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Abstract 

Acculturation, Mental Health, and Mental Health Service Use among Older Adults from 

Five Asian Ethnic Groups 

Seokho Hong, Doctor of Philosophy, 2015 

Dissertation Directed by Dr. Donna Harrington 

 As the number of older Asian immigrants grows in the U.S., attention to their 

mental health disparities and mental health care has been increasing. This study aims to 

identify differences among five ethnic subgroups (Chinese, Japanese, Korean, Filipino, 

and Vietnamese) of older Asian immigrants in California and to examine predictors of 

mental health service utilization within each ethnic subgroup. The Behavioral Model for 

Vulnerable Populations (BMVP) was used to guide the secondary data analysis of a 

sample of 3,453 older Asian immigrants from the 2009, 2011-2012, and 2013 California 

Health Interview Survey (CHIS). ANOVA and chi square tests were used to examine 

group differences and logistic and linear regression analyses were performed to examine 

predictors of mental health service use and the frequency of mental health service use, 

respectively.   

  The older Asian immigrant samples were not homogeneous. The Japanese and 

Filipino samples had better socioeconomic status and higher level of acculturation than 

others. The Korean sample had the lowest level of mental distress and least use of mental 

health services. Help-seeking patterns regarding mental health care differed across 

subgroups. Decreasing age (Chinese and Japanese), female (Vietnamese), not being 

married (Korean), lower education (Japanese), decreasing perceived safety (Vietnamese), 



 

 

higher levels of mental distress (all), and having perceived need (all) were associated 

with an increasing likelihood of using mental health services. Not being married 

(Korean), higher levels of acculturation (Filipino), lower levels of neighborhood cohesion 

(Korean and Vietnamese), higher levels of perceived safety (Korean) and lower levels of 

perceived safety (Vietnamese), higher levels of mental distress (Korean and Filipino), 

and having perceived need (all) were related to more visits for mental health services. 

Mental health seeking patterns differed by ethnicity within the older Asian immigrant 

sample.  Findings highlight the necessity of cultural competency services and programs 

for each Asian ethnicity.    
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CHAPTER 1: INTRODUCTION 

The purpose of this study is to examine immigration and acculturation of older 

Asian immigrants, their mental health problems, and their use of services for mental 

health problems. This chapter presents the background and significance of the study.  

1.1 Problem Statement 

The U.S. is historically a country of immigrants; people who have changed their 

permanent residence from another country to the U.S. Immigrants built the core 

infrastructure of the U.S. while seeking a better life. Since 1945, the number of 

immigrants legally residing in the U.S. has been increasing. The average annual number 

of new legal permanent residents in the U.S. increased from 250,000 per year throughout 

the 1950s to over one million per year between 2000 and 2012 (Monger & Yankay, 

2013).  From 1970 to 1980, the immigrant population grew from 4.7% (9.6 million 

individuals) to 6.2% (14.1 million individuals) of the total U.S. population (Monger & 

Yankay, 2013). It increased again to 7.9% (19.8 million individuals) in 1990 and reached 

11.1% (31.1 million individuals) by 2000 (Monger & Yankay, 2013). More recently, the 

immigrant population reached 12.5% (38.5 million individuals) of the U.S. population in 

2009 (Batalova & Terrazas, 2010).  Growing by 43% from 10.2 million to 14.7 million 

between 2000 and 2010, the Asian population outpaced Latinos and became the fastest 

growing group in the U.S. (Hoeffel, Rastogi, Kim, & Hasan, 2012).  

Because of political and economic reasons, over the past 50 years, the number of 

Asian-born immigrants in the U.S. has increased from 491,000 in 1960 to more than 10.6 

million in 2009, with immigrants from Southeast Asian and East Asian countries making 
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up the majority of the increase (Batalova, 2011).  The 1965 Immigration and 

Naturalization Act (U.S. Congress, 1965), which eliminated earlier discriminatory racial 

quotas, accelerated the speed of this growth of Asian immigrants.  Increased rates from 

several countries in Southeast and East Asia were prominent during 1960-69 and 2000-

09.  Immigrants from China (14,000 to 591,000), Japan (40,000 to 84,000), Korea 

(27,000 to 209,000), the Philippines (70,000 to 545,000), Taiwan (15,000 to 92,000), and 

Vietnam (2,000 to 289,000) flooded the U.S. from 1960 to 2009. According to the 2010 

American Community Survey, four Asian countries were in the top 10 countries of place 

of birth for the foreign-born population in the U.S. in 2010.  In 2009, around one-third of 

all Asian immigrants and 2 out of 10 older Asian immigrants resided in California 

(Batalova, 2012).  

Recently, the number of older immigrants in the U.S. almost doubled from 2.7 

million in 1990 to 5 million in 2010.  There are two primary reasons for this increase; 

first, immigrants who arrived in the 1980s and 1990s are aging, and second, there are 

greater numbers of elderly immigrants arriving who are sponsored by younger family 

members (Batalova, 2012). This pattern clearly applied to Asian immigration, and the 

increase in the Asian immigrant population in the U.S. has contributed to an overall 

increase in the elderly immigrant population. The Asian American older population grew 

from 0.4 million in 1990 to 1.4 million in 2009, and the trend is expected to increase to 

7.6 million by 2050 (U.S. Census Bureau, 2010).  

Even though Asian immigrants have relatively high socio-economic status 

compared to other racial and ethnic minority groups in the U.S. (Lee, Lei, & Sue, 2000), 

aging Asian immigrants and immigrants who left their home countries in Asia at an older 
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age continue to face challenges related to immigration and adjustment to new 

environments. Older immigrants are more at-risk for psychological stress and social 

isolation, and their limited English proficiency and other immigration-related factors such 

as small social networks and cultural gaps from the host country may contribute to poorer 

emotional health status (Emami, Torress, Lipson, & Ekman, 2000; Hossen, 2012). 

Especially, older Asian adults may be at increased risk for some mental health problems.  

For instance, older Asian females have the highest death rates by suicide (6.5 per 100,000 

per year) of all women in the U.S. over 65 years of age from 2004 to 2007 (National 

Center for Health Statistics, 2012). It is estimated that by 2030, older Asian immigrants 

with mental health disorders will increase to 640,000 due to aging and Asian population 

growth in the U.S. Therefore, the increasing need for attention to mental health problems 

among older Asian immigrants such as high suicide rate, symptoms of depression, social 

anxiety, social phobias, and trauma-related disorders has become particularly apparent.  

In sum, Asian Americans are one of fastest growing racial and ethnic groups in 

the U.S. (Park, Chesla, Rehm, & Chun, 2011), and the minority elderly population in 

general is also quickly growing (Kim, Jang, Chiriboga, Ma, & Schonfeld, 2010). As the 

older Asian immigrant population has grown rapidly, addressing mental health problems 

among elderly Asian immigrants is becoming more important than ever. Most prior 

research has examined Asian minorities as one group, making it difficult to examine the 

characteristics of specific Asian ethnic groups (Lee, Lei, & Sue, 2001). However, Mui 

and Kang (2006) and Mui et al. (2007) studied acculturation and depression among six 

older Asian groups (Chinese, Japanese, Korean, Indian, Filipino, and Vietnamese) in 

New York; both studies used the same dataset. These study results confirmed that the 
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Asian elderly were heterogeneous in terms of demographics, education status, 

immigration experiences, language proficiency, and financial status. Because 

immigration backgrounds and socio-economic status of each Asian minority group are 

different, their mental health status and health disparities should be examined within 

specific ethnic groups rather than combining all Asian Americans into one group. 

Addressing this gap in the literature, this study is designed to examine differences among 

older immigrants in five subgroups of Asians (Chinese, Japanese, Korean, Filipino, and 

Vietnamese). These groups make up the top five ethnic groups of older immigrants 

coming to the U.S. from Southeast and East Asian countries (Batalova, 2012). They 

constituted more than 66% of the entire population of Asian Americans in 2010.  

1.2 Purpose Statement 

The overall goal of this research is to examine acculturation as it relates to mental 

health and mental health service utilization among older Asian immigrants. This 

dissertation examines acculturative background differences among five ethnicities 

(Chinese, Japanese, Korean, Filipino, and Vietnamese; the rationale for selecting these 

five ethnicities will be presented in the next section).  The specific goal of this study is to 

determine whether significant associations exist between acculturation, mental health, 

and mental health service use among five subgroups of older Asian immigrants in 

California. Specifically, the study aims to: (a) examine whether five ethnic subgroups of 

older Asian immigrants in California differ in predisposing, enabling, and need factors, 

and mental health service utilization and (b) examine whether predisposing, enabling, and 

need factors are related to mental health service utilization in each of the five ethnic 
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subgroups of older Asian immigrants in California.  Findings from this study provide 

better understanding of the mental health and mental health service utilization among 

older Asian immigrants and will investigate whether there are mental health care 

disparities among the five Asian subgroups. 

1.3 Background and Significance 

1.3.1 Immigration and Acculturation 

When different cultures come into contact with one another, cultural changes tend 

to appear at the cultural or group level first; then, psychological acculturation and 

adaptation follow at the individual level (Berry, 2003).  This means that those from a 

minority culture experience behavioral shifts (e.g., speaking, dressing, or eating) or 

acculturative stress from uncertainty, anxiety, and depression, and specific adaptation on 

individual and socio-cultural levels (Berry, 1997, 2002). Immigrants undergo a complex, 

continuous interaction process of acculturation between a minority culture and the 

dominant culture (Phinney, 2006). During this process, they experience challenges such 

as linguistic and cultural barriers as well as barriers in housing, transportation, and access 

to medical resources; these challenges increase risk for psychological stress, social 

isolation, and health disparities (Ryan, Mui, & Cross, 2003; Tan, 2011; Trang, 2008). 

These consequences occur more often and more severely in older immigrants than in 

younger generations (Hossen, 2012). 

Language difficulty has a strong impact on older immigrants’ vulnerability (Hunt 

& Bhopal, 2004).  Data from the 2010 American Community Survey indicated that more 

than half of older immigrants (56% or around 2.8 million) had limited English 
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proficiency; this proportion increased from 41% in 1990 to 51% in 2000. In particular, a 

large number of older Asians have limited English proficiency in speaking, reading, and 

writing (Mui, Kang, Kang, & Domanski, 2007). The language barrier influences health 

care access as well as one’s social network (Ponce, Ku, Cunningham, & Brown, 2006). 

Moreover, the Asian American population, of which two-thirds (66%) are foreign born 

immigrants (U.S. Census Bureau, 2010), experiences cultural barriers in the U.S.  For 

example, focusing on a collectivist society (built upon Asian values) rather than an 

individualist society (built upon American values), Asian Americans might share 

traditional values and attitudes toward health care such as familism, filial piety
1
, silent 

communication, preservation of harmony, and delayed access but great respect for health 

care (McLaughlin & Braun, 1998). These values and beliefs often negatively influence 

adaptation to U.S. culture among older Asian immigrants (McLaughlin & Braun, 1998). 

Other factors such as family conflict and low self-esteem, as well as alcohol and drug 

abuse may also contribute to poor adaptation to U.S. culture (Wynaden, Chapman, Orb, 

McGowan, Zeeman, & Yeak, 2005). The language and cultural barriers are interrelated 

with other socio-demographics (e.g., education, income, and medical insurance) of older 

Asians, and contribute to psychological distress or mental disorders (Mui, Kang, Kang, & 

Domanski, 2007). 

  

                                                           

1
 The important virtue and primary duty of respect, obedience, and care for parents and elder family 

members. 
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1.3.2 Heterogeneity among Asians 

Even though Asian Americans are often discussed as one homogeneous group, 

they are a heterogeneous group encompassing over 30 distinct cultures and languages, 

immigration histories, religions, and other socio-demographics (Choi, 2000; McLaughlin 

& Braun, 1998; Tanjasiri, Wallace, & Shibata, 1995). The largest number of Southeast 

and East Asian Americans are from the China, Japan, Korea, Philippines, and Vietnam 

(US Census Bureau, 2010).  They have their own languages, specific cultural norms, and 

religions (see Table 1).  

Kaiser (2003) and Baldauf and Djite (2003) discussed language use among 

Southeast Asian countries. Korea and Japan have their own unique languages that are 

spoken exclusively in the country.  However, the Philippines, China, and Vietnam vary in 

the languages spoken.  Filipino (Tagalog) and English are the official languages in the 

Philippines. Over 70% of Chinese speak Mandarin as their first language, and other 

languages such as Wu, Yue, Min, and Xiang follow. Vietnamese is the dominant 

language in Vietnam, but Vietnam’s minority groups speak other languages such as 

Chinese and Khmer, or dialects such as Cham, and so on (Edmondson & Gregerson, 

2007).  

Even though they share common values such harmony, filial piety, and family 

relationship, cultural norms in each country are different (McLaughlin & Braun, 1998). 

For instance, Filipinos consider a balance in spirit and morals important, and shame as a 

key motivator of change. Moderation to avoid excesses, suppression of negative senses, 

and fatalism are considered prominent beliefs of Chinese individuals. Vietnamese 

emphasize modest attitude and privacy. Koreans stress humility in their socialization and 
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have the most important national cultural trait of “han,” which indicates a collective 

feeling of oppression and isolation in the face of overwhelming odds (Pang, 1998).    

 

Table 1. Languages, Cultural Norms, and Religions of Asian Groups 

Sources:  McLaughlin and Braun (1998), Pang (1996), Kaiser (2003), and Baldauf and Djite 

(2003) 
1
 This may not be a comprehensive list of cultural norms 

 

The Japanese have a concept of “amae,” presenting four principles to decision-making in 

traditional families, including collective family interest, which is a priority, harmony, 

family responsibility for elderly, and interdependency among family members 

(McLaughlin & Braun, 1998). Moreover, each country has different religious 

distributions in its population. Christians comprise the religious majority in the 

Asian 

Origin 

Primary 

Language(s) 
Cultural Norms

1 Main 

Religion 

China 

 

 

 

Mandarin 

 

 

 

1.harmony/unity, survival of family, “karma” 

2.hierarchical family relationship, prescribed roles 

of family members according to gender, age, and 

birth order 

3. moderation and suppression, fate, filial piety 

Confucian 

 

Japan 

 

 

 

Japanese 

 

 

 

1.“amae”- priority of collective family interest, 

harmony preserved, family responsibility for 

caring elder, interdependent among family 

members 

2.stigma to emotional and mental problems 

3. filial piety, loyalty 

Shintoism 

Buddhism 

 

 

Korea 

 

 

 

Korean 

 

 

 

1.filial piety, interdependent of family members 

2.full responsibility for children, humility 

3. “Han”- national cultural trait, a collective feeling 

of oppression, isolation in the face of 

overwhelming odds 

Christian 

Buddhism 

 

Philippines 

 

 

Tagalog 

/English 

 

1.filial piety 

2.balance in spirit or morals 

3. “hiya”- shame is motivating factor behind 

behavior 

Christian 

 

Vietnam 

 

 

Vietnamese 

 

 

1.family unity and filial piety 

2.perfection and harmony 

3. modest and privacy 

Buddhism 
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Philippines; Confucians are the majority in China, and Buddhists are the majority in 

Vietnam. However, there are two major religions in Korea (Christian and Buddhism) and 

Japan (Shintoism and Buddhism).   

Tan (2011) suggested that even within the same ethnic group, many differences 

exist. For instance, Chinese from the Republic of China, Hong Kong, Taiwan, and 

Singapore may have different values and beliefs as well as different ideologies, 

educational and economic characteristics, and language use. These differences in cultural 

values, language use, and religions among subgroups may form the foundation for 

different attitudes toward health care. Thus, when studying the utilization of mental 

health care services of older Asian immigrants, it is important to examine these constructs 

within subgroups of older Asian immigrants rather than combining them all into one 

group. 

1.3.3 Mental Health of older Asian Immigrants 

 A majority of the approximately 7 million older adults in the U.S., who 

experience some serious mental health problem, live in the community (Pratt, Bartels, & 

Mueser, 2008). The National Center for Health Statistics (NCHS, 2012) reported that 

around 1.6% of Asian American adults had some serious psychological distress in 2009 

to 2010.  As in most other ethnic groups, the prevalence of psychological distress was the 

highest among those living below the poverty level and the percent distributions of 

serious psychological distress differed by Asian origin (see Table 2). The average 

prevalence rate in Asians was 1.9% in 2004 to 2006; however, the average rate (1.8%) 

among the five subgroups in this dissertation was slightly lower than the 1.9% overall 
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and was lower than the average rate (2.6%) in other Asian groups not included in this 

study. Among the five ethnic groups included in this dissertation, Filipino (2.5%) and 

Vietnamese (2.5%) had rates of serious psychological distress about two times higher  

 

Table 2. Distributions of Adults with Serious Psychological Distress 

Population Percent of Asian 

population in each 

group  

Rate of 

serious 

distress 

Ratio of specific population 

relative  

to all Asians 

All Asians  1.9 - 

Chinese 20.7 1.6 0.8 

Japanese 8.6 1.1 0.6 

Korean 9.6 1.3 0.7 

Filipino 21.2 2.5 1.3 

Vietnamese 8.9 2.5 1.3 

Other Asian
1 

12.1 2.6 1.4 

Source.CDC, 2008. Health Characteristics of the Asian Adult Population: United States, 2004 – 

2006. 
1
 Other Asian indicates all other Asian countries except Asian Indian. 

 

than Japanese (1.1%) and Korean (1.3%).  Chinese were in the middle of the five groups, 

but still had a lower rate of psychological distress (1.6%) than the average rate in Asians 

(1.9%) overall (Barnes, Adams, & Powell-Griner, 2008). According to Ryan, Mui, and 

Cross (2003), in the 2000 Census, 40% of Asian American elders experienced depressive 

symptoms ranging from mild to severe and this prevalence rate was higher than that of  

the national population age 65 and older. Jimenez, Alegria, Chen, Chan, and Laderman 

(2010) found that older Asian immigrants also had higher lifetime rates of general 

anxiety disorders (4.7%) than U.S.-born Asians (0.3%).   
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 Zuvekas and Fleishman (2008) reported that racial and ethnic minorities had less 

access to mental health care than non-Hispanic whites. Specifically, a report by the 

Agency for Healthcare Research and Quality (2011) indicated that Asian American adults 

often had less access to mental health treatment or counseling (4.5%) and prescription 

medications (3.4%) for mental health treatment than non-Hispanic whites, who received 

higher levels of mental health treatment or counseling (16.5%) and prescription 

medications (13.9%).  Moreover, older immigrants from Asian countries seek mental 

health care approximately half as frequently as the general population (CDC, 2012), and 

only half of them have health insurance through Medicare compared to 90% of the 

elderly population at large (Ryan et al., 2003). Although there are critical needs for 

mental health care among the Asian elderly, previous studies have provided limited 

information regarding barriers of using mental health services and evidence-based 

practices for Asian older adults have been less developed than those for younger adults 

(Pratt et al., 2008). 

1.4 Relevance to Social Work 

The rapidly aging population and retirement of baby boomers requires social 

workers to obtain skills to deal with those who face mental disorders in various social 

work settings such as home health care agencies, social service agencies, geriatric care 

management, and other care settings. Based on Lum’s (2003) social work cultural 

competencies framework, this study has implications for social work education and 

practice. First, the findings of this study may help social workers develop awareness of 

different cultural backgrounds and mental health care seeking behaviors among Asian 
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ethnic groups. It also helps advance knowledge and information regarding mental health 

disparities among these groups. The goal is to continue developing new skills and 

insights for treating older Asian adults from different ethnic groups.  

In addition to furthering the education of social workers, this study has 

implications for better serving the multifaceted needs regarding the mental health of 

minority elderly on the individual level, promoting older immigrants’ mental health on a 

group level, and encouraging a support system that alleviates the mental health disparities 

on the community level.  Finally, the findings of the study inform social work policy 

efforts to reduce barriers for mental health access and increase access to mental health 

care.  

1.5 Summary 

The rate of growth of Asian immigrants has been rapidly increasing in the U.S., 

surpassing Hispanics as the fastest growing racial and ethnic group and the proportion of 

older Asian immigrants among the U.S. aging population is growing as well. Even 

though some Asian countries (specifically for this dissertation, China, Japan, Korea, 

Philippines, and Vietnam) have different languages, cultural norms, and religions, 

immigrants from these countries have rarely been addressed as different ethnic groups in 

social work research and practice. Thus, this study aims to (a) examine whether five 

ethnic subgroups of older Asian immigrants in California differ in predisposing, enabling, 

and need factors (see Figure 1), and mental health service utilization and (b) examine 

whether predisposing, enabling, and need factors are related to mental health service 

utilization in each of the five ethnic subgroups of older Asian immigrants in California.  



 

 

 

13 

CHAPTER 2: LITERATURE REVIEW 

This chapter presents the theory and empirical studies that provided support for 

this dissertation. The study focuses on the relationship between acculturation and mental 

health, and the exploration of factors related to mental health service use among older 

immigrants from five Asian ethnic subgroups (Chinese, Japanese, Koreans, Filipino, and 

Vietnamese). The literature review for this research explored help-seeking behaviors for 

mental health care of older Asian immigrants using Andersen’s health behavioral model 

(Andersen, 1968, 1995, 2008; Andersen & Newman, 1973; Gelberg, Andersen, & Leake, 

2000).  

2.1 Search Strategy 

For the literature review on acculturation, mental health, and mental health 

service use among older Asian immigrants, relevant articles were identified through 

electronic databases. One Search, which includes over 50 different databases, was 

employed to conduct the literature search. Peer reviewed articles in English published in 

academic journals and obtained with electronic full text were included.  The search 

included articles published from 1997 to 2014 that were based on data collected after 

1996 to reflect significant policy changes related to immigrants' health: the Illegal 

Immigration Reform and Immigrant Responsibility Act of 1996 (IIRIRA 96) and the 

Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (PRWORA). 

IIRIRA 96 caused drastic changes to various immigration policies such as asylum law, 

immigration detention, criminal-based immigration, and many forms of immigration 
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relief (Fragomen, 1997) and PRWORA enunciated reduced government rolls and self-

sufficiency and self-reliance for immigrants (Yeo & Johnson, 2013).  

After refining the results from the One Search tool, nine databases were found to 

provide relevant articles: Academic Search Premier, SocINDEX with Full Text, 

Psychology and Behavioral Sciences Collection, Business Source Premier, Health 

Source: Nursing/Academic Edition, Science Direct, Professional Development 

Collection, Master FILE Premier, and CINAHL with Full Text. These databases were 

searched for literature on mental health related help seeking for specific older Asian 

immigrants: Chinese, Japanese, Korean, Filipino, and Vietnamese Americans. 

 For the purpose of detailed information about sub minority groups, web-based 

reports and websites from government agencies, health policy groups, and advocacy 

organizations were explored using Internet search engines of Google and YAHOO!.  

2.2 Theoretical Framework: The Behavioral Model for Vulnerable Populations (Gelberg 

et al., 2000) 

For this study, the behavioral model for vulnerable populations (BMVP) of Gelberg, 

Andersen, and Leake (2000) provides the theoretical framework to explore predictors of 

mental health service use among older Asian immigrants as vulnerable populations.  

Health care utilization is the central issue for public health research, and in order to 

investigate complex and multifaceted behaviors of health care utilization, various theories 

(e.g., Parson’s [1951] sick role, Mechanic’s [1978] general theory of help seeking, 

Suchman’s [1965] stages of illness and medical care) and models (e.g., Rosenstock’s 

[1994] health belief model, Andersen’s [1968, 1995, 2008] health behavioral model, 
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Young’s [1981] choice-making model) have been used and refined (as cited in Rebhan, 

2011, p. 2-3).  The original health behavioral model by Andersen (1968) has undergone 

several revisions and updates that have expanded the model. Gelberg et al. (2000)'s 

BMVP was chosen for this study because it provides a foundation for understanding help 

seeking for mental health care among the populations that have been under-served (Chen, 

Kazanjian, & Wong, 2008; Gelberg et al., 2000).   

2.2.1 Health Behavioral Model  

 The health behavioral model has been widely used because it provides a useful 

conceptual framework for studying use of various types of health services (Jang et al., 

2010; Phillips, Morrison, Andersen, & Aday, 1998; Seal et al., 2010). The health 

behavioral model has evolved through several phases reflecting emerging issues, 

opinions, and critiques from other scholars, but the fundamental components of the model 

have not changed (Andersen, 2008).  In Phase 1 during the 1960s, predisposition to use 

services, factors to enable or impede use, and need for care were included in the model in 

order to define and measure multiple dimensions of access to care at the individual level. 

In Phase 2 (1970s), the health care system of contextual characteristics and consumer 

satisfaction outcomes were added to the model; then the model was expanded to include 

health status outcomes such as perceived and evaluated health in Phase 3 (1980s -1990s). 

Feedback loops were added in phase 4 (1990s) and changes to clearly divide contextual 

and individual determinants and the medical care process were added in the last phase 

(2000s).  
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A systematic review by Babitsch, Gohl, and Lengerke (2012) evaluated 16 

articles published from 1998 to 2011 on the use and implementation of the health 

behavioral model. They found that five different versions of the health behavioral model 

(Andersen, 1968; Andersen, 1995; Andersen & Davidson, 2001; Andersen & Newman, 

1973; Gelberg et al., 2000) were used.  The 1995 version was most frequently used, and 

the variables and findings were different across the studies. Babitsch et al. (2012) 

suggested that the characteristics of the study populations seemed to have significant 

impact on various findings.  Even though the most recent version developed by Andersen 

(2008) includes distinctive contextual characteristics in the model as well as individual 

characteristics, it may not be sufficient to explain the health of disadvantaged populations.  

For this study, the BMVP of Gelberg et al. (2000) was used because the current study 

focuses on older Asian immigrants as vulnerable populations and their acculturation and 

immigration factors as vulnerable domains influencing utilization of mental health 

services for older immigrants.     

2.2.2 Constructs of BMVP (2000) 

 In the health behavioral model, the population’s actual utilization pattern and 

level of health care services are described depending on the service type, the place 

provided, the purpose of the visit, and the time interval in terms of contact, volume, or 

continuity measures (Aday & Andersen, 1974; Andersen, 1968). The BMVP includes 

traditional and vulnerable domains in subsequent predisposition, enabling resources, need, 

and health behaviors, and the outcomes (e.g., health status and satisfaction with care) 

transcend the traditional and vulnerable domains. The BMVP is used in understanding 
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health service use by vulnerable populations and improvement in their health status 

(Gelberg et al. 2000).  First, the predisposing components that influence the 

“predisposition” of individuals’ health care service utilization are as follows: 

demographics (e.g., age and gender), social structure (e.g., race and religion), and health 

beliefs (e.g., values concerning health and illness) in the traditional domains and social 

structure (e.g., acculturation, immigration, and literacy) in the vulnerable domains. 

Second, the enabling resources represent the “means” to help individuals to access health 

care services, and are divided into two: personal/family resources (e.g., income and 

insurance coverage) and community resources (e.g., region and rural-urban character) in 

the traditional domains and personal/family resources (e.g., competing needs, ability to 

negotiate system) and community resources (e.g., crime rates and social service resources) 

in the vulnerable domains. Third, need based characteristics that influence health service 

utilization include health conditions (e.g., mental disorders, disabilities, functional 

limitations, and pain) measured by self-report or clinical evaluation in the traditional 

domain and health conditions of special relevance to vulnerable populations (e.g., 

tuberculosis, sexually transmitted diseases) in the vulnerable domains. Fourth, health 

behavior includes personal health practices and use of health services. Last, the model 

explains health status and satisfaction with care as outcomes that result from health 

behavior.  For this study, the predisposing, enabling, need, and health behavior 

components are used and health behavior is the study outcome (see Figure 1).  

 The model focuses on social structure and enabling resources in the vulnerable 

domains, and overcomes criticisms to original model (Andersen, 1968) overlooking 

social networks, social interaction, and culture and overemphasizing the importance of 



 

 

 

18 

need of health care (Gelberg et al., 2000). However, the BMVP has limited 

generalizabality for several reasons. First, the sample sizes of previous studies were small 

and were only applied to certain geographic areas. Second, there is a lack of evidence 

from previous studies to compare between service sectors and diseases. Third, there are 

problems of measuring objective need and efficient access (Andersen, 2008; Babitsch, 

Gohl, & von Lengerke, 2012; Gelberg et al., 2000).  

 

Figure 1. The Adapted  BMVP of  Gelberg et al. (2000) for This Study 

Ethnicity 

Chinese 

Japanese 

Korean 

Filipino 

Vietnamese 

 

  

Predisposing → Enabling → Need → Health Behavior 

       

Traditional Domains       

Demographics 

- Age 

- Gender 

- Marital status 

 

Social Structure 

- Education 

 

 

Personal/Family Resources 

- Poverty level 

- Insurance 

 

Community Resources 

- Neighborhood cohesion 

- Civic engagement 

 

Perceived Health 

- Perceived mental 

health service need 

 

Evaluated Health 

- Mental distress (K6) 

 

 

Mental Health 

Service Use 

-  Mental health 

service use 

- Frequency of 

mental health 

service use 

       

Vulnerable Domains       

Social Structure 

- Acculturation 

 

 

Community Resources 

- Perceived safety 
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2.2.3 Application of Health Behavioral Model to Mental Health Service Use 

The Andersen’s model (1968) was mainly used for studies on health service 

utilization in non-Hispanic White populations, and has been widely used in research 

examining factors related to medical service use (Babitsch, at al., 2012; Phillips et al., 

1998). However, the application of the revised models has increased. This is due to the 

demand for implementation research regarding conceptual models which have been 

focused on finding predictors that promote health care service use (Proctor, Landsverk, 

Aarons, Chambers, Glisson, & Mittman, 2009). A systematic review about the 

Andersen's model showed that study context and sample characteristics had strong 

impacts on the existence, strength, and direction of associations with health service 

utilization among included studies (Babitsh et al., 2012).  

Of particular relevance to this dissertation, four studies that examined mental 

health service utilization among minority immigrants using the health behavioral model 

are reviewed. Specifically, four studies on immigrants or other vulnerable populations are 

discussed below: Latina immigrants in Washington, DC (Hochhausen, Le, & Perry, 

2011), Latino and Asian immigrant elders in the U.S. (Kim, Jang, Chiriboga, Ma, & 

Schonfeld, 2010), older Korean immigrants in Florida (Jang, Kim, Hansen, & Chiriboga, 

2007), and community-dwelling adults with low income levels and high levels of distress 

(Stockdale, Tang, Zhang, Belin, & Wells, 2007).  As Table 3 presents, each study 

examined constructs from the health behavioral model with some variability in how the 

constructs were measured.  The four studies had common predisposing characteristics 

including age, gender, education, and marital status.  In addition, race and ethnicity, 
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employment status, and number of children were used as predisposing factors in some 

studies. 

 

Table 3. Applied Health Behavioral Model Domains and Variables Examined in 

Reviewed Studies 

Domain Health Behavioral Model Reviewed Studies 

Predisposi

ng factors 

- Age, sex, marital status, past illness 

- Education, race, occupation, family 

size, ethnicity, religion, residential 

mobility 

- Values concerning health and 

illness, attitudes toward health 

services, knowledge about disease 

K
a
 - Age*, sex*, marital status, educational 

attainment 

S
b
 - Age*, gender, marital status, education, race 

and ethnicity*, employment status, poverty 

H
c
 - Age*, years in the U.S., education, number of 

children, presence of children in home country, 

presence of a partner 

J
d
  - Age, sex, marital status, educational attainment, 

years in US*  

Enabling 

factors 

-Income, health insurance, type of 

regular source, access to regular 

source) 

- Ratios of health personnel and 

facilities to population, price of 

health services, region of country, 

urban-rural character 

K
a
 -  Years in US, English-speaking ability 

S
b
 - Insurance*, income*, social support, Area 

Resources File, ADM care facilities 

H
c
 - Elapsed time between referral and mental 

health evaluation*, used case manager*, mental 

health evaluation*, presence of insurance 

J
d
  - Prior contacts with mental health professionals, 

personal beliefs about mental illness* 

Need 

factors 

-Perceived and evaluated (Disability, 

symptoms, diagnoses, general 

state) 

 

K
a
 -  Mood*/anxiety disorders, self-rated mental 

health* 

S
b
 - Perceived need, Mental Health Inventory 

H
c
 - Depressive symptoms*, suicidal ideation, 

history of violence, history of depression, 

presence of anxiety, current domestic violence 

J
d
  - Anxiety, suicidal ideation, depressive 

symptoms* 

Mental 

service 

use 

Care verified through the physician 

or clinic 

K
a
 -  Four mental health services use 

S
b
 - Access to ADM services 

H
c
 - Visit to a mental health provider 

J
d
  - Attitude toward mental health services 

a
 Kim et al. (2010); 

b 
Stockdale et al. (2007); 

c 
Hochhausen et al. (2009); 

d 
Jang et al. (2007). 

* Significant effect.  

  

However, there were some differences in how the four constructs (predisposing 

factors, enabling factors, need factors, and health behavior) were operationalized across 

the four studies examined.  Although the health behavioral model has income as an 
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enabling factor, Stockdale et al. (2007) conceptualized poverty as a predisposing factor 

because it might present predisposing vulnerability rather than accessibility to services. 

Hochhausen et al. (2009) and Jang et al. (2007) employed years in the U.S. as a 

predisposing factor, but Kim et al. (2010) considered the variable as an enabling factor 

for access to mental health care. Previous studies also used different variables to 

operationalize enabling factors.  Kim et al. (2010) used language skills; Stockdale et al. 

(2007) used insurance, income, social support, and community resources; Hochhausen et 

al. (2009) considered the completion of mental health evaluation and use of case 

manager; and Jang et al. (2007) used prior contacts with mental health professionals and 

individual beliefs.  Moreover, previous studies used various self-rated mental health 

conditions to operationalize need factors such as anxiety disorder, depressive symptoms, 

suicidal ideation, and general mental health related measures. Although mental health 

services utilization was used as the outcome in three studies, Jang et al. (2007) asked 

their participants about their attitude toward mental health services as the outcome. 

The four studies reviewed reported different findings. Stockdale et al. (2007) 

found that Non Whites, the poor, uninsured, and elderly among 11,137 respondents 

selected via telephone survey reported less use of mental health services. Hochhausen et 

al. (2009) found that low income Latina immigrants who were older, depressed, and used 

case management services were more likely to use mental health service. Even though 

Asian elderly were interviewed in both the Kim et al. (2010) and Jang et al. (2007) 

studies, the findings were different. Kim et al. (2010) found that only need factors such as 

mood disorders and poor self-rated mental health were associated with service use. 

However, Jang et al. (2007) found that participants residing in the U.S. for a shorter time, 
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with higher levels of depression, and with cultural beliefs, such as lower levels of 

knowledge about mental health and higher levels of stigmatization, were related to 

negative attitude toward mental health service use.  

2.3 Acculturation and Mental Health 

The concept of acculturation has been used since the early 20
th

 century and 

explains the various experiences of ethnic and cultural minorities (Trimble, 2003). In 

addition, acculturation has been a key construct in mental health studies among minority 

ethnic populations as vulnerable populations (Matsudaira, 2006; Shin & Shin, 1999). 

With a focus on older Asian immigrants, previous studies used various approaches to 

measure acculturation, acculturation factors, and the association between acculturation 

and mental health. 

2.3.1 Acculturation Factors 

 Level of acculturation among immigrants could be influenced by internal and 

external factors during the acculturation process. Internally, age has been found to be a 

significant predictor of level of acculturation. Younger individuals have lower levels of 

ethnic identity and greater acculturation than older adults (Gong, Takeuchi, Agbayani-

Siewert, & Tacata, 2003; Jang et al., 2007; Meredith, Wenger, Liu, Harada, & Kahn, 

2000; Park, Paik, Skinner, Ok, & Spindler, 2003). Education and economic stability are 

also related to acculturation among immigrants (Aycan & Berry, 1996; Baek Choi & 

Thomas, 2009; Berry, 1997).  Specifically, those with more education and economic 

stability are less stressed by the acculturation process. In addition, length of residence in 

the U.S., immigrant generation, and fluency of English are stated as core factors of 
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acculturation in previous studies; that is, younger generation, living in the U.S. longer, 

and being more proficient in speaking English are associated with higher acculturation 

(Berry, 2002; Oh, Koeske & Sales, 2002; Park et al., 2003; Yeh, 2003). However, the 

results of studies addressing relationships between gender, race, and ethnicity and 

acculturation are not consistent.  

Few studies have addressed the significance of acculturation on specific ethnic 

groups. For instance, in Asian young adults (Ghuman, 1998) and in non-European 

immigrant youths (Gibson, 2001), females were found to have a higher acculturation 

level than males. However, in Chinese, Korean, and Japanese immigrant youths (Yeh, 

2003) and in Korean immigrants (Oh et al., 2002), there were no differences by gender on 

acculturation. Different ethnic backgrounds in terms of cultural values, customs, 

language, and religion are likely to influence immigrants’ acculturation (Baek Choi & 

Thomas, 2009). Even though the relationship between ethnicity and acculturation seems 

clear, it is difficult to compare findings across studies because of the different definitions 

and measurements used with different ethnic groups (Phinney, 2003). 

Ethnic community environments or social networks of neighborhoods in the host 

country are important external factors for stigma of chronic and severe mental illness 

influencing acculturation (Liu, Hinton, Tran, Hinton, & Barker, 2008). Social support 

from family members and friends are found to relate to higher acculturation and alleviate 

acculturative stress (Noh & Kaspar, 2003; Wierzbicki, 2004; Wong & Mock, 1997). 

Similarly, larger household size was related to higher levels of acculturation (Meredith et 

al., 2000).   
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2.3.2 Acculturation Impact on Mental Health 

 Various problems associated with mental health during the life span could be 

generated from the acculturation process such as depression, anxiety, substance abuse, 

perceived discrimination, and negative expectations of the future (Organista, Organista, 

& Kurasaki, 2002; Vega & Alegria, 2001). Acculturation requires adaptation to cultural 

differences and can cause acculturative stress that has important implications for mental 

health (Bernstein, Park, Shin, Cho, & Park, 2011; Berry, Kim, Minde, & Mok, 1987; 

Jang & Chiriboga, 2010; Miller & Chandler, 2002; Oh et al., 2002; Organista, Organista, 

& Kurasaki, 2002).  Empirical studies found that acculturative stress is associated with 

high levels of depression and anxiety symptoms, as well as a sense of isolation (Sharkey, 

Sander, & Jimerson, 2010). 

2.3.2.1 Relationship between acculturation and mental health 

 Immigrants are often afflicted with psychological distress during the acculturation 

process (Mui & Kang, 2006). An important cause of this among Asian immigrants might 

be value conflicts with the new culture because they might differentiate behavioral from 

acculturation values (Shim & Schwartz, 2008). In spite of many studies about the 

relationship, results of existing literature have shown that the relationship is not simple or 

clear.  

Previous research suggests that there are three types of direct relationships 

between acculturation and mental health: positive, negative, and curvilinear (Gamst, 

Dana, Der-Karabetian, Aragon, Arellano, & Kramer, 2002; Rogler, Cortes, & Malgady, 

1991; Shen & Takeuchi, 2001).  First, most of the findings have supported the positive 
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relationship. This means that during the acculturation process, higher acculturation level 

is related to better psychosocial well-being (Berry, 2002; Jang & Chiriboga, 2010; Shen 

& Takeuchi, 2001). Second, Nguyen and Peterson (1993) found that the negative 

relationship assumes that those who are more acculturated might face more dissonance 

and conflict in order to balance between two different cultures; therefore, a high level of 

acculturation can cause poor mental health in ethnic minorities. Finally, Rogler, Cortes, 

and Malgady (1991) stated that the relationship is U shaped curvilinear and that good 

mental health results from the optimal combination of traditional culture and host culture. 

This means that those who are least acculturated or most acculturated might have more 

comfortable mental statuses than people experiencing halfway through acculturation. 

 In order to better understand the relationship between acculturation and mental 

health for Asian immigrants, Organista, Origanista, and Kurasaki (2002) suggested 

examining the indirect relationship between acculturation and mental health by 

considering mediating variables such as trauma, physical health status, social support, 

and conflict experiences related to discrimination. Jang and Chiriboga (2010) found that 

acculturative stress mediated the effect of acculturation on mental distress among older 

Koreans in Florida. Hwang and Ting (2008) suggested that different types of social 

connections such as social networks, neighborhood cohesion, social support, and family 

relations (support and conflict) could be mediators between these two variables. Oppedal, 

Røysamb and Sam (2004) found that acculturation to different cultures positively 

affected social support and self-esteem and indirectly improved mental health. Family 

conflict was found to play a mediating role between acculturation and depressive 

symptoms (Gonzales, Deardorff, Formoso, Barr, & Barrera, 2006). Neighborhood 
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cohesion was shown as a mediator between immigration related factors and self-rated 

physical and mental health among Asian Americans (Zhang & Ta, 2009). In sum, there is 

a direct relationship between acculturation and mental health. Previous research also 

indicated that several mediators (e.g., social support, family conflict, and acculturative 

stress) could play important roles between acculturation and mental health among 

immigrants which these studies confirmed.  

2.3.2.2 Acculturation and mental health among Asian older adults 

 Compared to research on Latino immigrants, empirical studies on mental health of 

Asian older adults have been limited, and the findings related to acculturation and mental 

health for Asians were not consistent across studies (Hwang & Ting, 2008). Older Asians 

have lower rates of alcohol and substance use, higher level of ethnic identification, and 

greater level of limited English proficiency compared to other ethnic minority groups 

(older Hispanics and older African Americans) (Mui, Kang, Kang, & Domanski, 2007).   

As articulated in the previous section, older Asians in North America are not a 

homogeneous group because of diverse historic, cultural, religious, linguistic, and 

immigration experiences (Kuo, Chong, & Joseph, 2008; Lee et al., 2000). Therefore, 

studies to investigate within-group differences among Asian subgroups are needed 

regarding mental status during the acculturation process because those populations are 

usually less represented in national surveys (LaVeist, 1995; Mui & Kang, 2006).  The 

limited literature available on each Asian immigrant population included in this 

dissertation is discussed below. 
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 Chinese older adults. Previous studies on the Chinese population suggested a 

significant relationship between acculturation and mental health. First of all, those who 

were more proficient in English were less likely to be depressed (Casado & Leung, 2001; 

Mui, Nguyen, Kang, & Domanski, 2007). Other factors associated with mental health of 

older Chinese were found.  Mui (1998) found that not being married, higher education, 

and more stressful life events were related to depression. Casado and Leung (2001) found 

that migratory grief experience was a significant predictor of depression. Moreover, in 

two studies that examined elderly Chinese in Canada (Chow, 2010; Lai, 2004), 

acculturation related indicators were also significantly associated with mental health; 

longer residence in Canada, more cultural barriers, and stronger cultural values were 

related to more mental health problems.  

 Japanese older adults. Specific studies on the relationship between acculturation 

and mental health among older Japanese in the U.S. were not found, but there were 

studies of the relationship between social support and mental health status. For instance, 

Nemoto (1998) examined social support and psychological well-being of Japanese older 

adults in New York City, and found that those having more social support had better 

mental health status. Iwamasa and Iwasaki (2011) found that most of the older Japanese 

Americans in their focus group sample were moderately acculturated and did not report 

any serious depressive symptoms. Chae and Foley (2010) examined the relationship 

between ethnic identity, acculturation, and psychological well-being among Japanese 

adults (not limited to older adults) and found that those with stronger ethnic identities had 

better psychological well-being of Japanese adults. 
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 Korean older adults.  Several studies found that mental health was a common 

problem for Korean older adults and higher acculturation was associated with better 

mental health (Han, Kim, Lee, Pistulka, & Kim, 2007; Jang & Chiriboga, 2010; Kang, 

Domanski, & Moon, 2009; Lee & Yoon, 2011; Min, Moon & Lubben, 2005). 

Community resources were significant factors affecting the mental health status of older 

Korean immigrants. For instance, Kang and colleagues (2009) examined coping 

resources such as spiritual, social, financial, and social supports. They compared 

ethnically isolated Korean elderly with those residing in Korean ethnic enclave 

neighborhoods and found that the former group had higher incidence of depressive 

symptoms than the latter group; English proficiency had the most powerful effect on 

depression in both groups.  

Lee, Moon, and Knight (2004) found that even though acculturation was not 

significantly related to depression among older Korean immigrants, positive supports 

from family members improved their mental health. Mui (2000) found that older Koreans 

who were more likely to be depressed had reported poorer health, more stressful life 

events, dissatisfaction with family support, and only having a few good friends. Jang and 

Chiriboga (2010) found that in a sample of Korean older adults in Florida, higher levels 

of acculturation were related to lower levels of acculturative stress; lower levels of 

acculturative stress were associated with lower levels of depression. Han and her 

colleagues (2006) found that Korean older adults who had higher acculturative stress had 

more depression symptoms. In sum, the findings result in inconsistent results, but all 

studies except Lee et al. (2004) suggested that higher levels of acculturation and more 

community resources are related to better mental health among older Koreans.  
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 Filipino older adults. There was limited empirical evidence on acculturation and 

mental health from previous literature on the Filipino population. In the study of Mui and 

Kang (2006), they found that Filipino Americans who are less acculturated seem to have 

higher depression levels. Kataoka-Yahiro (2010) found that elderly Filipino Americans 

who were more involved in the role of caregiver for their grandchildren, more educated, 

more proficient in speaking English, and lived in the U.S. for a longer period of time had 

higher levels of acculturation. Thompson, Manderson, Woelz-Stirling, Cahill, and 

Kelaher (2002) studied the mental health of Filipino women in Australia, and found that 

Filipino women often reported stigma of mental illness. For instance, they might consider 

consulting psychiatric services to be 'crazy' and damaging to their family's image, so they 

would be less likely to utilize services. 

 Vietnamese older adults. For the Vietnamese population, only one study that 

examined older Vietnamese adults was identified (Shapiro, Douglas, Rocha, Radecki, 

Vu, & Dinh, 1999). They found that Vietnamese over 60 years old had lower levels of 

psychosocial acculturation and biculturalism and higher level of depression than the 

younger (ages 18-23) Vietnamese in their study. Additionally, higher levels of 

acculturation and higher level of family conflict were associated with higher levels of 

mental distress whereas higher levels of social support were related to lower levels of 

mental distress. Not specifically in older adults, Tran (1988) examined Vietnamese 

immigrants aged 40 and over and suggested that the lack of English language 

acculturation among older Vietnamese in the U.S. could lead to psychological problems 

in this group due to difficulty related to intergenerational communication and barriers to 

access health and social services. Gellis (2003) also studied the relationship between 
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social supports and depression among Vietnamese adults, and found that higher levels of 

social supports were related to lower levels of depression, but length of stay in the U.S. 

was not a significant factor for depression. Interestingly, Gellis also found that social 

support from their same ethnic group was found to be negatively associated with 

depression, but social support from different ethnic groups was associated with reduced 

depressive symptoms. 

 In sum, there were similarities and differences in findings across the five ethnic 

populations. English proficiency was an important indicator to explain acculturation 

process and mental health status; people having higher levels of English proficiency had 

better mental health condition across ethnicities. Moreover, family or social supports 

were beneficial to mental health condition in common. However, the effect of 

acculturation had different findings across the ethnicities and studies. For Vietnamese 

population, higher levels of acculturation were associated with higher level of mental 

distress, while for Japanese, stronger ethnic identity related to less depression.   

2.3.2.3 Comparative studies on acculturation and mental health across samples 

There are limited comparative studies on acculturation and mental health 

outcomes across older Asian ethnic groups. Mui and Kang (2006) examined the 

association between acculturation stress and depressive symptoms of six groups of Asian 

immigrant elders in New York: Chinese, Filipino, Indian, Japanese, Korean, and 

Vietnamese. They found that around 40% of the total sample had possible depressive 

symptomatology, and higher acculturation stress was related to higher levels of 

depression. Specifically, in Mui et al. (2007), the Filipino and Japanese groups had better 
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linguistic acculturation than the Korean, Chinese, and Vietnamese groups. In addition, 

Filipino and Korean older adults reported lower levels of depression than Japanese, 

Chinese, and Vietnamese older adults.  Wong, Yoo, and Stewart (2007) examined older 

Chinese and Korean immigrants and found that they were not highly acculturated, but 

Koreans had more depression than the Chinese. Also, family and social supports 

increased the psychological well-being of older Chinese and Koreans.  

Kim, Chiriboga, Jang, Lee, Juang, and Parmelee (2010) used the 2007 California 

Health Interview Survey (CHIS) data and explored health status of five older Asian 

groups (Chinese, Japanese, Korean, Filipino, and Vietnamese). They found that older 

Asians were not a homogeneous group regarding socio-demographic characteristics such 

as age, gender, education status, income, insurance coverage, and English proficiency. In 

their study, older Korean adults had the highest psychological distress and older Japanese 

adults had lowest psychological distress of all groups. The ethnic disparities regarding 

mental health between Mui and colleagues (2007) and Kim and colleagues (2010) might 

result from different study settings, including geographic differences, and different 

instruments used to measure mental health status.  

Finally, in a review of two decades’ research on depression and its correlates 

among older Asian immigrants, Kuo et al. (2008) found that depression was often 

reported among older Asians, and those who are women, are more recent immigrants, 

have limited proficiency in English, are less acculturated, access fewer social services, 

have poor health status, and fewer social supports are more likely to have depression. 
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2.4 Factors Associated with Mental Health Service Use 

 The rapid increase of the older Asian immigrant population necessitates a better 

understanding of their help-seeking behaviors and perceptions about mental health 

disorders.  Older Asian immigrants who have strong traditional values and attitudes 

rarely disclose mental and interpersonal problems, which may influence their mental 

help-seeking patterns (Le Meyer, Zane, Cho, & Takeuchi, 2009; Tracey, Leong, & 

Glidden, 1986; Yamashiro & Matsuoka, 1997). However, little research has been 

conducted about mental health service utilization among older Asian immigrants 

(Yamashiro & Matsuoka, 1997). Based on the BMVP by Gelberg et al. (2000), the next 

section presents and synthesizes results and findings of albeit limited previous literature 

related to mental health service utilization for five older Asian groups.   

2.4.1 Mental Health Service Utilization 

Access to mental health care is a complex and dynamic outcome related to factors 

at the system level as well as the individual level (Stockdale et al., 2007).  People seek 

help from a variety of service sectors such as general medical providers, mental health 

specialists, and other human resources when experiencing common mental health 

problems such as mental distress, depression, anxiety, and other adjustment disorders 

(Mishra, Nagpal, Chadda, & Sood, 201; Shapiro et al., 1999). Dezetter and colleagues 

(2013) found that non-institutionalized adults from six European countries who are over 

49 years, not highly educated, lower income, and suffering mood or severe mental 

disorders are more likely to seek care from a primary care physician or a general 

practitioner rather than any other mental health professionals such as a counselor, 
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psychiatrist, or social worker. General practitioners of developed countries in Europe 

play a more involved role in mental health care than in the US. Moreover, Asian 

Americans prefer seeing primary care physicians to mental health professionals for their 

psychological problems because of a cognitive barrier that Asian Americans tend to 

believe mental disorders result from physical problems (Leong & Lau, 2001). Adair et al. 

(2003) and Wierdsma, Mulder, Vries, and Sytema (2009) concluded that measuring “the 

number of visits made” as mental health treatment use might provide a better 

understanding about the patient characteristics as well as the characteristics of the service 

provider and system than measuring the construct dichotomously as “at least one visit”. 

This also might provide better understanding about predictors to persistence in mental 

health care treatment as well as to initiation of mental health services (Leong & Law, 

2001). 

2.4.2 Predisposing Factors 

Socio-demographic characteristics and acculturation related to mental health 

service utilization are presented here from reviewed literature.  

2.4.2.1 Demographics and social structure in traditional domains 

Several variables in predisposing construct of BMVP that are associated with 

mental health service utilization are socio-demographic characteristics. Previous 

literature documents age, gender, and racial and ethnic differences in the use of health 

services for mental health problems (Freiman & Cunningham, 1997; Stockdale et al., 

2007; Zuveka & Fleishman, 2008). Reviewed studies consistently found that ethnic 

minorities (Hispanics, Asian Americans, and African Americans) have lower likelihoods 
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of mental health service use than White Americans. Moreover, Wang, Lane, and Olfson 

(2005) and Nguyen (2011) reported that in national epidemiological studies, mental 

health service use of Asian Americans (8.6%) is half the rate of use in the general U.S. 

population (17.9%).  Also, Sorkin, Tran and Hays (2008) found that Vietnamese were 

less likely to use mental health services than whites; and Sorkin, Pham, and Ngo-Metzger 

(2009) found that Asian older adults had less access to mental health services than 

whites. 

However, age is not consistently related to mental health service utilization. 

Stockdale at al. (2006) found that elderly had lower likelihoods of mental health service 

use than younger adults; Hochhausen and colleagues (2011) found that older age was 

significantly associated with more use of mental health service for Latina immigrants; 

however, Ward and Heidrich (2009) found that age difference for African American 

women was not significant for the service use. Also, several studies found women were 

more likely to use mental health services than men (Cohen, Gima, Bertenthal, Marmar, & 

Seal, 2010; Katz, Kessler, Frank, Leaf, Lin, & Edlund, 1997; Leaf, Livingston, Tischler, 

Weissman, Holzer, & Myers, 1985). 

In addition to basic demographics (age, gender, race, and ethnicity), education 

and marital status were often examined as predisposing factors for mental health service 

utilization. Sorkin and colleagues (2009) found that not being married was a significant 

predictor of more use of mental health services in minority elderly, but education was 

not. Kim and colleagues (2010) found that both variables (marital status and educational 

attainment) were not significant for Latino and Asian immigrants. In the study by 

Zuvekas and Fleishman (2008), higher educational attainment was related to more mental 
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health service use. Chen et al. (2008) found that after controlling other factors (age, place 

of origin, marital status, and English skill), education had little relationship to general 

practitioner visits, but among Chinese Canadians married women were more likely to use 

mental health services than single or separated/divorced/widowed women.  

2.4.2.2 Acculturation and immigration in vulnerable domains 

Kung (2004) found that higher acculturation and older age significantly enhanced 

the likelihood of mental health service use for randomly selected Chinese population in 

California. Using the 2001 CHIS data, Nguyen (2011) found that of three acculturation 

proxies (immigration status, English proficiency, and length of stay in the U.S.), English 

proficiency was the only significant predictor of perceived mental health need among 

older Asian immigrants. Le Meyer et al. (2009) examined English proficiency as a proxy 

acculturation variable and suggested that more acculturated Asian Americans might have 

greater likelihood of receiving referrals to mental health services.    

Other variables regarding acculturation such as length of time in the U.S. and 

language use or language preference were placed under the predisposing factors in 

previous literature on mental health service utilization (Chen et al., 2008; Hochhausen et 

al., 2011; Jang et al., 2007). Previous studies have shown that language use was one of 

the most significant predictors of mental health service use. Sentell, Shumway, and 

Snowden (2007) found that there was a significant difference in the mental health 

treatment access between non-English speaking Asian immigrants and English speaking 

Asian immigrants where the former had better access than the latter; however, U.S.-born 

and length of stay in the U.S. were not significant predictors of mental health treatment 
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access. However, Chen et al. (2008) obtained opposite findings that the length of stay 

was associated with a significant increase in mental health visits among Chinese 

Canadians, but language skill related findings were not consistent with previous studies 

that found English skill was a protective factor for service use. Using data from the 

National Latino and Asian American Study (NLAAS; 2002–2003), Kim and colleagues 

(2010) found that good English speaking ability and years of residence in the U.S. were 

not associated with mental health service use for older Latino and Asian immigrants. 

However, using the same data, Kim and colleagues (2011) found that limited English 

proficiency was a barrier to mental health service use only in Latino adults with 

psychiatric disorders. In sum, English proficiency was a relatively more important 

predictor of mental health service use among minority immigrants than other variables 

such as length of stay and origin of country. This might suggest that communication 

ability or English proficiency are variables worth examining given the challenges 

navigating the mental health care systems.     

2.4.3 Enabling Resources 

Personal/family and community resources in the traditional and vulnerable 

domains influencing mental health service utilization are presented here from reviewed 

literature.  

2.4.3.1 Personal/family and community resource in traditional domains 

In the BMVP, income and insurance were used as personal resource factors for 

mental health service use in previous literature. Stockdale and colleagues (2007) found 

that health insurance coverage was a significant predictor for general alcohol, drug, and 
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mental health (ADM) care and any specialty ADM care, but income was only a predictor 

of any general ADM among the adult population in the U.S. This means that lower 

income and not being insured are associated with decreasing mental health treatment. 

Also, Sentell and colleagues (2007) found that adults with insurance had higher rates of 

mental health service use than those without insurance. Mental health service use of both 

U.S. born and foreign born Asians in Le Meyer and colleagues’ (2009) study was not 

related to insurance coverage and household income.  In Kim, AguadoLoi, Chiriboga, 

Jang, Parmelee, and Allen’s (2011) study, only Latino immigrants with health insurance 

were more likely to use mental health service, but Asians were not.  

Hernandez, Nesman, Mowery, Acevedo-Polakovich, and Callejas (2009) 

suggested that the social context of the communities being served is important for mental 

health service use. Stockdale and colleagues (2007) examined functional social support 

and social service availability at the community level and found that these were not 

related to mental health service utilization among the adult population in the U.S. 

However, a literature review by Albert, Becker, Mccrone, and Thornicroft (1998) found 

that smaller social networks or less social support were related to more frequent 

hospitalization related to mental health problems. Similarly, Thoits (2011) found that 

higher support was related to lower perceived need for mental health treatment among the 

general adult U.S. population. Based on the findings, she suggested that supportive 

relationships could be used in place of formal mental health treatment or possibly delay 

treatment seeking.  Moreover, neighborhood with a high degree of social cohesion (e.g., 

high level of connectedness or trust among neighbors) may reinforce health-promoting 

behaviors (Echeverría et al., 2008).  Hendryx, Ahem, Lovrich and McCurdy (2002) found 
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that better access to health care service is positively associated with community social 

capital (e.g., engagement in civic affairs and interpersonal trust). 

2.4.3.2  Community resource in vulnerable domains 

For older immigrants as a vulnerable population, community or neighborhood 

satisfaction such as personal safety might influence mental health and mental health 

related help-seeking. Leslie and Cerin (2008) found that crime rate was closely related to 

safety and walkability of residents, and then, the higher levels of safety and walkability 

were associated with better condition of mental health.  Meltzer, Vostanis, Goodman, and 

Ford (2007) found that perceptions of trust, honesty and safety in neighborhood had a 

positive effect on mental health condition.  Also, in Hendryx, Ahem, Lovrich, and 

McCurdy (2002), personal safety was a protective factor of using of health care service.  

2.4.4 Need 

Previous literature indicates that need factors are the most direct indicator for 

mental health service utilization. Mental health status and mental health service need in 

the traditional/vulnerable domains were reviewed as need factors. 

2.4.4.1 Mental health status 

In previous studies, mental health conditions have been collected either through 

self-report or from diagnoses recorded in medical records. Most studies are based on 

instruments evaluating specific mental disorders such as depression, or anxiety, or 

general mental distress. A few studies found no significant relationship between mental 

health status and the service use (Mo & Mak, 2009), but most studies consistently found 

that need factors are significant predictors of mental health service utilization 
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(Hochhausen et al., 2009; Jang et al., 2007; Kim et al., 2010). For older Asian and Latino 

immigrants, mood disorders and poor self-rated mental health were significantly 

associated with mental health service use (Kim et al., 2010). Moreover, depressive 

symptomatology was a significant predictor of attending mental health services 

(Hochhausen et al., 2009).  

2.4.4.2 Mental health service need 

The recognition of perceived mental health service need has been rarely examined 

in the previous literature. Kung (2004) examined perceived barriers to mental health 

treatment among Chinese Americans putting two constructs in her analytic model: 

practical and cultural barriers. Using factor analysis, she found that failure to recognize 

the mental health service need was one of the cultural barriers. Also, she showed that 

practical barriers (e.g., cost of treatment, time, knowledge of access) predicted utilizing 

mental health service, but cultural barriers (e.g., credibility of treatment, recognition of 

mental health service need, fear of loss of face) were not significant predictors of service 

use. Atkinson and Gim (1989) found that more acculturated Asian immigrants were more 

likely to recognize personal need for professional psychological help. Therefore, 

examining the connection between perceived mental health need and actual use of the 

service among older Asian immigrants is important to better understand their help-

seeking regarding mental health using the BMVP (Hochhausen et al., 2009). 

2.5 Gaps in the Literature 

In order to explore mental health related issues among older Asians, previous 

studies were reviewed, and several gaps in the literature were identified. First, looking at 
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differences among older Asian immigrants from different countries or cultures is 

important, but there was limited research examining different Asian immigrant 

populations. For instance, even though studies of Asian immigrants have been conducted 

regarding mental health, there were few studies that specifically examined older adults.  

Also, most studies used Chinese and Korean samples, where few studies 

examining Japanese, Vietnamese, and Filipino samples were found. Individuals from 

different countries would experience a certain acculturation process due to an effect of 

country of origin cultural background. Individuals who experience different acculturation 

processes might have different mental health conditions and different patterns of mental 

health behaviors. Therefore, it is important to systematically investigate the five 

ethnicities of older Asian immigrants.   

Second, examining acculturation and its effects on mental health service 

utilization among older immigrants is important. There were studies on the relationship 

between acculturation and mental health condition among older immigrants, and most 

studies suggested that people with a higher level of acculturation were less likely to have 

mental distress or depression symptoms. In spite of the importance of acculturation and 

mental health condition to mental health service utilization among older immigrants, only 

a few studies examined mental health service utilization and among those, limited 

attention was given to acculturation.  

Last, there are few studies applying the health behavioral model to mental health 

service utilization, even though the model has been widely used as a framework for 

studies of access to medical care.  Also, studies applied the model examined the mental 

health utilization outcome as a dichotomous (yes/no) variable rather than a continuous 
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variable, which can limit the understanding about help seeking of ethnic minorities. 

Moreover, a systematic review on the health behavioral model found that 

operationalizing constructs and variables under the model in the reviewed studies were 

not consistent (Babitsch et al., 2012).  In sum, this model was used for this study in order 

to explore its usefulness for mental health service and to find clear constructs and 

appropriate variables for minority elderly populations. 

2.6 Research Aims and Questions 

Based on the BMVP and prior literature, the purpose of this dissertation, research 

aims, and specific questions were created.  In order to understand differences among the 

five ethnic subgroups of older Asian immigrants in California and to examine predictors 

of mental health service utilization within each ethnic subgroup individually, the 

following research aims and questions were examined: 

2.6.1 Research Aim 1. To examine whether five ethnic subgroups of older Asian 

immigrants in California differ in predisposing, enabling, and need factors, and mental 

health service utilization.  

Research Question 1: Are there differences in predisposing factors (demographic 

characteristics and acculturation) among the five ethnic subgroups of older Asian 

immigrants in California?  

Research Question 2: Are there differences in enabling factors (personal/family resources 

and community resources) among the five ethnic subgroups of older Asian immigrants in 

California?  



 

 

 

42 

Research Question 3: Are there differences in need factors (mental health status and 

mental health service need) among the five ethic subgroups of older Asian immigrants in 

California? 

Research Question 4: Are there differences in mental health service utilization among the 

five ethic subgroups of older subgroups of older Asian immigrants in California? 

2.6.2 Research Aim 2. To examine whether predisposing, enabling, and need 

factors are related to mental health service utilization in each of the five ethnic 

subgroups of older Asian immigrants in California. 

Research Question 5: How are predisposing, enabling, and need factors related to mental 

health service utilization among Chinese older immigrants in California? 

Research Question 6: How are predisposing, enabling, and need factors related to mental 

health service utilization among Japanese older immigrants in California? 

Research Question 7: How are predisposing, enabling, and need factors related to mental 

health service utilization among Korean older immigrants in California? 

Research Question 8: How are predisposing, enabling, and need factors related to mental 

health service utilization among Filipino older immigrants in California? 

Research Question 9: How are predisposing, enabling, and need factors related to mental 

health service utilization among Vietnamese older immigrants in California? 
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CHAPTER 3: METHOD 

The research questions were addressed quantitatively using secondary data with a 

large sample of different ethnic groups from the California Health Interview Survey 

(CHIS). Factors associated with mental health status and mental health service use among 

older immigrants from five different Asian countries were explored.  Descriptive 

analyses, correlations, and regression analyses were used in this dissertation.  This 

chapter presents the data source, sample selection criteria, overview of the study sample, 

measures in each construct, and analytic strategies for this study.  

3.1 Data Source 

 The data for the study were extracted from the CHIS 

(http://healthpolicy.ucla.edu/chis/data/Pages/public-use-data.aspx), which was funded by 

California state, federal agencies and from several private foundations and conducted by 

the University of California, Los Angeles (UCLA) Center for Health Policy Research in 

collaboration with the California Department of Public Health and the Department of 

Health Care Services. The CHIS is the largest state health survey in the U.S. and it is a 

longitudinal survey conducted biennially since 2001. The survey provides health related 

information on California’s large and diverse ethnic groups, including: health status, 

health conditions, health-related behaviors, health insurance coverage, access to health 

care services, and other health related issues. Numerous racial and ethnic groups 

including Latinos and Latino ethnic groups, African Americans, American Indian/Alaska 

Natives, and Asians (including Chinese, Japanese, Korean, Filipinos, Vietnamese, and 

other South Asians) were interviewed using five languages (English, Spanish, Chinese, 
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Korean, and Vietnamese). The CHIS data are collected from randomly selected 

households in California, and from each household, a random sample of adults, teens, and 

children are asked to participate in the survey; therefore, the data are composed of three 

parts: (1) household, (2) adult, and (3) teen and child surveys. For this study, the public 

use datasets for 2009, 2011-2012, and 2013 CHIS Adult Survey were merged for data 

analysis. In addition, in order to gain access to the highly sensitive information regarding 

mental health treatment, a request for access to the confidential data file of the 2009, 

2011-2012, and 2013 CHIS Adult Survey (maintained by the Data Access Center [DAC]) 

was made after the proposal for this dissertation was successfully defended, and this 

study was granted.  

 The 2009, 2011-2012, and 2013 CHIS Adult Surveys included 111,273 adults 

(age 18 and over) in 56 county-based geographic sampling strata of California: 47,614 

adults in 2009, 42,935 adults in 2011-2012, and 20,724 adults in 2013. There were three 

sampling frames in the CHIS data: a random digit dial (RDD) frame of (1) landline 

telephone numbers, (2) cell phone numbers, and (3) a surname list frame.  In order to 

oversample Korean and Vietnamese respondents, a list of Korean and Vietnamese 

surnames was used because of relatively high concentrations of these groups in particular 

areas. An analysis of the 2000 Census data identified the interview languages that might 

cover the largest number of residents with limited English speaking skills in the CHIS 

sample; four additional languages were included: Spanish, Chinese (Mandarin and 

Cantonese dialects), Vietnamese, and Korean.  

Translation of the questionnaire was initially conducted by Westat's translation 

unit and contracted translators based on the English questionnaire. Then the UCLA 
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research team reviewed and finalized the translation of the multi-language questionnaire 

(Edwards, Fraser, & King, 2011). When interviewing, the translated "Frequently Asked 

Questions" pages in five languages were provided to answer respondents' questions.    

 The average completion time of the adult interview was around 40 minutes; the 

average time for the non-English interviews (12% of total interviews) took 5 minutes 

longer than the English interviews. In order to maximize the response rate, an advance 

letter in five languages including a $2 bill as incentive was mailed to approximately 58% 

of the landline RDD sample telephone numbers, and 82% of surname list sample 

numbers at the screener stage.  The completion rate was higher for households that 

received the letter, at 49% for the landline sample Adult Survey and around 57% for the 

cell sample Adult Survey. For frail and ill persons over the age of 65 who were unable to 

finish the adult interview, a proxy interview with a spouse/partner or an adult child was 

conducted instead; proxy respondents completed a shorter version of the questionnaire. 

The proxy respondents were not asked about their partner or parents' mental health; 

therefore, proxy respondents were not included in the sample of this study. 

All participants in the 2009, 2011-2012, and 2013 CHIS Adult Survey were 

initially screened for four criteria: age 18 and over, having a valid landline or cell phone, 

ability to communicate in one of five languages (English, Spanish, Chinese, Vietnamese, 

and Korean), and accessibility to proxy interviewers in case of being frail or ill. Out of 

111,273 participants in the merged CHIS Adult Survey in California, 3.1% (3,453) were 

age 60 and older, completed the survey themselves, and were from one of the five Asian 

backgrounds included in this dissertation (Chinese, Japanese, Korean, Filipino, and 

Vietnamese). 



 

 

 

46 

3.2 Sample 

For the study sample, inclusion criteria and overall characteristics of the sample 

were described in this section. 

3.2.1 Inclusion Criteria 

For the study, a sample was selected based on three criteria: 1) age 60 years old or 

older; 2) having one of the five ethnic backgrounds (Chinese, Japanese, Korean, Filipino, 

or Vietnamese) as self-identified; and 3) having completed the survey by themselves (no 

proxy respondent).  In terms of the threshold of old age, although there is no agreement, 

age 60 years old or older, which the UN generally refers to as old age, will be used for 

the inclusion criteria (World Health Organization, 2010). The five major immigrant 

ethnicities in the U.S. from Southeast and East Asia were included.
2
   

3.2.2 Overview of Sample 

For the sample of this study, 3,453 participants who were 60 years old or older 

and from one of the five Asian subgroups were included. The characteristics of the study 

sample that were screened from the 2009, 2011-2012, and 2013 CHIS Adult Survey data 

were presented in Table 4. The median age was 70.82 years and ranges from 60 to 97; the 

average number of people in the household
3
 was 2 and ranges from 1 to 10 including the 

Adult Survey respondent. The majority of the older Asians were female (58%). The 

                                                           

2
 Because of small sample of other older Asian populations in the data set (other Southeast Asians (1% of 

all East and Southeast Asia), other South Asians (5%), and all other Asians (3%)), they were excluded for 

this study. 

3
 The data file from the CHIS Adult Survey has all households' numbers of 10 or greater coded as 10.  
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sample sizes were made of the five ethnic subgroups. These were Chinese (885) and 

Korean (884) which each made up more than a quarter of the total sample, Vietnamese 

(822) which made up slightly over one fifth of the total sample, Japanese (455) and 

Filipino (407) which each made up less than one seventh of the total sample.   

 

Table 4. Overall Characteristics of Study Sample (N=3,453) 

Variable   n (%) 

Gender   

Male  1461 (42.3) 

Female  1992 (57.7) 

Ethnicity   

Chinese  885 (25.6) 

Japanese  455 (13.2) 

Korean  884 (25.6) 

Filipino  407 (11.8) 

Vietnamese  822 (23.8) 

 

3.3 Measures 

For the current study, variables for four constructs (predisposing factors, enabling 

factors, need factors, and health behavior) were extracted from the 2009, 2011-2012, and 

2013 CHIS Adult Survey data.   

3.3.1 Predisposing Factors 

Factors that might predispose older Asians to need and use mental health services 

consist of variables from demographics and social structure in the BMVP traditional 

domains and social structure in the BMVP vulnerable domains (Gelberg et al., 2000). 

Table 5 summarized the predisposing factor variables. 
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3.3.1.1 Demographics in traditional domains 

Age was measured as number of years and was used as a continuous variable. The 

participants of this study were +60 years old when interviewed.  

Gender was coded: 1 = male and 2 = female.  

Marital status was asked as "Are you now married, living with a partner in a 

marriage-like relationship, widowed, divorced, separated, or never married?" The 

answers of the question were collapsed and recoded: 1 = married or living with partner 

and 2 = widowed, divorced, separated, or never married.   

3.3.1.2 Social structure in traditional domains 

Ethnicity  Five Asian ethnicities (Chinese, Japanese, Korean, Filipino, and 

Vietnamese) were derived from a self-reported ethnicity question and were recoded: 1 = 

Chinese, 2 = Filipino, 3 = Japanese, 4 = Korean, and 5 = Vietnamese.  

Education
4
 was based on the respondent’s answer to the question about the 

highest grade of educational attainment. The variable was recoded as an ordinal variable: 

0  = no formal education, 1 = grade school ranging from 1
st
 grade to 8

th
 grade, 2 = high 

school or equivalent, 3 = 2-year junior or community college, 4 = 4-year college or 

university degree, and 5 = graduate or professional school.  

 

  

                                                           

4
 Across the five countries (China, Japan, Korea, Philippines, and Vietnam), the education system of the 

countries are very similar and interchangeable.   
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Table 5. Variables of the Predisposing Traditional Information 

Variable 
Level of 

measurement 
Range of values 

Age Ratio   ≥ 60 in years 

Gender Nominal  1 = male / 2 = female 

Marital status Nominal  

3 categories: 

1 = married or living with partner, 

2 = widowed, divorced, and separated  

or never married 

Ethnicity Nominal  

5 categories:  
1 = Chinese, 2 = Filipino, 3 = Japanese, 

 4 = Korean, 5 = Vietnamese 

Education  Ordinal 

6 categories: 

0 = no formal education to  

5 = graduate or professional school 

 

3.3.1.3 Social structure in vulnerable domains: Acculturation 

Based on previous empirical studies using CHIS data (summarized in Table 6), 

known acculturation related variables in the data were identified. There were three ways 

to create the acculturation measure: (1) a six-item index (Johnson-Kozlow, 2010; 

O’Brien, Davey, Alos, & Whitaker, 2013; Van Wieren, Roberts, Arellano, Feller, & 

Diaz, 2011), (2) a three-item index (Erinosho et al., 2012; Kandula et al., 2008), and (3) a 

five-item index (Mikolajczyk, Bredehorst, Khelaifat, Maier, & Mazwell, 2007). This 

study followed the six-item acculturation measure using interview language, language at 

home, English proficiency, birthplace, citizenship status, and duration in the U.S. because 

the six-item index was found to be a reliable and valid measure by Johnson-Kozlow 

(2010). In terms of the exposure of the U.S. culture, the acculturation measure was based 

on the unidimensional model.  As the previous studies (Johnson-Kozlow, 2010; O'Brien 
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& Leong, 2013; Van Wieren et al., 2011) did, total scores for the acculturation scale
5
 

were calculated by summing the six items and ranged from 6 to 19 with a higher score 

indicating more acculturation. The internal consistency of this acculturation measure was 

.88 in the total sample. Specifically, the internal consistencies for each group were found: 

.87 in the Chinese sample, .84 in the Japanese sample, .77 in the Korean sample, .75 in 

the Filipino sample, and .66 in the Vietnamese sample.    

Interview language was recoded into two categories: 1 = non-English and 2 = 

English. 

Language at home was recoded into three categories: 1 = only other language, 2 = 

both English and other language, and 3 = only English.  

English proficiency was based on the self-rated ability to speak English: 1 = not 

at all, 2 = not well, 3 = well, and 4 = very well.  

Birthplace was coded: 1 = non-U.S.-born and 2 = U.S.-born.  

Citizenship status was coded: 1 = non-citizen, 2 = naturalized citizen, and 3 = 

U.S.-born citizen.  

Duration in the U.S. was converted to percent life in the U.S. dividing by current 

age. This variable was then rank ordered: 1 = 0 – 20%, 2 = 21 – 40%, 3 = 41 – 60%, 4 = 

61 – 80%, and 5 = over 81%.   

  

                                                           

5
 The raw acculturation scores (ranging from 6 to 19) will be scaled to a t-score distribution (mean = 50, SE 

= 10) and used to equally divide into two or three groups if needed. 
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Table 6. Acculturation Scales from CHIS in Predisposing Vulnerable Information 

 Variable 6 item-index
1 

3 item-index
2 

5 item-index
3 

Interview language √  √ 

Language at home √ √ √ 

English proficiency √   

Birthplace  √ √ √ 

Citizenship status √  √ 

Duration in the U.S. √ √ √ 

Operationalization 

Raw score: 6 ~ 19 

Ordinal: low (6 – 10), 

moderate (11 – 17),  

high (18 – 19) 

Raw score: 0 ~ 5 

Ordinal: low (0 - 1), 

moderate (2),  

high (3 - 5) 

Dichotomized: 

low (<.6 in density 

plot), high ( >.6) 

Reliability/validity 
α = 0.91, 

valid (correlation tests) 

- - 

Sources: 
1
 Johnson-Kozlow (2010), Van Wieren, Roberts, Arellano, Feller, and Diaz (2011), 

O’Brien and Leong (2013) 
2
 Kandula, Diez-Roux, Chan, Daviglus, Jackson, Ni, and Schreiner (2008), Erinosho, Berrigan, 

Thompson, Moser, Nebeling, and Yaroch (2012) 
3
 Mikolajczyk, Bredehorst, Khelaifat, Maier, and Maxwell (2007) 

 

3.3.2 Enabling Resources 

Playing a role to facilitate or impede the mental health service utilization, several 

variables of personal/family and community resources in the traditional and vulnerable 

domains were included in this study (see Table 7). 

3.3.2.1 Personal/family resources in traditional domains 

Poverty level, which was provided in the 2009, 2011-2012, and 2013 CHIS Adult 

Survey data and combined three questions (total household income, household size, and 

number of children), was used to measure the accessibility of mental health services in 

personal and family levels. Based on 2008 state and Federal poverty guidelines, the 
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variable was coded according to Federal poverty level cutoff points: 1 = below poverty 

line: 0 - 99%, 2 = 100 - 199%, 3 = 200 - 299%, and 4 = over 300%.  

Insurance was asked for the usual source of health care. The answer options were 

recoded: 0 = no health insurance, 1 = private insurance, and 2 = public programs.  

3.3.2.2 Community resources in traditional domains 

Neighborhood cohesion was calculated by combining three items regarding 

perceptions about the neighborhood:  "People in my neighborhood ...  1) are willing to 

help each other, 2) can be trusted, and 3) could watch out that children are safe and don't 

get in trouble." Each question had a 4-point scale: 1 = strongly disagree to 4 = strongly 

agree. A total score was calculated by summing the three items where the maximum 

value of 12 indicates the strongest cohesion from neighborhood, and the minimum value 

of 3 indicates the weakest level of neighborhood cohesion. This neighborhood cohesion 

scale was adapted from Sampson and colleagues (1997).  The test-retest reliability of the 

scale was .90 (Echeverria, Diez-Roux, & Link, 2004) and Cronbach’s alpha for the scale 

was adequate (.70) (Echeverria, Diez-Roux, Shea, Borrell, & Jackson, 2008). In the study 

of Mulvaney-Day, Alegria, and Sribney (2007), all items were loaded on a single factor 

above .77 and alpha > .81. This scale was significantly associated with informal social 

control (r = .80, p < .001), indicating the scale had high convergent validity (Sampson et 

al., 1997). The internal consistency of this neighborhood cohesion measure was .70 in the 

total sample. Specifically, the internal consistencies for each group were found: .59 in the 

Chinese sample, .76 in the Japanese sample, .68 in the Korean sample, .72 in the Filipino 



 

 

 

53 

sample, and .73 in the Vietnamese sample.  This measure reported a large amount of 

missing data (approximately 35% in each subgroup) primarily because of a skip pattern.  

Civic engagement was based on the following question: “In the past 12 months, 

have you done any volunteer work or community service that you have not been paid 

for?”  The answers were coded: 0 = no and1 = yes.  Similar with neighborhood cohesion, 

the civic engagement variable reported a large amount of missing data (approximately 

35% in each subgroup) primarily because of a skip pattern.  

3.3.2.3 Community resource in vulnerable domains 

Perceived safety was included into the enabling resources for mentally vulnerable 

populations. This variable was based on the respondent’s answer to: “Do you feel safe in 

your neighborhood?” recoded on a 4-point scale: 1 = none of the time, 2 = some of the 

time, 3 = most of the time, and 4 = all of the time.   

Table 7. Variables of Enabling Resources in Traditional and Vulnerable Domains 

Variable 
Level of 

measurement 
Range of values 

Poverty level Ordinal 
4 categories: 

1 = 0-99% to 4 = over 300% 

Insurance Nominal  
3 categories: 

0 = no health insurance, 1 = private, 2 = public 

Neighborhood 

cohesion 
Interval 3 = weakest  to 12 = strongest 

Civic engagement Nominal  0 = no / 1 = yes  

Perceived safety Ordinal 
3 categories: 

1 = none or some of the time to 3 = all of the time 
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3.3.3 Need Factors 

The study utilized a brief self-administered scale regarding mental health status in 

the traditional domains, which is the Kessler Psychological Distress Scale (K6) for 

mental distress. Also, one mental health care need question was used.  Table 8 

summarized the characteristics of the measures. 

3.3.3.1 Evaluated health in traditional domains 

Mental distress was assessed using the K6, developed by Kessler and colleagues 

(2002) is widely used for screening psychological distress and measuring treatment 

outcomes related to mental disorders in the past month. The K6 is composed of six items: 

nervous, hopeless, restless or fidgety, depressed, tough (everything was as effort), and 

worthless. For example, it asks “About how often during the past 30 days did you feel 

nervous?” Response options are on a 5-point Likert scale: 0 = none of the time to 4 = all 

the time. Minimum total scores of 0 mean lowest mental distress and maximum total 

scores of 24 mean highest mental distress (Andrews & Slade, 2001).  A score of 13 is 

used as a cut point to indicate serious mental distress (Kessler & Üstün, 2004). A clinical 

assessment study found that the K6 scale was reliable (α = .78) and able to distinguish a 

valid clinical diagnosis of depression (p < .001). Also, using a Receiver Operating 

Characteristic (ROC) curve plot, the study found that there was no significant difference 

in sensitivity and specificity between the K10 and K6 (p = .239) (Baggaley et al., 2007). 

Kim and her colleagues (2010) obtained a very good internal consistency (α = .91) for the 

K6 for older Asians using the 2007 CHIS Adult Survey data. The internal consistency of 

this K6 scale was .85 in the total sample. Specifically, the internal consistencies for each 
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group were found: .86 in the Chinese sample, .80 in the Japanese sample, .87 in the 

Korean sample, .84 in the Filipino sample, and .83 in the Vietnamese sample.    

3.3.3.2 Perceived health need in traditional domains 

Mental health service need was directly asked of participants “if they felt that they 

might need to see a professional because of problems with their mental health, emotions, 

nerves, or their use of alcohol or drugs during the past 12 months.” The response option 

was dichotomous: 0 = no and 1 = yes.   

3.3.4 Health Behavior: Mental Health Service Use 

The utilization of mental health treatment was the outcome of this study. In terms 

of the help-seeking pattern of the mental health problems, two dependent variables were 

used: mental health service use and frequency of mental health service use. There were 

four questions related to the construct as Table 8.  

3.3.4.1 Mental health service use 

Mental health service use was created from three questions: service use from 

general practitioners, service use from mental health professionals, and purpose of mental 

health treatment. First, service use from general practitioners had dichotomous answers 

(0 = no and 1 = yes) for the question of “In the past 12 months, have you seen your 

primary care physician or general practitioner for problems with your mental health, 

emotions, nerves, or your use of alcohol or drugs?” Second, service use from mental 

health professionals had also dichotomous answers (0 = no and 1 = yes) for the question 

of “In the past 12 months, have you seen any other professional, such as a counselor, 

psychiatrist, or social worker for problems with your mental health, emotions, nerves, or 
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your use of alcohol or drugs?” Last, purpose of mental health treatment had three 

possible answers (1 = mental and emotional health problems, 2 = alcohol - drug 

problems, and 3 = both mental and alcohol - drug problems) for the question of “Did you 

seek help for your mental or emotional health or for an alcohol or drug problem?” 

This outcome variable of mental health service use was calculated by combining 

the answers to the three questions above; specifically, this study obtained a total sample 

of participants who received services from general practitioners or mental health 

professionals (service use from general practitioners = 1 or service use from mental 

health professionals = 1), excluding alcohol and drug related services (only including 

"purpose of care" = 1 or 3). Finally, mental health service use was recoded: 0 = no and 1 

= yes.    

3.3.4.2 Frequency of mental health service use 

Frequency of mental health service use was asked as "In the past 12 months, how 

many visits did you make to a professional for problems with your mental or emotional 

health, use of alcohol or drugs, or mental or emotional health and your use of alcohol or 

drugs?" This was only asked of people who had said "yes" to the two questions for 

mental health service use above, and the number of visits was a continuous variable 

(greater than 0). Also, the study sample of this question was screened by the question 

related to the purpose of mental health service use so that the sample related to visiting 

for alcohol and drug problems was be excluded for this outcome variable. Combining 

with the previous outcome variable of mental health service use of either a general 

practitioner or a mental health professional (such as at least one of the questions must be 
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"yes") (adding 0 = none of the mental health use visit), frequency of mental health service 

use was recoded (greater than or equal to 0)    

Table 8. Variables of Mental Health Service Use 

Variable 
Level of 

measurement 
Range of values 

General practitioner 
care 

Nominal  0 = no / 1 = yes  

Mental health 

professional care 
Nominal  0 = no / 1 = yes 

Purpose of care Nominal  

3 categories: 

1 = mental, 2 = alcohol/drug,  

3 = both mental and alcohol/drug 

# of visits Ratio ≥ 0 

 

3.4 Data Analysis 

The following section contains information on data cleaning and handling of 

missing values, preliminary data analyses, and analytic strategies for research aims 1 

(research questions 1 to 4) and 2 (research questions 5 to 9). 

3.4.1 Data Cleaning and Handling Missing Values 

In order to conduct secondary data analyses with enough subsamples, especially 

for mental health service related variables (e.g., need and utilization), this study merged 

the most recently collected data files from the CHIS Adult Survey: 2009, 2011-2012, and 

2013. As CHIS suggests, the data is applied to two weighting methods due to over-

sampling for minority and older adults: 1) final weight accounting for sample selection 

probabilities and statistical adjustments and 2) replicate weight designed for valid 

variance estimation in the absence of the geographical sample design information. All 
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data analyses were conducted remotely by a statistician of the Data Access Center (DAC) 

at the UCLA research center. These analyses were performed according to the syntaxes 

received because of the use of restricted variables. To create syntaxes, the public use files 

were downloaded to the SPSS PASW Statistics 21 software from the website: 

http://healthpolicy.ucla.edu/chis/data/Pages/public-use-data.aspx. Then, syntaxes were 

created based on the SPSS PASW Statistics 21 software and sent to DAC. The study 

sample was screened, and variables of interest for constructs in the conceptual model 

were extracted and identified. At this stage, the level of measurement of variables and 

range of values were identified. In order to reduce and rearrange categories of variables, 

recoding was used as described above under Measures (de Vaus, 2002). 

Missing data were evaluated during the data cleaning process. Using the Missing 

Value Analysis function in the SPSS software, types and patterns of non-response were 

examined using the publicly available data. In the specific case of the neighborhood 

cohesion scale, the ipsative mean imputation approach was used because many structural 

missing values happened due to the study’s sample selection process, and averaging the 

available items in the scale is reasonable and equivalent to replacing the mean of a 

participant's own observed items (Enders, 2003; Schafer & Graham, 2002). The created 

syntax using the ipsative mean imputation approach was sent and run by DAC.  

3.4.2 Preliminary Data Analyses 

After data cleaning, demographic characteristics for the five subsamples, 

relationships between variables, and psychometric properties of instruments were 

investigated using univariate and bivariate analyses and psychometric tests.  

http://healthpolicy.ucla.edu/chis/data/Pages/public-use-data.aspx
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3.4.2.1 Univariate analyses for minority ethnic groups 

Socio-demographic and immigration information of each group were examined 

using univariate analysis. For instance, nominal and ordinal variables such as gender, 

education attainment, marital status, poverty level, and immigration status were described 

through frequency distributions.  Descriptive tests were used to examine central tendency 

and statistical dispersion for interval and ratio level measures, such as duration in the 

U.S., mean, standard deviation, and range values.  

3.4.2.2 Bivariate analyses for relationships between variables 

Scatterplots and a simple correlation matrix were created for continuous variables 

of interest within subgroups in order to examine the empirical relationships between 

them. Also, chi-square tests were conducted to detect adequate cell sizes between 

categorical variables and outcomes of mental health service utilization with subgroups for 

logistic regressions.  

3.4.3 Research Aim 1. To examine whether five ethnic subgroups of older Asian 

immigrants in California differ in predisposing, enabling, and need factors, and mental 

health service utilization. 

In order to examine differences among five ethnic groups, two analytic methods 

were used. First, analyses of variance (ANOVAs or MANOVAs) were conducted for 

continuous variables. Tukey's Least Significant Difference test, which is a post-hoc test 

recommended when all pairs of means are being compared (Stevens, 1999), were used 

for differences of means across the five subgroups. Second, a chi-square test was used to 

assess the associations between categorical variables. Moreover, sequential chi-square 
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tests were conducted for detailed differences when each subgroup was measured against 

all the other groups. Research questions tested differences across five ethnicities within 

four constructs: Research Question 1 (predisposing), Research Question 2 (enabling), 

Research Question 3 (need), and Research Question 4 (health behavior).  

3.4.3.1 Research Question 1: Are there differences in predisposing factors 

(demographic characteristics and acculturation) among the five ethnic subgroups of 

older Asian immigrants in California?  

 A one-way MANOVA was conducted for continuous variables (age and 

acculturation) under the predisposing construct by the five ethnic groups. Age in the 

traditional domains and acculturation in the vulnerable domains served as dependent 

variables, and ethnicity served as independent variable in the analytic model. Regarding 

the differences of gender, marital status, and education in the traditional domains across 

ethnicities, chi-square tests were conducted for the differences of proportions.  

3.4.3.2 Research Question 2: Are there differences in enabling factors 

(personal/family resources and community resources) among the five ethnic 

subgroups of older Asian immigrants in California?  

 A one-way ANOVA was run for neighborhood cohesion in the traditional 

domains with five group levels. Regarding the differences of insurance, poverty level, 

civic engagement in the traditional enabling domains and perceived safety in the 

vulnerable enabling domain across ethnicities, chi-square tests were conducted.  



 

 

 

61 

3.4.3.3 Research Question 3: Are there differences in need factors (mental health 

status and mental health service need) among the five ethic subgroups of older Asian 

immigrants in California? 

 As above in Research Question 1, a one-way ANOVA was run for mental distress 

(K6) with five group levels in the need construct. Regarding the differences of perceived 

mental health service need across ethnicities, chi-square tests were conducted.  

3.4.3.4 Research Question 4: Are there differences in mental health service utilization 

among the five ethic subgroups of older subgroups of older Asian immigrants in 

California? 

 A one-way ANOVA was run for frequency of mental health care visits with five 

group levels in the health behavior construct. Regarding the differences of a general 

practitioner use, a mental health professional use, and both use across ethnicities, chi-

square tests were conducted.   

3.4.4 Research Aim 2. To examine whether predisposing, enabling, and need 

factors are related to mental health service utilization in each of the five ethnic 

subgroups of older Asian immigrants in California. 

In order to assess factors of mental health service use within older immigrants 

from each of the five Asian ethnic groups, regression analyses were used. For each 

dichotomous (mental health service use) and continuous (frequency of mental health 

service use) dependent variable, logistic and linear regression analyses, respectively, 

were conducted for each ethnic group using SPSS software.  Based on the conceptual 

model of BMVP, study variables were put in each block of the regression model with a 
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hierarchical entry way. First, demographics (age, gender, and marital status) and social 

structure (education) in the traditional domains and acculturation in the vulnerable 

domains of predisposing factors were entered. Second, personal/family resources 

(poverty level) and community resources (neighborhood cohesion and civic engagement) 

in the traditional domains and community resource (perceived safety) in the vulnerable 

domains of enabling resources were put in the next block. Finally, perceived mental 

health service need and evaluated mental health (mental distress) in the traditional 

domains of need factors were entered into the analytic model. As discussed in Measures, 

two variables (neighborhood cohesion and civic engagement) had a large amount of 

missing data because of the skip pattern. Therefore, hierarchical regression analyses were 

conducted separately for models with and without the variables and the results of each 

model were compared. Moreover, during the preliminary data analyses, the presence of 

cell sizes equal to zero between insurance and outcome of mental health service 

utilization in three subsamples (Japanese, Filipino, and Vietnamese) were found, so 

insurance was removed from all regression analyses. Even though mental health service 

need under the need factors reported the same issue as the above in the Vietnamese 

sample, the variable was included in the regression models of each subgroup because of 

considering it as an important factor in the theoretical model. The limitations related to 

this variable were discussed in the results and discussion chapters.  

3.4.4.1 Research Question 5: How are predisposing, enabling, and need factors 

related to mental health service utilization among Chinese older immigrants in 

California?  
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This research question examined patterns or characteristics of Chinese older 

immigrants who received mental health treatment using hierarchical regression analyses. 

There were two dependent variables. The first dependent variable was mental health 

service use. A binary logistic regression analysis was used to ask participants if they used 

a general practitioner service or a mental health professional service (yes/no) for their 

mental and emotional problems or mental and emotional problems and alcohol and drug 

use issues.  The second dependent variable was the frequency of mental health service 

use. A multiple linear regression was conducted for the number of visits for mental health 

treatments.  Variables are entered into the models as described above for the Chinese 

sample.  

3.4.4.2 Research Question 6: How are predisposing, enabling, and need factors 

related to mental health service utilization among Japanese older immigrants in 

California?  

The same analysis approach described for Research Question 5 was used with the 

Japanese sample.  

3.4.4.3 Research Question 7: How are predisposing, enabling, and need factors 

related to mental health service utilization among Korean older immigrants in 

California?  

The same analysis approach described for Research Questions 5 and 6 was used 

with the Korean sample.  
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3.4.4.4 Research Question 8: How are predisposing, enabling, and need factors 

related to mental health service utilization among Filipino older immigrants in 

California?  

The same analysis approach described for Research Questions 5, 6 and 7 was used 

with the Filipino sample.  

3.4.4.5 Research Question 9: How are predisposing, enabling, and need factors 

related to mental health service utilization among Vietnamese older immigrants in 

California?  

The same analysis approach described for Research Questions 5, 6, 7 and 8 was 

used with the Vietnamese sample.  
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CHAPTER 4: RESULTS 

 This chapter presents the results of a secondary data analysis of the CHIS adult 

survey conducted in 2009, 2011-2012, and 2013. The first section reports on Research 

Aim 1, which tests differences in predisposing, enabling, and need factors, and mental 

health service utilization among five ethnic subgroups of older Asian immigrants 

(Chinese, Japanese, Korean, Filipino, and Vietnamese). The second section reports the 

results for Research Aim 2, which examines the predictors of mental health service 

utilization in each of the five ethnic groups.    

4.1 Research Aim 1. To examine whether five ethnic subgroups of older Asian 

immigrants in California differ in predisposing, enabling, and need factors, and mental 

health service utilization.  

4.1.1 Research Question 1: Are there differences in predisposing factors 

(demographic characteristics and acculturation) among the five ethnic subgroups of 

older Asian immigrants in California? 

 Age.  There were significant differences in mean ages in the five groups (see 

Table 9).  The mean age by ethnicity ranged from 69 in the Vietnamese group to 73 in the 

Japanese group.  On average, respondents in the Japanese and Korean groups were older 

than respondents in the Chinese, Filipino, and Vietnamese groups.  In addition, the 

Chinese group was older on average than the Vietnamese group.  All other group 

comparisons were not significant (p > .05). 
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Table 9. Group Comparisons of Predisposing Factors: Age and Acculturation 

 
Chinese 

(n=885) 

Japanese 

(n=455) 

Korean 

(n=884) 

Filipino 

(n=406) 

Vietnamese 

(n=822) 
F 

 M (SD) M (SD) M (SD) M (SD) M (SD)  

Age 70.3a (8.4) 73.3b (8.6) 72.4b (7.5) 69.4ac (7.2) 69.0c (8.0) 15.81*** 

Acculturation 50.4 (10.0) 65.7 (6.7) 44.9a (5.6) 55.2 (6.4) 43.8a (4.1) 203.78*** 

Note. Within each row, means with the same subscript (a, b, and c) are not significantly different 

from one another. Post-hoc comparisons used Tukey's Least Significant Difference test.  

* p < .05, ** p < .01, *** p < .001 

 

 Acculturation.  There were significant differences in mean acculturation scores 

among the five groups (see Table 9). The mean scores of acculturation ranged from 44 in 

the Vietnamese group to 66 in the Japanese group. On average, respondents in the 

Japanese group had the highest level of acculturation of the five groups; respondents in 

the Filipino group followed. In addition, the Chinese group had higher levels of 

acculturation on average than the Korean and Vietnamese groups. The comparison 

between the Korean and Vietnamese groups was not significant (p > .05).  The 

percentage distributions of the six acculturation proxies (interview language, home 

language, English proficiency, birthplace, citizenship status, and duration in the U.S.) 

also differed across the sub-ethnic groups (see Appendix B-1 and B-2). Higher 

proportions of Japanese and Filipino older immigrants reported English as the interview 

and home languages with more proficiency than the others. Also, the Japanese 

respondents have lived longer in the U.S. or were more predominantly US-born citizens 

than all other respondent groups. However, a small proportion of respondents in the 

Korean and Vietnamese samples selected English as their interview language, spoke 

English at home, and were US-born citizens.  
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 In addition to using MANOVA test for age and acculturation differences between 

groups, chi square analyses were used to examine group differences in gender, marital 

status, and education (see Table 10). Detailed differences were reported in Appendix B-3.  

Gender.  Gender significantly differed among the five groups, χ
2 

(4, N = 3453) = 

62.69, p < .001 (see Table 10). The percentage of women in the sample ranged from 48% 

in the Vietnamese sample to 71% in the Filipino sample.  The Filipino sample had a 

significantly higher percentage of women than the other four groups and the Vietnamese 

sample had a significantly lower percentage of women than the other four groups.   The 

Chinese, Japanese, and Korean samples all had similar percentage of women, ranging 

from 56% in the Chinese sample to 61% in the Korean sample.   

Marital status.  Marital status significantly differed among the five groups, χ
2 

(4, 

N = 3453) = 52.76, p < .001 (see Table 10). The percentage of respondents married/living 

with partner ranged from 48% in the Japanese sample to 68% in the Vietnamese sample.  

The Vietnamese sample had a significantly higher percentage of respondents 

married/living with partner than the Japanese, Korean, and Filipino groups. In addition, 

the Japanese sample had a significantly lower percentage of respondents married/living 

with partner than the other four groups.   The Chinese, Korean, and Filipino samples all 

had similar percentage of respondents married/living with partner, ranging from 58% in 

the Filipino sample to 63% in the Chinese sample. 

Education.  Educational attainment significantly differed among the five groups, 

χ
2 

(20, N = 3453) = 513.81, p < .001 (see Table 10). None of the groups have a similar 

pattern of educational attainment. The Filipino sample had the largest percentage (62%) 
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Table 10. Group Comparisons of Predisposing Factors: Gender, Marital Status, Education 

 
Chinese 

(n=885) 

Japanese 

(n=455) 

Korean 

(n=884) 

Filipino 

(n=406) 

Vietnamese 

(n=822) 
χ

2
 

Gender, % *** a a a   62.69*** 

Male  43.6 40.4 39.5 29.0 51.6  

Female 56.4 59.6 60.5 71.0 48.4  

Marital status, % *** ab  b b a 52.76*** 

Married 63.4 47.7 59.8 57.7 67.5  

Not married 36.6 52.3 40.2 42.3 32.5  

Education, % ***      513.81*** 

No formal education 3.5 0 1.2 0 4.3  

1st grade ~ 8th grade 10.6 1.5 16.4 4.2 20.1  

High school or equivalent 21.8 23.1 27.1 14.7 41.7  

2-year junior or 

community college 
13.4 27.0 11.9 19.4 15.3  

4-year college or 

university degree 
30.2 28.8 31.4 46.2 13.5  

Graduate or professional 

school 
20.5 19.6 11.9 15.5 5.1  

Note. Within each row, means with the same subscript (a and b) are not significantly different 

from one another.  

* p < .05, ** p < .01, *** p < .001 

 

of respondents with a 4-year college or university degree and beyond, but the Vietnamese 

sample had the smallest percentage (19%). In addition, the Japanese sample had the 

smallest percentage (1.5%) of respondents who attended less than 8th grade. The Korean 

sample had the second largest percentage (55%) of respondents who attended less than 

high school or equivalent. The Chinese sample had relatively equal distributions at all 

levels when compared to other groups. Overall, the Japanese and Filipino samples had 

relatively higher educational status than the other samples. 

4.1.2 Research Question 2: Are there differences in enabling factors 

(personal/family resources and community resources) among the five ethnic subgroups of 

older Asian immigrants in California? 
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 Neighborhood cohesion. There were significant differences in mean scores of 

neighborhood cohesion in the five groups (see Table 11). The mean scores of 

neighborhood cohesion ranged from 5.6 in the Vietnamese group to 6.5 in the Japanese 

group. On average, respondents in the Chinese, Japanese, and Filipino groups had higher 

levels of neighborhood cohesion than respondents in the Korean and Vietnamese groups. 

In addition, the Japanese group had a higher level of neighborhood cohesion on average 

than the Chinese group. All other group comparisons were not significant (p > .05). The 

percentages of missing cases differs across the groups for this variable, χ
2 

(4, N = 3453) = 

27.177, p < .001. Due to the missing data, analyses using this variable should be 

interpreted with caution because the missing data may bias the results. 

Table 11. Group Comparison of Enabling Factor: Neighborhood Cohesion 

 
Chinese 

(n=607) 

Japanese 

(n=284) 

Korean 

(n=516) 

Filipino 

(n=275) 

Vietnamese 

(n=493) 
F 

 M (SD) M (SD) M (SD) M (SD) M (SD)  

Neighborhood 

cohesion 
6.1 (1.3)a 6.5 (1.5)b 5.9 (1.4) 6.3 (1.3)ab 5.6 (1.4) 23.74 *** 

Note. Within each row, means with the same subscript (a, and  b) are not significantly different 

from one another. Post-hoc comparisons used Tukey's Least Significant Difference test.  

* p < .05, ** p < .01, *** p < .001 

 

 

 In addition to using ANOVA test for group differences in neighborhood cohesion, 

chi square analyses were used to examine group differences in poverty level, insurance, 

civic engagement, and perceived safety (see Table 12). Detailed differences were 

reported in Appendix B-4. 

Poverty level. Poverty level significantly differed among the five groups, χ
2 

(12, N 

= 3453) = 646.69, p < .001 (see Table 12). None of the groups had a similar pattern. The 
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Japanese sample had the lowest percentage (17%) of respondents living below 200% of 

the federally established poverty threshold (below 200% of the poverty level = near 

poverty) (Gorey & Vena, 1995). The Filipino (34%), Chinese (45%), and Korean (65%) 

samples sequentially followed the Japanese sample. The Vietnamese sample had the 

largest percentage (78%) of respondents living below 200% of the poverty threshold. 

These results indicate that the Japanese sample had the fewest respondents who were 

poor or near poor, but the Vietnamese sample had the most. 

Insurance. Insurance status significantly differed among the five groups, χ
2 

(8, N 

= 3453) = 111.39, p < .001 (see Table 12). None of the groups have a similar pattern of 

insurance status. The Korean sample had the largest percentage (9%) of respondents who 

were uninsured and who had public insurance (83%). The Japanese and Filipino samples 

had the smallest percentage (4%) of respondents who were uninsured. The Chinese and 

Vietnamese samples had similar proportions of respondents who were uninsured, but the 

Vietnamese respondents had a higher proportion receiving public insurance (80%) than 

the Chinese respondents (71%).  

 Civic engagement. Civic engagement significantly differed among the five 

groups, χ
2 

(4, N = 2175) = 23.63, p < .001 (see Table 12). The percentage of respondents 

having volunteered or participated in community service within the past year in the 

sample ranged from 22% in the Korean sample to 37% in the Japanese sample. The 

Japanese sample had a significantly higher percentage of respondents who had 

volunteered or participated in community service than the Chinese, Korean, and 

Vietnamese groups. In addition, the Filipino group had a significantly higher percentage 
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of respondents who had volunteered or participated in community service than the 

Chinese and Korean groups. All other group comparisons were not significant (p > .05). 

 

Table 12. Group Comparisons of Enabling Factors: Poverty Level, Insurance, Civic 

Engagement, and Perceived Safety 

 
Chinese 

(n=885) 

Japanese 

(n=455) 

Korean 

(n=884) 

Filipino 

(n=406) 

Vietnamese 

(n=822) 
χ

2
 

Poverty level, % ***      646.69*** 

0 - 99%  24.2 5.5 38.3 10.6 39.7  

100 - 199% 20.9 11.4 27.1 23.8 38.7  

200 - 299% 11.4 19.3 10.5 15.7 9.5  

Over 300% 43.5 63.7 24.0 49.9 12.2  

Insurance, % ***       111.39*** 

Uninsured 7.5 3.5 8.9 4.2 6.3  

Private 21.8 18.2 8.6 27.3 13.9  

Public 70.7 78.2 82.5 68.6 79.8  

Civic engagement, % *** ab c a cd bd 23.63*** 

No 74.0 63.0 78.3 70.5 70.4  

Yes  26.0 37.0 21.7 29.5 29.6  

Perceived safety, % *** a   a  142.03*** 

None or some of the time 7.8 5.7 12.7 10.1 12.1  

Most of the time 46.2 40.0 48.1 43.2 26.3  

All of the time 46.0 54.3 39.3 46.7 61.7  

Note. Within each row, means with the same subscript (a and b) are not significantly different 

from one another.  

* p < .05, ** p < .01, *** p < .001 

 

Perceived safety. Perceived safety significantly differed among the five groups, χ
2 

(8, N = 3453) = 131.89, p < .001 (see Table 12). The Korean sample had the largest 

percentage (13%) of respondents who felt safe none or some of the time and the smallest 

percentage (39%) of respondents who felt safe all of the time. This implies that the 

Korean respondents had the lowest level of perceived safety in their neighborhood. The 

Japanese sample had the smallest percentage (6%) of respondents who felt safe none or 

some of the time. The Chinese and Filipino samples had a similar pattern (p > .05). 
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Interestingly, the Vietnamese sample had the largest percentages of respondents who felt 

safe none or some of the time as well as all of the time.     

4.1.3  Research Question 3: Are there differences in need factors (mental health 

status and mental health service need) among the five ethic subgroups of older Asian 

immigrants in California? 

 Mental distress. There were significant differences in mean scores of mental 

distress (K6) in the five groups (see Table 13). The mean scores of mental distress by 

ethnicity ranged from 1.9 in the Japanese group to 4.0 in the Korean group. On average, 

respondents in the Korean group had a higher level of mental distress than the other four 

groups. All other group comparisons were not significant (p > .05). However, based on 

interpreting scores of the Kessler Psychological Distress Scale (K6), the average scores 

of all five groups belonged to a low range (0-5).  

 

Table 13. Group Comparison of Need Factor: Mental Distress 

 
Chinese 

(n=885) 

Japanese 

(n=455) 

Korean 

(n=884) 

Filipino 

(n=406) 

Vietnamese 

(n=822) 
F 

 M (SD) M (SD) M (SD) M (SD) M (SD)  

K6 2.5 (3.7)a 1.9 (2.9)a 4.0 (4.7) 2.6 (3.7)a 2.2 (3.8)a 33.82*** 

Note. Within each row, means with the same subscript (a, and  b) are not significantly different 

from one another. Post-hoc comparisons used Tukey's Least Significant Difference test.  

* p < .05, ** p < .01, *** p < .001 

  

 In addition to using ANOVA test for group differences in mental distress, chi 

square analyses were used to examine group differences in perceived mental health 

service need (see Table 14). Detailed differences were reported in Appendix B-5.  
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 Mental health service need.  Mental health service need significantly differed 

among the five groups, χ
2
 (4, N = 3453) = 9.69, p = .046 (see Table 14). The percentage 

of respondents needing mental health service ranged from 1.9% in the Vietnamese 

sample to 4.4% in the Japanese sample.  The Japanese, Korean, and Filipino samples had 

a significantly higher percentage of mental health service need than the Vietnamese 

sample.  The comparison between the Chinese and Vietnamese samples was not 

statistically different.  

Table 14. Group Comparison of Need Factor: Mental Health Service Need 

 
Chinese 

(n=885) 

Japanese 

(n=455) 

Korean 

(n=884) 

Filipino 

(n=406) 

Vietnamese 

(n=822) 
χ

2
 

Mental health service 

need, % * ab a a a b 9.69* 

No 97.2 95.6 95.9 95.8 98.1  

Yes  2.8 4.4 4.1 4.2 1.9  

Note. Within each row, means with the same subscript (a and b) are not significantly different 

from one another.  

* p < .05, ** p < .01, *** p < .001 

 

4.1.4  Research Question 4: Are there differences in mental health service 

utilization among the five ethic subgroups of older subgroups of older Asian immigrants 

in California? 

 Frequency of mental health service visits. The mean visits for mental health 

service in the past 12 months by ethnicity ranged from .10 in the Korean group to .33 in 

the Filipino group. However, the average number of visits of all subgroups were small, 

and there were no significant differences in the five groups (see Table 15) (p > .05).  
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Table 15. Group Comparison of Health Behavior: Frequency of Mental Health Service 

Use 

 
Chinese 

(n=885) 

Japanese 

(n=455) 

Korean 

(n=884) 

Filipino 

(n=406) 

Vietnamese 

(n=822) 
F 

 M (SD) M (SD) M (SD) M (SD) M (SD)  

# of visits 0.20 (2.05) 0.18 (1.84) 0.10 (0.89) 0.33 (2.09) 0.24 (1.66) 1.494 

Note. Post-hoc comparisons used Tukey's Least Significant Difference test.  

* p < .05, ** p < .01, *** p < .001 

 

 In addition to using ANOVA test for group differences in frequency of mental 

health service visits, chi square analyses were used to examine group differences in a 

general practitioner care, a mental health professional care, and both general practitioner 

and mental health professional care (see Table 16). Detailed differences were reported in 

Appendix B-5.  

 Service use from general practitioners.  Service use from general practitioners 

significantly differed among the five groups, χ
2
 (4, N = 3453) = 13.19, p = .010 (see 

Table 16). The percentage of respondents using general practitioners in the sample 

ranged from 1.8% in the Japanese sample to 4.9% in the Filipino sample.  The Filipino 

sample had a significantly higher percentage of general practitioner service use than the 

Chinese, Japanese, and Korean samples.  All other group comparisons were not 

significant (p > .05).  

 Service use from mental health professionals. Service use from mental health 

professionals did not significantly differ among the five groups, χ
2
 (4, N = 3453) = 7.78, 

p = .100 (see Table 16). The percentage of respondents using mental health professionals 

in the sample ranged from 1.2% in the Korean sample to 3.1% in the Japanese sample.  
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 Use of general practitioner & mental health professional care.  Use of general 

practitioner and mental health professional care significantly differed among the five 

groups, χ
2
 (4, N = 3453) = 9.65, p = .047 (see Table 16). The percentage of respondents 

using both general practitioners and mental health professionals in the sample ranged 

from 2.5% in the Korean sample to 5.7% in the Filipino sample.  The Filipino sample had 

a significantly higher percentage of using both (general practitioner and mental health 

professional care) than the Chinese and Korean samples. In addition, the Vietnamese 

sample had a significantly higher percentage of using both than the Korean sample. All 

other group comparisons were not significant (p > .05). 

 

Table 16. Group Comparisons of Health Behavior: Use of General Practitioner Care, 

Mental Health Professional Care, and Both General Practitioner & Mental Health 

Professional Care 

 
Chinese 

(n=885) 

Japanese 

(n=455) 

Korean 

(n=884) 

Filipino 

(n=406) 

Vietnamese 

(n=822) 
χ

2
 

Use of general practitioner 

care, % * a a a b ab 13.19* 

No 97.9 98.2 98.1 95.1 96.8  

Yes  2.1 1.8 1.9 4.9 3.2  

Use of mental health 

professional care, % ab a bc ac a 7.78 

No 98.3 96.9 98.8 98.3 97.3  

Yes 1.7 3.1 1.2 1.7 2.7  

Use of general practitioner 

or  mental health 

professional care, % * 
ab a b c ac 9.65* 

No 96.7 96.5 97.5 94.3 95.6  

Yes  3.3 3.5 2.5 5.7 4.4  

Note. Within each row, means with the same subscript (a, b,  c, and d) are not significantly different 

from one another.  

* p < .05, ** p < .01, *** p < .001 
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4.2 Research Aim 2. To examine whether predisposing, enabling, and need factors are 

related to mental health service utilization in each of the five ethnic subgroups of older 

Asian immigrants in California. 

 Logistic regression for mental health service utilization (yes/no) and linear 

regression for frequency of mental health service utilization were used for each ethnic 

group to address Research Questions 5, 6, 7, 8, and 9.  As discussed in Chapter 3, 

because of the large amount of missing data on neighborhood cohesion and civic 

engagement, separate analyses with and without two variables were conducted for both 

the logistic and linear regression models. These two variables were not significant in any 

of the groups regarding the mental health service utilization and the results of logistic 

regression analyses were almost identical whether neighborhood cohesion and civic 

engagement were included in the models. Because dropping these variables resulted in 

larger sample sizes and more reasonable effect sizes for other variables, the analyses 

without these two variables are reported and interpreted in the text. However, for the 

frequency of mental health service utilization, the results of the initial full model 

including neighborhood cohesion and civic engagement were reported in text because 

neighborhood cohesion was significantly related to the outcome of frequency of mental 

health service utilization. Appendix C provides the results of supplementary analyses that 

are not included in text. 

 4.2.1 Research Question 5: How are predisposing, enabling, and need factors 

related to mental health service utilization among Chinese older immigrants in 

California? 
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 Mental health service utilization.  The logistic regression analysis with mental 

health service utilization as the dependent variable included 885 cases after listwise 

deletion of cases with missing data (see Table 17); 29 (3.3%) of the cases reported 

utilizing mental health services. The full model of logistic regression including 

predisposing, enabling, and need factors was statistically significant, χ
2
 (9) = 93.285, p < 

.001. The model correctly classified 97.2% of cases (31.0% sensitivity and 99.4% 

specificity). Although gender and poverty level were significant in the initial steps of the 

model, the associations (gender and poverty level) with mental health service utilization 

became non-significant when the need variables were added to the model.  In the final 

model, age, mental distress, and perceived mental health service need were significant. 

Decreasing age was associated with an increased likelihood of using a general 

practitioner or a mental health professional, but increasing mental distress and having 

perceived mental health service need were associated with an increased likelihood of 

using a general practitioner or a mental health professional. Compared to those who did 

not perceive a mental health service need, those who perceived a mental health service 

need had odds of 19.62 for using mental health services. However, the 95% confidence 

interval for the difference in odds of using mental health services between people who 

perceived a need and people who did not is 5.926 to 64.973; therefore, this effect should 

be interpreted with extreme caution because of the very wide, imprecise confidence 

interval. This probably resulted from the presence of a small cell value (n=11, 1.2%) 

between the perceived mental health service need and mental health service use in the 

Chinese subsample, resulting in imprecise estimates. 
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Table 17. Predictors of Mental Health Service Utilization (1=yes) among Chinese Older 

Immigrants (n = 885) 

Variables  Step 1 Step 2 Step 3 

 OR 95% CI OR 95% CI OR 95% CI 

PREDISPOSING       

Traditional domain       

Age  .915** 0.860, 0.973 .910** 0.856, 0.968 .926* 0.861, 0.996 

Gender (female) 2.115† 0.900, 4.970 2.116† 0.897, 4.989 2.355 0.827, 6.707 

Marital status1 (not married) .972 0.425, 2.223 .849 0.364, 1.981 .548 0.182, 1.645 

Education 2  .846 0.626, 1.142 .901 0.660, 1.231 .784 0.533, 1.152 

Vulnerable domain       

Acculturation  1.002 0.959, 1.046 1.016 0.970, 1.063 1.026 0.970, 1.086 

ENABLING       

Traditional domain       

Poverty level   .741† 0.516, 1.065 .835 0.533, 1.307 

Vulnerable domain       

Perceived safety   1.032 0.597, 1.783 1.328 0.688, 2.563 

NEED       

Mental distress     1.183*** 1.079, 1.298 

Perceived need     19.621*** 5.926, 64.973 

       

-2LL 240.761*  238.137*  162.015***  

Cox & Snell R2 .016  .019  .100  

Nagelkerke R2 .065  .077  .399  

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 

 

 

 Frequency of mental health service utilization.  Table 18 shows the hierarchical 

multiple regression analysis results examining predictors of frequency of mental health 

service use among Chinese older immigrants. The full linear regression model including 

predisposing, enabling, and need factors was statistically significant, F (11, 606) = 7.595, 

p < .001, with n = 607, explaining 12% of the variance in frequency of mental health 

service utilization. Only perceived mental health service need was a significant predictor  
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Table 18. Predictors of Frequency of Mental Health Service Use among Chinese Older 

Immigrants (n = 607) 

Variables Step 1 Step 2 Step 3 

 b SE Beta 95% CI b SE Beta 95% CI b SE Beta 95% CI 

Constant -.212 .949   -.303 1.009   -1.017 .973   

PREDISPOSING             

Traditional domain             

Age -.009 .011 -.037 -.030, .011 -.010 .011 -.040 -.032, .012 -.004 .010 -.014 -.024, .017 

Gender (female) .167 .186 .038 -.198, .532  .185 .187 .043 -.182, .552 .185 .176 .043 -.161, .532 

Marital status1 (not 

married) 
.091 .197 .020 -.295, .478 .091 .201 .020 -.304, .487 .129 .190 .029 -.245, .502 

Education2 -.019 .066 -.013 -.149, .112 -.006 .071 -.004 -.146, .134 .021 .068 .014 -.112, .154 

Vulnerable domain             

Acculturation .014 .010 .067 -.005, .033 .016 .011 .073 -.006, .037 .009 .010 .041 -.012, .029 

ENABLING             

Traditional domain             

Poverty level     -.003 .090 -.002 -.180, .175 .018 .086 .010 -.151, .186 

Neighborhood cohesion     .058 .074 .034 -.087, .203 .097 .070 .057 -.040, .235 

Civic engagement (yes)     -.203 .212 -.041 -.620, .214 -.137 .201 -.028 -.531, .257 

Vulnerable domain             

Perceived safety     -.131 .135 -.041 -.396, .134 -.112 .128 -.035 -.363, .139 

NEED             

Mental distress         .003 .025 .006 -.045, .052 

Perceived need (yes)         4.492 .557 .335*** 3.398, 5.585 

             

R2 change .008    .003    .111***    

Total R2 .008    .012    .123    

Adjusted R2 .000    -.003    .107    

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 

 

 

 

of frequency of mental health service utilization in the model. Having a perceived mental 

health service need was associated with more visits to a professional for problems with 

mental or emotional health. 
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4.2.2  Research Question 6: How are predisposing, enabling, and need factors 

related to mental health service utilization among Japanese older immigrants in 

California? 

 Mental health service utilization.  The logistic regression analysis with mental 

health service utilization as the dependent variable included 455 cases after listwise 

deletion of cases with missing data (see Table 19); 16 (3.5%) of the cases reported 

utilizing mental health services. The full model of logistic regression including 

predisposing, enabling, and need factors was statistically significant, χ
2
 (9) = 84.288, p < 

.001. The model correctly classified 98.0% of cases (56.3% sensitivity and 99.5% 

specificity). Although gender and marital status were significant in the initial steps of the 

model, the associations (gender and marital status) with mental health service utilization 

became non-significant when the need variables were added to the model. In the final 

model, age, education, mental distress, and perceived need were significant. Decreasing 

age and lower education were related to an increased likelihood of using a general 

practitioner or a mental health professional. However, increasing mental distress and 

having perceived mental health service need were associated with an increased likelihood 

of using a mental health service of a general practitioner or a mental health professional. 

Compared to those who did not perceive a mental health service need, those who 

perceived a mental health service need had odds of 65.88 for using mental health 

services.  However, the 95% confidence interval for the difference in odds of using 

mental health services between people who perceived a need and people who did not is 

9.260 to 463.631; therefore, this effect should be interpreted with extreme caution 

because of the very wide, imprecise confidence intervals. This probably resulted from the 
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presence of a small cell value (n=5, 1.1%) between the perceived mental health service 

need and mental health service use in the Japanese sample, resulting in imprecise 

estimates. 

 

Table 19. Predictors of Mental Health Service Utilization (1=yes) among Japanese Older 

Immigrants (n = 455) 

Variables  Step 1 Step 2 Step 3 

 OR 95% CI OR 95% CI OR 95% CI 

PREDISPOSING       

Traditional domain       

Age  .849*** 0.775, 0.929 .815** 0.776, 0.931 .761** 0.630, 0.920 

Gender (female) 3.474† 0.943, 12.797 3.285† 0.926, 12.750 3.506 0.543, 22.622 

Marital status1 (not married) 2.817† 0.925, 8.580 3.130* 0.925, 8.896 1.356 0.283, 6.506 

Education 2  .841 0.491, 1.440 .817 0.480, 1.439 .386† 0.159, 0.940 

Vulnerable domain       

Acculturation  1.027 0.941, 1.122 1.020 0.941, 1.122 1.086 0.953, 1.237 

ENABLING       

Traditional domain       

Poverty level   .990 0.540, 2.124 1.060 0.432, 2.602 

Vulnerable domain       

Perceived safety   1.023 0.420, 2.402 3.065 0.765, 12.284 

NEED       

Mental distress     1.550** 1.233, 1.947 

Perceived need     65.876*** 9.260, 463.631 

       

-2LL 115.530***  115.488**  54.269***  

Cox & Snell R2 .049  .049  .169  

Nagelkerke R2 .188  .188  .644  

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 

 

 

 

 Frequency of mental health service utilization.  Table 20 shows the hierarchical 

multiple regression analysis results examining predictors of frequency of mental health 
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service use among Japanese older immigrants. The final linear regression model 

including predisposing, enabling, and need factors was statistically significant, F (11, 

283) = 3.946, p < .001, with n = 284, explaining 14% of the variance in frequency of 

mental health service utilization. In a similar way as the Chinese sample, only perceived 

 

Table 20. Predictors of Frequency of Mental Health Service Use among Japanese Older 

Immigrants (n = 284) 

Variables Step 1 Step 2 Step 3 

 b SE Beta 95% CI b SE Beta 95% CI b SE Beta 95% CI 

Constant 1.202 1.853   .266 2.037   -.224 1.958   

PREDISPOSING             

Traditional domain             

Age -.027 .018 -.101 -.062, .007 -.025 .018 -.093 -.061, .011 -.013 .017 -.048 -.047, .021 

Gender (female) .283 .290 .060 -.288, .855 .241 .294 .051 -.337, .819 .039 .280 .008 -.512, .589 

Marital status1 (not 

married) 
.266 .289 .058 -.303, .835 .334 .298 .073 -.252, .920 .294 .281 .064 -.259, .846 

Education2 .012 .142 .005 -.269, .292 -.039 .149 -.018 -.333, .255 -.087 .141 -.040 -.365, .190 

Vulnerable domain             

Acculturation .002 .020 .006 -.038, .042 -.001 .021 -.004 -.042, .039 -.006 .020 -.018 -.044, .033 

ENABLING             

Traditional domain             

Poverty level     .122 .176 .046 -.226, .469 .082 .166 .031 -.245, .410 

Neighborhood cohesion     .040 .102 .026 -.161, .242 .081 .097 .051 -.110, .272 

Civic engagement (yes)     .244 .300 .051 -.346, .834 .191 .283 .040 -.367, .749 

Vulnerable domain             

Perceived safety     .153 .239 .041 -.317, .623 .206 .229 .055 -.244, .656 

NEED             

Mental distress         .008 .052 .010 -.093, .110 

Perceived need (yes)         3.557 .632 .346*** 2.312, 4.802 

             

R2 change .014    .007    .116***    

Total R2 .014    .022    .138    

Adjusted R2 -.003    -.010    .103    

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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mental health service need was a significant predictor of frequency of mental health 

service utilization in the model. Having a perceived mental health service need was 

associated with more visits to a professional for problems with mental or emotional 

health. 

4.2.3  Research Question 7: How are predisposing, enabling, and need factors 

related to mental health service utilization among Korean older immigrants in 

California?  

 Mental health service utilization.  The logistic regression analysis with mental 

health service utilization as the dependent variable included 884 cases after listwise 

deletion of cases with missing data (see Table 21); 22 (2.5%) of the cases reported 

utilizing mental health services. The full model of logistic regression including 

predisposing, enabling, and need factors was statistically significant, χ
2
 (9) = 69.999, p < 

.001. The model correctly classified 97.7% of cases (27.3% sensitivity and 99.5% 

specificity).  Marital status, mental distress, and perceived mental health service need 

were significant. Those who were not married had a 5.401 times higher odds of using 

mental health services than those who lived with a spouse or a partner. The OR for the 

effect of mental distress is 1.092 with a p-value = .047; yet the 95% confidence interval 

for the coefficient associated with mental health service utilization ranges from .622 to 

2.351, which includes one and below one as well, suggesting this effect should be 

interpreted with caution. Compared to those who did not perceive a mental health service 

need, those who perceived a mental health service need had odds of 36.34 for using 

mental health services. However, the 95% confidence interval for the difference in odds 
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of using mental health services between people who perceived a need and people who did 

not is 11.183 to 118.070; therefore, this effect should be interpreted with extreme caution 

because of the very wide, imprecise confidence interval. This probably resulted from the 

presence of a small cell value (n=10, 1.1%) between the perceived mental health service 

need and mental health service use in the Korean subsample, resulting in imprecise 

estimates. 

 

Table 21. Predictors of Mental Health Service Utilization (1=yes) among Korean Older 

Immigrants (n = 884) 

Variables  Step 1 Step 2 Step 3 

 OR 95% CI OR 95% CI OR 95% CI 

PREDISPOSING       

Traditional domain       

Age  .991 0.935, 1.051 .999 0.938, 1.064 1.059 0.985, 1.140 

Gender (female) .699 0.233, 2.092 .703 0.234, 2.111 .982 0.264, 3.656 

Marital status1 (not married) 6.101** 1.917, 19.415 6.781** 2.056, 22.372 5.401* 1.354, 21. 547 

Education 2  .966 0.669, 1.396 .939 0.644, 1.368 1.160 0.742, 1.814 

Vulnerable domain       

Acculturation  .971 0.881, 1.071 .959 0.864, 1.064 .922 0.802, 1.061 

ENABLING       

Traditional domain       

Poverty level   1.199 0.748, 1.921 1.237 0.719, 2.128 

Vulnerable domain       

Perceived safety   1.022 0.573, 1.823 1.209 0.622, 2.351 

NEED       

Mental distress     1.092* 0.622, 2.351 

Perceived need     36.336*** 11.183, 118.070 

       

-2LL 192.185*  191.610*  135.959***  

Cox & Snell R2 .015  .016  .076  

Nagelkerke R2 .074  .077  .366  

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 



 

 

 

85 

 Frequency of mental health service utilization.  Table 22 shows the hierarchical 

multiple regression analysis results examining predictors of frequency of mental health 

service use among Korean older immigrants. The full linear regression model including 

predisposing, enabling, and need factors was statistically significant, F (11, 515) =  

 

Table 22. Predictors of Frequency of Mental Health Service Use among Korean Older 

Immigrants (n = 516) 

Variables Step 1 Step 2 Step 3 

 b SE Beta 95% CI b SE Beta 95% CI b SE Beta 95% CI 

Constant .515 .678   .621 .688   -.120 .638   

PREDISPOSING             

Traditional domain             

Age -.009 .006 -.065 -.021, .004 -.010 .006 -.071 -.022, .003 -.004 .006 -.031 -.016, .008 

Gender (female) -.075 .109 -.036 -.289, .138 -.055 .109 -.027 -.269, .158 -.030 .099 -.014 -.225, .165 

Marital status1 (not 

married) 
.311 .108 .150** .099, .523 .306 .112 .148** .086, .526 .215 .103 .104* .013, .417 

Education2 .007 .039 .009 -.070, .084 .009 .041 .012 -.071, .090 .028 .038 .036 -.046, .101 

Vulnerable domain             

Acculturation -.002 .010 -.010 -.021, .017 .000 .010 .002 -.020, .021 .004 .010 .020 -.014, .023 

ENABLING             

Traditional domain             

Poverty level     -.011 .051 -.012 -.111, .090 -.027 .047 -.030 -.118, .065 

Neighborhood cohesion     -.089 .036 -.119* -.160, -.018 -.080 .033 -.106* -.145, -.015 

Civic engagement (yes)     .028 .111 .011 -.190, .247 .014 .102 .006 -.186, .214 

Vulnerable domain             

Perceived safety     .165 .068 .117* .032, .298 .183 .063 .129** .060, .306 

NEED             

Mental distress         .020 .009 .093* .002, .038 

Perceived need (yes)         1.982 .222 .372*** 1.545, 2.419 

             

R2 change .018    .017    .162***    

Total R2 .018    .035    .197    

Adjusted R2 .008    .018    .179    

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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11.231, p < .001, with n = 516, explaining 20% of the variance in frequency of mental 

health service utilization. Marital status, neighborhood cohesion, perceived safety, mental 

distress, and perceived need were significant. Not being married were associated with 

more visits to a professional for problems with mental or emotional health. Lower levels 

of neighborhood cohesion were related to more visits to a professional for problems with 

mental or emotional health, but higher levels of perceived safety were associated with 

more visits to a professional. In addition, higher levels of mental distress and having a 

perceived mental health service need were associated with more visits to a professional 

for problems with mental or emotional health. 

4.2.4  Research Question 8: How are predisposing, enabling, and need factors 

related to mental health service utilization among Filipino older immigrants in 

California? 

 Mental health service utilization.  The logistic regression analysis with mental 

health service utilization as the dependent variable included 407 cases after listwise 

deletion of cases with missing data (see Table 23); 22 (5.4%) of the cases reported 

utilizing mental health services. The full model of logistic regression including 

predisposing, enabling, and need factors was statistically significant, χ
2
 (9) = 65.593, p < 

.001. The model correctly classified 95.8% of cases (40.9% sensitivity and 99.0% 

specificity). Although poverty level was significant in the initial step of the model, the 

association with mental health service utilization became non-significant when the need 

variables were added to the model.  In the final model, mental distress and perceived 
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need were significant. Increasing mental distress and having perceived mental health 

service need were associated with an increased likelihood of using a general practitioner 

or a mental health professional. Compared to those who did not perceive a mental health 

service need, those who perceived a mental health service need had odds of 25.76 for 

using mental health services. However, the 95% confidence interval for the difference in  

 

Table 23. Predictors of Mental Health Service Utilization (1=yes) among Filipino Older 

Immigrants (n = 407) 

Variables  Step 1 Step 2 Step 3 

 OR 95% CI OR 95% CI OR 95% CI 

PREDISPOSING       

Traditional domain       

Age  .989 0.927, 1.056 .973 0.911, 1.039 1.035 0.954, 1.123 

Gender (female) 1.114 0.408, 3.044 1.051 0.380, 2.904 .567 0.164, 1.965 

Marital status1 (not married) 1.047 0.403, 2.720 .799 0.294, 2.166 .889 0.270, 2.924 

Education 2  .758 0.507, 1.135 .865 0.571, 1.312 1.043 0.599, 1.818 

Vulnerable domain       

Acculturation  1.028 0.967, 1.093 1.050 0.984, 1.120 1.041 0.965, 1.122 

ENABLING       

Traditional domain       

Poverty level   .587* 0.368, 0.937 .810 0.456, 1.439 

Vulnerable domain       

Perceived safety   1.552 0.764, 3.154 1.693 0.688, 4.166 

NEED       

Mental distress     1.226*** 1.095, 1.374 

Perceived need     25.758*** 6.658, 99.655 

       

-2LL 167.981  162.187  105.466***  

Cox & Snell R2 .008  .022  .149  

Nagelkerke R2 .022  .063  .434  

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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odds of using mental health services between people who perceived a need and people  

who did not is 6.658 to 99.655; therefore, this effect should be interpreted with extreme  

caution because of the very, imprecise confidence interval. This probably resulted from 

the presence of a small cell value (n=6, 1.4%) between the perceived mental health 

service need and mental health service use in the Filipino subsample, resulting in 

imprecise estimates. 

 Frequency of mental health service utilization.  Table 24 shows the hierarchical 

multiple regression analysis results examining predictors of frequency of mental health 

service use among Filipino older immigrants. The full linear regression model including 

predisposing, enabling, and need factors was statistically significant, F (11, 273) = 7.753, 

p < .001, with n = 274, explaining 25% of the variance in frequency of mental health 

service utilization. Acculturation, mental distress, and perceived mental health service 

use were significant. Higher levels of acculturation were related to more visits to a 

professional for problems with mental or emotional health. In addition, higher levels of 

mental distress and having a perceived mental health service need were associated with 

more visits to a professional for problems with mental or emotional health. 
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Table 24. Predictors of Frequency of Mental Health Service Use among Filipino Older 

Immigrants (n = 274) 

Variables Step 1 Step 2 Step 3 

 b SE Beta 95% CI b SE Beta 95% CI b SE Beta 95% CI 

Constant -.993 1.542   -.178 1.632   -1.374 1.497   

PREDISPOSING             

Traditional domain             

Age .003 .016 .012 -.028, .034 .001 .016 .002 -.031, .032 .014 .014 .060 -.014, .043 

Gender (female) -.166 .242 -.044 -.643, .311 -.201 .243 -.053 -.680, .278 -.271 .217 -.072 -.698, .156 

Marital status1 (not 

married) 
-.042 .241 -.012 -.516, .432 -.113 .248 -.032 -.601, .375 -.260 .221 -.074 -.696, .175 

Education2 -.117 .100 -.073 -.314, .079 -.072 .105 -.045 -.280, .136 -.033 .095 -.020 -.219, .153 

Vulnerable domain             

Acculturation .034 .017 .124* .001, .067 .043 .018 .158* .008, .078 .034 .016 .127* .003, .066 

ENABLING             

Traditional domain             

Poverty level     -.085 .113 -.053 -.308, .137 .056 .102 .035 -.145, .258 

Neighborhood cohesion     -.113 .084 -.088 -.278, .052 -.113 .076 -.087 -.262, .036 

Civic engagement (yes)     -.133 .242 -.035 -.611, .344 -.219 .216 -.057 -.644, .206 

Vulnerable domain             

Perceived safety     -.067 .167 -.026 -.395, .262 .003 .150 .001 -.290, .296 

NEED             

Mental distress         .070 .029 .142* .012, .128 

Perceived need (yes)         3.791 .531 .408*** 2.746, 4.836 

             

R2 change .024    .015    
.207**

* 
   

Total R2 .024    .038    .246    

Adjusted R2 .006    .006    .214    

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 

 

4.2.5  Research Question 9: How are predisposing, enabling, and need factors 

related to mental health service utilization among Vietnamese older immigrants in 

California? 
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 Mental health service utilization.  The logistic regression analysis with mental 

health service utilization as the dependent variable included 822 cases after listwise 

deletion of cases with missing data (see Table 25); 36 (4.4%) of the cases reported 

utilizing mental health services. The full model of logistic regression including 

predisposing, enabling, and need factors was statistically significant, χ
2
 (9) = 115.378, p 

< .001. The model correctly classified 97.1% of cases (38.9% sensitivity and 99.7% 

specificity). Although age was significant in the initial steps of the model, the association 

with mental health service utilization became non-significant when the need variables 

were added to the model. In the final model, gender, perceived safety, mental distress, 

and perceived mental health service need were significant. Female was associated with an 

increased likelihood of using a general practitioner or a mental health professional.  

Compared to men, women had odds of 2.84 for using mental health services. Decreasing 

perceived safety was associated with an increased likelihood of using a general 

practitioner or a mental health professional. In addition, increasing mental distress and 

having perceived mental health service need were associated with an increased likelihood 

of using a general practitioner or a mental health professional. Compared to those who 

did not perceive a mental health service need, those who perceived a mental health 

service need had odds of 88.38 for using mental health services. However, the 95% 

confidence interval for the difference in odds of using mental health services between 

people who perceived a need and people who did not is 16.172 to 482.931; therefore, this 

effect should be interpreted with extreme caution because of the very wide, imprecise 

confidence interval. This probably resulted from the presence of a small cell value (n=2, 
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0.2%) between the perceived mental health service need and mental health service use in 

the Vietnamese subsample resulting in imprecise estimates. 

 

Table 25. Predictors of Mental Health Service Utilization (1=yes) among Vietnamese 

Older Immigrants (n = 822) 

Variables  Step 1 Step 2 Step 3 

 OR 95% CI OR 95% CI OR 95% CI 

PREDISPOSING       

Traditional domain       

Age  .918** 0.864, 0.975 .922** 0.867, 0.980 .955 0.892, 1.023 

Gender (female) 1.952† 0.893, 4.269 2.005† 0.897, 4.479 2.840* 1.031, 7.826 

Marital status1 (not married) 1.192 0.570, 2.491 .951 0.426, 2.124 .667 0.245, 1.813 

Education 2  .846 0.590, 1.214 .898 0.622, 1.298 .848 0.534, 1.346 

Vulnerable domain       

Acculturation  .912† 0.823, 1.012 .936 0.833, 1.052 .948 0.817, 1.100 

ENABLING       

Traditional domain       

Poverty level   .624 0.367, 1.061 .657 0.344, 1.256 

Vulnerable domain       

Perceived safety   .504** 0.343, 0.740 .576* 0.359, 0.924 

NEED       

Mental distress     1.150** 1.064, 1.243 

Perceived need     88.375*** 16.172, 482.931 

       

-2LL 275.273**  
259.583**

* 
 180.254***  

Cox & Snell R2 .024  .043  .131  

Nagelkerke R2 .081  .142  .434  

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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 Frequency of mental health service utilization.  Table 26 shows the hierarchical 

multiple regression analysis results examining predictors of frequency of mental health 

service use among Vietnamese older immigrants. The full linear regression model  

 

Table 26. Predictors of Frequency of Mental Health Service Use among Vietnamese 

Older Immigrants (n = 493) 

Variables Step 1 Step 2 Step 3 

 b SE Beta 95% CI b SE Beta 95% CI b SE Beta 95% CI 

Constant 1.680 1.291   2.865 1.298   1.035 1.035   

PREDISPOSING             

Traditional domain             

Age -.013 .012 -.051 -.035, .010 -.014 .011 -.055 -.036, .008 .002 .009 .009 -.016, .020 

Gender (female) .196 .178 .055 -.154, .545 .223 .174 .062 -.119, .564 .202 .138 .057 -.068, .472 

Marital status1 (not 

married) 
.258 .183 .068 -.102, .618 .243 .192 .064 -.134, .620 .180 .152 .048 -.119, .478 

Education2 -.049 .080 -.033 -.206, .107 -.030 .081 -.020 -.188, .129 -.011 .064 -.007 -.137, .115 

Vulnerable domain             

Acculturation -.023 .022 -.052 -.067, .021 -.005 .024 -.010 -.052, .043 -.010 .019 -.022 -.047, .028 

ENABLING             

Traditional domain             

Poverty level     -.058 .105 -.031 -.264, .148 .035 .083 .019 -.128, .199 

Neighborhood cohesion     -.171 .061 -.131** -.292, -.050 -.114 .049 -.087* -.210, -.019 

Civic engagement (yes)     -.244 .176 -.063 -.590, .101 -.183 .139 -.047 -.457, .090 

Vulnerable domain             

Perceived safety     -.342 .106 -.148** -.549, -.134 -.212 .084 -.092* -.377, -.046 

NEED             

Mental distress         .025 .018 .054 -.010, .059 

Perceived need (yes)         7.006 .457 .580*** 6.108, 7.904 

             

R2 change .018    
.057**

* 
   .349***    

Total R2 .018    .076    .424    

Adjusted R2 .008    .058    .411    

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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including predisposing, enabling, and need factors was statistically significant, F (11, 

492) = 32.160, p < .001, with n = 493, explaining 42% of the variance in frequency of 

mental health service utilization. Neighborhood cohesion, perceived safety, and perceived 

mental health service need were significant. Lower levels of neighborhood cohesion and 

lower levels of perceived safety were related to more visits to mental health 

professionals. Moreover, having a perceived mental health service need was associated 

with more visits to a professional for problems with mental or emotional health. 

4.3 Summary of Results 

 This chapter presented and summarized the study results of Research Aims 1 

(Research Questions 1, 2, 3, and 4) and 2 (Research Questions 5, 6, 7, 8, and 9). As 

expected, considerable heterogeneity existed among older adults from the five Asian 

ethnic groups with respect to predisposing, enabling, and need factors, and mental health 

service utilization. Moreover, significant predictors of mental health service utilization 

and of frequency of mental health service utilization differed across the five ethnic 

groups. 

 The differences among subgroups were significant except the frequency of mental 

health service use. The number of mental health service visits were so small that the 

differences across subgroups were not significant.  The group comparisons presented 

more variations in predisposing and enabling factors than in need factors and mental 

health service utilization (see Table 27).  
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Table 27. Group Comparisons of Study Variables 

 
Chinese 

(n=885) 

Japanese 

(n=455) 

Korean 

(n=884) 

Filipino 

(n=406) 

Vietnamese 

(n=822) 

Predisposing factors      

Age *** a b b ac c 

Gender  (female) *** a a a   

Marital status  *** ab  b b a 

Education ***      

Acculturation ***   a  a 

Enabling factors      

Poverty level ***      

Insurance ***      

Neighborhood cohesion *** a b  ab  

Civic engagement (yes) *** ab c a cd bd 

Perceived safety *** a   a  

Need factors      

Mental distress *** a a  a a 

Mental health service need (yes) * ab a a a b 

Mental health service utilizations       

Use of general practitioner & 

mental health professional care * ab ac b cd ad 

# of visits a a a a a 

Note. Within each row, means with the same subscript (a, b,  c, and d) are not significantly different 

from one another.  

Note. * p < .05, ** p < .01, *** p < .001 

  

 The significant predictors of mental health service utilization across the five 

ethnic subgroups were shown in Table 28. In all the subgroups, need factors were 

significantly associated with service utilization. Those who had increasing mental distress 

and a perceived need were more likely to have used mental health services. With regard 

to the predisposing factors, decreasing age (Chinese and Japanese), female (Vietnamese), 

not being married (Korean), and lower education (Japanese) were associated with an 

increasing likelihood of using mental health services. In the vulnerable enabling domains, 

decreasing perceived safety was associated with an increasing likelihood of using mental 

health services only in the Vietnamese group.    
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Table 28. Predictors of Mental Health Service Utilization Across Five Ethnicities 

Predictors 
Chinese 

(n=885) 

Japanese 

(n=455) 

Korean 

(n=884) 

Filipino 

(n=407) 

Vietnamese 

(n=822) 

PREDISPOSING      

Traditional domain      

Age  - -    

Gender (female)     + 

Marital status (not married)   +   

Education     -     

Vulnerable domain      

Acculturation       

ENABLING      

Traditional domain      

Poverty level      

Vulnerable domain      

Perceived safety     - 

NEED      

Mental distress + + + + + 

Perceived need (yes) + + + + + 

Note. "-" and "+" indicate a negative significance and a positive significance, respectively.  

 

 In a similar way, the significant factors of frequency of mental health service 

utilization across the five ethnic subgroups are shown in Table 29.  In all subgroups, 

having a perceived need  was associated with more visits to mental health professionals; 

in the Korean and Filipino samples, increasing mental distress was also associated with 

more visits. In the Chinese and Japanese samples, no other significant predictors were 

found. With regard to the predisposing factors, not being married (Korean) in the 

traditional domains and higher levels of acculturation (Filipino) in the vulnerable 

domains were associated with more visits to mental health professionals. With regard to 

the enabling factors, lower levels of neighborhood cohesion (Korean and Vietnamese) in 

the traditional domains were related to more visits. 
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Table 29. Predictors of Frequency of Mental Health Service Use Across Five Ethnicities 

Predictors 
Chinese 

(n=607) 

Japanese 

(n=284) 

Korean 

(n=516) 

Filipino 

(n=274) 

Vietnamese 

(n=493) 

PREDISPOSING      

Traditional domain      

Age       

Gender (female)      

Marital status (not married)   +   

Education        

Vulnerable domain      

Acculturation     +  

ENABLING      

Traditional domain      

Poverty level      

Neighborhood cohesion   -  - 

Civic engagement (yes)      

Vulnerable domain      

Perceived safety   +  - 

NEED      

Mental distress   + +  

Perceived need (yes) + + + + + 

Note. "-" and "+" indicate a negative significance and a positive significance, respectively.  

 

However, in the vulnerable domains, although higher levels of perceived safety were 

related to more visits in the Korean sample, lower levels of perceived safety were related 

to more visits in the Vietnamese sample.  A more detailed discussion about the group 

comparisons and the differences of help-seeking behaviors across the subgroups are 

presented in Chapter 5.  
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CHAPTER 5: DISCUSSION 

 This chapter presents a discussion of study findings from group comparisons and 

predictors of mental health service use among the five ethnic subgroups. In addition to 

the overview of study findings, the limitations and strengths of the study, and 

implications for further research and theory, practice, policy, and social work education 

are presented. Last, the conclusion summarizes this study.  

5.1 Overview of Study Findings 

5.1.1 Group Comparisons among Five Ethnicities 

 Similar to prior studies (Kim et al., 2010; Mui & Kang, 2006; Mui et al., 2007), 

this study sample is not homogeneous. Compared to the basic demographic 

characteristics, this study reaffirmed the fact that older Asian immigrants were quite 

different from each other.  As expected, the results of this study regarding the basic 

sample characteristics by ethnicity were almost identical with results of Kim et al. (2010) 

that analyzed the 2007 CHIS Adult survey data. When comparing to Mui et al. (2007) 

that surveyed Asian American Elders in New York City in 2000, some similar patterns 

were found. Compared to other Asian subgroups, the proportion of women was lower 

than the proportion of men in the Vietnamese sample, and the Japanese and Filipino 

samples reported relatively higher levels of education status, more household income, 

and more health insurance benefits. These results may suggest that older immigrants from 

Japan and the Philippines have better socioeconomic status and more resources than older 

adults from China, Korea, and Vietnam.   
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 With respect to perceived differences regarding environmental characteristics 

(such as, neighborhood cohesion, civic engagement, and perceived safety), the study 

shows that older Japanese adults have the most positive perceptions of environmental 

characteristics, while older Korean adults have the opposite perception. This implies that 

Korean populations might have less social capital at the community level than other 

groups: for instance, less neighborhood satisfaction, more social isolation, and more fear 

of crime. Therefore, this might be a risk factor resulting in chronic mental disorders for 

older immigrants, especially for older Koreans (Leslie & Cerin, 2008). 

 Testing the differences of the levels of acculturation among the five sub-

ethnicities found that there was a certain order in the acculturation level: Japanese → 

Filipino → Chinese → Korean and Vietnamese (as seen in Table 27). This result 

indicates that older Japanese immigrants were most acculturated, but older Korean and 

Vietnamese immigrants were least acculturated. Basically, the study reaffirmed previous 

study findings that older Asians had different acculturation and immigration experiences 

(Kim et al., 2010; Kuo et al., 2008; Lee et al., 2000; Mui et al., 2007). As expected, 

ethnic acculturation patterns of this study were consistent with Kim et al. (2010). This 

indicates that the acculturation patterns of the older Asian subgroups in the 2009, 2011-

2012, and 2013 CHIS data did not change compared to earlier 2007 CHIS data. When 

compared to previous studies (Mui et al., 2007; Wong et al., 2007), common patterns in 

acculturation levels among subgroups were drawn.  

 Specifically, Japanese and Filipino populations might be relatively more 

acculturated than the other ethnic populations because they lived longer in the U.S. and 

used more proficient English. However, the Vietnamese and Korean populations might 
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be the least adapted group in the U.S. out of the five subgroups because older Vietnamese 

immigrants across the studies stayed in the U.S. for relatively shorter periods of time, and 

a larger proportion of them had limited English proficiency. As expected, the older 

Filipino population had higher levels of acculturation because English is the official 

language in the Philippines. However, the Japanese respondents who did not speak 

English in the screening process might be excluded because there was no option of 

Japanese language in both this study and the study of Mui et al. (2007). This might 

influence acculturation of the Japanese population, and the limitation is discussed later.    

 Findings about the group comparisons of mental health related variables such as 

mental distress and perceived mental health need generate interesting discussions. 

Regarding the mental distress scores ranging from 1.9 (Japanese) to 4.0 (Korean), the 

mean scores of the Korean sample were significantly higher than the other four groups, 

which did not differ from each other. This implies that older Asian immigrants of these 

subsamples were likely to be overall well and may benefit from early intervention to 

prevent future mental health problems (Kessler et al., 2003). This result was consistent 

with Kim et al. (2010) and Wong et al. (2007). However, in Mui and Kang (2006), 

Japanese elderly had the highest level of depression on average out of the six Asian 

subgroups (Chinese, Japanese, Korean, Indian, Filipino, and Vietnamese), and Filipino 

and Korean elderly had the lowest level. The average mental distress level of the Korean 

sample was prominently worse than the average of the entire Asian older immigrant 

population, and was not consistent with findings of previous studies (Barnes, Adams, & 

Powell-Griner, 2008; Jimenez, Alegria, Chen, Chan, & Laderman, 2010; NCHS, 2012; 

Pratt, Bartels, & Mueser, 2008). Also, when calculating a serious diagnostic mental 
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distress using a cut-off point of 13, the pattern of order was the same as the mean score 

order: 8.1% (Korean), 3.7% (Filipino), 3.6% (Vietnamese), 3.3% (Chinese), and 1.3% 

(Japanese). This indicates that around 71 older Korean immigrants (8.1%) might have a 

serious diagnostic mental distress. This high proportion of older Korean immigrants with 

a serious diagnostic mental distress is alarming, and the vulnerability of mental health 

among the older Korean immigrants should be paid attention in practice and require 

further studies.  

 Interestingly, the percentage of perceived need of the Korean sample was not 

different from the Chinese, Japanese, and Filipino samples. This might be because of 

cultural misconceptions and stigma related to mental disorders in the older Korean 

sample, and this cultural stigma might negatively influence their attitudes toward service 

use (Jang et al., 2007; Jang, Chiriboga, & Okazaki, 2009). As mentioned before in 

discussions of the predisposing factors, the older Korean immigrants had lower levels of 

acculturation, and they may appear to have less mental health service need or attitude due 

to the stigma.  

 Compared to previous studies, the different findings regarding the mental health 

condition among the subgroups might result from different study settings, including 

geographic differences, and different instruments used to measure mental health status. 

Further study using a nationally representative sample and examining predictors (e.g., 

acculturation and stigma) of mental distress condition and mental health service need is 

required.  

 Furthermore, the variations across subgroups of mental health behaviors were 

smaller than other constructs of the theoretical model. As reported in Chapter 4, a small 
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number of mental health service visits of respondents in all subgroups might have 

contributed to a lack of statistically significant differences between groups. Specifically, 

the number of visits to a mental health service provider in any other group did not exceed 

.33 (see Table 15). This means that any older Asian immigrants in this study had not 

visited mental health services during past 12 months (approximately). With respect to 

mental health service utilization, all subgroups except the Filipino group had slightly 

lower percentages of service use than the 4.7% of Kim et al. (2010) and the 4.5% of the 

2010 National Healthcare Disparities Report (Agency for Healthcare Research and 

Quality, 2011).  

 From the results of mental health and mental health service utilization above, 

interesting issues are raised. Even though the Korean sample had a significantly higher 

level of mental distress on average and a higher percentage of respondents having serious 

mental distress (over the cut-off point of 13), they had the lowest proportion of 

respondents using mental health services. This might result from the stigmatization of the 

Korean population in general as similar to the perceived mental health need above. 

Mental health problems and needs are related to tremendous stigma among Koreans in 

general; also, they are not familiar with the concept of counseling or sharing their mental 

health problems outside the family (Shin & Lukens, 2002). 

 Moreover, all groups except the Japanese sample had a higher proportion of 

respondents receiving care from a general practitioner as opposed to receiving care from 

a mental health professional. This indicates that older Asian immigrants, with the 

exception of the Japanese population, might prefer seeing general practitioners over 

mental health professionals for their mental health problems. As discussed earlier, the 
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Japanese sample had the highest level of acculturation and over 80% of the sample had 

been living in the U.S. for over 80% of their entire lives. Those who were more 

acculturated might have positive thinking about using mental health services and switch 

using from a general practitioner service to a mental health professional service such as 

counselors or psychiatrists. However, the common preference pattern of the other four 

groups related to mental health seeking is consistent with previous findings (Dezetter et 

al. 2013; Leong & Lau, 2001). 

 In summary, many predisposing and enabling factors among five ethnic 

subgroups of older Asian immigrants were not homogenous. These results are congruent 

with previous findings. Interestingly, the five groups had different levels of acculturation, 

and significant disproportionality regarding mental health and the service utilization. The 

next section discusses how these different conditions of the predisposing, enabling, and 

need factors related to mental health service use.  

5.1.2 Predictors of Mental Health Service Use 

 Findings from Research Aim 2 provide better understanding of help-seeking 

patterns related to the mental health among older Asian immigrants. First of all, results of 

examinations of predictors of mental health service utilization and of the frequency of 

mental health service use were similar within each subgroup. Results of analytic models 

with and without neighborhood cohesion and civic engagement were identical. Therefore, 

synthesized discussions about the help seeking patterns across subgroups are presented 

by each construct of the theoretical model.    
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Need factors 

 Importantly, there was a common pattern of health behaviors toward mental 

health service utilization among the five older Asian subgroups. First, higher levels of 

mental distress and having more perceived need were related to a higher chance of using 

mental health service. These findings are consistent with prior literature on examining 

predictors of mental health service use. In Kim et al. (2010, 2011), they analyzed the 

National Latino and Asian American Survey (NLAAS) data to identify factors associated 

with mental health service use and found that mood disorders and poor self-rated mental 

health were associated with a higher probability of mental health service use among 

Asian elderly. Moreover, studies applying Andersen's model reported that in nearly all 

cases, poor health status was associated with increased utilization (Babitsch et al., 2012). 

It might indicate that need factors account for most of the variance in service utilization 

(Andersen, 2008).  However, care needs to be taken when interpreting these findings 

because this study was based on cross-sectional surveys. It could be that respondents 

perceive a need because they have received services.  

 Second, interestingly, the relationships between an evaluated mental distress 

condition and frequency of mental health treatment use were significant among only the 

Korean and Filipino samples. There are at least two plausible explanations for these 

findings. First, this suggests that the Chinese, Japanese, and Vietnamese groups might not 

detect the severity of their mental health condition and hesitate visiting mental health 

centers compared to the Korean and Filipino groups. The result implies that Asians, 

especially older immigrants, may not persist in mental health treatments due to the lack 

of accessibility to culturally responsive services. For instance, ethnic-specific mental 
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health services (ESS) for Asian Americans provided by bilingual and bicultural staffs 

might reduce dropping out and premature termination from mental health services (Leong 

& Lau, 2001). 

Predisposing factors 

 Given the study results regarding age and gender (see Table 28), the effects on 

mental health service utilization were consistent with most previous studies (Cohen et al., 

2010; Katz et al., 1997; Kim et al., 2010; Leaf et al., 1985; Stockdale et al., 2006). For 

instance, being younger and female were associated with mental health service use 

among immigrant elders (Kim et al., 2010). This indicates that those who were younger 

and females might be more open to help-seeking and better acknowledge their mental 

health problems (Mackenzie, Gekoski, & Knox, 2006). Regarding gender differences in 

previous studies, females report more mental health problems or higher levels of 

psychological distress and seek more help due to different cultural gender roles (e.g., 

taking on socio-emotional leadership in the family) than males (Courtenay, 2000; 

Doherty & Kartalova‐O'Doherty, 2010; Rogler & Cortez, 1993; Vogel & Wade, 2009). It 

is because males may be more subject to social stigma regarding help seeking for mental 

health problems than females (Courtenay, 2000; Vogel & Wade, 2009). These studies 

suggest that the gender difference for mental health service use were significant in 

Vietnamese population that was composed to relatively more males, and the Vietnamese 

sample might have higher levels of social stigma due to the lower levels of acculturation 

and education. Whereas being female is consistently associated with positive mental 

health seeking compared to being male, age differences are less clear. Therefore, further 

studies are needed to confirm the age effect.  
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 Studies have reported that being married and higher education status were related 

to using mental health services (Chen et al., 2008; Doherty & Kartalova‐O'Doherty, 

2010; Sorkin et al., 2009; Zuvekas & Fleishman, 2008). Surprisingly, in this study, those 

who had lower education in the Japanese sample and those who were not married in the 

Korean sample were more likely to use mental health services. Only the study of 

Dhingra, Zack, Strine, Pearson, and Balluz (2010), that telephone-interviewed adults 

living in the U.S., supports these findings related to education. Also, only the study of 

Jorm, Parslow, Christensen, and Jacomb (2002), which studied Australian young women, 

reported the same result as these findings regarding the effect of marital status.  Possible 

explanations are that higher expectations in life due to higher levels of education and 

more isolation or less social and emotional support due to living alone might not very 

encourage to use mental health service use by reducing cultural norms or stigma but 

increase mental distress (Bernstein et al., 2011; Mui, 1998). Therefore, increasing mental 

distress in the Japanese and Korean samples can contribute to a greater probability of 

using mental health services. 

   With respect to the positive effect of acculturation on mental health service 

utilization, only the results for the Filipino sample were consistent with previous studies' 

findings (Chen et al., 2008; Hochhausen et al., 2011; Jang et al., 2007; Kim et al., 2010; 

Kung, 2004; Le Meyer et al., 2009; Nguyen, 2011). The result of the relationship 

between acculturation and frequency of mental health service utilization indicates that 

older Filipino respondents who were more acculturated visited mental health services 

more often.  These studies have shown that acculturation, especially language 

proficiency, was one of the most significant predictors of mental health service use. As 
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Kim et al. (2010) discussed, limited English proficiency was a barrier to mental health 

service use among older immigrants, so bilingual service providers and interpretation 

services might encourage older immigrants to use mental health services.   

Enabling factors 

 The significant enabling factors were associated with frequency of mental health 

service utilization in only the Korean and Vietnamese samples. The result of 

neighborhood cohesion partially supports that more social support and cohesion are 

related to health promoting behaviors (Albert et al., 1998; Echeverria et al., 2008). 

Interestingly, perceived safety was adversely related to frequency of mental health 

service utilization in the Korean and Vietnamese samples. Given these results of this 

study, possible explanations might be drawn. High degree of connectedness and 

solidarity among residents might be linked to informal coping resources, so a higher level 

of neighborhood cohesion or feeling more safety should reduce mental disorder or 

promote emotional well-being for older immigrants with a lower level of acculturation 

(Leslie & Cerin, 2008). In California, the Korean population has created ethnic enclaves, 

and formal mental health services were provided for them by ethnically matched 

therapists (Leong & Lau, 2001; Takeuchi, Sue, & Yeh, 1995). Therefore, especially for 

older Korean immigrants, feeling more safety might be closely related to more formal 

service access and persistence in culturally sensitive care.   

5.2 Limitations and Strengths 

The methodological limitations of this study should be noted as well as several 

strengths that allow it to make a distinctive contribution to the empirical literature.  
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5.2.1 Limitations 

The first limitation of the current study is that because this is a cross-sectional 

study of mental health service utilization, causal inferences based on the theoretical 

model could not be drawn from these findings. For instance, the findings for the need 

factors suggest those respondents with a perceived need or distress were more likely to 

receive services. This study did not measure actual mental health need, so this study has a 

limited explanation about the significant predictors of need factors influencing mental 

health service utilization. It is not clear if they were not receiving services because they 

did not need services or if they had needs but still were not receiving services. Estimating 

group comparisons based on a proportion of each population for study variables in 

Research Aim 1 is suitable for this cross-sectional study, but predictors that influence 

mental health service utilization among older Asian immigrants should be interpreted 

with caution.  

Second, the study is limited by possible sampling bias. Non-response bias may be 

caused by those who did not participate in the survey intentionally or unintentionally. As 

mentioned briefly, questions related to mental health service utilization might be 

culturally sensitive for older Asian immigrants to respond to due to stigmatization. 

Therefore, even if they participate in the study, they might avoid certain questions related 

to mental health.  Moreover, as mentioned in Measures, certain variables (such as 

neighborhood cohesion and civic engagement) had a large proportion (37%) of missing 

data because of a skip pattern used in the original data collection. The disproportionality 

of the missing data across subgroups were also found. Therefore, analyses using these 

variables can bias the results.  
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Third, the study's findings are limited by lack of generalizability. Even though the 

sample was collected by randomly surveying Californians via telephone with respect to 

various interview languages (English, Spanish, Korean, Chinese, and Vietnamese), the 

languages of two ethnic minorities (Japanese and Filipino) were not represented. Some 

may not speak one of the languages in which the survey was offered and would be 

excluded in this study. This likely creates sampling bias. Also, data collected from 

California may not be representative of characteristics of older Asian Americans from the 

larger U.S population. Thus, these methodological problems may impede generalizability 

of findings to the elderly minority in the U.S.   

Moreover, the unidimensional approach of acculturation (Gordon, 1971) used in 

this study has limited ability to explain change and adaptation between cultures as 

compared to the bi-dimensional approach (Berry, 1980) and the interactive acculturation 

approach (Bourhis, Moise, Perreault, & Senecal, 1997).  The main reason is due to the 

fact that the concept of acculturation is dynamic and complex rather than linear shifts 

from a low acculturation threshold to a higher level of acculturation (Gordon, 1964; Jang 

et al., 2007). Proxy variables (e.g., language use and length of stay in the U.S.) cannot 

directly examine other important acculturative dimensions (e.g., cultural beliefs, values, 

or norms) (Alegria, 2009; Thomson & Hoffman-Goetz, 2008). The measure used in this 

dissertation may fail to gauge various facets of acculturation such as consequences of 

contact with host culture; therefore, future research may benefit from using Berry’s 

(1997) multidimensional acculturation with older Asian immigrants.  

The next limitation is about the operationalization of the conceptual model. Using 

a secondary data analysis for this study restricts the choice and ability to measure 
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concepts from the BMVP (Gelberg et al., 2000). Not just limited variable choice but 

some components of the conceptual model that are not represented in the survey will 

impede the testing of the conceptual model. For instance, help-seeking attitudes and 

treatment beliefs are highly predictive of seeking psychiatric help (Mackenzie, Scott, 

Mather, & Sareen, 2008), yet because information on these factors are not available in the 

CHIS data, they cannot be examined in this study.  Experiences the person may have had 

in the country of origin such as life events or mental illness could be important influences 

on current mental illness and treatment utilization; however, variables related to those 

previous mental health experiences do not exist.  

Last, this study had minor problems in data analysis. Because of the 

confidentiality of respondents, I did not have access to raw data for assumption checking 

for the dependent variables (mental health service use and frequency of service use). This 

might weaken accuracy of statistical information. Also, because the sample size is 

relatively large so that the increased statistical power might detect trivial effects. Two 

categorical variables (insurance and perceived mental health need) had very small cell 

sizes with mental health service use in logistic regression analyses. Almost everyone was 

insured and almost no one had perceived mental health service need. In spite of a large 

sample size resulting from merging the 2009, 2011-2012, and 2013 CHIS data, it was still 

extremely rare that people who were uninsured and had perceived mental health needs 

experienced mental health service use. This caused very wide confidence intervals in the 

logistic regression analyses. Therefore, a decision to remove insurance from the models 

was made and a cautious interpretation about perceived mental health service need as an 

important predictor of mental health service use was provided. For future study, a 
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penalized likelihood approach, the Firth method, may need to be considered to conduct 

analyses in order to reduce the bias (King & Zeng, 2001). 

5.2.2 Strengths 

A major strength of the current study is to perform ethnically separate analyses. 

Rather than including ethnicity as one of the predisposing factors, the identical analytic 

model on the Chinese, Japanese, Korean, Filipino, and Vietnamese populations was run 

separately, and the results were compared by ethnicity. This analytic approach helped to 

systematically compare the factors by ethnicity and to actively investigate ethnicity-

related differences in mental health service utilization by reducing the potential bias 

coming from differences in the unobserved variation in subgroups (Choi, 2013).  Thus, 

this study effectively illuminated the ethnic differences within the factors of mental 

health service utilization of older Asian immigrants, providing a better understanding of 

the relationships within each ethnic group.     

The second strength is the sufficiency of statistical power to detect significant 

relationships between variables. A final sample of 3,453 respondents and 15 study 

variables were extracted from the 2009, 2011-12, and 2013 CHIS Adult Surveys. The 

power analysis (G*power3.1) for ANOVA and MANOVA tests of Research Aim 1 

indicated that there is sufficient power (1.0) to detect a medium effect (f = 0.25) with the 

sample size (N=3,453). Similarly, the regression analyses for Research Aim 2 have 

sufficient sample size to detect medium effect size; even in the smallest ethnic group, 

Filipino (n=406), the minimum statistical power was determined to be 1.0 with medium 

effect size (f
2
 = .015). 
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Third, this study provides a contribution to narrowing the gap in the literature on 

this topic by comparing the mental health care utilization among five specific older Asian 

populations (Chinese, Japanese, Korean, Filipino, and Vietnamese). Especially valuable 

were the findings about help-seeking patterns for Filipino and Vietnamese older adults 

that have previously not been examined. Also, although neighborhood factors may play 

an important role in the adaptation of older immigrants, only a few past studies have 

focused on them. Various variables at the neighborhood level as well as multiple proxy 

measures of acculturation were included in the CHIS surveys that were conducted by 

well-trained bilingual interviewers who administered the properly translated 

measures/questionnaires. Therefore, the findings of ethnic differences for 

underrepresented minority populations have strong implications for public health and 

social work policy and practice. 

 Last, this study uses a strong theoretical foundation for its analysis; the BMVP by 

Gelberg et al. (2000) was employed for mental health treatment utilization among older 

immigrants as vulnerable populations. The use of BMVP elucidated the relationship 

between acculturation in vulnerable domains and mental health treatment utilization in 

older Asian immigrants that have not been adequately explored in earlier research. The 

same was true for other independent variable of perceived safety.  

5.3 Implications  

5.3.1 Implications for Further Research  

Findings of this study provide a road map for future studies interested in 

exploring the health seeking behaviors of older immigrants. Given the findings of the 
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study, to better understand older Asian immigrants and to reduce mental health 

disparities, a set of directions for future studies should be followed to diminish barriers to 

access to mental health service and to facilitate a support system.  

First, in addition to the confirmed heterogeneity of Asian ethnic subgroups, 

differences within each ethnicity merit future research. Chinese people from the Republic 

of China, Hong Kong, Taiwan, and Singapore may have different values and beliefs as 

well as different ideologies, educational and economic characteristics, and language use 

(Tan, 2011). Refugees from North Korea in the U.S. are growing, and their acculturation 

and mental health may differ from South Koreans of this study sample. Examining 

acculturation, mental health, and mental health service utilization by regional difference 

within each ethnicity may provide clues to better understand various Asian subgroups 

based on historical and political backgrounds.  

Second, longitudinal studies are needed to clarify causal relationships between 

study variables and constructs (e.g., acculturation, mental health condition, and mental 

health seeking behavior) in this conceptual model. Specifically, further intervention 

studies need to confirm the factors influencing mental health services and also need to 

provide clear explanations ensuring a causal relationship between predictors and the 

outcome of interest. Moreover, significant changes regarding immigration policies and 

laws in the U.S. may influence older Asian immigrants' lives and emotional well-being 

differently even in the same ethnicity. Further studies with longitudinal data for older 

Asian immigrants are needed to evaluate achievement of policies for them, and help to 

designate efficient strategies, detecting changes and patterns in the mental health field.  
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A third research implication is to further examine the role of cultural barriers in 

accessing mental health care among older immigrants from Asian subgroups. As 

mentioned in Literature Review, older Asian immigrants have different cultural values, 

religions, and languages, and these might influence their mental health seeking patterns. 

However, these limitations could be overcome for future studies and research. With 

respect to the cultural barriers, stigmatization or unmet needs of using mental health 

services should also be tested. Qualitative studies might help to explore the cultural 

values and norms and mental health service related stigmatization among older Asian 

immigrants.  

Last, even though there were meaningful findings regarding mental health seeking 

patterns of the older Asian subgroups, these findings have limited generalizability 

because the data were only collected in California. Therefore, further research should be 

confirmed using data from a national survey representing large enough samples of older 

Asian populations.  

5.3.2 Implications for Theories  

Gelberg et al. (2000)'s BMVP provided a theoretical framework for this study in 

the context of ethnicity and mental health-seeking pattern in old age, and the conceptual 

model presented in Chapter 2 (see Figure 1) was applied for older Asian immigrants as 

vulnerable populations. First, this study's findings supported the BMVP framework, 

which focused on vulnerable domains: acculturation in the predisposing vulnerable 

domain and perceived safety in the enabling vulnerable domain. The characteristics in the 

vulnerable domains were significantly associated with mental health service utilization 
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among the Korean, Filipino, and Vietnamese respondents. This implies that the BMVP 

framework might be a useful tool to investigate the mental health seeking patterns of 

older Asian immigrants as a vulnerable population as it was for homeless people in 

previous studies (Gelberg et al., 2000; Stein et al., 2007). Further studies may need to 

better specify and determine the vulnerable domains regarding mental health behaviors of 

older Asian immigrants. 

Second, examining the differences of help-seeking patterns between dichotomous 

service utilization and frequency of service utilization provide a theoretical implication 

because previous studies rarely measured health behaviors continuously using the health 

behavioral model. The results may provide an insight about the persistence of service as 

well as an initial seeking pattern that previous.  

Last, this study did not apply the full BMVP model, which tests health outcomes 

resulting from health behavior and investigates feedback loops. Further studies are 

needed to test mental health outcomes for older Asian immigrants. Longitudinal and 

experimental studies or employing advanced statistical analyses such as Structural 

Equation Modeling (SEM) to test the conceptual model may provide an explanation of 

the reciprocal relationship between mental health behaviors and mental health conditions 

among older Asian immigrants. 

5.3.3 Implications for Social Work Practice and Education 

Given the findings of this study, social work practice and education implications 

are provided in developing and improving the mental health status of older Asian 

immigrants. First, with respect to cultural competency services and programs (Lum, 
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2003), this study makes an essential contribution to multicultural social work practice 

focusing on the necessity of new skills and insights for treating older Asian adults from 

different ethnic groups. Immigrants from Southeast and East Asia have rarely been 

addressed as different ethnic groups in social work practice and education, and a lack of 

culturally competent services and programs are provided for immigrants in the U.S. 

(Salant & Lauderdale, 2003). However, understanding cultural differences helps social 

workers and students to develop awareness of different cultural backgrounds and mental 

health care seeking behaviors among the Asian ethnic subgroups. It also helps to advance 

knowledge and information regarding mental health disproportionality among these 

subgroups.  

Second, in addition to furthering the education of social workers and students, this 

study provides insight into target clients and efficient interventions to service providers. 

The results presented here support that emotional support programs might be effective to 

improve the mental health status of the older Koreans who were not married and older 

Korean and Vietnamese immigrants living outside their own enclaves. Moreover, even 

though there existed an obstacle regarding acculturation in accessing the mental health 

services in only the Filipino sample, service providers need to note that large proportions 

of older immigrants from the Chinese, Korean, and Vietnamese samples had language 

barriers of limited English proficiency influencing mental health access (Ponce, Ku, 

Cunningham, & Brown, 2006). This finding suggests that interpreters or English 

education courses might reduce the access burden of older immigrants with limited 

English proficiency. Thus, these practical implications evidenced by this study help to 

better serve the multifaceted needs regarding the mental health of minority elderly.  
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5.3.4 Implications for Policy 

President Obama has been working on broad, comprehensive immigration reform 

for many years (Hing, 2010). Asian Americans should be included in the progressive 

approaches regarding immigration policies and enforcements because the Asian 

immigrants have historically been a disadvantaged immigrant population in the U.S. 

(Hing, 2010). Also, eliminating disparities in access to mental health care among ethnic 

minorities is a major public health concern of the U.S. Department of Health and Human 

Services (DHHS) (U.S. DHHS, 2001). Therefore, the study's findings may be used to 

drive policy changes benefiting older Asian immigrants and reducing mental health 

disparities.  

First, given the study's findings, heterogeneous Asian populations must be 

understood by policy makers or administrators, which will lead to the increasing 

preparedness of the U.S. health care system to accurately project the mental health care 

needs of each subgroup. This mental health care system results in encouraging to find 

those in potential risk and to treat them differently. For instance, increasing the work 

force with bicultural and bilingual abilities in local government offices to serve older 

Asian immigrants may cause to find elderly in need of mental health care and to connect 

to mental health related resources in the community.   

In order to reduce misconceptions and wrong knowledge about mental health and 

its access, campaigns should be targeted at older Asian immigrants. Given the study 

findings, educational programs and campaigns might work for those who are older in the 

Chinese and Japanese samples, for those who are more educated in the Japanese sample, 

and for females in the Vietnamese sample. Providing appropriate information (e.g., 
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misconceptions about mental health service utilization, mental health benefits of public 

programs) for these populations might help them in their seeking care (Michus et al., 

2000). Older Asian immigrants, who are under the Medicare program and have moderate 

levels of depression, might fail to access mental health services because of a lack of 

information regarding mental health benefits of the Medicare program. Moreover, given 

the study findings, there were strong relationships between need factors and the service 

utilization in all groups. However, the relationship between mental health condition and 

persistence in mental health care treatment existed in only two subgroups. This might 

imply significant efforts needed by state or local governments for the follow-up 

management. For instance, establishing a management system that could track patients or 

cases in serious mental diseases could be possible at a macro level. 

In addition to public health awareness campaigns, policies need to adequately 

address the need of informal care and support in order to prevent older Asian immigrants 

from mental diseases. Based on the study's findings, Koreans who were not married had 

more visits to mental health services compared to married Koreans. Also, those who had 

lower levels of neighborhood cohesion in the Korean and Vietnamese samples had also 

more visits because of mental health problems. This might suggest that informal care and 

support from family members, friends, and neighbors are helpful to reduce mental 

distress among certain ethnic groups. Informal systems such as senior centers, social 

service agencies, churches, and day care centers in the community may be places for 

social networking for older immigrants and help them with mental health problems. 

Policy makers may need to make an effort to derive cooperation from them in order to 
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promote informal care or to strengthen social capital in the neighborhood as well as 

government funding for more resources. 

5.4 Conclusion 

 In conclusion, this study aimed to investigate differences between the five ethnic 

subgroups of older Asian immigrants and to examine predictors of mental health service 

utilization within each ethnic subgroup individually. Based upon the findings, this study 

has enriched the existing body of knowledge. In particular, it explicitly emphasized the 

role of ethnicity, suggesting that older Asians were not homogeneous with respect to 

acculturation, mental health, and mental health service utilization. Also, this study 

provided insight into how mental health seeking patterns of each subgroup differ by 

ethnicity. This study discussed the common effects of need factors on mental health 

service utilization in all groups. Moreover, vulnerability of service access among the 

older Korean, and Vietnamese populations (acculturation and perceived safety) was 

highlighted. The findings of this study contribute to the literature and theory due to 

separate analytic approaches by ethnicity. Therefore, this study provided guidelines in the 

United States, which is becoming more ethnically and culturally diverse, that shed insight 

on mental health and its access disparities by ethnicity within the Asian population. As a 

result, this study supports examinations of further studies regarding study findings, 

importance of culturally competent services and programs for older Asian immigrants, 

and policy initiatives for preventing and managing mental distress.   
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APPENDIX A. CALIFORNICA HEALTH INTERVIEW SURVEY QUESTIONS USED IN 

THIS DISSERTATION 

 

Screening Information 

 Language of interview:   

English = 1; Spanish = 2; Vietnamese = 3; Korean = 4; Cantonese = 5; and Mandarin = 6 

 A proxy interview:  Yes = 1 No = 2 

Demographic Information 1 

Age:  “What is your age, please?”   _________ years of age 

Gender: “Are you male or female?      Male = 1  Female = 2 

Race/ethnicity: “You said Asian, and what specific ethnic group are you, such as 

Chinese, Filipino, or Vietnamese? If you are more than one, tell me all of them.”   

Bangladeshi = 1; Burmese = 2; Cambodian = 3; Chinese = 4; Filipino = 5; 

Hmong = 6;Indian = 7; Indonesian = 8; Japanese = 9; Korean = 10; Laotian = 11; 

Malaysian = 12;Pakistani = 13; Sri Lankan = 14; Taiwanese = 15; Thai = 16; and 

Vietnamese = 17.  

Note. For the study, Chinese, Filipino, Japanese, Korean, and Vietnamese were 

only selected.  

Marital status: “Are you now married, living with a partner in a marriage-like 

relationship, widowed, divorced, separated, or never married?”  
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Married = 1; Living with partner = 2; Widowed = 3; Divorced = 4; Separated = 5;  

and Never Married = 6.  

Education:  “What is the highest grade of education you have completed and 

received credit for?”  

No formal education = 30; Grade school 1 ~ 8; High school or equivalent 9 ~ 12;  

4-year college or university 13 ~ 17; Graduate or professional school 18 ~ 21; 2-year 

junior or community college 22 ~ 23; Vocational, business, or trade school 24 ~ 26. 

Note. This question should be interchangeable across the five Asian countries 

(China, Japan, Korea, Philippines, and Vietnam).   

Income, poverty level, and insurance 

Income: “What is your best estimate of your household’s total annual income 

from all sources before taxes in 2008?”  $_______________ amount 

Poverty level:  

1. “ Including yourself, howmany people living in your household are supported 

by your total household income?”  _______________ number of people 

2. “How many of these people are children under the age of 18?”   

____________number of children 

3. “Was your total annual household income before taxes less than or more than 

$ POVRT 100?”  Equal to or less = 1  more = 2 

4. “Was your total annual household income before taxes less than or more than 

$ POVRT 200?” Equal to or less = 1  more = 2 
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5. “Was your total annual household income before taxes less than or more than 

$ POVRT 130?”  Equal to or less = 1  more = 2 

6. Was your total annual household income before taxes less than or more than $ 

POVRT 300?”  Equal to or less = 1  more = 2 

Note. The federal poverty 100%, 130%, 200%, and 300% level cutoff points use 

the total household size and number of children. These values were derived by 

multiplying the census poverty threshold “size of family unit” by “related children under 

18 years” table amounts by 2 and 3, respectively, then rounding to the nearest 100 

dollars. 

Insurance type: “What type of health insurance do you have?”  

Through current or former employer/union = 1; Through school, professional 

association, trade group, or other organization = 2; Purchased directly from health plan = 

3;Medicare = 4; Medi-Cal = 5; Healthy families = 6; Champus/Champ-VA, Tricare,  

VA or some other military health care = 7; Indian health service, Tribal health program  

or Urban Indian clinic = 8; Health kids = 9; Other government health plan = 91; and  

Other non-government health plan = 92.  

Note. These answer options were collapsed into four: current or former employer, 

purchased directly from health plan, government plan including Medicare and Medicaid, 

and others. 

Demographic Information 2 (immigration background) 

Living arrangement: 
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1.  Is your spouse also living in your household?  Yes = 1  No = 2 

2. Are you now living with either of your parents?  Yes = 1  No = 2 

3. Are there any children under the age of 18 living in the household, including 

babies?  Yes = 1  No = 2 

Immigrant generation: 

1.  In what country were you born? 

2.  In what country was your mother born? 

3. In what country was your father born?  

Note. These three questions recoded into a new variable indicating the immigrant 

generation. Therefore, it ranged from 1 (first generation), 2 (second generation), and 3 

(third generation). 

Immigration status: 

1.  Are you a citizen of the U.S.?    Yes  = 1 No = 2 

2. Are you a permanent resident with a green card?  Yes  = 1 No = 2 

Note. These two questions are collapsed into one. 

Length of time in US/Immigration age: 

1. About how many years have you lived in the U.S.? 

 __________years 

2. Which year did you first come to live in the US?  

 __________year 
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Language use: 

1. What languages do you speak at home?  

2. What languages do you speak with your friends?  

3. In what languages are the TV shows, radio stations, or newspapers that you 

usually watch, listen or read? 

Only English = 1; Both English and other languages = 2; and Only other 

languages = 3. 

Language proficiency: Would you say you speak English? 

Very well = 1; Well = 2; Not well = 3; and Not at all = 4 

Neighborhood cohesion: 

1. People in my neighborhood are willing to help each other. 

2.  People in this neighborhood generally do not get along with each other. 

3. People in this neighborhood can be trusted.  

4. You can count on adults in this neighborhood to watch out that children are 

safe and don’t get in trouble. 

Strongly agree = 1; Agree = 2; Disagree = 3; and Strongly disagree = 4 

Perceived safety: Do you feel safe in your neighborhood? 

All of the time = 1; Most of the time = 2; Some of the time = 3; and None of the 

time = 4 
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Civic engagement: In the past 12 months, have you done any volunteer work or 

community service that you have not been paid for?  Yes = 1 No = 2 

Mental Health Information 

Mental health insurance coverage: Does your insurance over treatment for mental 

health problems, such as visits to a psychologist or psychiatrist?   

Yes = 1 No = 2 

 Mental distress (K6): 

1. About how often during the past 30 days did you feel nervous? 

2.  About how often during the past 30 days did you feel hopeless? 

3. About how often during the past 30 days did you feel restless or fidgety? 

4. About how often during the past 30 days did you feel so depressed that 

nothing could cheer you up? 

5. About how often during the past 30 days did you feel that everything was an 

effort? 

6. About how often during the past 30 days did you feel worthless?  

All = 1; Most = 2; Some = 3; A little = 4; None = 5 

  Disability (Sheehan Scale): 

1. Did your emotions interfere with your performance at work? 

2. Did your emotions interfere with your household chores? 

3. Did your emotions interfere with your social life? 
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4. Did your emotions interfere with your relationship with friends and family? 

A lot = 1; Some = 2; Not at all = 3 

  Mental health service need: Was there ever a time during the past 12 months 

when you felt that you might need to see a professional because of problems with your 

mental health, emotions, nerves, or your use of alcohol or drugs?   

 Yes = 1  No = 2 

  General practitioner service use: In the past 12 months, have you seen your 

primary care physician or general practitioner for problems with your mental health, 

emotions, nerves, or your use of alcohol or drugs?   

Yes = 1 No = 2 

  Mental professional service use: In the past 12 months, have you seen any other 

professional, such as a counselor, psychiatrist, or social worker for problems with your 

mental health, emotions, nerves, or your use of alcohol or drugs?  

Yes = 1  No = 2.  

 Purpose of mental health treatment: Did you seek help for your mental or 

emotional health or for an alcohol or drug problem? 

 Mental – emotional health = 1; Alcohol – drug problem = 2; Both mental & 

alcohol-drug = 3 

 Number of mental health service use: In the past 12 months, how many visits did 

you make to a professional for problems with your [mental or emotional health/use of 

alcohol or drugs/mental or emotional health and your use of alcohol or drugs]?   

 ___________ number of visits 
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APPENDIX B. CHI-SQUARE TESTS OF OBSERVED FREQUENCIES BETWEEN 

TWO ETHNICITIES 

B-1. Group Comparisons of Acculturation Proxies 

 
Chinese 

(N=885) 

Japanese 

(N=455) 

Korean 

(N=884) 

Filipino 

(N=406) 

Vietnamese 

(N=822) 

Interview language, % ***  a b a b 

Non-English 53.6 0.4 87.4 0 88.4 

English 46.4 99.6 12.6 100 11.6 

Home language, % ***      

Only other language 57.9 4.6 79.0 15.5 82.1 

Both English and other 24.4 23.5 17.9 61.7 17.2 

Only English 17.7 71.9 3.2 22.9 0.7 

English proficiency, % ***      

Not at all 14.5 0.2 13.8 0.2 20.1 

Not well 34.4 3.7 62.9 7.9 61.6 

Well 22.0 14.1 17.2 31.0 16.1 

Very well  29.2 82.0 6.1 60.9 2.3 

Birthplace, % ***      

Non-US born 82.9 21.8 97.6 87.7 99.9 

US born 17.1 78.2 2.4 12.3 0.1 

Citizenship status, % *** a   a  

Not-citizen 6.6 5.9 11.0 6.4 7.3 

Naturalized citizen 76.4 15.8 86.7 81.3 92.6 

US-born citizen 17.1 78.2 2.4 12.3 0.1 

Duration in the U.S., % ***      

~20% 13.2 0.4 9.7 7.6 11.6 

21 ~ 40% 26.4 1.5 35.2 20.4 53.5 

41 ~ 60% 23.5 6.8 44.0 33.9 32.5 

61 ~ 80% 15.6 10.3 8.4 22.1 2.2 

Over 81% 21.2 80.9 2.7 16.0 0.2 

Note. Within each row, means with the same subscript (a and b) are not significantly different 

from one another.  

* p < .05, ** p < .01, *** p < .001 
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B-2. Chi-square tests of Acculturation Proxies between two ethnicities 

 
Interview 

language 

Home 

language 

English 

proficiency 
Birth place 

Citizenship 

status 

Duration in 

US 

 χ
2 
/ p χ

2 
/ p χ

2 
/ p χ

2 
/ p

 
χ

2 
/ p

 
χ

2 
/ p 

C&J 370.21/<.001 457.98/<.001 368.85/<.001 478.21/<.001 494.89/<.001 469.42/<.001 

C&K 244.11/<.001 127.54/<.001 212.70/<.001 108.68/<.001 113.69/<.001 216.68/<.001 

C&F 343.61/<.001 223.34/<.001 212.49/<.001 4.84/.028 4.98/.083 33.74/<.001 

C&V 248.65/<.001 175.94/<.001 271.44/<.001 150.77/<.001 150.97/<.001 345.11/<.001 

J&K 932.70/<.001 848.78/<.001 850.03/<.001 954.72/<.001 863.09/<.001 943.23/<.001 

J&F 1.80/0.181 207.26/<.001 47.46/<.001 375.09/<.001 395.66/<.001 381.44/<.001 

J&V 925.90/<.001 897.26/<.001 934.20/<.001 887.45/<.001 904.67/<.001 1051.89/<.001 

K&F 885.83/<.001 474.45/<.001 621.68/<.001 52.66/<.001 56.84/<.001 140.76/<.001 

K&V .40/.527 13.35/.001 24.77/<.001 16.99/<.001 24.70/<.001 95.87/<.001 

F&V 880.14/<.001 535.79/<.001 717.91/<.001 101.25/<.001 101.25/<.001 320.99/<.001 

Note. C = Chinese, J = Japanese, K = Korean, F = Filipino, and V = Vietnamese  
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B-3. Chi-square tests of predisposing factors between two ethnicities 

 Gender Marital status Education 

 χ
2 
/ p χ

2 
/ p χ

2 
/ p 

C&J 1.24/.265 30.41/<.001 80.07/<.001 

C&K 3.12/.078 2.35/.125 46.80/<.001 

C&F 25.06/<.001 3.76/.052 65.29/<.001 

C&V 10.85/.001 3.21/.073 210.87/<.001 

J&K .12/.734 17.97/<.001 119.51/<.001 

J&F 12.37/<.001 8.70/.003 38.10/<.001 

J&V 14.58/<.001 48.15/<.001 239.43/<.001 

K&F 13.28/<.001 .51/.48 87.38/<.001 

K&V 25.17/<.001 10.84/.001 130.53/<.001 

F&V 56.34/<.001 11.34/<.001 280.77/<.001 

Note. C = Chinese, J = Japanese, K = Korean, F = Filipino, and V = Vietnamese  
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B-4. Chi-square tests of enabling factors between two ethnicities 

 Poverty level Insurance Civic engagement Perceived safety 

 χ
2 
/ p χ

2 
/ p χ

2 
/ p χ

2 
/ p 

C&J 111.90/<.001 11.79/.003 11.135/<.001 8.71/.012 

C&K 85.83/<.001 59.88/<.001 2.86/.091 15.30/.001 

C&F 33.63/<.001 8.40/.015 1.12/.029 5.07/.167 

C&V 226.81/<.001 20.40/<.001 1.75/.186 75.78/<.001 

J&K 297.23/<.001 36.63/<.001 21.59/<.001 36.26/<.001 

J&F 34.93/<.001 10.77/.005 3.56/.059 8.33/.040 

J&V 476.40/<.001 8.06/.018 4.46/.035 32.81/<.001 

K&F 138.22/<.001 82.51/<.001 5.84/.018 10.51/.015 

K&V 50.49/<.001 14.78/<.001 8.29/.004 101.51/<.001 

F&V 260.72/<.001 33.49/<.001 .002/1.022 36.58/<.001 

Note. C = Chinese, J = Japanese, K = Korean, F = Filipino, and V = Vietnamese  
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B-5. Chi-square tests of mental health service need and use experience between two 

ethnicities 

 
Mental health 

service need 

General 

practitioner care 

Mental health 

professional 

care 

General practitioner & 

mental health 

professional care 

 χ
2 
/ p χ

2 
/ p χ

2 
/ p χ

2 
/ p 

C&J 2.28/.131 .18/.670 2.71/.099 .05/.082 

C&K 2.07/.151 .07/.791 .62/.431 .98/.322 

C&F 1.62/.203 7.71/.006 .001/1.088 4.07/.044 

C&V 1.40/.236 1.92/.166 1.94/.164 1.42/.234 

J&K .08/.779 .05/.833 5.51/.019 1.151/.283 

J&F .03/.876 6.81/.009 1.66/.197 2.27/.132 

J&V 6.41/.011 2.23/.135 .17/.679 .56/.455 

K&F .01/.944 8.96/.003 .46//.498 8.29/.004 

K&V 6.51/.011 2.67/.103 4.64/.032 4.64/.031 

F&V 5.18/.023 2.32/.128 1.08/.299 .96/.326 

Note. C = Chinese, J = Japanese, K = Korean, F = Filipino, and V = Vietnamese  
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APPENDIX C. PREDICTORS OF MENTAL HEALTH SERVICE USE WITHOUT 

NEIGHBORHOOD COHESION AND CIVIC ENGAGEMENT 

 

C-1. Predictors of mental health service use (1=yes) among Chinese older immigrants (n 

= 607) 

Variables  Step 1 Step 2 Step 3 

 OR 95% CI OR 95% CI OR 95% CI 

PREDISPOSING       

Traditional domain       

Age  .933† 0.869, 1.002 .931* 0.867, 1.000 .942 0.861, 1.030 

Gender (female) 1.641 0.581, 4.635 1.635 0.574, 4.656 2.287 0.607, 8.617 

Marital status1 (not 

married) 
.622 0.203, 1.902 .478 0.148, 1.548 .371 0.086, 1.607 

Education2   .676* 0.462, 0.990 .745 0.492, 1.128 .807 0.492, 1.322 

Vulnerable domain       

Acculturation  1.037 0.985, 1.093 1.059* 1.003, 1.119 1.047 0.975, 1.124 

ENABLING       

Traditional domain       

Poverty level   .730 0.453, 1.174 .734 0.417, 1.291 

Neighborhood cohesion   .755 0.506, 1.129 .829 0.519, 1.325 

Civic engagement (yes)   .555 0.149, 2.070 .529 0.114, 2.460 

Vulnerable domain       

Perceived safety   .987 0.515, 1.894 1.103 0.503, 2.419 

NEED       

Mental distress     1.139* 1.018, 1.275 

Perceived need (yes)     29.944*** 7.054, 127.122 

       

-2LL 151.866  147.026  101.887***  

Cox & Snell R2 .017  .025  .094  

Nagelkerke R2 .071  .105  .403  

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. †  p < .10,   * p < .05, ** p < .01, *** p < .001 
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C-2. Predictors of frequency of mental health service use among Chinese older 

immigrants (n = 885) 

Variables  Step 1 Step 2 Step 3 

 b SE Beta b SE Beta b SE Beta 

Constant  .297 .768  .478 .791  -.305 .756  

PREDISPOSING          

Traditional domain          

Age  -.014 .009 -.056 -.015 .009 -.060† -.007 .008 -.028 

Gender (female) .246 .145 .059† .250 .145 .061† .201 .137 .049 

Marital status1 (not married) .157 .153 .037 .135 .156 .032 .117 .147 .027 

Education 2  .024 .053 .017 .036 .055 .025 .020 .052 .014 

Vulnerable domain          

Acculturation  .004 .008 .018 .007 .008 .034 .007 .008 .035 

ENABLING          

Traditional domain          

Poverty level    -.054 .070 -.033 -.016 .067 -.010 

Vulnerable domain          

Perceived safety    -.062 .103 -.020 -.024 .097 -.008 

NEED          

Mental distress       .030 .020 .054 

Perceived need       3.896 .437 .315*** 

          

R2 change .009   .001   
.116**

* 
  

Total R2 .009   .010   .126   

Adjusted R2 .004   .003   .117   

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. †  p < .10, * p < .05, ** p < .01, *** p < .001 
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C-3. Predictors of mental health service use (1=yes) among Japanese older immigrants (n 

= 284) 

Variables  Step 1 Step 2 Step 3 

 OR 95% CI OR 95% CI OR 95% CI 

PREDISPOSING       

Traditional domain       

Age  .849** 0.762, 0.945 .850** 0.761, 0.948 .818* 0.685, 0.977 

Gender (female) 4.023† 0.806, 20.089 4.023† 0.790, 20.494 2.499 0.272, 22.912 

Marital status1 (not 

married) 
2.113 0.568, 7.863 2.373 0.610, 9.227 2.493 0.310, 20.035 

Education2   .716 0.367, 1.396 .663 0.330, 1.331 .357† 0.113, 1.126 

Vulnerable domain       

Acculturation  1.039 0.937, 1.152 1.034 0.931, 1.148 1.046 0.898, 1.219 

ENABLING       

Traditional domain       

Poverty level   1.311 0.520, 3.306 1.062 0.306, 3.693 

Neighborhood cohesion   1.129 0.705, 1.808 1.367 0.699, 2.671 

Civic engagement (yes)   .996 0.269, 3.683 .766 0.101, 5.823 

Vulnerable domain       

Perceived safety   .846 0.273, 2.627 1.245 0.262, 5.914 

NEED       

Mental distress     1.303* 0.997, 1.702 

Perceived need (yes)     97.524*** 8.039, 1183.07 

       

-2LL 78.246*  77.586  39.933***  

Cox & Snell R2 .051  .053  .171  

Nagelkerke R2 .182  .190  .611  

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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C-4. Predictors of frequency of mental health service use among Japanese older 

immigrants (n = 455) 

Variables  Step 1 Step 2 Step 3 

 b SE Beta b SE Beta b SE Beta 

Constant  .904 1.178  .403 1.273  -.257 1.227  

PREDISPOSING          

Traditional domain          

Age  -.021 .011 -.096† -.020 .011 -.096* -.009 .011 -.044 

Gender (female) .184 .181 .049 .186 .182 .050 .062 .172 .016 

Marital status1 (not married) .213 .182 .058 .247 .186 .067 .155 .175 .042 

Education 2  .015 .086 .009 .002 .089 .001 -.023 .084 -.014 

Vulnerable domain          

Acculturation  .002 .013 .006 .001 .013 .004 -.001 .013 -.002 

ENABLING          

Traditional domain          

Poverty level    .063 .104 .031 .061 .098 .030 

Vulnerable domain          

Perceived safety    .124 .141 .042 .217 .135 .073† 

NEED          

Mental distress       .016 .031 .025 

Perceived need       3.008 .429 .336*** 

          

R2 change .013   .003   .113***   

Total R2 .013   .015   .129   

Adjusted R2 .002   .001   .111   

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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C-5. Predictors of mental health service use (1=yes) among Korean older immigrants (n = 

516) 

Variables  Step 1 Step 2 Step 3 

 OR 95% CI OR 95% CI OR 95% CI 

PREDISPOSING       

Traditional domain       

Age  1.006 0.937, 1.079 1.007 0.932, 1.087 1.076 0.974, 1.187 

Gender (female) 1.123 0.266, 4.747 1.369 0.324, 5.780 2.146 0.325, 14.162 

Marital status1 (not 

married) 
8.443* 1.609, 44.298 9.064* 1.662, 49.424 4.538 0.619, 33.279 

Education2   1.045 0.662, 1.649 1.027 0.622, 1.698 1.258 0.684, 2.313 

Vulnerable domain       

Acculturation  .998 0.878, 1.136 .998 0.868, 1.148 1.027 0.865, 1.219 

ENABLING       

Traditional domain       

Poverty level   1.164 0.607, 2.233 .817 0.344, 1.942 

Neighborhood cohesion   .717 0.474, 1.084 .740 0.471, 1.162 

Civic engagement (yes)   .678 0.143, 3.210 .143 0.008, 2.728 

Vulnerable domain       

Perceived safety   2.174† 0.916, 5.161 2.748† 0.934, 8.087 

NEED       

Mental distress     1.113† 0.994, 1.247 

Perceived need (yes)     80.071*** 13.167, 486.912 

       

-2LL 
123.309

* 
 118.631*  77.476***  

Cox & Snell R2 .024  .033  .107  

Nagelkerke R2 .103  .141  .461  

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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C-6. Predictors of frequency of mental health service use among Korean older 

immigrants (n = 884) 

Variables  Step 1 Step 2 Step 3 

 b SE Beta b SE Beta b SE Beta 

Constant  .494 .417  .433 .422  -.083 .404  

PREDISPOSING          

Traditional domain          

Age  -.007 .004 -.057 -.007 .004 -.059 -.003 .004 -.027 

Gender (female) -.106 .071 -.058 -.103 .071 -.057 -.068 .067 -.038 

Marital status1 (not 

married) 
.244 .071 .135** .254 .073 .141*** .193 .069 .107** 

Education 2  -.009 .025 -.013 -.015 .026 -.023 .008 .025 .012 

Vulnerable domain          

Acculturation  -.001 .006 -.007 -.002 .006 -.016 -.002 .006 -.012 

ENABLING          

Traditional domain          

Poverty level    .010 .032 .013 .004 .030 .005 

Vulnerable domain          

Perceived safety    .054 .041 .045 .077 .039 .065* 

NEED          

Mental distress       .019 .006 .102** 

Perceived need       1.365 .148 .305*** 

          

R2 change .014*   .002   .118***   

Total R2 .014   .017   .135   

Adjusted R2 .009   .009   .126   

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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C-7. Predictors of mental health service use (1=yes) among Filipino older immigrants (n 

= 274) 

Variables  Step 1 Step 2 Step 3 

 OR 95% CI OR 95% CI OR 95% CI 

PREDISPOSING       

Traditional domain       

Age  .995 0.918, 1.079 .987 0.910, 1.070 1.056 0.953, 1.170 

Gender (female) .676 0.198, 2.310 .628 0.173, 2.278 .302 0.057, 1.602 

Marital status1 (not 

married) 
1.163 0.332, 4.078 .750 0.182, 3.093 .469 0.072, 3.062 

Education2   .627† 0.378, 1.040 .684 0.405, 1.157 .720 0.357, 1.450 

Vulnerable domain       

Acculturation  1.054 0.982, 1.132 1.076† 0.993, 1.165 1.071 0.972, 1.181 

ENABLING       

Traditional domain       

Poverty level   .546† 0.291, 1.023 .810 0.377, 1.742 

Neighborhood cohesion   .877 0.550, 1.397 .902 0.461, 1.765 

Civic engagement (yes)   2.484 0.741, 8.323 2.704 0.616, 11.862 

Vulnerable domain       

Perceived safety   .992 0.405, 2.426 1.266 0.408, 3.924 

NEED       

Mental distress     1.250** 1.081, 1.444 

Perceived need (yes)     44.561*** 5.515, 360.073 

       

-2LL 104.009  97.978  66.308***  

Cox & Snell R2 .024  .045  .149  

Nagelkerke R2 .071  .135  .449  

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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C-8. Predictors of frequency of mental health service use among Filipino older 

immigrants (n = 407) 

Variables  Step 1 Step 2 Step 3 

 b SE Beta b SE Beta b SE Beta 

Constant  -2.204 1.543  -1.648 1.557  -2.779 1.417  

PREDISPOSING          

Traditional domain          

Age  .005 .015 .019 -.003 .015 -.009 .012 .014 .042 

Gender (female) .074 .238 .016 .041 .237 .009 -.090 .211 -.020 

Marital status1 (not married) -.241 .230 -.057 -.355 .233 -.084 -.402 .208 -.095† 

Education 2  -.062 .101 -.031 .012 .104 .006 .042 .094 .021 

Vulnerable domain          

Acculturation  .047 .016 .143** .060 .017 .183** .053 .015 .161*** 

ENABLING          

Traditional domain          

Poverty level    -.289 .112 -.148* -.139 .101 -.072 

Vulnerable domain          

Perceived safety    .051 .154 .017 .025 .137 .008 

NEED          

Mental distress       .045 .028 .081 

Perceived need       4.455 .497 .428*** 

          

R2 change .023   .016*   .208***   

Total R2 .023   .040   .247   

Adjusted R2 .011   .023   .230   

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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C-9. Predictors of mental health service use (1=yes) among Vietnamese older immigrants 

(n = 493) 

Variables  Step 1 Step 2 Step 3 

 OR 95% CI OR 95% CI OR 95% CI 

PREDISPOSING       

Traditional domain       

Age  .945† 0.888, 1.006 .943† 0.884, 1.006 .977 0.905, 1.054 

Gender (female) 1.866 0.742, 4.692 2.305† 0.858, 6.190 3.007† 0.864, 10.463 

Marital status1 (not 

married) 
1.525 0.660, 3.525 1.222 0.456, 3.279 1.400 0.398, 4.927 

Education2   .748 0.488, 1.140 .799 0.517, 1.235 .744 0.425, 1.303 

Vulnerable domain       

Acculturation  .956 0.852, 1.072 .997 0.872, 1.139 .982 0.827, 1.166 

ENABLING       

Traditional domain       

Poverty level   .641 0.320, 1.285 1.012 0.425, 2.407 

Neighborhood cohesion   .734* 0.547, 0.984 .746 0.514, 1.081 

Civic engagement (yes)   .602 0.209, 1.732 .587 0.146, 2.356 

Vulnerable domain       

Perceived safety   .483** 0.300, 0.779 .524* 0.289, 0.948 

NEED       

Mental distress     1.180** 1.072, 1.298 

Perceived need (yes)     
13402631

467.457 
- 

       

-2LL 
202.021

* 
 

180.350*

** 
 

117.111**

* 
 

Cox & Snell R2 .026  .068  .180  

Nagelkerke R2 .074  .192  .510  

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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C-10. Predictors of frequency of mental health service use among Vietnamese older 

immigrants (n = 822)  

Variables  Step 1 Step 2 Step 3 

 b SE Beta b SE Beta b SE Beta 

Constant  1.778 .844  2.258 .851  .611 .694  

PREDISPOSING          

Traditional domain          

Age  -.012 .007 -.061† -.011 .007 -.053 .001 .006 .005 

Gender (female) .095 .113 .032 .092 .112 .031 .099 .090 .034 

Marital status1 (not married) .131 .117 .042 .098 .122 .031 .058 .098 .018 

Education 2  -.030 .051 -.025 -.010 .052 -.008 -.003 .042 -.002 

Vulnerable domain          

Acculturation  -.021 .015 -.058 -.014 .016 -.038 -.005 .013 -.013 

ENABLING          

Traditional domain          

Poverty level    -.086 .064 -.057 -.052 .052 -.035 

Vulnerable domain          

Perceived safety    -.301 .068 -.152*** -.201 .056 -.102*** 

NEED          

Mental distress       .011 .012 .028 

Perceived need       6.150 .314 .577*** 

          

R2 change .012   .026***   .336***   

Total R2 .012   .038   .374   

Adjusted R2 .006   .030   .368   

Note
1
. Reference group of marital status was those who were widowed, divorced, and separated 

or never married. 

Note
2
. Educational attainment was considered as a continuous variable because of the ordinal 

levels of measurement ranging from 0=no formal education to 5=graduate or professional 

school. 

Note. † < .1, * p < .05, ** p < .01, *** p < .001 
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