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Abstract

Minority older adults face multiple barriers when trying to access mental health services and 

often present with more severe symptoms of mental health conditions. We describe the multilevel 

factors that contributed to the engagement of an Asian immigrant older adult with depression. 

Systems-level innovations such as collaborative care in primary care can increase access to care 

for all, including minority older adults; however, one size fits all interventions may not meet the 

needs of communities of older adults with different life experiences, language needs, norms and 

values regarding help-seeking for mental health. Health outcomes remain unequal , suggesting 

the need to tailor interventions for minority older adults. For the patient, specific factors related 

to language and ethnic concordance between patient and healthcare provider, communication 

behaviors, ethnic identity, and social norms may be important to take into account. The recognition 

of the heterogeneity of patients and the limitations of cultural competence approaches defined as 

broad, general knowledge about ethnic cultures may be needed. A need to learn continuously from 

clinical experience and adopt a patient-oriented model of communication and decision-making 

may successfully engage Asian immigrant older adults in depression care services.
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THE PATIENT

The patient is a 65-year-old Asian woman who presented with a chief complaint of 

depression. Her depression began in 2014 shortly after her husband of 30 years passed 
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away. Upon the death of the patient’s husband, Ms. A relocated from her own home to that 

of her eldest daughter who assumed care for her. Their relationship was emotionally distant 

and the move led to feelings of loneliness that significantly contributed to worsening mood 

and decreased her quality of life. Other symptoms included anhedonia, poor appetite, guilt 

surrounding her husband’s care at the end of his life, irritable mood with agitation, passive 

death wish without history of self-harm, suicidal ideation or psychosis. The depressive 

symptoms that were initially mild increased in severity over 4 years during which time she 

received intermittent treatment. At the initial evaluation, the patient had severe depression 

(PHQ-9–25).

In terms of other health conditions, the patient had hypertension and was diagnosed with 

mild dementia about one year ago. Cognitive symptoms included short-term memory 

problems and inability to drive without getting lost. Her mini mental status exam score 

was 23 at initial evaluation. The patient was a “war bride” who had immigrated to the 

United States in her 20s in the 1970s, and who had three children who did not speak her 

native language. She was subject to domestic violence in her first marriage and struggled 

financially throughout her life in the United States. In late-life, the patient developed 

ambivalent feelings about immigration to the United States because of strained family 

relationships and isolation in late-life from her family in Korea.

The patient had engaged in treatment with a psychiatrist for a few months prior to presenting 

at her initial evaluation. She was prescribed antidepressants that improved appetite and sleep 

but did not reduce her depressive symptoms. After a few appointments, the psychiatrist, 

due to a perceived language barrier, suggested that Ms. A seek another clinician who could 

provide services in her native language. Ms. A’s daughter had difficulty finding another 

psychiatrist and eventually the patient’s primary care provider referred her for an assessment 

to an integrated behavioral health care program that had recently become available in the 

primary care clinic. The primary care provider referred her to the health behavioral specialist 

(HBS), a Master’s level licensed clinical social worker specializing in mental health, and 

embedded in primary care sites associated with the Johns Hopkins Medicine accountable 

care organization (ACO), previously, and now with the Maryland Primary Care Program. 

Ms. A benefitted from statewide program that funds and supports integration of behavioral 

health in primary care clinics.

Within 4 weeks of the referral, the HBS met with the patient and the daughter, conducted an 

initial assessment and developed a treatment plan. The patient and the HBS communicated 

in English without problems and the patient was forthcoming in describing her distress 

since her husband’s death. The HBS provided counseling for psychosocial stressors using 

a problem-solving approach and referred the patient to local community-based social 

services relevant to her needs. Initially, the patient was referred to Korean community-based 

resources, but the HBS discovered that the patient preferred English language resources 

instead.

After several visits of counseling with the HBS and antidepressant treatment which was 

initially prescribed by the primary care provider, the patient’s depressive symptoms did not 

significantly decrease. In this program, the HBS’s work closely with the psychiatrist who 
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provides consultation and also short-term follow up care until symptoms are stabilized, at 

which point, the primary care provider assumes the patient’s depression care. The HBS 

coordinated an evaluation with the psychiatrist who incidentally was able to offer an 

evaluation in the patient’s preferred language. Despite communicating in the patient’s native 

language, the patient was reserved about the details of her mental health history, focusing on 

appetite, sleep and memory problems, and minimizing her mood problems.

The psychiatrist titrated the antidepressant medications, provided psychoeducation about 

depression and memory problems, explained the treatment, and benefits of using 

community-based services. The HBS and psychiatrist problem-solved clinical issues 

together (e.g., fluctuating engagement in care and poor adherence to medications by 

addressing poor health literacy and family conflict exacerbated by language and lack of 

understanding of Korean customs on the daughter’s part). After a period of 4 months, Ms. 

A’s symptoms began to decrease; her mood, appetite and sleep improved and the intensity 

of the depression decreased. The daughter’s understanding of the patient’s depression and 

future planning needs improved. Given the patient’s dissatisfaction with her living situation 

the daughter identified an assisted living facility to which Ms. A could transition and both 

were hopeful that an assisted living facility would provide a safe and supervised living 

arrangement.

DISCUSSION

Engaging and retaining Asian older adults in mental health care is challenging. The 

prevalence of depression among Asian immigrant older adults ranges from 7% to 39% with 

higher rates among those with difficult migration experiences and medical comorbidity.1,2 

They are often at greater risk than White older adults, but the majority of minority older 

adults do not use mental health services. In a study of Korean elderly immigrants in the 

Baltimore-Washington, DC region, 11% of Korean immigrant older adults had clinically 

significant depression and 14% endorsed suicidal thoughts or thoughts of self-harm. Despite 

indicated need for care, only 6% reported using mental health services.3

Barriers to access for minority, immigrant older adults are well known and are due to 

multiple factors such as different beliefs about mental health, negative perceptions of 

mental health services and the negative consequences of help-seeking for mental health 

problems in their communities. For older adults, depression may be perceived as a personal 

weakness and help-seeking for mental health problems stigmatizing for the individual and 

the family.4,5 To avoid negative judgement in Asian communities, older adults may suffer 

in silence. Despite the negative impact of social judgment associated with help-seeking, 

some immigrant older adults do want to access depression care services, but many do not 

know how to access care or are frustrated by language barriers.6 The majority of Asian 

older adults are not proficient in English and do not have the ability to communicate with 

their health care providers. Language-concordant professional mental health care is often not 

available.7,8
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Benefits of Collaborative Care in Primary Care

Barriers to depression care are significant but innovations at the health systems level such 

as collaborative care models in primary care can benefit all older adults with depression.9,10 

Minority patients are more likely to seek care from a primary care provider rather than 

a mental health specialist so that engagement, retention and depression outcomes may 

improve when the care provided is located in this setting.11-14 The collaborative care 

approach is characterized by an interdisciplinary team and may consist of primary care 

providers, care managers and psychiatric consultants with the patient’s needs driving 

clinical activities.15 The patient-centered orientation and interdisciplinary collaboration are 

important characteristics that contribute to the effectiveness of this model.16,17

In the behavioral health program in which Ms. A received treatment and services, the 

approach is a stepped approach that focuses on patient engagement, warm hand-offs, 

outreach calls and support by telephone. The program provides equal to attention to 

a important psychosocial needs and psychiatric treatment. In Ms. A’s case, referral 

by a trusted primary care provider already familiar with the patient and caregiver 

decreased reluctance to accept behavioral health services that are stigmatizing.18 The health 

behavioral specialist provided active outreach, individualized psychosocial assessment and 

care planning, counseling, referral to community-based services, and care coordination 

that facilitated engagement. When psychosocial intervention did not reduce depressive 

symptoms, the patient received evaluation and treatment from a psychiatrist who provided 

follow-up visits until symptoms were stable and could be managed by her primary care 

provider. The prior difficulties with navigating the complex mental health system were 

obviated by the availability of specialty mental health care in the primary care setting. The 

availability of an interdisciplinary, team-based approach with close coordination between 

HBS and psychiatrist, meeting the needs of the patient based on their individual expertise, 

was an advantage that improved the experience of patient care and had a positive impact on 

the patient’s illness.

Evidence-based innovative models of depression care relieve barriers to access for mental 

health care, but they do not raise all boats. Not all older adults benefit from these 

interventions equally. Studies of collaborative suggest that minority and low-income older 

adults have unique needs that need to be accommodated19,20 and interventions that reflect 

the patient’s communication needs as well as beliefs and preferences for depression care 

may be more effective than a ‘one size fits all’ approach.21 For example, Asian immigrant 

older adults may adhere to a worldview where personal health is a family matter so that 

family-centered decision-making may be the norm that needs to be considered in the clinical 

encounter.22 From a practical point of view, many East Asian older adults in the United 

States are immigrants who have come to the United States in mid to late-life to unite with 

their children. Depending on their level of acculturation, they may not speak English fluently 

and they often cannot navigate the health system without the assistance of their children 

who serve as cultural brokers.23 The norm among immigrant older adults may be one of 

reliance on children for care and support, and especially so if language and acculturation 

issues exist in accessing care. Close involvement of family members in obtaining history and 

involvement in decision-making is likely critical in ensuring good clinical care.24
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In our patient’s case, it is unlikely that the patient would have been able to access care 

without family involvement. The HBS worked with the daughter closely, who had low 

health literacy. As part of patient care, the HBS provided psychoeducation to the daughter 

regarding depression and cognitive impairment, particularly information regarding managing 

behaviors related to depression and dementia, and brainstorming with her to find practical 

and feasible solutions to increase activities for the patient. The HBS also guided and 

supported the daughter through the process of finding an assisted living facility.

Complexity of Patient-Provider Communication

Effective patient-provider communication is critical to achieving good health outcomes. 

Clinicians who provide language-concordant services communicate with patients in a 

way that helps them understand their illness and better engages them to return for 

subsequent appointments.25 Patients may express more satisfaction in health provider-

patient relationships and improved engagement in ethnically concordant dyads.26 If the 

communication is effective, the patient may show improved adherence to treatment and 

self-care skills through increased satisfaction, patient understanding, trust, patient-provider 

agreement, and health outcomes.27-30

For ethnic minority older adults, the ability to communicate with a mental health provider 

through a shared language is often the exception rather than the rule. Language-concordant 

services are typically unavailable and even if they are, patient-provider communication 

can be suboptimal.31 Many health systems offer interpretation by telephone or video, but 

interpretation may decrease the quality and effectiveness of what is expressed between 

provider and patient, leading to low perceived quality of care.28,32

Although patients prefer ethnic and language concordant providers, however, concordance 

does not ensure effective communication.33 Patients and providers may bring their implicit 

and explicit stereotypes about patient preferences and characteristics that may influence the 

quality of communication with the patient.26,34 Physicians tend to dominate conversations 

with minority patients,37 and physician dominance reduces engagement, which is related to 

health outcomes.38 Studies have shown that language–concordant minority patients may be 

less likely to discuss their mental health needs with their physicians than English language–

concordant patients.35 Depending on the patient, the norms that disparage speaking openly 

about emotional health could also apply in an ethnically concordant relationship, so that 

awareness and training may be useful even when patient and provider share the same 

culture..

Adding to the complexity, studies have not clearly shown that ethnic concordance improves 

health outcomes. In some cases, ethnicity may not be the decisive factor in effective 

communication, but rather the attitudes and the overall quality of communication that the 

physician brings to the encounter.30,36 Effective communication is facilitated by a shared 

language as well as communication behaviors that ensure understanding of meaning and 

building of rapport. Communication that is patient-centered prioritizes the patient’s agenda, 

preferences, and goals to tailor the treatment plan or service delivery and this approach 

to communication has been shown to be more important than ethnic concordance in some 

studies.30,36
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In our patient’s case, the relationship with the first psychiatrist did not endure ostensibly due 

to language barriers. As a result,the daughter sought an ethnically concordant psychiatrist 

however, the lack of a common language may not have been the barrier. During the initial 

evaluation with the language-concordant psychiatrist. the patient was able to speak in 

her native language, but she remained reserved, focusing on sleep, appetite and memory 

problems, hesitant to talk about depressive symptoms. In the counseling sessions with the 

HBS, the patient was more open. The HBS perceived the difficulty communicating with the 

patient which she felt was not due to lack of English language ability but embarrassment 

associated with disclosing personal problems to a stranger. The HBS accepted the patient’s 

communication style and with patience and gentle persistence over multiple meetings, 

helped the patient open up. In this case, specific cultural knowledge about Asian older adults 

was less important than the HBS’ ability to discover and address her needs using a patient-

centered approach. The HBSavoided generalizations about Asian older adults, focused on 

eommunicating effectively andasked questions of daughter and patient to understand the 

patient’s unique needs. When rapport was established, the patient engaged with the HBS , 

and disclosed personal information without difficulty. We learned that an interdisciplinary 

approach can be useful to ensure that accurate information is gathered and included in 

clinical decision-making so that complex barriers that are present in clinical encounters with 

minority older adults are mitigated.

The Matter of Ethnic Identity

Ethnic identity is a multidimensional concept that describes a person’s identification and 

attachment with a specific ethnic group and is one among various ways in which persons 

can define who they are. It can change over time and can impact a person’s mental health 

and influence mental health service use.39,40 In the case of Ms. A, making clinical decisions 

based on her Asian ethnic identity seemed straightforward but was not. First, English 

language fluency was not an issue when working with the HBS and assumptions about 

patient needs based on her Asian identity that might be considered ‘culturally competent’ 

did not hold. Ms. A had a unique background, belonging to a small minority of Korean 

women who immigrated as wives of American servicemen in the 1960s who often faced 

discrimination from American and Korean communities alike.41 She was part of a bicultural 

family who lived in the United States for over 40 years, with an American husband and 

children who were unfamiliar with her country of origin and did not speak her native 

language. She did not go to Korean community gatherings or attend Korean churches that 

provide much of the social activity and social services for Korean-speaking older adults in 

the United States. The patient may have desired to affiliate with the Korean community 

during her life in the United States but did not.

Culturally competent care often consists of mastering a body of knowledge that consists of 

descriptions and generalizations of ethnic communities that is useful but insufficient. Asian 

immigrant older adults are heterogeneous in terms of how they identify ethnically, their 

immigrant experience, and their wider social and family contexts. Ethnic minority patients 

in particular may need a patient-centered approach in which effective communication that 

seeks to understand their needs, preferences, and goals may be more difficult but critical 

toensure effective clinical decision-making and patient outcomes.
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CONCLUSION

The majority of Asian older adults are immigrants who face unique barriers when accessing 

mental health care. New models of care such as collaborative care are effective in increasing 

access, engaging, retaining and improving the mental health outcomes of all older adults, 

including minority older adults. The patient-centered nature of the model with consistent 

outreach, understanding patient priorities and integration of psychosocial intervention and 

psychiatric care are factors that led to a positive outcome in our patient’s case. Patient-

centered communication approaches that acknowledge ethnic cultural norms and also try 

to understand the individual patient with their unique life experiences, language needs, 

ethnic identity, norms and values is also an important factor that contributes to successful 

engagement and retention of minority older adults.

References

1. Kuo WH: Prevalence of depression among Asian-Americans. J Nerv Ment Dis 1984; 172:449–457 
[PubMed: 6747614] 

2. Pang KY, Lee MH: Prevalence of depression and somatic symptoms among Korean elderly 
immigrants. Yonsei Med J 1994; 35:155–161 [PubMed: 8091792] 

3. Kim MT, Kim KB, Han H-R, et al. : Prevalence and predictors of depression in Korean American 
elderly: findings from the Memory and Aging Study of Koreans (MASK). Am J Geriatr Psychiatry 
2015; 23:671–683 [PubMed: 25554484] 

4. Jang Y, Chiriboga DA, Okazaki S: Attitudes toward mental health services: age-group differences in 
Korean American adults. Aging Ment Health 2009; 13:127–134 [PubMed: 19197698] 

5. Jang Y, Kim G, Hansen L, et al. : Attitudes of older Korean Americans toward mental health 
services. J Am Geriatr Soc 2007; 55:616–620 [PubMed: 17397442] 

6. Lee-Tauler SY, Lee-Kwan SH, Han H, et al. : What does depression mean for Korean American 
elderly?: a qualitative follow-up study. Psychiatry Investig 2016; 13:558–565

7. Kim BJ, Sangalang CC, Kihl T: Effects of acculturation and social network support on depression 
among elderly Korean immigrants. Aging Ment Health 2012; 16:787–794 [PubMed: 22416994] 

8. Sorkin DH, Nguyen H, Ngo-Metzger Q: Assessing the mental health needs and barriers to care 
among a diverse sample of Asian American older adults. J Gen Intern Med 2011; 26:595–602 
[PubMed: 21321793] 

9. Unutzer J, Katon W, Callahan CM, et al. : Collaborative care management of late-life depression 
in the primary care setting: a randomized controlled trial. JAMA 2002; 288:2836–2845 [PubMed: 
12472325] 

10. Alexopoulos GS, Reynolds CF 3rd, Bruce ML, et al. : Reducing suicidal ideation and depression in 
older primary care patients: 24-month outcomes of the PROSPECT study. Am J Psychiatry 2009; 
166:882–890 [PubMed: 19528195] 

11. Angstman KB, Phelan S, Myszkowski MR, et al. : Minority primary care patients with depression: 
outcome disparities improve with collaborative care management. Med Care 2015; 53:32–37 
[PubMed: 25464162] 

12. Alvidrez J, Arean PA, Stewart AL: Psychoeducation to increase psychotherapy entry for older 
African Americans. Am J Geriatr Psychiatry 2005; 13:554–561 [PubMed: 16009731] 

13. Ratzliff AD, Ni K, Chan YF,et al. :A collaborative care approach to depression treatment for Asian 
Americans. Psychiatr Serv 2013; 64:487–490 [PubMed: 23632577] 

14. Sung J, Mayo N, Ko MJ, et al. : Characteristics of collaborative care in increasing access to mental 
health service in the Asian community. Fam Syst Health 2013; 31:307–318 [PubMed: 23937434] 

15. Goodrich DE, Kilbourne AM, Nord KM, et al. : Mental health collaborative care and its role in 
primary care settings. Curr Psychiatry Rep 2013; 15:383 [PubMed: 23881714] 

Joo et al. Page 7

Am J Geriatr Psychiatry. Author manuscript; available in PMC 2022 February 02.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



16. Finley PR, Rens HR, Pont JT, et al. : Impact of a collaborative pharmacy practice model on the 
treatment of depression in primary care. Am J Health Syst Pharm 2002; 59:1518–1526 [PubMed: 
12185826] 

17. Deen TL, Fortney JC, Pyne JM: Relationship between satisfaction, patient-centered care, 
adherence and outcomes among patients in a collaborative care trial for depression. Adm Policy 
Ment Health 2011; 38:345–355 [PubMed: 20978932] 

18. Whitebird RR, Solberg LI, Jaeckels NA, et al. : Effective Implementation of collaborative care for 
depression: what is needed? Am J Manag Care 2014; 20:699–707 [PubMed: 25365745] 

19. Huey SJ, Tilley JL: Effects of mental health interventions with Asian Americans: a review and 
meta-analysis. J Consult Clin Psychol 2018; 86:915–930 [PubMed: 30335424] 

20. Joo JH, Morales KH, de Vries HF, et al. : Disparity in use of psychotherapy offered in primary 
care between older African-American and white adults: results from a practice-based depression 
intervention trial. J Ame Geriatr Soc 2010; 58:154–160

21. Bao Y, Alexopoulos GS, Casalino LP, et al. : Collaborative depression care management and 
disparities in depression treatment and outcomes. Arch Gen Psychiatry 2011; 68:627–636 
[PubMed: 21646579] 

22. Corrigan PW, Lee EJ: Family-centered decision making for east Asian adults with mental illness. 
Psychiatr Serv 2020, appips201900570

23. Shin JK: Help-seeking behaviors by Korean immigrants for depression. Issues Ment Health Nurs 
2002; 23:461–476 [PubMed: 12079599] 

24. Wolff JL, Boyd CM: A look at person- and family-centered care among older adults: results from a 
National Survey [corrected]. J Gen Intern Med 2015; 30:1497–1504 [PubMed: 25933625] 

25. Street RL Jr., O’Malley KJ, Cooper LA, et al. : Understanding concordance in patient-physician 
relationships: personal and ethnic dimensions of shared identity. Ann Fam Med 2008; 6:198–205 
[PubMed: 18474881] 

26. Cooper LA, Roter DL, Johnson RL, et al. : Patient-centered communication, ratings of care, 
and concordance of patient and physician race. Ann Intern Med 2003; 139:907–915 [PubMed: 
14644893] 

27. Saha S, Beach MC: The impact of patient-centered communication on patients’ decision making 
and evaluations of physicians: a randomized study using video vignettes. Patient Educ Couns 
2011; 84:386–392 [PubMed: 21600723] 

28. Green AR, Ngo-Metzger Q, Legedza AT, et al. : Interpreter services, language concordance, and 
health care quality. Experiences of Asian Americans with limited English proficiency. J Gen Intern 
Med 2005; 20:1050–1056 [PubMed: 16307633] 

29. Street RL Jr, Cox V, Kallen MA, et al. : Exploring communication pathways to better health: 
clinician communication of expectations for acupuncture effectiveness. Patient Educ Couns 2012; 
89:245–251 [PubMed: 22857778] 

30. Beach MC, Roter DL, Saha S, et al. : Impact of a brief patient and provider intervention to 
improve the quality of communication about medication adherence among HIV patients. Patient 
Educ Couns 2015; 98:1078–1083 [PubMed: 26021185] 

31. Sentell T, Shumway M, Snowden L: Access to mental health treatment by English language 
proficiency and race/ethnicity. J Gen Intern Med 2007; 22(suppl 2):289–293

32. Roter DL, Gregorich SE, Diamond L, et al. : Loss of patient centeredness in interpreter-mediated 
primary care visits. Patient Educ Couns 2020; 103:2244–2251 [PubMed: 32819755] 

33. Cabral RR, Smith TB: Racial/ethnic matching of clients and therapists in mental health services: 
a meta-analytic review of preferences, perceptions, and outcomes. J Couns Psychol 2011; 58:537–
554 [PubMed: 21875181] 

34. Street RL Jr., Makoul G, Arora NK, et al. : How does communication heal? Pathways linking 
clinician-patient communication to health outcomes. Patient Educ Couns 2009; 74:295–301 
[PubMed: 19150199] 

35. August KJ, Nguyen H, Ngo-Metzger Q, et al. : Language concordance and patient-physician 
communication regarding mental health needs. J Am Geriatr Soc 2011; 59:2356–2362 [PubMed: 
22091992] 

Joo et al. Page 8

Am J Geriatr Psychiatry. Author manuscript; available in PMC 2022 February 02.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



36. Alegria M, Roter DL, Valentine A, et al. : Patient-clinician ethnic concordance and communication 
in mental health intake visits. Patient Educ Couns 2013; 93:188–196 [PubMed: 23896127] 

37. Beach MC, Branyon E, Saha S: Diverse patient perspectives on respect in healthcare: a qualitative 
study. Patient Educ Couns 2017; 100:2076–2080 [PubMed: 28602565] 

38. Schmid Mast M, Hall JA, Roter DL: Caring and dominance affect participants’ perceptions and 
behaviors during a virtual medical visit. J Gen Intern Med 2008; 23:523–527 [PubMed: 18259824] 

39. Tikhonov AA, Espinosa A, Huynh QL, et al. : Bicultural identity harmony and American identity 
are associated with positive mental health in U.S. racial and ethnic minority immigrants. Cultur 
Divers Ethnic Minor Psychol 2019; 25:494–504 [PubMed: 30816754] 

40. Richman L, Kohn-Wood L, Williams D: The role of discrimination and racial identity for mental 
health service utilization. J Soc Clin Psychol 2007; 26:960–981

41. Yuh JY: Beyond the Shadow of Camptown: Korean Military Brides in America. New York: New 
York University Press, 2002

Joo et al. Page 9

Am J Geriatr Psychiatry. Author manuscript; available in PMC 2022 February 02.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Highlights

• What is the primary question addressed by this study? How can clinicians 

increase access and engage Asian older adults in mental health treatment and 

services?

• What is the main finding of this study? An Asian older adult who faced 

barriers to obtaining depression care, had unique needs in terms of language 

and experienced a complicated social context used mental health services in 

primary care that used a patient-oriented, collaborative approach. During the 

care process, the interdisciplinary team was able to understand and navigate 

the complexity of physician-patient communication and patient ethnic identity 

with reduction of depression and provision of important social resources to 

the patient.

• What is the meaning of the finding? Asian immigrant older adults 

can access and engage in mental health services, and specific models of 

depression care as well as use of strategies to understand and address the 

unique needs of the Asian patient may contribute to successfully serving this 

underserved group.
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