
of Pap screening (OR = 3.2, 1.1–9.5). In looking
at healthcare factors, having insurance emerged as
consistently associated with all screening practices.
Women who were insured were 6.4 times more likely
to have had a Pap test and 3.7 times more likely to
receive the test within the last 3 years than women
who were uninsured. Similarly, women who were insured were 4.9 times more likely to have ever received a mammogram and 3.8 times more likely to
ever practice BSE. Finally, in terms of acculturation, women who had lived 10 years or more in the
United States were 4.8 times more likely to have
knowledge of BSE. There were no significant predictors associated with recommended frequency of
mammography.

family income of over $25,000 (p < 0.01, p < 0.02,
and p < 0.04, respectively). Ever having a Pap test
was significantly correlated with having health insurance (p < 0.01). Other healthcare variables that
were marginally associated with ever receiving a Pap
test include having a physician that speaks a common language with the respondent (p < 0.07), having a usual source of care (p < 0.07), and receiving a routine checkup within the last 2 years (p <
0.09). Women who had high English language proficiency were more likely to ever have received a
Pap test (p < 0.01), as were women who had been
in the U.S. for 10 years or more (p < 0.02). In assessing factors that influenced receipt of Pap tests in
a timely manner (≤3 years, according to NCI guidelines), we found that all demographic factors produced a significant association. Healthcare access factors associated with receiving a Pap test in the last
3 years included being insured (p < 0.01) and having a usual source of care (p < 0.04). Both of the
acculturation factors that were assessed produced
significant associations with timely receipt of the
Pap test.
Bivariate results of predictors of mammography use revealed some similarities as well as differences to the use of Pap tests (Table III). Income
shared a borderline correspondence to ever having
had a mammography (p < 0.1). In terms of healthcare access, insurance proved to be strongly associated with ever having a mammogram (p < 0.01)
and was marginally associated with receiving a mammogram in a timely manner (≤2 years for women
aged 40 and over according to NCI guidelines) (p <
0.06). Finally, similar to the Pap test findings, women
who lived in the U.S. for 10 or more years had a
marginally increased likelihood of ever receiving a
mammogram (p < 0.07) and receiving a mammogram within the last 2 years (p < 0.09).

Table IV. Relationship Between Selected Variables and Cancer Screenings by South Asian American Women
Ever had
Pap testa
Variables
Marital status
Education
Insurance status
Years lived in the U.S.
a Adjusted

OR

Cl

3.9
6.4

1.2–12.3
2.3–18.3

Pap test
≤3 yearb
OR

Cl

3.2

1.1–9.5

3.7

1.3–10.5

Ever had
mammogramc
OR

Cl

4.9

1.4–17.2

Have been
shown BSEd
OR

Cl

5.4

1.8–16.8

4.8

1.7–13.5

for age, education, and insurance status.
for age, education, marital status, usual source of healthcare, and insurance status.
c Adjusted for age.
d Adjusted for age, education, and years lived in the U.S.
bAdjusted

Ever practice
BSEc
OR

CI

3.8

1.4–10.4
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DISCUSSION
The findings from our study provide important
information on the screening practices of a sample of
South Asian women in a densely urban, immigrant
city. Our findings are based on a convenience sample
in which the reported screening rates are lower than
national reports from the general population and are
lower than other AAPI populations. Data from the
2000 NHIS indicate that 83% of the white population
and 71% of the AAPI population had received a Pap
test within the last 3 years (44). Our study found that
54% of South Asian women had received a timely
Pap test. Similarly, national White and AAPI rates
of mammography are higher than the rates found
among women in our sample. While 71% of White
women and 59% of AAPI women have received
a mammogram in the last 2 years, 56% of South
Asian women in our sample had reported the recommended frequency (44). Our findings also indicate
lower rates of timely Pap testing (54%) compared
to rates reported in the CHIS (71%) and Chaudhry
et al.’s (73%) studies cited earlier (37, 40).
In addition, our study reports lower rates of
screening among South Asian women compared to
other minority groups in New York City. For example, the 2002 New York City Community Health Survey conducted by the New York City Department
of Health and Mental Hygiene reported that rates of
Pap testing within the last 3 years range from 68% for
Asian American women to 85% for Black women,
both higher than the rate of timely Pap screening
of South Asian women in our sample. Similarly, the
rates of receiving a mammogram within the last 2
years ranged from 74% for Asian American women
to 80% for Hispanic women in New York City (45).
Again, these rates are higher than the rates of timely
mammography experienced by South Asian women
in our sample (56%).
Our bivariate analyses revealed the role of a variety of demographic, access to care, and acculturation variables in relation to cancer screening practices. Most notably, women who resided a longer
time in the U.S. and had health insurance were more
likely to utilize these tests. Other variables such as
education were associated with Pap test screenings
and BSEs, and being married increased utilization
of Pap testing. It is important to note the strong association that insurance status had with all cancer
screenings after adjusting for other factors. The lack
of insurance is a consistent barrier for South Asian
women in accessing preventive health services. The
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additional association between Pap testing and demographic factors such as education and marital
status suggest that outreach efforts are not reaching particular segments of the South Asian community. Although the New York State funded Centers
for Disease Control & Prevention Program, Queens
Healthy Living Partnership provides free mammograms and Pap screenings for low-income women in
Queens, our findings indicate that the needs of some
South Asian women are not being met. Further, our
results suggest that South Asian women who have
low educational status and have been in the U.S.
for less than 10 years are also not being taught how
to conduct breast self-exams. Although breast selfexams cannot replace recommended mammography
and clinical breast exam, this is another important
area for intervention.
The differences between our findings and other
published studies of AAPI and South Asian communities demonstrates that this study captured a unique
demographic. Due to our targeted sampling of underserved immigrants utilizing a face-to-face interview methodology, we were able to document the
low screening rates among a subpopulation of South
Asians that are often masked in larger, randomized, telephone-based surveys. The majority of the
studies conducted have collected data from South
Asians of relatively high socioeconomic status (34,
40). This is due both to methodological reasons (i.e.,
studies are often conducted in English) as well as
misconceptions regarding the demographic make-up
of South Asian communities. South Asian populations are often subject to the model minority myth
due to the fact that historically, large segments of
the immigrant community have been well-educated
professionals. The post 1980s wave of immigration, however, was composed of a larger number
of lower income individuals in non-professional positions (46). Furthermore, statistics that document
the high socioeconomic status of South Asians are
often misleading and may not reveal the true nature of these families. For example, the 2000 Census indicates the median household income of Asian
Indians in New York City is $45,155, exceeding the
overall city median of $38,293. However, the average Asian Indian per capita income was $18,473, less
than the $22,402 citywide per capita income (47).
Second, while many studies of screening utilization
have examined the role of demographic predictors,
knowledge and cultural beliefs, and acculturation,
the majority of studies on South Asian women’s cancer screening practices have neglected to investigate
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the role of access to healthcare. This is most likely
due to the fact that the majority of studies conducted
in South Asian communities have focused on higher
income segments of the population who tend to have
health insurance and regular access to care.

Study Strengths and Limitations
This study has several limitations. First, as the
goal of the study was to understand the cancer
screening practices of underserved South Asians in
New York City, a convenience community sample
was used. Therefore, the findings are not generalizable to South Asian women residing in other geographic areas or the larger South Asian community in New York City. Second, the outcomes were
measured by self-report and subject to recall and desirability bias. However, these biases may overestimate the frequency of utilization of services making the reported screening behavior disparities more
pronounced. Third, the small study size did not allow for more complex statistical analysis and may account for some of the insignificant findings from the
logistical regression analyses. Finally, although our
sample did include individuals from various countries
in South Asia, the sample sizes of immigrants from
individual countries was not large enough to assess
the potential effect of country of origin/subgroup ethnicity on receipt of services.
A major strength of this study is its contribution
to the literature on cancer screening among South
Asians women in New York City. First, though South
Asians are the third largest AAPI ethnic group nationally and the second largest and fastest growing
AAPI group in New York City, they have remained
severely understudied. As immigration from Asia in
general and South Asia in particular continues to
grow in the coming decades, it will be increasingly important to focus our research and health promotion
efforts in these communities. Second, to our knowledge, this study is the first and only published study
on South Asian cancer screening rates in New York
City, where the largest South Asian community in the
U.S. resides. Our findings emphasize the importance
of community-level, targeted studies of underserved
communities. Data from previous studies using largescale data collection techniques may mask the disparities faced by immigrants living in densely urban
areas such as New York City. Like other AAPI ethnic groups, South Asians often fall prey to the model
minority myth, whereby aggregate data, which indi-
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cates positive health status and practices, may belie
the diversity of the group. South Asians living in New
York City tend to be newly arrived to the U.S., possess lower levels of education and income, and are
often linguistically isolated. Such factors have a direct impact on access to healthcare and preventive
measures such as breast and cervical cancer screening. Thus, our study provides a unique contribution
to the literature on South Asians and cancer screening practices.

CONCLUSIONS
The rates of screening among South Asian
women in our sample fall well below the Healthy
People 2010 objectives for Pap testing and mammography (48). In order to ameliorate these rates,
our study points to several potential areas of intervention among South Asians in New York City.
First, the importance of healthcare access, especially
the role of insurance, was highlighted in our findings. Such findings support the benefits of government sponsored-low-income healthcare options such
as Medicaid, Child Health Plus, and Family Health
Plus (New York State-sponsored health insurance
options). More importantly, however, our findings indicate that efforts to increase access to healthcare
may be particularly important in emerging immigrant
populations.
Short of such longer term policy changes, however, our findings also indicate that outreach to increase cancer screening is needed for South Asian
women who are of lower socioeconomic status and
recently immigrated, especially in regards to Pap
testing and breast self-examinations. It would be
important for such efforts to reach out to South
Asian women in a culturally appropriate manner
by respecting and addressing the religious, ethnic,
and language diversity that exists within this unique
community. As many of the same demographic and
acculturation factors were found to be associated
with the various cancer screenings in our study, outreach programs should consider “bundling” their
efforts such that women who are targeted for
Pap testing are also taught how to conduct breast
self-examination and provided with mammography
services if appropriate. The implementation of such
targeted efforts is especially relevant for two reasons.
First, Pap testing has implications not only for cervical cancer, but also for a range of sexually transmitted
diseases. Second, combined screening and education
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on breast self-exam is a simple, inexpensive method
for women to monitor their own well-being. The implementation of such preventive efforts will be an important step in addressing the health needs of South
Asian immigrants in New York City.
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