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A B S T R A C T   

In the United States (US), chronic disease risk factors are highly prevalent among Asian immigrant communities, 
who also exhibit low health screening rates. Perceived neighborhood social cohesion (NSC) has been associated 
with preventive healthcare use in the general US population, although it remains unexplored among Asian 
Americans (AAs). The aim of this study is to evaluate the association between NSC and preventive screening for 
hypertension, high cholesterol, diabetes, and depression among East, South and Southeast Asian American (EAA, 
SAA, SEAA) communities in New York City (NYC) using cross-sectional, locally collected data from 2013 to 2016. 
NSC was assessed using a 4-question scale to create an additive score between 4 and 16 and was analyzed both as 
a continuous and categorial variable (High, Medium, and Low tertiles). Recent screening was defined as a check- 
up within the last year for each of the included health conditions. A one-unit increase in NSC score was asso-
ciated with increased odds of recent screening for high cholesterol in EAAs (AOR = 1.09, 95%CI:1.00–1.20); for 
high cholesterol, diabetes, and depression in SAAs (AOR = 1.08, 95%CI:1.00–1.20; AOR = 1.07, 95% 
CI:1.00–1.15; AOR = 1.15, 95%CI:1.06–1.25); and with high cholesterol among SEAAs (AOR = 1.12, 95% 
CI:1.00–1.25). Overall, NSC was an important facilitator for preventive screening behaviors for specific condi-
tions in different groups, though was consistently associated with screening for high cholesterol in our sample. 
Enhancing NSC through family and community-based programming may be one strategy to encourage screening 
for preventive behaviors, though more research is needed to elucidate a precise mechanism.   

1. Background 

Asian Americans (AAs) are the fastest growing ethnic population in 
the United States (US) (Pew Research Center, 2012). Chronic diseases 
such as type 2 diabetes and cardiovascular disease (CVD) are highly 
prevalent across certain AA communities (Ye et al., 2009). Factors 
contributing to this chronic disease burden among AA communities may 
include lifestyle contributors (diet, exercise, sleep, and stress) as well as 
barriers to accessing healthcare (including language and cultural bar-
riers, and lack of health insurance) (Ye et al., 2009; Kim and Keefe, 2010; 
Appel et al., 2011). Healthcare utilization rates among AAs are also low; 
only 55.3% of foreign-born AA adults noted having contact with a doctor 
in the last 12 months (Ye et al., 2012), significantly lower than the 
62.5% proportion observed among US-born AAs as well as the 84.3% US 
average (Ye et al., 2012; Centers for Disease Control and Prevention, 
2018). Moreover, recent studies suggest that declines in CVD mortality 

observed in the broader US population in the past decade have not been 
as great in AA populations, indicating that current activities may not be 
reaching these groups (Hastings et al., 2015; Jose et al., 2014). Similarly, 
there is growing evidence of various health-related disparities between 
different AA subgroups, such as the greater heart disease mortality 
burden observed among Asian Indian and Filipino American men (Jose 
et al., 2014). These findings highlight the importance of disaggregated 
analysis in AA health research to address different burdens and health 
dynamics experienced within these different subgroups. 

Secondary prevention of chronic diseases through preventive 
healthcare use is an important component of reducing disease incidence 
and progression. Despite recommendations by the US Preventive Ser-
vices Task Force for routine screenings of hypertension, type 2 diabetes, 
cholesterol, and depression, low screening rates among AAs remain a 
major obstacle in the prevention of chronic disease (Collins et al., 2002; 
Contreras, 1999; Tung et al., 2017; U.S. Preventive Services Task Force, 
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n.d.). AAs are the least likely ethnic group to receive recommended 
diabetes screening (34% lower adjusted odds than non-Hispanic whites) 
(Tung et al., 2017). Likewise, in a nationwide survey, AAs were less 
likely than the population average to report having their blood pressure 
checked (74% vs. 83%) and more likely to have never had cholesterol 
checked (19% vs 16%) (Collins et al., 2002). 

The need for early screening for CVD risk factors among AAs is 
compounded by the fact that new screening guidelines identify certain 
ethnicities, like South Asian Americans (SAAs), at increased risk for 
developing CVD (American Health Association News, 2019). Likewise, 
although depression prevalence estimates differ across the AA commu-
nity, the underutilization of mental health services and barriers in 
depression screening are significant concerns, which may contribute to 
issues of underdiagnosis (Kim et al., 2015; Office of the Surgeon General, 
et al., 2001; Augsberger et al., 2015; Misra et al., 2020). Interventions to 
increase preventive screening have usually targeted individual-level risk 
factors or healthcare settings, such as increasing access to health in-
surance, improving awareness and providing navigation for health ser-
vices, or changing provider behavior to enhance patient screening (Park 
et al., 2018; Ursua et al., 2014; Ngoc Nguyen et al., 2008). 

Growing evidence has highlighted the role community- or 
neighborhood-level factors, such as perceived neighborhood social 
cohesion (NSC), as barriers or facilitators to preventive healthcare use or 
improvement of health outcomes among AAs (Dong and Bergren, 2017; 
Lagisetty et al., 2016; Yi et al., 2016). NSC is defined as the perceived 
degree of connectedness among neighbors, and their willingness to 
intervene for the common good (Sampson et al., 1997). The role of NSC 
in individual screening behaviors can be understood through the socio- 
ecological model, which posits that individual-level health behaviors are 
catalyzed by layers of high-order factors (e.g. interpersonal networks) 
which interact with each other and collectively shape an individual’s 
unique health experience (McLaren and Hawe, 2005). Past studies have 
analyzed the variable either as a continuous measure, providing insights 
on the effect of incremental increases in NSC on health outcomes, or as a 
categorical measure using tertiles in order to better analyze key differ-
ences between “high” and “low” NSC (Kim and Kawachi, 2017; Lagisetty 
et al., 2016). To understand the specific mechanisms of the association 
between increased NSC and higher uptake of preventive health services, 
Kim and Kawachi (2017) have hypothesized four casual pathways: 1) 
increased diffusion of information about preventive services; 2) social 
and psychological support; 3) collective ability to advocate for re-
sources; and 4) maintenance of healthy norms through informal social 
control (Kim and Kawachi, 2017). However, the relationship between 
NSC and preventive healthcare use has not been explored among AAs, a 
community with many unique neighborhood dynamics (Kim and 
Kawachi, 2017). For example, many AAs live in ethnic enclaves, such as 
Chinatown in New York City (NYC), which are neighborhoods 
comprised of members of similar national origin or ethnicity (Walton, 
2015). Given the importance of informal and formal community support 
systems in AA communities and evidence linking neighborhood factors 
with certain types of healthcare utilization, higher NSC may correspond 
with preventive healthcare use in this community as observed in other 
US populations (Supplemental File 1) (Weng, 2016; Kim and Kawachi, 
2017; Chang and Chan, 2015). 

NSC has been studied with a select number of health conditions and 
behaviors among AAs. While no association between NSC and physical 
activity has been observed among AAs in national data, higher NSC has 
been associated with reduced hypertension and physical activity among 
select SAA subgroups (Yi et al., 2016; Lagisetty et al., 2016; Yi et al., 
2020). Its comparative protective effect on different AA immigrant sub- 
populations remains largely unknown, and its association with other 
non-communicable conditions such as high cholesterol is unexplored 
(Lagisetty et al., 2016). Thus, the aim of this study is to evaluate the 
association between NSC with guideline concordant screening for dia-
betes, hypertension, high cholesterol, and depression among Asian 
immigrant populations in NYC. 

2. Methods 

The NYU Center for the Study of Asian American Health’s Commu-
nity Health Resources and Needs Assessment (CHRNA) was a cross- 
sectional survey administered between 2013 and 2016 in 15 NYC AA 
communities. Surveys were conducted at community-based social ser-
vices agencies, faith-based organizations, or during community events 
(such as festivals, informational events, and health fairs) and included 
validated questions on participant demographics, healthcare access, 
health status, and various disease risk factors. Community-based con-
venience sampling was conducted to recruit self-identifying AA partic-
ipants aged 18–85 years living in the NYC metropolitan area in 
partnership with AA-serving community organizations, and surveys 
were administered in the participant’s preferred language. Data collec-
tion was approved by the NYU Grossman School of Medicine Institu-
tional Review Board. Survey methods have been previously described 
(Jung et al., 2017). 

For the purpose of the study, AAs were defined as participants who 
self-identified as being from one of three Asian ethnic subgroups based 
on country of origin: East Asian Americans (EAAs), South Asian Amer-
icans (SAAs), and South East Asian Americans (SEAAs). EAA included 
Chinese, Korean, Japanese, Tibetan – Himalayan ethnicities, SAA 
included Asian Indian, Bangladeshi, Pakistani, Sri Lankan, Nepali - Hi-
malayan, Indo-Caribbean ethnicities, and SEAA included Filipino, 
Vietnamese, Cambodian, Indonesian, Thai ethnicities. Socio- 
demographic variables included sex, age, percentage of time lived in 
US, self-reported English fluency, self-rated health, education, income, 
and discrimination. Discrimination was measured by the nine-item 
Everyday Discrimination Scale (range 0–45), with higher scores indi-
cating greater perceived discrimination (Williams et al., 1997). 

NSC was assessed using a modified four-item scale developed by 
Sampson et al. (1997).) Participants were provided four statements and 
asked how true each was in the context of their own neighborhoods 
(scale of 1 to 4): 1) People in this neighborhood can be trusted; 2) People 
in this neighborhood generally get along with each other; 3) I have 
neighbors who would help me if I had an emergency; and 4) People in 
my neighborhood look out for each other. Scores for each NSC statement 
were added into an overall NSC score between 4 and 16 (a higher score 
indicating stronger perceived neighborhood social cohesion). For both 
perceived discrimination and NSC, mean scores were used to fill in 
missing data (“don’t know” or “skipped”) when the participant 
answered ≥75% of the scale questions (Downey and King, 1998). Scores 
were analyzed both as a continuous variable and as a categorical vari-
able (High, Medium, and Low using sample-based tertiles). Past usage to 
analyze NSC trends in other AA populations demonstrated validity of the 
instrument, and although reliability of the tool in one study among AAs 
was relatively low (α = 0.65), the tool evidenced strong reliability in our 
study (α = 0.87) (Hong et al., 2014; Lagisetty et al., 2016). 

NSC score tertiles across the entire study sample were identified as: 
low (4.0–11.9), medium (12.0–14.9), and high (15.0–16.0) thresholds 
were calculated such that approximately 33.3% of the participants 
would fall into each level of perceived NSC. Overall descriptive statistics 
were first analyzed and then stratified by NSC tertiles; ANOVA and chi 
square tests were used to assess group differences. Multivariable 
complete-case regression analyses were conducted to assess odds ratios 
(ORs) of recent screening by one-unit increases and tertiles of NSC. 
Given prior evidence suggesting a complex relationship between social 
cohesion and discrimination in neighborhood social processes, models 
were first adjusted solely for discrimination, and then further adjusted 
for sex, age, percentage of time lived in the US, self-reported English 
proficiency, and education (based on literature and preliminary bivar-
iate analysis) (Saleem et al., 2018). Participants with missing data on 
any of the covariates (n = 219 in full sample) or screening behaviors 
data (n = 89 in full sample) were excluded in each regression analysis. 
Significance for both the continuous and tertile-based analyses was set at 
an OR 95% confidence interval which excluded the 1.00 null hypothesis 
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value. All analyses were performed using R Version 4.0.0 (R Core Team, 
2020). 

Preventive healthcare use was assessed through recent screening 
behaviors for four conditions; participants were asked how recently, if 
ever, a check-up or screening was received for: 1) cholesterol, 2) dia-
betes, 3) blood pressure, and 4) depression or other mental health 
related problems. Answer choices included: in the past 12 months, 1 to 2 
years ago, 2 to 3 years ago, 3 or more years ago, never, and don’t know/ 
not sure. Given the study aim of assessing recent health screenings, re-
sponses for each question were synthesized into a binary variable for 
analysis: recent (in the past 12 months), >one year/don’t know/not sure 
(all other answers). 

3. Results 

Of the 1684 participants of EAA (n = 504), SAA (n = 710), or SEAA 
(n = 470) descent surveyed, 290 were excluded due to missing data on 

NSC. A total of 1394 participants remained for the final analysis, 
including 401 EAA, 630 SAA, and 360 SEAA participants. Table 1 pro-
vides a summary of descriptive results of socio-demographic variables 
across NSC tertiles. 

The average age of participants was 46.0 years. Fifty-seven percent 
of participants were female, 40.3% were college graduates, 29.6% had 
an annual income below $25,000, and 36.2% reported excellent or very 
good health. The average NSC score across the study population was 
12.88 out of 16, with statistically different group averages of 13.04 
among EAA, 13.48 among SAA, and 11.68 among SEAA participants. 
Analysis of association between individual covariates and NSC while 
adjusted for all other covariates identified the following significant de-
terminants (data not shown): age was positively associated with NSC, 
while SEAA subgroup and discrimination were negatively associated. 
Compared to the full sample, EAA participants on average were slightly 
older (mean: 56.2, SD:17.36) and had significantly lower English pro-
ficiency (50.8% speaking English not well/not at all), while SEAA par-
ticipants reported significantly greater perceived discrimination (mean: 
8.23, SD:8.15). 

Across the study population, a majority of participants reported 
recent screening for the chronic disease conditions under study, with the 
exception of depression (Fig. 1). In the total sample, during the past 
year, 72.9% of participants had screened for hypertension, 65.9% had 
screened for diabetes, 65.4% had screened for high cholesterol, and 
19.4% had screened for depression. 

After adjusting for covariates, in the total sample, a one-unit increase 
in NSC was associated with increased odds of recent checkup for all 
examined chronic disease screenings (Table 2). However, analysis 
stratified by AA subgroup identified that the magnitude of association 
between NCS and preventive screening varied by screening type and 
statistical significance varied by AA subgroup. A one-unit increase in 
NSC was associated with increased odds of cholesterol screening for all 
subgroups, with an increased odds of depression and diabetes screening 
only among SAAs (AOR = 1.15, 95%CI = 1.06–1.25; AOR = 1.07, 95% 
CI = 1.00–1.15). 

Although higher tertiles of NSC were associated with recent 
screening for each of the four conditions in the total population, most of 
these associations were not significant when stratified by AA subgroup 
(Table 3). Compared to those in the lowest NSC tertile, SEAA partici-
pants in the highest NSC tertile were more likely to report high 
cholesterol screening (AOR = 3.13, 95%CI:1.24–7.90), while a higher 
likelihood of depression screening was observed among EAA partici-
pants in the medium NSC tertile (AOR = 3.05, 95%CI:1.13–8.23) and 
SAA participants in the highest NSC tertile NSC (AOR = 2.42, 95%CI: 
1.33–4.41). 

4. Discussion 

This study sought to evaluate the association between NSC and 
recent screening for diabetes, hypertension, high cholesterol, and 
depression among AA ethnic subgroups. Overall, higher NSC was asso-
ciated with higher odds of recent screening for all chronic health con-
ditions in the full sample, although findings varied by ethnic group. 
However, there were a number of key differences when NSC data was 
analyzed in one-unit increases versus in tertiles. These identified asso-
ciations provide some support to the theorized mechanisms behind the 
relationship between NSC and preventive healthcare use established by 
Kim and Kawachi (2017). However, our findings also suggest that while 
the protective effect of some chronic disease prevention behaviors may 
be significant with marginal (one-unit) increases in NSC for some con-
ditions, for others these effects may only be meaningful with significant 
(Low to High tertile) NSC increases. 

Compared to the blood pressure and cholesterol screening preva-
lence among AAs observed by Collins et al., the proportion of partici-
pants who screened for hypertension in the last year was relatively 
consistent (72.9% vs. 74%), while a significantly greater percent of 

Table 1 
Demographic characteristics of study population, n = 1394.   

Total 
(n =
1394) 

Low NSC 
[4.0–11.9] 
(n = 359) 

Medium NSC 
[12.0–14.9] 
(n = 522) 

High NSC 
[15.0–16.0] 
(n = 513) 

Age, mean ± SD 46.0 ±
16.5 

43.6 ±
16.5 

44.0 ± 16.6 49.7 ± 15.8 

Percent of time in 
US, mean ± SD 

0.41 ±
0.28 

0.45 ±
0.31 

0.44 ± 0.29 0.36 ± 0.24 

Discrimination, 
mean ± SD 

5.94 ±
8.01 

9.46 ±
9.28 

6.20 ± 7.46 3.29 ± 6.54 

Asian American 
subgroup, n (%)     

East Asian 401 
(28.8) 

98 (27.3) 145 (27.8) 158 (30.8) 

South Asian 630 
(45.2) 

129 (33.4) 218 (41.8) 292 (56.9) 

Southeast Asian 363 
(26.0) 

141 (39.3) 159 (30.5) 63 (12.3) 

Sex, n (%)     
Male 593 

(42.6) 
160 (44.6) 232 (44.5) 201 (39.2) 

Female 800 
(57.4) 

216 (55.7) 320 (54.7) 323 (60.4) 

English fluency, n 
(%)     

Very well 461 
(33.2) 

125 (35.2) 208 (40.0) 128 (25.0) 

Well 477 
(34.3) 

107 (29.9) 183 (35.2) 187 (36.5) 

Not well/not at all 452 
(32.5) 

126 (35.2) 129 (24.8) 197 (38.5) 

Education, n (%)     
College graduate 554 

(40.3) 
139 (39.5) 230 (45.5) 185 (36.5) 

High school/some 
college 

464 
(33.7) 

124 (35.2) 186 (36.0) 154 (30.4) 

Less than high school 358 
(26.0) 

89 (25.3) 101 (19.5) 168 (33.1) 

Income, n (%)     
>$55,000 326 

(23.4) 
64 (17.8) 156 (29.9) 106 (20.7) 

$25,000–$55,000 355 
(25.5) 

111 (30.9) 130 (24.9) 114 (22.2) 

<$25,000 413 
(29.6) 

105 (29.2) 134 (25.7) 174 (33.9) 

Missing/Don’t know/ 
decline to state 

300 
(21.5) 

79 (22.0) 102 (19.5) 119 (23.2) 

Self-reported health 
status, n (%)     

Excellent/very good 503 
(36.2) 

111 (31.1) 218 (41.9) 174 (34.1) 

Good 489 
(35.2) 

138 (38.7) 176 (33.8) 175 (34.2) 

Fair/poor 396 
(28.5) 

108 (30.3) 126 (24.2) 162 (31.7)  
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participants had recently screened for high cholesterol (65.4% vs. 49%) 
(Collins et al., 2002). With respect to diabetes, Tung et al. found that 
47.1% of AA adults had received a recommended diabetes screening, 
while 65.9% of participants in the current study noted recently having 
been screened for diabetes (Tung et al., 2017). Although past studies 
have examined depression prevalence among AAs, there is a lack of prior 
research on prevalence of community-wide screening rates (Kim et al., 
2015). However, the low rates of recent depression screening across the 
AA community support past research highlighting the low proportion of 
AAs mentioning depression symptoms to their doctors (2% vs. 13% 
national average) (Office of the Surgeon General, et al., 2001). 

Trends in the NSC and cholesterol screening outcome was a signifi-
cant finding in this study, suggesting interventions targeting social 
cohesion at the community level may be a potential way to bolster 
cholesterol screening rates in different AA communities. Given that past 

studies on NSC in AA settings have not studied cholesterol levels or 
cholesterol screening, the generalizability of these observations are 
unclear (Dong and Bergren, 2017; Lagisetty et al., 2016). However, one 
study among US adults and children noted lack of knowledge about 
cholesterol-CVD links was a salient barrier in screening – barriers which 
may be mitigated by improved social support and community knowl-
edge that are potentially catalyzed by socially supportive neighborhood 
environments (Deskins et al., 2006). Thus one explanation for these 
findings that is that knowledge, resource, or social barriers among AAs 
related to cholesterol screening may be particularly addressable through 
neighborhood-level relationships and social cohesion. 

A one-unit increase in NSC was associated with statistically signifi-
cant increased odds of screening for diabetes among SAAs, but not other 
AA subgroups. The statistically significant association with diabetes 
screening did not remain when NSC was examined by tertiles. The 

Fig. 1. Summary of recent screening behaviors of chronic disease conditions in study population^, n = 1394. 
^ Percentages may not add to 100% as participants with missing data on recent screening behaviors not displayed. 

Table 2 
Multivariable regression models of one-unit increase in Neighborhood Social Cohesion score and recent check-up (within the last year) for different chronic diseases, n 
= 1394.  

Model Preventative behavior (recent check-up) Total sample, n = 1394 
OR (95%CI) 

East Asian3, 
n = 401 
OR (95%CI) 

South Asian4, 
n = 630 
OR (95%CI) 

Southeast Asian5, 
n = 360 
OR (95%CI) 

Unadjusted Cholesterol 1.13 (1.09–1.18) 1.11 (1.03–1.20) 1.11 (1.04–1.17) 1.14 (1.05–1.23) 
Diabetes/blood sugar 1.12 (1.08–1.17) 1.10 (1.02–1.18) 1.09 (1.03–1.16) 1.11 (1.03–1.20) 
Blood pressure 1.13 (1.09–1.18) 1.13 (1.04–1.22) 1.09 (1.02–1.16) 1.11 (1.03–1.20) 
Depression 1.13 (1.08–1.19) 1.12 (1.01–1.24) 1.13 (1.05–1.21) 1.05 (0.94–1.18) 

Adjusted for Discriminaton.1 Cholesterol 1.12 (1.08–1.17) 1.11 (1.02–1.21) 1.10 (1.03–1.17) 1.13 (1.04–1.23) 
Diabetes/blood sugar 1.11 (1.07–1.16) 1.09 (1.00–1.18) 1.09 (1.03–1.17) 1.11 (1.02–1.21) 
Blood pressure 1.12 (1.08–1.18) 1.12 (1.03–1.22) 1.08 (1.01–1.16) 1.13 (1.04–1.24) 
Depression 1.15 (1.09–1.22) 1.12 (0.99–1.25) 1.18 (1.09–1.28) 1.02 (0.95–1.16) 

Adjusted for Discrimination.1 + All2 Cholesterol 1.10 (1.05–1.15) 1.09 (1.00–1.20) 1.08 (1.01–1.16) 1.12 (1.00–1.25) 
Diabetes/blood sugar 1.09 (1.04–1.15) 1.06 (0.97–1.17) 1.07 (1.00–1.15) 1.09 (0.97–1.22) 
Blood pressure 1.10 (1.04–1.15) 1.09 (0.99–1.21) 1.07 (0.99–1.15) 1.07 (0.96–1.20) 
Depression 1.12 (1.05–1.18) 1.07 (0.95–1.22) 1.15 (1.06–1.25) 0.98 (0.86–1.13)  

1 Discrimination: The everyday discrimination scale (Williams et al., 1997). 
2 Sex, age, percent of time lived in US, English fluency, education. 
3 East Asian: Chinese, Korean, Japanese, Tibetan – Himalayan. 
4 South Asian: Asian Indian, Bangladeshi, Pakistani, Sri Lankan, Nepali – Himalayan, Indo-Caribbean. 
5 Southeast Asian: Filipino, Vietnamese, Cambodian, Indonesian, Thai. 
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observed association may be due to the high existing prevalence of type 
2 diabetes among SAAs, thus SAAs may have access to more community 
level social or knowledge resources related to diabetes compared to 
other AA groups (Kim and Kawachi, 2017; Nguyen et al., 2015). How-
ever, past research has observed mixed or no associations in the rela-
tionship between NSC and diabetes among SAAs, or in the relationship 
between neighborhood factors and diabetes outcomes in general (Lagi-
setty et al., 2016; Smalls et al., 2015). Moreover, similar to SAAs, Fili-
pino Americans display significantly higher rates of diabetes compared 
to other Asian subpopulations; however, due to the relatively small 
sample of Filipino American participants (n = 64, or 17.6% of the SEAA 
sample), it is unclear whether similar dynamics between NSC and dia-
betes screening are present in the community, or how this may have 
affected the overall SEAA trends (Choi et al., 2013). Nonetheless, it is 
important to consider that the nature of NSC and its impact on diabetes 
screening may be different from other health screenings and vary across 
communities, even when diabetes prevalence is high across certain 
communities. 

The null association between hypertension screening and NSC in part 
supports some of the mixed findings observed in past studies on hy-
pertension prevention behaviors. Lagisetty et al., for instance, similarly 
found no association between NSC and hypertension prevalence among 
SAAs (Lagisetty et al., 2016). Another study observed no association 
between increased NSC and odds of medication management of hyper-
tension, although NSC was associated with the odds of measuring blood 
pressure at home (Schmitz et al., 2011). One possible reason for the 
observed null finding is the routine nature of blood pressure screenings 
during regular physical examinations (supported by the fact that 72.9% 
of participants had recently been screened for hypertension, the highest 
proportion among the studied health screenings), whereas screening for 
other chronic diseases may be less routine or aimed largely towards at- 
risk individuals (such as targeted diabetes screening for overweight or 
obese individuals). This higher baseline prevalence of hypertension 
screening may have limited the potential mediating effect that factors 
such as NSC had in further improving screening rates. Likewise, the cost 
and effort required for hypertension screening is minimal in comparison 
to diabetes or cholesterol screening, which often requires drawing blood 
or fasting on the part of the patient, and may be widely available in both 
clinical and non-clinical settings, such as pharmacies or faith-based or-
ganizations (Snella et al., 2006; Yi et al., 2019). 

Recent depression screening was largely not found to be associated 
with NSC (except among SAAs). Mental health remains highly stigma-
tized in many AA settings, and the underutilization of mental health 

services in the community has been linked to a perceived lack of support 
at the familial and community level to seek medical attention for mental 
health concerns, as well as the structural deficiencies in culturally 
appropriate services (Augsberger et al., 2015). Such barriers may be 
limiting the potential of a socially cohesive environment to catalyze 
higher rates of depression screening in AA settings. However, the posi-
tive association between NSC and depression screening observed among 
SAA participants may suggest these interpersonal and community levels 
barriers to mental health screening support are not generalizable to all 
AA populations, and that improved NSC may still catalyze greater 
mental health screening in select groups. 

The study has some limitations. First, the study relied on participant 
recall of specific screening behaviors, which is subject to recall bias. For 
instance, the PHQ depression screening instrument is being employed in 
routine entry paperwork in some healthcare practices, which may un-
derestimate true depression screening rates if participants were not 
aware of these procedures (Savoy and O’Gurek, 2016). Further research 
using screening data from health care practices can help to support the 
validity of the current study’s findings. Likewise, although the NSC tool 
displayed high internal reliability among study participants (α = 0.87), 
the original instrument was designed for a majority white US popula-
tion, thus survey items may not completely reflect the unique nature of 
NSC among AAs (Sampson et al., 1997). A sensitivity analysis was 
conducted among participants with and without NSC data, which 
revealed that although accultration related factors such as English 
fluency and years lived in the US did not differ between the two groups, 
differences in percieved discrimination were observed. Similarly, other 
social and neighborhood level factors (such as the neighborhood built 
environment or social networks), as well as the underlying mechanisms 
between the relationship between NSC and preventive healthcare use 
were not examined in the current study. 

While the study presents a diverse sample of different AA subgroups 
that are often not reflected in past research on AAs, the sample popu-
lation was primarily low-income, first-generation Asian immigrants, 
which tend to exhibit disproportionately lower preventive healthcare 
use compared to US-born AAs and the general population (Ye et al., 
2012; Centers for Disease Control and Prevention, 2018). In NYC, AAs 
are more likely to have no health insurance (10% AA average but as high 
17% among Korean Americans vs. the 9% city average), which may also 
be a barrier to preventive healthcare use (New York City Department of 
Health and Mental Hygiene, 2018). Likewise, we were not able to adjust 
by income due to significant missing data. Further research may explore 
NSC trends in high-income or second-generation AA communities, 

Table 3 
Adjusted1 Multivariable regression models of Neighborhood Social Cohesion score tertiles and recent check-up (within the last year) for different chronic diseases, n =
1508.  

Preventative behavior (recent check-up) Neighborhood social Cohesion2 Total sample, 
n = 1394 
OR (95%CI) 

East Asian3, 
n = 401 
OR (95%CI) 

South Asian4, 
n = 630 
OR (95%CI) 

Southeast Asian5, 
n = 360 
OR (95%CI) 

Cholesterol Low Ref Ref Ref Ref 
Medium 1.20 (0.87–1.67) 1.26 (0.66–2.42) 0.83 (0.48–1.44) 1.51 (0.79–2.89) 
High 1.95 (1.36–2.80) 1.66 (0.85–3.23) 1.57 (0.90–2.76) 3.13 (1.24–7.90) 

Diabetes/blood sugar Low Ref Ref Ref Ref 
Medium 1.19 (0.86–1.66) 1.26 (0.65–2.45) 0.80 (0.46–1.40) 1.43 (0.75–2.73) 
High 1.95 (1.36–2.81) 1.38 (0.70–2.72) 1.60 (0.90–2.85) 2.32 (0.96–5.60) 

Blood pressure Low Ref Ref Ref Ref 
Medium 1.25 (0.89–1.77) 1.10 (0.54–2.24) 0.83 (0.46–1.50) 1.51 (0.80–2.87) 
High 1.86 (1.26–2.74) 1.58 (0.75–3.31) 1.26 (0.69–2.32) 2.20 (0.89–5.41) 

Depression Low Ref Ref Ref Ref 
Medium 1.53 (0.99–2.36) 3.05 (1.13–8.23) 1.17 (0.62–2.20) 1.17 (0.51–2.66) 
High 2.37 (1.54–3.65) 2.30 (0.84–6.29) 2.42 (1.33–4.41) 1.35 (0.46–3.92)  

1 Discrimination, sex, age, percent of time lived in US, English fluency, education. 
2 Low: 4.0–11.9, medium: 12.0–14.9, high: 15.0–16.0. 
3 East Asian: Chinese, Korean, Japanese, Tibetan - Himalayan. 
4 South Asian: Asian Indian, Bangladeshi, Pakistani, Sri Lankan, Nepali - Himalayan, Indo-Caribbean. 
5 Southeast Asian: Filipino, Vietnamese, Cambodian, Indonesian, Thai. 
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which may display unique social or behavioral profiles relevant to NSC 
related dynamics (Ali et al., 2020). 

The rapidly evolving COVID-19 pandemic in 2020 has shed further 
light on the need to critically consider the role of and dynamics between 
neighbors during health crises. Specifically, the impact many of the 
COVID-19 behavioral prevention measures (such as social distancing) 
on the understanding and experience of social cohesion in neighbor-
hoods is deserving of critical examination, particularly on its subsequent 
impact on preventive healthcare use and other health behaviors, and 
thus a re-assessment of NSC trends post-COVID-19 is warranted. 

5. Conclusion 

Given the pressing chronic disease burden and low healthcare utili-
zation concerns among AAs, coupled with the significance of the 
neighborhood environment and support systems in the community, the 
lens of NSC provides a uniquely powerful approach to better understand 
and address the needs of AAs. The associations observed between NSC 
and preventive healthcare use suggest that neighborhood level in-
terventions to enhance community capacity and social support for pre-
ventive healthcare use may have the potential improve low chronic 
disease screening rates. 

While low income or first generation AAs in settings such as NYC 
may face multiple barriers to preventive healthcare use, incorporating a 
community-based approach that enhances resource and knowledge ca-
pacity, builds on pre-existing community ties, and leverages networks of 
social support has the potential to strongly complement preventive 
screening interventions that focus on individual level factors. Given the 
variability in the trends observed across different AA subgroups, find-
ings also emphasize the need to disaggregate AA health research 
(including disaggregating beyond the three categorizes used in this 
study) and target interventions based on the specific health trends in 
each subgroup. Likewise, this study provides crucial evidence needed to 
support further, in-depth, mixed method exploration on social and 
community level barriers and facilitators in preventive healthcare use in 
AA communities, and the specific mechanisms behind the role of NSC in 
facilitating higher screening rates. 
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