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SOUTH ASIANS 
IN THE UNITED STATES

 
 
HISTORY 
South Asia includes the countries of India, Pakistan, 
Bangladesh, Nepal, Burma, Sri Lanka, Afghanistan, Bhutan and 
the Maldives; people of South Asian origin trace their ancestry to 
one of these countries.  During the last 200 years, due largely to 
the influence of the British Empire, South Asians migrated to 
many parts of the world.  As a result of this migration, the South 
Asian diaspora is incredibly vast; many South Asians now living 
in the United States have an established history in countries 
such as Fiji, Kenya, British Guyana, South Africa, and parts of 
the Caribbean, as well as in England and Australia.  Over 300 
languages are spoken in South Asian countries; South Asians in 
the U.S. speak many of these 
languages, including Bangla, 
Burmese, Gujrathi, Hindi, Nepali, 
Punjabi, Sinhalese, Tamil, and 
Urdu.  There is also a tremendous 
diversity in religious practices, with 
Buddhism, Hinduism, Islam, 
Jainism, Sikhism, Zoroastrianism, 
and Christianity being the most 
common religions. 
 
South Asians arrived in the United States during four major 
immigration waves.  In the late 1800s and early 1900s, small 
groups of Sikh and Muslim farmers migrated to the U.S. and 
settled along the West Coast, many intermarrying with the 
Mexican population in California.  However, the vast majority of 
South Asians in the U.S. arrived only in the last 40 years.  The 
1965 Immigration and Naturalization Act opened the doors to 
immigration for many people from around the world, allowing 
foreign-born professionals into the country in much higher 
numbers than ever before.  The Immigration Reform and Control 
Act of 1986 made it easier for family members and low-skill 
laborers to enter the country.  In recent years, South Asians 
have entered the U.S. in increasing numbers on work visas 
related to the technology industry.  While not technically 
immigrants, many of these hi-tech workers hope to eventually be 
able to adjust their status and remain in the U.S. 
 
DEMOGRAPHICS 
The U.S. Census Bureau estimates that in 2000 nearly 1.9 
million South Asians lived in the United States1. This number 
includes data from only certain South Asian communities. 
 
HEALTH STATUS 
It is difficult to characterize the health status of South Asians.  
Many studies do not differentiate between the various ethnicities 
studied.  Small sample sizes make it difficult to generalize 
research findings.  Finally, in some cases, data are just not 
available.  For these reasons, the data contained here provide 
only a rough estimate of South Asian health status. 
 

MATERNAL AND CHILD HEALTH 
Approximately 80% of South Asian women in the United States 
receive prenatal care in the first trimester, compared to 82% of 
white women.2 Women who immigrated to the U.S. from India 
are more likely to give birth to a low birth weight infant than white 
women and women in other ethnic groups.3  One study found 
that Asian Indian women breast feed for a shorter duration than 
white women and are more likely to rely on family networks for 
information on feeding rather than to seek advice from health 
professionals.4  Research also indicates that the pattern of 
growth among Indian fetuses may be different from that found 
among British fetuses, and that the average length of pregnancy 
may be shorter among Indian women.5 
 
CHRONIC DISEASES 
Cardiovascular Disease 
Heart disease is a major cause of death 
and disability among South Asians.  
High rates of coronary artery disease 
have been found among South Asians 
who have migrated to countries outside 
of South Asia.6,7  
 British studies have found 

differences in risk for heart disease 
even among South Asian groups, 
with Bangladeshis and Pakistanis 
having more risk factors than Asian 
Indians.8  

 In the U.S., Asian Indian men have been found to have a 
rate of heart attacks that is nearly three times higher than 
the general U.S. population (7% vs. 3%), although they are 
slightly less likely to suffer from hypertension (14% vs. 
19%).9   

 Although some South Asians in the U.S. are vegetarians, a 
vegetarian diet does not appear to alleviate heart disease 
risk.10   

 The high rate of heart disease among South Asians in the 
U.S. and other Western countries is thought to be partly the 
result of lifestyle changes due to Westernization, which may 
also be responsible for higher rates of heart disease among 
urban populations in India compared to rural communities.7   

 
Cancer 
South Asians experience higher rates of cancer in the United 
States than in their native countries.11  The California Cancer 
Registry indicates that while the three leading cancer sites for 
South Asian men (prostate, colorectal, and lung) are the same 
as among men from most other racial and ethnic groups, cancer 
sites among South Asian women do not follow the same pattern.  
While the leading cancer site among women of all ethnicities is 
the breast, the second and third most common cancers among 
women in most ethnic groups are colorectal and lung cancer.  
After breast cancer, South Asian women, however, are more 
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likely to be diagnosed with ovarian and uterine cancer.12  
International studies have found that South Asian immigrants are 
also at high risk for oral cancer due to high rates of chewing 
paan (tobacco).13 Anecdotal evidence shows that screening 
rates for cancer among South Asians, particularly among 
women, are lower than among other populations.14   
 
Diabetes 
Diabetes has been found to be a major problem among South 
Asians still living in Asia, as well as among South Asians who 
have immigrated to other countries.  In the United States, one 

study found that South Asian 
immigrants were 7 times more 
likely to suffer from Type 2 
diabetes than the general 
population (prevalence rate of 8% 
vs. 1%).9  Diabetes is also a 
significant risk factor for heart 
disease among this population.10  
South Asian women in the U.S. 

have also been identified as having a higher risk for gestational 
diabetes, which occurs during pregnancy.15 
 
HIV/AIDS 
Through 1998, approximately half of all AIDS cases among 
AAPIs occurred in people born outside the U.S.  In 1998, 5% of 
all AAPI AIDS cases occurred in people born in South Asian 
countries.  In the same year, the CDC found that of all known 
South Asian AIDS cases in the U.S., 73% were from India, 19% 
were from Pakistan, 6% were from Bangladesh, and 2% were 
from Sri Lanka.16  There are no known formal studies of 
behavioral risk factors for HIV among South Asians in the U.S.  
Anecdotal evidence shows that many South Asian women 
discover they are HIV+ when they begin prenatal care and are 
tested for HIV as part of routine testing in early pregnancy.17 
 
MENTAL HEALTH 
There are few studies on mental health and depression among 
South Asians in the U.S.  Anecdotally, community based 
organizations have noted that South Asians are often unwilling to 
seek mental health services and prefer to try and work issues out 
within the family. However, attitudes towards counseling among 
second-generation immigrants are more positive.18  Suicide rates 
within the South Asian community, however, are found to be 
higher than among other populations.  Young South Asian 
women, in particular, have higher rates of suicide than South 
Asian males and the general U.S. population.  Mental illness is 
not usually described as a precursor to suicide, but family 
conflict, depression, anxiety, and domestic violence may be 
contributing factors.19 
 
HEALTH BEHAVIORS AND VIOLENCE 
Smoking rates among South Asians are thought to be lower than 
among the overall population, and markedly lower in some 
studies.9 Research in Britain shows that while South Asians 
exercise significantly less than other ethnic groups, they also 
smoke and drink less alcohol than other populations.20  South 
Asian adolescents in Britain are also less likely than adolescents 
of other ethnic groups to smoke or drink.21   
 
Domestic violence has been a major problem among the South 
Asian community; many community-based organizations have 

been created around the U.S. to address domestic violence 
needs among this population.  While no national studies have 
been conducted to document the prevalence of domestic 
violence among the South Asian community, one study in the 
Greater Boston area found that 40% of South Asian women 
surveyed had been subjected to intimate partner violence.22  
South Asian women are often reluctant to seek help or report 
abuse for a variety of reasons.  They may be accused of bringing 
shame on the family, may not be believed by friends and family, 
and may also have concerns regarding their immigration 
status.23 
 
ACCESS TO CARE 
Linguistic and Cultural Barriers 
Language issues are particularly complex among South Asians 
due to the sheer number of languages spoken among this 
population.  Language is a major barrier to accessing services 
for many South Asians in the U.S. In 1990 at least 24% of South 
Asians are limited-English proficient24. This number is likely to 
have increased in the past decade due to changes in 
immigration laws in the late 1980s.  The mainstream community 
in the U.S. still views South Asians as a “model minority” that is 
highly educated and proficient in English, while the data show a 
different picture. 
 
Cultural issues significantly impact community health.  
Unfortunately, few programs are designed to build upon cultural 
assets and community strengths.  South Asians place 
tremendous importance on spirituality, family life, and tradition. 
Viewing these beliefs as cultural strengths, and, for example, 
incorporating spirituality or South Asian traditions into a Western 
healing regimen could be extremely beneficial.  In addition, 
programs which provide culturally competent nutrition education 
are likely to be successful in reducing risks for diabetes and 
heart disease, as they have among other populations.25  Valuing 
traditional culture and using it to complement Western health 
practices will help reduce barriers to health care and improve the 
health of the community. 
 
Lack of Health Insurance 
In 1997, approximately 21% of South Asians in the United States 
were uninsured.  Approximately 4% received Medicaid or other 
public health care coverage, 69% had job-based coverage, and 
6% purchased private insurance.  40% of uninsured South 
Asians had no usual source of care; even 15% of those with 
insurance felt they had no usual source of care.26 
 
RESOURCES 
The following agencies and websites are able to provide 
additional information regarding the South Asian community: 
 
• SAWNET 

www.umiacs.umd.edu/users/sawweb/sawnet/health.html 
• South Asian Public Health Association 

http://www.sapha.net/ 
 

APIAHF would like to thank Neelam Gupta, Javid Syed, Anu 
Gupta, and Umme Shefa Warda for their assistance in compiling 
this Health Brief. 
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