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Abstract

Objectives—To estimate the prevalence and identify the predictors of depression among 

community-dwelling Korean American elderly (KAE).

Design—A cross-sectional descriptive epidemiological survey using a two-step sampling 

strategy to obtain a representative community sample.

Setting—We recruited study participants at religious, service, and business establishments in the 

KA community (26 churches, 6 senior centers, 2 medical daycare centers, 1 supermarket).

Participants—Community-dwelling first-generation KAE (n=1,118; mean age ±SD; 70.5 ±7.0 

years; female: 67.2%).

Measurements—Trained bilingual nurses and community health workers interviewed 

participants face-to-face for demographic information, chronic conditions, and depression using 

the Korean versions of the Patient Health Questionnaire (PHQ-9K).

Results—30.3% of KAEs were classified as having either mild (PHQ-9K score = 5 to 9; n=218, 

19.5%) or clinical depression (PHQ-9K score >=10; n = 120, 10.8%), respectively. One of seven 

KAE (n=164, 14.7%) endorsed thoughts of death or self-injury, but only 63 (5.7%) reported 

utilizing mental health services. We also identified several predictors of depression, including 

living arrangement (living alone vs. living with family/spouse); having chronic conditions such as 

© 2014 American Association for Geriatric Psychiatry. All rights reserved.

Correspondence to: Kim B. Kim, Ph.D, <kbkim@ikorean.org>, CEO/President, Korean Resource Center, 10328 Baltimore National 
Pike, Ellicott City, MD 21042, (410) 203-1111. 

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our 
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of 
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be 
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

Conflict of Interest
The authors declare no conflict of interest.

HHS Public Access
Author manuscript
Am J Geriatr Psychiatry. Author manuscript; available in PMC 2016 July 01.

Published in final edited form as:
Am J Geriatr Psychiatry. 2015 July ; 23(7): 671–683. doi:10.1016/j.jagp.2014.11.003.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



diabetes, arthritis, digestive disorders, or chronic bronchitis; years of education; and cognitive 

impairment.

Conclusions—Our findings reveal a high prevalence of depression among KAE and a low level 

of mental health service utilization. Because there are urgent needs for culturally and contextually 

relevant interventions, we also discuss the feasibility of community-based interventions to reduce 

the burden of depression, which should be incorporated into a management system for multiple 

chronic conditions.
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INTRODUCTION

Asian American and Pacific Island (AAPI) elderly individuals (age 65 and older) represent 

one of the fastest growing segments of the US population. Numbering more than 1.3 million 

individuals in 2008 (3.4% of the older US population), this group is projected to grow to 

more than 7.6 million (8.6% of the older population) by 2050.1 The demand for effective 

care support systems for community-dwelling elderly is ubiquitous; however, elderly Asian 

immigrants, including Korean American elderly (KAE), often face additional barriers to 

accessing culturally and contextually relevant care support systems within the community: 

As predominantly first-generation immigrants, they must deal with the consequences of 

acculturative stress,2 less-than-optimal health literacy,3 and insufficient care support 

infrastructures in their neighborhoods.4

The Korean American (KA) community as a whole consists of about 1.7 million people. 

KAEs represent the fifth largest Asian subgroup in the US, and their population has 

increased rapidly during the last few decades.5 Although data on KAEs’ mental health status 

is not readily available, several small, locally sampled studies have indicated that large 

numbers of KAE are at high risk of having depression (31% to 53% of KAE,6–9 a level 

much higher than the 13.5% reported for the general American elderly population).10 Yet 

KAE are much less likely to utilize mental health services.4, 11 Several unique individual-

level characteristics (such as language barriers and social stigma related to mental illness 

within the KA community) as well as systematic factors (e.g., a shortage of bilingual mental 

health care providers) have been identified as barriers to receiving adequate mental health 

services among KAE.4, 12

KAEs’ unmet mental health needs are further complicated by their high prevalence of under-

treated chronic medical conditions. In particular, KAE suffer from higher levels of 

hypertension and type 2 diabetes mellitus, with less-than-optimal levels of control of their 

chronic conditions.13–15 For the general US population, the important interplay between 

mental health problems, particularly depression, and chronic medical conditions is well 

documented.16–20 Depression has emerged as a critical comorbidity of several chronic 

medical conditions and is likely to increase mortality and morbidity, although the causal 

mechanisms are not conclusively established.21–22 Nevertheless, given the known 

associations between depression and chronic conditions, accurately characterizing the 
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prevalence and predictors of depression among KAE is vital for planning effective 

interventions. Therefore, the aim of this study is to move beyond small convenience samples 

to systematically assess the prevalence and predictors of depression among KAE.

METHODS

This was an epidemiological study that used a two-step sampling process to produce a 

representative community sample of today’s KAE. To be eligible for the study, participants 

had to self-identify as first-generation Korean immigrants, be ≥60 years old, and reside in 

the greater Washington-Baltimore metropolitan community (and not be institutionalized in 

assisted living or nursing home facilities). In the first step, we used a stratified sampling 

technique to randomly select 26 Korean ethnic churches according to denomination and size 

from a list of 150 sizeable churches in the region, because over three-quarters of KAs 

currently attend Korean ethnic churches.23, 24 In the second step, we purposefully added 

several alternative recruitment sites to capture non-churchgoers (six senior centers, one 

ethnic grocery store, and one community research center and less mobile elderly (two 

medical daycare centers), resulting in a larger, more representative final sample for 

assessing the prevalence and predictors of depression among KAE.

Participants

A total of 1,118 KAE (mean age ±SD, 70.5 ±7.0 years; female: 67.2%) participated in the 

study between September 2010 and June 2012. Trained bilingual registered nurses and 

community health workers were present at the sites and conducted one-on-one interviews 

with all participants to collect the data. The study was approved by the Johns Hopkins 

Medicine IRB, and all participants provided written informed consent.

Measurements

We collected the following individual socio-demographic information: age, place of birth, 

living arrangement, years of education completed, years of US residency, job, and working 

status. In addition, questions covered health status and chronic conditions: hypertension, 

diabetes, arthritis, high cholesterol, depression, dementia, osteoporosis, digestive disorders, 

prostate hyperplasia/urinary tract disorders, thyroid disorders, cardiovascular disease (CVD), 

diseases of the eyes, chronic obstructive pulmonary disease (COPD), renal/kidney problems, 

and cancer/others. We also collected information regarding the number and kind of currently 

prescribed medications, including any psychiatric medications (e.g., antidepressants, 

antipsychotics, mood stabilizers, antianxiolytics, or cognitive enhancers). To assess 

participants’ cognitive impairment, we used the Mini Mental State Examination (MMSE)-

Korean version with established cutoff scores for screening dementia by age and education 

based on Korean elderly in Korea. The cutoff scores for screening dementia ranged from 13 

(for those with <3 years of education and age >80) to 24 (for those with >12 years of 

education and age <70).25 We also collected information related to health access and 

utilization, such as the last time participants saw a physician, and information about primary 

health care and mental health providers.
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Depression was measured using the Korean version of the Patient Health Questionnaire 

(PHQ-9K), which has been validated in a study of Korean elderly26 and Korean American 

adults.27 The instrument is composed of 9 items that evaluate the presence over the past 2 

weeks of depressive symptoms from the DSM-IV classification for major depressive 

disorder. Items are scored from 0 (not at all) to 3 (nearly every day); totals range from 0 to 

27. We set cutoff points for PHQ-9 scores at <5 for “minimal depression or normal,” 5 to 9 

for “mild depression,” and ≥10 for “clinical depression,” as suggested by a previous 

validation study of Korean elderly.26 The internal consistency reliability coefficient 

(Cronbach’s alpha) in the present study was 0.82.

In addition, each participant was asked the following questions regarding mental health 

service utilization for depression: (1) “Are you currently receiving any treatment for 

depression or any other mood-related problems?” (1a) “If yes, what is the profession of the 

person treating your condition?” (e.g., primary care doctor, psychiatrist, psychologist, 

counselor, or other); (1b) “Please describe the type of treatment” (e.g., medication, 

psychotherapy, counseling, or other).

In the study, bilingual nurses interviewed a total of 389 participants (34.9%), and CHWs 

interviewed 727 participants (65.1%). Before the data collection, systematic training for 

both groups was conducted to achieve high inter-rater reliability (Kappa >.95) and followed 

the standardized measurement protocol. The measurement fidelity assessment between 

nurses and CHWs was equivalent as the inter-item covariance among PHQ-9K items was 

0.18 for nurses and 0.20 for CHWs, respectively, and Cronbach’s alpha were identical at 

0.82.

Data Analysis

We used STATA 12 to analyze data from 1,116 participants, having excluded two for 

incomplete records. After assessing the normality of the data with a Kolmogorov–Smirnov 

test, we used descriptive statistics to summarize the participants’ individual characteristics. 

A series of two-tailed t-tests with unequal variance and x2 tests or Fisher’s exact tests were 

conducted, and analysis of variance (ANOVA) was used to compare individual 

characteristics by gender and depression subgroups (normal, mild, and clinical depression). 

In addition to describing the prevalence of depression in this sample, multivariate ordered 

logistic regression analysis was used to identify correlates of depression. Statistical 

significance was determined at p <0.05 for all tests.

RESULTS

Sample Characteristics

Table 1 presents the key socio-demographic and health characteristics of the subjects by 

gender. Of the 1,116 KAE in the valid sample, 750 (67.2%) were women and 366 (32.7%) 

men. The majority (n=787, 70.5%) were recruited from churches, followed by senior centers 

(n=220, 19.7%) and medical daycare centers (n=109, 9.8%). They averaged 70.5 (±7.0) 

years old, and the majority had less than a high school education, with an average of 10.9 

(±4.5) years of education completed. The men had a higher average level of completed 
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education than did the women. Just over half of the women (52.4%) were widowed or 

separated, whereas the majority of the men (72.1%) were married. Slightly more than half of 

all participants (n = 597, 53.8%) were living with their spouse; one-quarter (n = 271, 24.4%) 

were living in a family (spouse + children), and 242 (21.8%) were living alone. Participants’ 

mean length of stay in the US was 25.7 (±10.6) years. Overall, each participant had an 

average of 1.9 (±1.3) chronic conditions, ranging from 0 n = 187, 16.7%) to 7 (n = 1, 0.1%), 

and was taking 2.6 (±2.3) prescription drugs. More than half n = 638, 57.2%) had two or 

more chronic conditions. Slightly less than one-half (n = 489, 45.2%) reported that their 

physical health was “excellent or good,” followed by “fair” (n = 411, 38.0%) and “bad” (n = 

183, 16.9%). Participants reported their mental health status as “excellent or good” (n = 597, 

55.1%), “fair” (n = 386, 35.6%), or “bad” (n = 100, 9.2%).

The male and female participants were similar with regard to mean age, length of residency 

in the US, age at the time of immigration, and the last time they had seen a doctor. Other 

characteristics of the men and women were statistically different, including their recruitment 

site, with more women participating in senior centers or medical daycare centers. The 

majority of male participants were living with their spouse (72.1%) or family (21.0%), and 

only 25 (6.8%) of them were living alone; fewer than half of the female participants were 

living with a spouse (44.4%); roughly one-quarter were living alone (29.7%) and one-

quarter with family (25.9%).

In addition, the women reported more chronic conditions than did the men (2.0 ± 1.4 vs 1.5 

± 1.2; t =5.77, df = 785, p < 0.001), and they took more prescription drugs (2.7 ± 2.3 vs. 2.2 

± 2.3; t = 3.43, df = 756, p < 0.001). With regard to depression, more women than men 

tended to experience mild (22.1% vs. 14.2%) or clinical depression (12.0% vs. 8.2%), 

respectively, and these differences were statistically significant. Female participants also 

reported their physical and mental health status less positively than did their male 

counterparts (χ2 = 29.89, df = 2, p < 0.001, and χ2 = 16.36, df = 2, p < 0.001, respectively). 

A total of 164 (14.7%) had thoughts of killing/hurting themselves, and more women 

(16.3%) did so than men (11.5%), a difference that was statistically significant. In addition, 

about 1 out of 7 study participants (n = 159, 14.2%) was identified as cognitively impaired, 

but no statistically significant difference was observed between men (12.8%) and women 

(14.9%) (Table 1).

Prevalence and Demographic Correlates of Depression

A total of 778 (69.7%) participants scored <5 on the PHQ-9K scale, but about one-fifth (n = 

218, 19.5%) and about 1 of 10 (n = 120, 10.8%) were classified as having mild or clinical 

depression, respectively. Several factors are appeared to correlate with depression, and these 

relationships were statistically significant. Participants of senior centers were least 

depressed; i.e., their prevalence of mild (14.1%) or clinical depression (7.3%) was lowest, 

followed by those who were recruited from churches (19.7% and 8.8%, respectively). 

Depression was most prevalent among participants from medical daycare centers (29.4% 

and 32.1%, respectively). However, the statistical significance was attributable to 

differences between daycare centers and other sites. In addition, more female participants 

experienced mild depression (22.1% vs. 14.2%) or clinical depression (12.0% vs. 8.2%) than 
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did men. Age was associated with the severity of depression; the mean age of people 

experiencing clinical depression was higher (72.5±8.3) than that for those whose scores 

reflected no (70.2±6.5) or only mild depression (70.5±7.6).

Those who were living alone had the highest prevalence of mild (23.1%) or clinical (17.4%) 

depression. In addition, the number of chronic conditions and the number of prescription 

drugs were highest among those with clinical depression, followed by those with mild 

depression, and these differences were statistically significant. Also statistically significant 

was the distribution of those who were cognitively impaired: About a quarter (25.8%) of the 

clinically depressed individuals were cognitively impaired, followed by 17.0% of those with 

mild depression and 11.7% of those without depressive symptoms. Similarly, more than half 

(n = 60, 51.3%) and one-third (n = 44, 37.6%) of those with clinical depression reported 

negative perceptions about their physical and mental health, respectively (Table 2).

Chronic Conditions and Depression

Table 3 summarizes the relationship between self-reported chronic conditions and 

depression. Several chronic conditions were significantly correlated with depression, 

including diabetes, arthritis, digestive disorders, and chronic bronchitis. Other chronic 

conditions, including hypertension, hyperlipidemia, osteoporosis, prostate/urinary disorders, 

cardiovascular disease, and diseases in the thyroid, eye, or kidney, were not significantly 

correlated with depression.

Predictors of Depression

To accurately identify the significant predictors of depression among KAE, several input 

variables that demonstrated significant bivariate correlations with depression were entered 

into an ordered logistic regression model using the backward stepwise option. The same 

model was run for males and females separately, because the two sexes were quite different 

in many demographic characteristics, perceived health status, the number of chronic 

conditions, and depression manifestation. The dependent variable was depression 

experience, coded as 0 for normal (PHQ-9K score <5), 1 for mild depression (PHQ-9K 

score = 5~9), and 2 for clinical depression (PHQ-9K score ≥10). Independent variables 

included were age (to nearest 10 years), gender, living arrangement (recoded as 0 if living 

with spouse/family, 1 if living alone), level of education completed (0 for no formal 

education, 1 for elementary school graduate, 2 for high school graduate, and 3 for college 

and above), years of US residency (to nearest 10 years), age at the time of immigration (to 

nearest 10 years), recruitment site (0 for senior center/supermarket/community research 

center, 1 for church, and 2 for medical daycare center), and cognitive impairment status. The 

models also included the number of chronic conditions (range: 0–5), chronic conditions 

identified as significantly correlated with depression (diabetes, arthritis, digestive disorders, 

and COPD) through a series of χ2 tests (Table 2), time since participants saw a doctor, and 

the number of prescribed medications. Some indicators (such as perceived physical and 

mental status) were excluded from the model because of a high level of multicollinearity 

with other indicators in the model.

Kim et al. Page 6

Am J Geriatr Psychiatry. Author manuscript; available in PMC 2016 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



The analysis identified a model of depression that was statistically significant, but with a 

small amount of the variance explained (Table 4). Participants’ age, level of education, 

living alone, and recruitment site were predictors of depression: Those who were younger, 

less educated, or living alone and not engage religious or social activities were more likely 

to experience depression. In addition, rheumatoid arthritis, digestive disorders, and cognitive 

impairment were also significant predictors. Nevertheless, the statistical models for males 

and females were quite different from each other. For males, only the individual’s age and 

his age at immigration turned out to be significant predictors of depression. For females, 

recruitment site, along with the four chronic conditions (diabetes, rheumatoid arthritis, 

digestive disorders, and COPD) were significant predictors of depression (Table 4).

DISCUSSION

The negative consequences of depression for the elderly are well established; they include 

decreased self-care activities and quality of life, declining functional status,28 and increasing 

complications from chronic conditions.29 Our findings suggest that the combined prevalence 

of mild and clinical depression among KAE (30.3%) is considerably higher than population 

norm in the US (13.5%) and other countries.10, 30 Moreover, the prevalence rate of clinical 

depression (10.8%) in KAE was two times higher than that of the US elderly population in 

general (4.9%).31

In this study, we also identified correlates of depression common among elderly populations 

in general, such as the number of chronic conditions, perceived declining health status, 

living alone, being female, and low level of education completed. However, the effect of 

these mental health risk factors was amplified among KAE because they are isolated by 

linguistic, cultural, and environmental barriers. Studies have reported that many KAE have 

no meaningful social interactions with people outside of their own family or members of 

their own church.32, 33 Although our study was not equipped to explicate precise empirical 

relationships between social isolation and depression, a few variables in our study that can 

very well be considered proxy indicators of social isolation, such as living arrangement 

(living alone vs. living with family), age, and recruitment site (churches, medical daycare 

center, senior center), were shown to be statistically significantly correlated with depression, 

and therefore to support the “social isolation hypothesis.”34, Furthermore, the differential 

prevalence in depression that we saw in different recruitment sites also provides the basis for 

further considering systematic efforts to prevent social isolation as potential intervention 

strategies for vulnerable elderly groups. Although the higher prevalence of depression 

among medical day care center attendees was expected, the difference between church 

attendees and senior center attendees seems to indicate that attending church alone (for most 

individuals, once a week) may not provide a sufficient buffer from the negative effect of the 

pervasive social isolation that KAE experience because of language and cultural barriers. 

Although the harmful effects of social isolation, including the development of depression 

and early death among the elderly, have long been discussed in the literature, perhaps the 

most powerful empirical study of social isolation is the recent longitudinal study conducted 

by a group of British researchers who followed 6,500 British people over the age of 52 from 

2004 until 2012.35 After controlling for pertinent factors that affect mortality such as 

comorbid conditions, wealth, education, marital status, ethnicity, age, and sex, those 
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researchers found that the most socially isolated people were 26% more likely to die during 

the study period than those with the most active social lives. Future depression research on 

vulnerable elderly populations, including linguistically isolated minority groups, must 

address the aspect of social isolation in both descriptive and intervention research.

Another interesting finding from our study was that several chronic conditions (diabetes, 

arthritis, COPD, and self-reported symptoms related to digestive disorders such as 

heartburn) showed high correlations with depression, whereas others (high blood pressure, 

high cholesterol, and prostate or urinary problems) did not. This finding is consistent with 

previous studies of depression that have identified diabetes as the physical condition most 

susceptible to being associated with depression,16, 36– 38 along with arthritis39 and certain 

conditions accompanied by chronic pain.40, 41

Many clinical studies have reported a strong relationship between digestive disorders (or 

gastrointestinal symptoms) and psychological distress (e.g., depression and anxiety).42–46 

Some argue that depression and anxiety are risk factors for developing a digestive 

disorder,46 however, it is also possible that the gastrointestinal discomfort is a somatic 

complaint resulting from depression. Cross-cultural research has reported a greater tendency 

among members of certain cultural groups such as KAE to express their emotional problems 

or mood disorders through physical complaints than among their European 

counterparts,47–50 although somatic expression of emotional distress is to some extent 

ubiquitous.51–54 Our study underscores the importance of conjoint consideration of 

depressive symptoms and somatic or physical symptoms in identifying elderly individuals at 

high risk for developing depression in primary care and community settings.

Utilization of Health Services for Depression

Nine out of ten KAE (92.3%) reported that they had seen doctors within the last 12 months, 

but only a fraction of them were receiving treatment for their depression. The rates of having 

treatment for depression were 2.1%, 8.3%, and 24.2% among the minimal, mild, and clinical 

depression groups, respectively. Of those who thought about killing/hurting themselves 

(n=163), only 27 (16.6%) received treatment for depression (Table 5). This discrepancy in 

rate between the regular clinic visits and treatment for depression in KAE highlights the 

importance of implementing routine mental health examinations and subsequent treatment 

by primary care providers for the group of patients who demonstrate historical reluctance to 

seek mental health treatment by psychiatrists. This phenomenon may very well be related to 

the stigma associated with seeking treatment from a mental health care provider, which is 

considered to be a sign of weakness; also, Korean culture measures one’s maturity in terms 

of how well one keeps one’s feelings to oneself, especially those feelings that are 

troublesome.

A close examination of Tables 2 and 5 may elucidate some, if not all, of the difference we 

observed in treatment frequency Table 2 indicates that the prevalence rates (including 

thoughts on suicide and hurting him/herself) at daycare centers were much higher than those 

at senior centers and churches. Although the overall rate of the treatment for depression was 

low (n=64, 18.9%), those at medical daycare centers received treatment at much higher 

rates: 15.6% of those in the mild depression group and 48.6% of those in the clinical 
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depression group (2.2-fold and 3.5-fold higher percentages, respectively, than at other sites). 

Because the adult medical daycare center for those who need medical care during the 

daytime is funded and regulated by Medicaid, nursing staff are in charge of case 

management for program participants, including scheduling clinic visits, medication, and 

provision of transportation and interpreter services. Most centers also provide wellness 

education, exercise training, and diet education as well as other social services, in 

partnership with social workers.

For those KAE who are not eligible for medical daycare services, it may be a daunting task 

to seek mental health services: First, it is hard to find mental healthcare providers in the 

region who are culturally and linguistically accommodating to KAE. For example, for the 

more than 120,000 KAs in our catchment area, most of whom are first-generation 

immigrants with limited English proficiency, there are only three board-certified 

psychiatrists at four clinics, one licensed professional counselor (LPC), and two licensed 

social workers. Three of these caregivers serve only adolescents and young adults, and one 

psychiatrist is half-retired. Of the 63 participants who received treatment, 30 identified the 

names of 15 doctors who were all family doctors or internists, except for one psychiatrist. 

Accordingly, their treatment regimens focused on prescription drugs, and only a few KAE 

reported that counseling was provided.

The interpretation of our study is subject to several caveats and limitations: Our two-345 

stage community sampling method represented our best, most feasible effort to create a 

sampling pool that is truly representative of the current KAE community and included active 

churchgoers, non-churchgoers, and less mobile Korean elders from adult daycare centers. 

Our sample characteristics are similar to the national and the regional estimates with regard 

to age, although it appears to have oversampled the female (about 7%) and those who live 

alone (about 4–6%).i

However, it is likely that the most vulnerable sector of the population, namely the disabled, 

homebound elderly, and individuals belonging to the oldest age group, was still 

underrepresented in our sample. In addition, difficulty in making causal inferences is 

inherent in any cross-sectional design, and this situation applies to the interpretation of our 

findings as well. Potential causal relationships identified by our multivariate analyses, such 

as the relationship between certain chronic conditions and depression, would benefit from a 

longitudinal design that would allow stronger inferences to be made.

Nevertheless, our study represents the first large-scale epidemiological study of this 

vulnerable group. KAE are the most understudied, linguistically isolated population in the 

US; they are predominantly first-generation immigrants, the majority of whom have 

followed their adult children to the US without adequate preparation for immigrating to a 

new environment. As our findings clearly illustrate, these KAE suffer from a high 

prevalence of depression and potential social isolation. To our knowledge, no systematic 

effort has yet been made to reduce the manifestation of depression in the KAE community, 

iEstimates from our analyses of the American Community Survey (ACS) Public Use Microdata Sample (PUMS) 2008–2012, 
downloaded from http://www.census.gov/acs/www/data_documentation/pums_data during January – August 2014.
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probably because of a lack of culturally sensitive best practices, which is, in turn, a result of 

the scarcity of evidence-based intervention research.55 For example, in our review of 246 

clinical trials to reduce depression manifestations through behavior modification 

interventions, we found only one trial targeting Asian Americans with depression 

(NCT01239407). It is Notwithstanding, some community-partnered interventions that have 

been constructed to alleviate the burdens of chronic illness management of conditions such 

as type 2 diabetes56, 57 and hypertension,15, 58–60 including our own studies, have been very 

successful because they have mobilized community resources, including community 

organizations61 and Korean-speaking healthcare providers, and especially community health 

workers.62 These studies provide a potentially successful model for depression prevention 

and management in the KAE community. In addition, our study strongly indicates that 

future depression prevention efforts targeting linguistically isolated populations such as 

KAE must include some strategy to reduce social isolation.
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