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Health and Mental Health of Older Asian Americans:
A Comparative Study of Chinese, Filipino, Asian
Indian, and Other Asian/Pacific Islander Elders

JING TAN

Abstract

Purpose: This study examined the health and mental health status among U.S. Chinese, Filipino,
Asian Indian, other Asian/Pacific Islander (API), and non-Hispanic White older adults, using
nationally representative data. Method: An aggregated data file from the National Health Inter-
view Survey from 2000 to 2009 was analyzed. The sample included 848 Chinese, 823 Filipino, 337
Asian Indian, 1,488 “other APL” and 74,042 non-Hispanic White older adults aged 65 and older.
Bivariate and multivariate analyses were used to compare the health and mental health sta-
tus among different ethnic groups of older adults and to identify related factors. Findings: The
descriptive statistics reveal statistically significant differences in sociodemographic character-
istics, health needs, and health insurance coverage among different groups of Asian American
older adults. Compared with non-Hispanic White older adults, Chinese, Filipino and other API
older adults reported worse health (Chinese: OR = 0.67, 95% CI = 0.52-0.83; Filipino: OR = 0.66,
95% CI = 0.50-0.88; other API: OR = 0.61, 95% CI = 0.49-0.75). Asian Indians were not significantly
different from non-Hispanic Whites in their self-reported health. In terms of mental health, Asian
Indian older adults (B = -0.014, p <0.001) had statistically significant lower levels of psychological
distress compared with non-Hispanic Whites, while those of Chinese and Filipino older adults
were not significantly different from non-Hispanic Whites. Discussion: Understanding similari-
ties and differences in health and mental health needs among different groups can help social
work professionals provide the best services to these populations. The limitations of using the
NHIS data set are discussed as well as suggestions for data collection on Asian American older
adult populations.

Key Words: older adults, Asian ethnic groups, health, mental health
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Introduction

The United States is becoming more ethni-
cally diverse, with a rapidly growing Asian
American population. At the same time, the
graying of America brings with it the need
for special consideration for America’s eth-
nic minorities. According to 2010 Census
data, the Asian American population num-
bered 14.7 million, and 9.4% of them were
aged 65 and over (U.S. Census Bureau, 2010).
Between 2000 and 2010, the Asian American
population in the United States increased by
43.3%, just surpassing the Hispanic growth
rate of 43.0% for the same period (U.S. Cen-
sus Bureau, 2000 & 2010). Overall, Asian
American older adults represented 3.8% of
the total American population over aged 65
and over. They are the fastest-growing eth-
nic minority group over age 65, mainly from
immigration (Leclere, Jensen, & Biddlecom,
1994).

The recent increase in research on
racial/ethnic health disparities in the United
States has led to growing attention to diver-
sity and heterogeneity within large racial/
ethnic populations. Asian Americans in the
United States are not a homogeneous group.
Under the Asian American label, there are
more than 30 ethnic groups. Each group has
a unique language, culture, and tradition,
and a different history in the United States.
Among 14.7 million Asian Americans in the
United States, or 4.8% of the total popula-
tion, five groups numbered one million or
more and together accounted for about 80%
of the Asian American population: Chinese,
Asian Indian, Filipino, Vietnamese, and
Korean. The Chinese was the largest group,

representing about 22% of the Asian Ameri-
can population, followed by Asian Indian
(20%), and Filipino (18%). Together, these
top three groups made up 60% of the Asian
American population (U.S. Census Bureau,
2010). Nationally based data for Asian Amer-
ican older adults are sparse, due primarily
to the slow process of change in ongoing
national surveys and methodological prob-
lems in the gathering of such data (Yu &
Liu, 1994). When data on Asian American
are collected, despite the vast diversity, it is
often not broken down for subgroups.

The growing heterogeneity of the Asian
and Pacific Islander (API) population calls
into question the logic of grouping these
population subgroups under one category.
The limited existing aggregate data on Asian
American older adults tend to paint a decep-
tively positive picture of “model minority”
health and well-being. Some researchers
concluded that the health of Asian Ameri-
can older adults appears equivalent to, if not
better than, that of other older adult groups
(Gelfand, 2003; Markides, 1987). Many
researchers pay attention only to the suc-
cess of some segments of the population and
not to the severe problems of others. This is
the myth of the model minority, which holds
that Asian populations have succeeded in
countries outside their homelands because
of special cultural values and behaviors
(Lin-Fu, 1988). In opposition to the model
minority stereotype, some researchers have
pointed out the continued and glaring dis-
parities in health and welfare of particular
groups of Asian American immigrants
(Zane, Takeuchi, & Young, 1994). Tanjasiri,
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Wallace, and Shibata (1995) argue that
aggregate data on Asian American older
adults cloud the bimodal distribution in
socioeconomic and health status.

The use of over-generalized ethnic aggre-
gate categories masks the high degree of
heterogeneity known (or suspected) to exist
across national origin groups with respect
to socioeconomic status, health status, and
cultural characteristics. In addition, this
approach misses the opportunity to observe
the unique health needs of specific Asian
American ethnic groups living in the United
States. It is clear that a timely response
to the growing demand for a social work
knowledge base on Asian American elders is
needed. Furthermore, a better understand-
ing of the similarity and difference of health
and mental health needs among subethnic
groups of Asian American older adults is
important because of the dramatic increase
in their population and great internal het-
erogeneity.

In recent years, a few studies have exam-
ined the health and disability disparities
within in the elderly Asian American popu-
lation using nationally representative data.
Using datasets from the National Health
Interview Survey 2001-2003, Coustasse,
Bae, Arvidson, and Singh (2008) examined
disparities in self-reported activities of daily
living (ADL) and instrumental activities of
daily living (IADL) disability among elderly
Asian American subgroups. The results
showed the intergroup variability among
the elder Asian American subpopulations,
indicating that the elder Chinese subgroup
accounted for the highest ADL and IADL
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disability, while the Asian Indian subgroup
reported the lowest ADL and IADL disability
rates. Using the 2006 American Commu-
nity Survey, Fuller-Thomson, Brennenstuhl,
and Hurd (2011) compared disability rates
among older adults in aggregated and sep-
arated Asian American/Pacific Islander
subpopulations. The results found disabil-
ity rates in older adults varied more among
AAPI subpopulations than between non-
Hispanic Whites and the aggregated Asian
group, therefore providing evidence that
the aggregation of Asians into one group
obscures substantial subgroup variability
and fails to identify the most vulnerable
groups.

An improved understanding of vari-
ous ethnic Asian American older adults’
health needs is very important to health
care providers and health service research-
ers. Differences among Asian Americans
in socioeconomic status, health insurance
coverage, immigrant status, and cultural
characteristics may affect health status,
health-seeking behavior, and access to
health services. Health care needs, therefore,
vary by ethnicity and economic status. Iden-
tification of ethnic differences is important
for health service providers and researchers
(Diwan, Jonnalagadda, & Balaswamy, 2004;
Wolinsky & Johnson, 1991). Health care pro-
viders know their services are most effective
when tailored or customized for the specific
health needs of the target population being
served.

Using 10 years of aggregated data from
the National Health Interview Survey 2000—
2009, this study described and compared



the health and mental health status among
U.S. Chinese, Filipino, Asian Indian, and
other API older adults, and identified factors
related to health and mental health status
for Chinese, Filipino, and Asian Indian older
adults by using this nationally representa-
tive dataset.

Method
Data

This study used data derived from the
National Health Interview Survey (NHIS), a
national household survey on health status
and service utilization of the civilian non-
institutionalized population of the United
States that is conducted annually by the
National Center for Health Statistics. The
main objective of the NHIS is to monitor the
health of the American population through
the collection and analysis of data on abroad
range of health topics. The NHIS uses a mul-
tistage area probability design and collects
data by computer-assisted personal inter-
viewing with household adult respondents.
From each family in the NHIS, one sample
adult is randomly selected and information
on the sample adults is collected with the
Sample Adult Core questionnaire, which col-
lects detailed information on health status,
health care services, and health behaviors.
The NHIS has been designed to produce
estimates for the nation (Botman, Moore,
Moriarity, & Parsons, 2000; Parsons, Moriar-
ity, Jonas, et.al. 2014).

Beginning in 1992, the NHIS added
Asian American ethnic group detail to the
“race” item for Japanese, Chinese, Filipino,
Asian Indian, Korean, and Vietnamese.

These six groups together compose about
90% of the Asian American population.
Then, in 1996, the categories for the four
smaller groups—Japanese, Asian Indian,
Korean, and Vietnamese—were combined
into the “other Asian and Pacific Islander”
group for data release. Beginning in 1997,
the categories for the three bigger groups,
Chinese, Filipino, and Asian Indian were
reported and the other three smaller groups
were combined into the “Other Asian and
Pacific Islander” group. Starting in 1998, the
NHIS collected information on citizenship
status.

Finally, 10 years of data (2000-2009) were
pooled to yield sufficient statistical power to
explore the health status and mental health
status among specific Asian American
subgroups. The comparison group was non-
Hispanic White older adults of the same time
period. The sample included 848 Chinese,
823 Filipino, 337 Asian Indian, 1,488 other
APIL, and 74,042 non-Hispanic White older
adults aged 65 and older. Estimates were
weighted with a person-centered weight to
represent all U.S. non-Hispanic White and
Asian American older adults aged 65 and
over and to avoid inappropriately small
standard errors. Unweighted subpopulation
size is shown in Table 1 and weighted sub-
population size is shown in Table 2.

Variables

Dependent variables of this study included
health status and mental health status.
Health status was measured by a standard
NHIS question that asks the respondent to
rate his or her health as excellent, very good,
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good, fair, or poor. For the sample adults,
respondents were asked to rate their cur-
rent state of health compared to 1 year ago
on a 3-point scale: better, worse, or about the
same. Mental health status was measured by
the Kessler 6 scale (K6), developed by Ronald
C. Kessler. The K6 asks about six manifesta-
tions of nonspecific psychological distress.
Respondents were asked how often, during
the past 30 days, they felt so sad that nothing
could cheer them up; nervous; restless or fidg-
ety; hopeless; that everything was an effort;
and worthless. Acceptable responses fell into
five categories, ranging from “none of the
time (0 points)” to “all the time (5 points).
The range for summed responses on the K6
Scale is thus 0 to 24, with 0 suggesting the
lowest level of nonspecific psychological dis-
tress, and 24 suggesting the highest level of
nonspecific psychological distress. Accord-
ing to the scoring criteria proposed by
Kessler, people with a score of 13 or greater
are likely to be experiencing severe mental
illness.

Independent variables of this study
included sociodemographic characteris-
tics, health insurance, and health needs. The
selection of the independent variables was
based on the Andersen’s Behavioral Model
of Health Service Utilization. The Behav-
ioral Model of Health Service Utilization was
initially developed in the late 1960s to under-
stand why families use health services and
to define and measure equitable access to
health care. This model posits the actual use
of health care service as a function of three
factors: predisposing, enabling, and need
factors (Andersen, 1968). The predisposing
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factors include demographic characteristics
(e.g., age, gender, and marital status), social
structural characteristics (e.g,. education,
social class, race, ethnicity, and employment
status) and health beliefs (attitudes, values,
and knowledge of health and health service).
The enabling factors refer to resources or
means that enable individuals to obtain ser-
vice, as well as resources or means that may
impede service use. These include individual
resources and community resources, such
as health insurance, income, regular sources
of care, availability, accessibility and afford-
ability of services, and residence. Finally,
the need factors have been conceptualized
either as need perceived by the individual or
need evaluated by professionals. Guided by
this conceptual framework, available vari-
ables representing these three factors from
the datasets were selected as independent
variables.

The  sociodemographic = measures
included in this study were age (65-74,
75-84, or 85 years and older), gender, marital
status (married or not married), education
(less than high school, high school graduate,
or more than high school), citizenship (U.S.-
born citizen, naturalized citizen, or non-U.S.
citizen), living arrangement (live alone, or
live with others), and poverty status. Poverty
status is a variable created from the ratio of
the family’s income to the corresponding
poverty threshold. Family income less than
100% of the poverty threshold was coded as
“poor”; between 100% and 199% of the pov-
erty threshold was coded as “low income™;
between 200% and 399% of the poverty
threshold was coded as “middle income’;



and 400% and more of the poverty threshold
was coded as “high income.”

The NHIS has a full range of data
items addressing health insurance. First, a
dichotomous variable was created to code
respondents as insured or uninsured. Fur-
thermore, three dichotomous variables were
created to indicate whether respondents
had three main types of health insurance:
private, Medicare, and Medicaid. Access
to medical care was measured by having a
usual place for medical care. The sample
adults were asked if they had a place (or
more than one place) where they usually
went when they were sick or needed advice
about their health.

Five variables were used to measure
respondent’s health needs: activities of daily
living (ADL) limitation, instrumental activi-
ties of daily living (IADL) limitation, activity
limitation, functional limitation, and health
conditions. ADL indicates whether the indi-
vidual needed the help of someone else
with personal care needs (eating, bathing
or showering, dressing, using the toilet,
getting around inside the home, and get-
ting in or out of bed or chairs) because of a
physical, mental, or emotional problem. An
affirmative response to any of six questions
is recoded in ADL as the person having an
ADL limitation. IADL indicates whether the
person currently needed the help of some-
one else in handling routine needs (such as
everyday household chores, doing neces-
sary business, shopping, or getting around
for other purposes) because of a physical,
mental, or emotional problem. The affir-
mative response was coded as limited. The

measures of activity limitation and func-
tional limitation were overall measures of
activity limitation and functional limitation
defined by the NHIS. Activity limitation is a
summary measure that indicates whether a
person is limited in any way. Functional lim-
itation is a summary measure that indicates
whether a person is limited in any way in
various functional activities. Health condi-
tions is a summary measure that is created
from the sum of identified health conditions
from 22 medical conditions such as arthritis,
heart trouble, cancer, and hypertension.

Statistical Analysis

All statistical analyses in this study were
conducted using the STATA software Ver-
sion 11. Chi-square (y?) statistics were used
to test for differences in sociodemographic
characteristics, health status, limitation sta-
tus, and mental health status among ethnic
groups. Ordered logistic regression analysis
was used to examine the factors that pre-
dict health status. Lineal regression analysis
was used to examine the factors that predict
mental health status.

Findings
Descriptive and Bivariate Results

Table 3 describes the sociodemographic
characteristics of the Asian American older
adults by ethnic groups. There were differ-
ences of age (y* (8) =420000, p < 0.000) and
gender (y* (4) =150000, p < 0.000) among
Asian American older adults by ethnic
groups. Among three groups of Asian Amer-
ican older adults, Chinese had the highest
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mean age (73.81 years), whereas Asian Indi-
ans were the youngest (71.00 years). Asian
Indian older adults were younger than Chi-
nese (¢t = -2.82, p < 0.000) and Filipino (¢ =
-2.00, p < 0.000) older adults, and Filipino
older adults were significantly younger than
Chinese older adults (¢ = 0.82, p < 0.000).
Both Chinese and Filipino older adults had
more women than men, while Asian Indian
older adults had more men (58.32%) than
women (41.68%).

There were differences of marital status
(* (4) =110000, p < 0.000) and living arrange-
ment (* (4) =900000, p < 0.000) among Asian
American older adults by ethnic groups.
The majority of Asian American older adults
were married and not living alone. The Fili-
pino group had the highest percentage of
older adults who were not married (39.41%),
and Asian Indians had lowest percentage
of older adults were not married (30.13%).
With regards to living arrangement, the Fili-
pinos had the highest percentage of older
adults who lived alone (18.35%), while Asian
Indians had the lowest percentage of older
adults who lived alone (8.71%).

There was a difference of education ()’
(8) =720000, p < 0.000) among Asian Amer-
ican older adults by ethnic groups. The
Filipinos had the lowest percentage of older
adults who reported less than a high school
education (18.08%), whereas the Chinese
had the highest percentage of older adults
who reported less than a high school educa-
tion (30.49%). More than half of the Filipino
(58.98%) and Asian Indian (53.13%) older
adults reported more than a high school
education.

Health and Mental Health of Older Asian Americans

There was a difference of poverty sta-
tus (x* (12) =690000, p < 0.000) among Asian
American older adults by ethnic groups.
The Chinese had the highest percentage
of older adults who were poor (16.66%) or
low income (24.85%), the Filipinos had the
highest percentage of older adults who were
middle income (27.93%), and the Asian
Indians had the highest percentage of older
adults who were high income (49.78%).

In terms of citizenship status, there was
a difference (% (8) =720000, p < 0.000) among
Asian American older adults by ethnic
groups. Asian Indians had the highest per-
centage of noncitizen older adults (28.80%),
followed by the Chinese (23.13%) and Fili-
pino (13.38%). Filipinos had a significantly
higher percentage (21.55%) of U.S.-born citi-
zens compared with both Chinese (14.38%)
and Asian Indian (0.81%). Asian Indians
had the highest percentage of naturalized
citizens compared with the Chinese and Fili-
pinos.

Table 4 summarizes the health insur-
ance status of Asian American older adults
by ethnic groups. Compared with non-His-
panic White older adults, all Asian American
older adults were statistically significantly
more likely to be covered by Medicaid but
less likely to be covered by health insurance
in general, Medicare, and private health
insurance. Among Asian American older
adults, Asian Indians had the lowest cover-
age of health insurance in general (91.32%)
and Medicare (68.59%) but the highest cov-
erage of Medicaid (21.49%). Chinese older
adults had the highest coverage (41.58%)
of private insurance and Filipinos had the



lowest coverage (35.65%) of private insur-
ance. In terms of access to medical care, all
Asian American older adults had statistically
significant lower rates than non-Hispanic
White older adults. Asian Indian older
adults had the lowest rate among all Asian
American ethnic groups.

Table 5 summarizes the health and men-
tal health status of Asian American older
adults by ethnic group. Filipino older adults
reported the lowest percentage of poor
self-rated health and Chinese older adults
reported the lowest percentage of excel-
lent self-reported health. When asked about
health compared with 1 year ago, Chinese
older adults reported the highest percent-
age of worse health, while Filipino older
adults reported the lowest percentage of
worse health. Compared with non-Hispanic
White older adults, all Asian American older
adults had statistically significantly less
activity limitation, functional limitation,
and number of health conditions. Chinese
older adults reported the highest percent-
age of ADL and IADL limitation, while Asian
Indian older adults reported the lowest
percentage of ADL limitation. In terms of
mental health, Asian Indian older adults
were statistically significantly less psycho-
logically distressed compared with all other
groups.

Multivariate Results

Table 6 shows the odds ratios (ORs) from
ordered logistic regressions for self-reported
health status indicators after controlling
for sociodemographic variables, including

race/ethnicity, age, gender, marital status,

education, living arrangement, poverty sta-
tus, citizenship, insurance, and limitations.
The ordered logistic regression model for
all older adults was significant (y* (21) =
8763.17, p < 0.000). Compared with non-His-
panic White older adults, Chinese, Filipino,
and other API older adults had statistically
significantly worse self-reported health (Chi-
nese: OR = 0.67, 95% CI = 0.52-0.83; Filipino:
OR = 0.66, 95% CI = 0.50-0.88; other API: OR
=0.61, 95% CI = 0.49-0.75). The Asian Indi-
ans were not significantly different from
the non-Hispanic Whites after controlling
for sociodemographic characteristics and
health insurance. In other words, all Asian
groups except Asian Indian had lower odds
to be healthier than non-Hispanic Whites
(Chinese: 33%, Filipino: 34%, other API: 39%).
For all older adults, significant predictors
included age, gender, marital status, edu-
cation, poverty status, citizenship, health
insurance, access to medical care, limita-
tions, and health conditions. Older adults
who were 85 years old and above, female, not
married, living alone, more educated, higher
income, with no access to medical care, no
limitations, and fewer medical conditions,
are more likely to have higher self-reported
health. In addition, naturalized citizens
reported worse health.

The ordered logistic regression model for
Asian American older adults was significant
(* (20) =329.97, p < 0.000). For self-reported
health, there was no significant difference
between Chinese and any of the other Asian
groups—Filipino, Asian Indian and other
APIs—holding all other variables constant.
For Asian American older adults, significant
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predictors included education, living
arrangement, poverty status, citizenship,
limitations, and health conditions. Older
Asian Americans who had more than a high
school education, lived alone, were middle
income and above, had no limitations and
fewer medical conditions had better self-
reported health status. Naturalized citizens
had worse self-reported health.

Table 7 shows the findings from linear
regressions for mental health indicators
after controlling for sociodemographic vari-
ables, including race/ethnicity, age, gender,
marital status, education, living arrange-
ment, poverty status, citizenship, insurance,
and limitations. The linear regression model
for all older adults was significant (F (17,
25402) =186.24, p < 0.000). Compared with
non-Hispanic White older adults, Chi-
nese and Filipino older adults were not
significantly different after controlling for
sociodemographic  characteristics and
health insurance. Asian Indian older adults
(B =-0.014, p < 0.001) had statistically signifi-
cant lower levels of psychological distress
compared with non-Hispanic Whites. For all
older adults, significant predictors included
age, gender, marital status, education, mari-
tal status, poverty status, citizenship, access
to medical care, limitations, and health con-
ditions. Older adults who are older, male, not
married, live alone, have access to medical
care, have no limitations, and fewer medical
conditions have lower levels of psychologi-
cal distress. In addition, naturalized citizens
have higher levels of psychological distress.

The linear regression model for Asian
American older adults was significant

Health and Mental Health of Older Asian Americans

(F(16,791) = 8.87, p < 0.000). Compared with
Chinese older adults, Filipino and other API
older adults were not significantly differ-
ent after controlling for sociodemographic
characteristics and health insurance. Com-
pared with Chinese older adults, Asian
Indians (p = -0.088, p < 0.001) had signifi-
cantly lower levels of psychological distress.
For Asian American older adults, significant
predictors included access to medical care,
limitations, and health conditions. Older
Asian Americans who had access to medi-
cal care, no limitations, and fewer medical
conditions, reported lower levels of psycho-
logical distress.

Discussion

The descriptive and bivariate results indi-
cate that sociodemographic characteristics,
health and mental health status, and health
insurance status vary among Chinese,
Filipino, and Asian Indian older adults.
Specifically, Asian Indian older adults were
different from Chinese and Filipino older
adults in many aspects of sociodemographic
characteristics and health insurance status.
They are younger, more often male, less likely
to live alone, have higher levels of education,
are less likely to be poor, more likely to be
noncitizens and foreign born, and statisti-
cally significantly less likely to have health
insurance coverage in general and Medicare
coverage.

These findings are not surprising. Under
the Asian American label, there are more
than 30 ethnic groups. Each group has a
unique language and culture tradition and
a different history in the United States.
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Chinese have the longest history in the
United States, although Asian Indians com-
pose the largest Asian immigrant group in
the 21st century. Therefore, generalizations
about Asian older adults are problematic.
In fact, the findings support the heterogene-
ity of Asian older adults in the United States
with respect to ethnic composition, immi-
gration history, language, religion, and other
sociodemographic variables.

Furthermore, the findings indicate that
the majority of these three ethnic groups of
Asian American older adults were foreign
born. Literature on older immigrants clas-
sifies the older foreign-born population
into two categories based on their migra-
tion pathways. The “invited elderly” refers to
late-life immigrants invited to reunite with
their adult children and/or family members,
whereas “the immigrated elderly” refers to
those who immigrated in their 30s and 40s
and have grown older in the United States
(Min, 1998). Since “the immigrated elderly”
have grown older in the country, they are
likely to have better English skills, a higher
degree of acculturation, and more access
to health insurance. Different pathways to
immigration among Asian American older
adults contribute to the heterogeneity of this
population. For example, due to having the
longest immigration history in the United
States, Chinese Americans have a higher
proportion of “the immigrated elderly” than
other Asian American older adult groups.
On the contrary, Asian Indians have a much
higher percentage of “the invited elderly”

The multivariate analyses results show
that Chinese and Filipino older Americans

self-reported as less healthy than non-His-
panic White older adults after controlling
for sociodemographic characteristics and
health insurance coverage. However, Asian
Indian older adults were not significantly
different from non-Hispanic White older
adults statistically. For self-reported health,
there was no significant difference between
Chinese and any of the other Asian groups.
Regarding mental health status, the results
indicate that Asian Indian older adults had
significantly lower levels of psychological
distress than other groups. It is not known
the explanations for these findings, and
future research is needed to further explore
this area.

For factors that predict health and
mental health status among older adults,
this study confirmed some common sus-
pects. Older adults with higher education,
higher income, no limitations, and fewer
medical conditions reported better health.
Older adults with no limitations and fewer
medical conditions reported better men-
tal health. On the other hand, this study
also reveals some surprising findings.
Older adults, who were older, not married,
and lived alone, reported better health
and mental health. Women reported bet-
ter health, although men reported better
mental health. Older adults with no access
to medical care reported better health,
whereas those having access to medical care
reported better mental health. Finally, natu-
ralized citizens reported worse health and
mental health compared with native and
noncitizen older adults. One possible expla-
nation for some of these surprising findings
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is the measurements of health and mental
health. Both health and mental health sta-
tus in this study are self-reported subjective
measures. When older adults were asked to
assess their own health and mental health
status, they most likely compared them-
selves with people around them. Therefore,
older adults who are older, not married, and
live alone might think they were doing pretty
well as an older adult who survived into
later adulthood. Another important note is
that this study does not examine causality.
Thus some of these significant variables may
not be a causal factor of health well-being,
but merely correlational. More studies that
focus on causal relationships are needed to
better understand health and mental health
disparities among older Asian Americans.
Some strengths of this study include the
use of data from a nationally representative
sample and disaggregated data on sub-
groups of Asian Americans. However, there
are several limitations with using the NHIS
data set. When data on Asian Americans
are collected, it is often not broken down
for many subethnic groups. In cases when
information on subgroups was gathered,
most previous research analyzed the Asian
American population as a whole because of
a lack of a subsample big enough to enable
intra-ethnic distinctions to be made in
multivariate analyses, especially for older
populations. In order to investigate popu-
lation-specific information on health and
mental health among major subgroups of
Asian American older adults, NHIS was the
first choice because of its large sample size,

consistency, rich information on service
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utilization, and detailed information on
subgroups of Asian Americans. However, the
NHIS public use data sets only contain infor-
mation regarding three population groups:
Chinese, Filipino, Asian Indian, and an
aggregated category “other Asian and Pacific
Islander” beginning in 1997. Although NHIS
has a large annual sample size, the Asian
American older adult subpopulation is
still very small. Therefore, 10 years of data
(2000-2009) were pooled to yield sufficient
statistical power. Even though there were
no major social or health policies imple-
mented or changed during the time period,
results based on 10 years of combined data
provided a source to confound the findings
of health and mental health status across
different ethnic groups of Asian American
older adults.

Additionally, otherimportant constructs
that could explain the health and mental
health status among Asian American older
adults are not available in the NHIS. It has
been documented that cultural background,
health beliefs, pre-immigration experience,
age at immigration, degree of acculturation,
and language ability are very important fac-
tors influencing older adults’ health status
and service utilization, especially among
older immigrants. However, there are no
constructs in the NHIS that capture these
important aspects of respondents. Although
length of stay in the United States is an avail-
able immigration-related variable besides
citizenship status in the NHIS, it was omit-
ted here due to a high percentage of missing
data.
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The NHIS has very rich measures on spe-
cific disease-related variables, but measures
on objective general health and mental
health are very limited. Lastly, the NHIS sur-
vey is not conducted in Asian languages,
which can significantly prevent older immi-
grants with limited English proficiency from
participant in the data collection.

Despite limitations related to data and
measurement, to my knowledge this study
is the first to examine the health and men-
tal health status of Chinese, Filipino, and
Asian Indian older adults using the NHIS.
The findings of this study document the
heterogeneity in sociodemographic charac-
teristics, health insurance, and health needs
of Chinese, Filipino, and Asian Indian older
adults, which highlights the importance
of collecting specific ethnic identification
information in larger data sets. Further-
more, because of the high proportion of
immigrants among Asian American older
adults, systematically tracking immigrant-
related information will enable researchers
to better understand the influence of immi-
grant-related factors on health and mental
health status among older immigrants.

Since information about the basic
characteristics and service needs of Asian
American older adults is scarce, the current
national public data sets should contain
more detailed race categories for Asian
Americans and provide surveys in Asian lan-
guages to accurately reflect the composition
of this population. Particularly, in order to
study specific subgroups of Asian American
older adults, each group should be overs-
ampled to reach an adequate sample size for
future analysis.

Jing Tan



References

Andersen, R. M. (1968). Behavioral model of
families’ use of health services. (Research
Series No. 25). Chicago: Center for
Health Administration Studies, Univer-
sity of Chicago.

Botman, S.L., Moore, T. F., Moriarity, C. L.,
& Parisons, V. L. (2000). Design and
estimation for the National Health Inter-
view Survey, 1995-2004. National Center
for Health Statistics. Vital Health Stat 2
(130).

Coustasse, A., Bae, S., Arvidson, C., & Singh,
K. (2008). Disparities in self-reported
activities of daily living and instrumen-
tal activities of daily living disability
among Asian American subgroups in the
United States: Results from the National
Health Interview Survey 2001-2003. Dis-
ability and Health Journal, 1(3), 150-156.

Diwan, S., Jonnalagadda, S. S., & Balaswamy,
S. (2004). Resources predicting positive
and negative affect during the experi-
ence of stress: A study of older Asian
Indian immigrants in the United States.
The Gerontologist, 44(5), 605-614.

Fuller-Thomson, E., Brennenstuhl, S., &
Hurd, M. (2011). Comparison of disability
rates among older adults in aggregated
and separate Asian American/Pacific
Islander subpopulations. American
Journal of Public Health, 101(1), 94-100.
doi:10.2105/AJPH.2009.176784

Gelfand, D. E. (2003). Aging and ethnicity:
Knowledge and services (2nd ed.). New
York, NY: Springer.

Leclere, F. B., Jensen, L., & Biddlecom, A. E.
(1994). Health care utilization, family

Health and Mental Health of Older Asian Americans

13

context, and adaptation among immi-
grants to the United States. Journal of
Health and Social Behavior, 35(4), 370~
384.

Lin-Fu, J. S. (1988). Population character-
istics and health care needs of Asian
Pacific Islanders. Public Health Reports,
103(1), 18-27.

Markides, K. S. (1987). Aging and ethnicity.
Newbury Park, CA: Sage.

Min, P. G. (1998). Changes and conflicts:
Korean immigrant families in New York.
Boston, MA: Allyn and Bacon.

Parisons, V. L., Moriarity, C. L., Jonas, K., et
al. (2014). Design and estimation for
the National Health Interview Survey,
2006-2015. National Center for Health
Statistics. Vital Health Stat 2 (165).

Tanjasiri, S. P, Wallace, S. P, & Shibata,
K. (1995). Picture imperfect: Hidden
problems among Asian Pacific Islander
elderly. The Gerontologist, 35(6), 753-760.

U.S. Census Bureau. (2000). Summary File 1.
Retrieved by Shauna Lo from American
Fact Finder <http://factfinder.census.
gov/faces/nav/jsf/pages/index.xhtml>,
August 5, 2015.

U.S. Census Bureau. (2010). Summary File 1.
Retrieved by Shauna Lo from American
Fact Finder <http://factfinder.census.
gov/faces/nav/jsf/pages/index.xhtml>,
August 5, 2015.

Wolinsky, F. D., & Johnson, R. J. (1991). The
use of health service by older adults.
Journals of Gerontology Series B: Psy-
chological Sciences and Social Sciences,
46(6), $245-257.

Yu,E.S.H., & Liu, W.T.(1994). Methodological



14

issue.In N. W. Zane, D. T. Takeuchi & N. J.
Young (Eds.), Confronting critical health
issues of Asian and Pacific Islander Amer-
icans. Thousand Oaks, CA: Sage.

Zane, N. W. S., Takeuchi, D. T., & Young, K.
N. J. (Eds.). (1994). Confronting critical
health issues of Asian and Pacific Islander
Americans. Thousand Oaks, CA: Sage.

Jing Tan



15

ST1C'618°G6C 081°7L0Y Tr6°166 119'€55°C £20°61€C 6St°001°98C TVIOL
G95°LGL TS 61TCLY POT'LLT 066°68S 9363 6L6°0GH0S 6007
0SL°ShT'TE 1LL°GSS 86G8H1 T0b'88T 061°0LT 69LC88°6C 800
TLETEY0S 681G 66101 11162 015'15T 8T6°€ET 6T 007
€THL10°08 88509 STh'66 LS008 5S6'89C 86588°8T 9007
1EH65L°6C sTh'LSh S6L°96 090°75C 1hL°LTC CIVSTLST 500
088'651°6C GSL'61¢E 95.'69 18991 656°8LT 6G9TL ST 00T
905°GHT 6T 687°16C 6568 61591 913CTT 888°6L1°8T €007
£01°160°8C vOT e 10L°LL 0L6°ShT P€0°681 PEIPEE'LT 007
£89'856°LT 905158 0ST'H9 T8LLT vEL90T T1LT9T°LT 100T
TTSTLO'LT 95.°908 AV 656°LET 801°90C P19ST LT 0007
T8I0, 1dV 1oY10 UBIpU UBISY ourdiry asouIy) 91y W druedsiH-uoN 189K
(Pa1ySToM)

Iedx Aq (A0(qe pue g9 a5e) s)Mpy 1o 0 sdnoan oruyyy ueIsy 1IN0, pue 991 oruedsipy-uop jo 9zig uonpemdodgng ‘g a1qe,
X Aq (9a0qe pue 9 d5e) SIMNPY I9P[O J D dIUYJ ULISY INO{ pue AIYAA druedsry-uoN jo azi§ uonendodqng g d[qef,

8EG°LL 88H°I Lg€ €T8 8+8 THO'bL TVIOL
8€9°L 8TT 99 L91 b1 LEO'L 600C
LT'9 012 €g 0Ll 801 916°S 800
9tt*9 €L 6€ OrT L6 LT0'9 L00T
TLE s61 g¢ 911 811 806°S 900
8EL'8 9p1 6C IL bL 81+'8 5008
80€°8 <01 1T TS €g LLO'8 1007
€08 06 9 6g L9 96L°L €00C
628 (41! (4 b 8 0108 T00¢
TLS'8 8II 61 6t 89 8TE'8 100T
bGLg II1 T 6t 9 S0S°8 0007
12307, 1dV 10410 UBIpU] UBISY ourdry dsauIy) Y M Oruedsiy-uoN Teag
(Pa1yStomun)

1eax Aq (aa0qe pue 69 age) sjpy I8P Jo sdnoin oruyy urISy INoj pue YA\ druedstH-uoN Jjo azig uorjendodqng 1 a[qef,

Health and Mental Health of Older Asian Americans



‘sdnoid Loruyya /aoe1 Suowre a3 UBIU JO 9OUIJIP A} SUNISa) 10§ 1593 YAONYVY Aem-auQ ..,
*$O1Is1I930RIRYO O1YdeISOWEpPOID0S PUE AJIDIUYIR /0081 UdOMID( UOIJBIOOSSE [[BIDA0 93 Sur}sa) 10§ 3593 X ,

S1T618°66C 08TvL0Y 6166 119°6€€C €T061€C 651°001°98¢ (Po1yS1IoM)
8EG°LL 88H°1 L€ £T8 818 THovL (payyStom-un) N
e300l
WYETE %8L61 %99y %190 %6L'CC awoour ysIy
%68°8¢C %LY'9C %¢6°LC %88°L1 %IV ve OWIOOUI 9[PPIA
%611¥C %ISCL %99°61 %S81C %611vC QUIOOUI MO
0000 %8G 1 %YCTL %9L°6 %9991 %95°L 18704
snjels AJ19A0J
%8¢°0¢C %IL8 %9Ee 81 %8G LT %66'1¢ ouofy
0000 %GCL6L %6¢’16 %99°18 %SY"C8 %1089 Quole J0N
JuowagueLIe SUIATT
WIT'LT %08°8¢C %8¢°C1 %e1'CC %880 UaznId *S'1-UON
WLV LY %6¢°0L %L0°G9 %05°C9 %19t U9ZI}Id pazIfeinjeN
0000 PAYA A4S %180 %S9S°1¢C %8C V1 %CSY6 U9ZI}Id wI0q-§
drysuazni)
%CL8E %ET'Ca %8689 %30St %CC 1Y [00y2s YSIH <
%6€°9¢ %YC 61 %16°CC %61 vC %99'8¢ ojenpels [ooyos YSiy
0000 %681C %S9 LC %80°81 %61°0C %IT°0C [ooyos ySiy >
uonjeonpy
%9L°09 %L8°69 %6509 %0%'99 %8889 PpaLLIBIA
0000 %YC6C %e1°0C %IY'6C %09°¢e %Cl'IY potireui Jo0N
SNjels [BILIBIA
%5919 %891 %Y 69 %LSCS %6599 oleta
0000 %5€°8¢ %CE 89 %LS 0V %EY I %01 9TeIN
I9puen
%61°8 %6L°C %16°G WLO'TT %EY'TL +G8
%081Y¢ %EECCC %69°'1¢ %50°0¢ %CS59¢ ¥8-GL
0000 %10°LS %88'CL %0t'C9 %86°LS %S50°cS ¥,.-599
%% 000°0 2G8°¢L p00°TL ,00°¢L qI8'CL GG L (ueow) £ 95y
Lonread IdV 19930 uerpuj ueISY ourdifry asaury) YA\ otuedsI-uUON

16

(6002-000¢ ‘S2381S PalIuN) SINPY I9P[Q IOPUR[S] OYIORJ PUB UBILIOUWIY UBISY JO SO1IsLIajoeIey)) oryjderSomwaporoog ¢ a[qe],

Jing Tan



17

ATuo sympe sdureg L
"STJBIS SOUBINSUL YJ[EY PUB AJIOTUY3ID/90BI USIM]I( UOIIBIDOSSE [[BISA0 oY} Suryso} 10§ 3593 X ,,
%SL'56 %TT 06 %0596 %1596 %¢9'96 S9K
0000 ST %8L'6 %05°€ %6t'C %8EC ON
91D [BIIPOUI 0} SSIIY
BST'TY %Y 6E %59'SE %891 %0059 paI1aA0)
0000 %58'8S %9L°09 %SEY9 %Ch'8S %00°9€ PaI12A09d JON
SnJe)js 9OUBINSUI 9JBALLJ
%SE6T %61 1T %6$°61 %61°0C WBLTY paI1aA0)
0000 %5908 %IS'8L %19°08 %18'6L %E8'S6 PaI12A09d JON
snje)s presrpa
%0878 %6589 %SG"C8 %6T 6L %0916 paI1aA0)
0000 %0CST BIV'IE %Sy LT WIL'0C %01°'S Ppa19A093 JON
snje)s aIedIPIA
%CE 96 WCE'T6 %0C’'L6 %C1'96 %ES'66 PaIaA0)
0000 %89'¢ %89'8 %08C %88°C %BLY0 Pa12A03 JON
soueInsu] Yjesy
Lonead IdV 10130 uerpuj ueISy ourdrig asoury) Iy M otuedsif-uoN

(6002-000 ‘S2183IS PAIIUN) SINPY I9P[O IOPUB[S] OJIOEJ PUE UEILIDWY UBISY JO SNJE)S d0UBINSU] YI[edH + d[qEL

Health and Mental Health of Older Asian Americans



18

Aquo sympe aydwreg |

‘sdnoi3 fo1uy3a /a0e1 Suowre 9109s sSAIISIP [eIIS0[0Yd4sd orjroadsuou ueau JO 9OUIAJJIP ) SUIIS9) 10J 1591 YAONYVY Aem-auQ ...
'sdnois £1o1uy3e/aoel Suowre SUOIHIIPUOD I[BIAY UBIW JO DUIIJJIP Y} SuIIsa) 10 1593 VAONYV Aem-auQ.,.,
"STNJBIS YP[BOY [BIUSUL PUE ‘SRS UOHBIIWI] ‘STJBIS YIBIY PUB AHOIUY}O/908T USIMJ( UOTJRIOOSSE [[BIDAO0 dY} Sunsay 10§ 3503 X .

sax.
%L9T %98°0 %81'C %89°C %8T'C ON
0000 %EE'86 %V1°66 %CS'L6 %Ch'L6 %CL' L6 (ueayxy) o[eos ssamsIp 9N+
2220000 69T pGET 89T 01T 290'C
(uea1A]) sUONIPUOD YI[eoH
#+000°0 256°0 pSGL°0 2G0T 4880 99T S9K
%06°1S %L0'Sy %Y0'€S %89°LS %ISY9 ON
0000 %0T'8Y %E6'VS %969 WCETh %6V'SE uoneIWI] [euorjoun,y}
sax.
%66'SC %80T %9.LYT %CE 8T %8VvE ON
0000 %10tL %61°6L %YT'GL %89°'TL %559 uoneuI] AJAIOY
Sax.
%tE01 %58'6 %06 %8TET WLLTT ON
0000 %9968 %ST°06 %86'06 %CL98 %ET'88 uonyeyrwaI] TAVI
Sax.
%CL9 %9L°€ %50'9 %LLL %C8'S ON
0000 %8T'€6 %V 96 %S6°€6 %ETTO %816 uorjejrul] Tav
19139
%6901 %8191 %8191 %IT6 %9L°CT oures oy,
%06°CL %9L°¢L %Y0yL %8869 %t8'CL 9SIOM
0000 WIY'ST %6511 %8L°6 %16°0C %0¥'€T oge
189k 1 03 poredwod YIeaf+
%9¢°C1 %681 Vi adl %001 %C0 1 JUa[[PoXY
%06'CC %009C %CL'TT %88°'T¢C %65'9¢C pooS A1op
%09°G€ %tS'Ge WIY'6E %89ch %61'5€ pooH
%96'0C %0L'ST %6.L'81 %LS LT %1691 Ireq
0000 %618 %L8'L %PS"S %t8'L %659 1o00dg
Y3i[eay pajel-jas
HONEAd  1dV 1PYI0 ueIpuj ueIsy ourdryry asoury) 9JIY M OtuedsIH-uoN

(6002-000€ ‘$2181S PAIUN) SIMPY I9P[Q I9PUR[S] OYIOBJ PUB ULILIDWIY UBISY JO SNTIS (I[BIH [BIUSIY PUB SMILIS (I[BdH ' S[qeL

Jing Tan



19

Table 6. Ordered Logistic Regression: Predicting Self-Reported Health Status of Asian American
and Pacific Islander Older Adults (United States, 2000-2009)
Dependent Variable: self-reported health status (1-poor, 5- excellent)

All older adults Asian American older adults only
OR (95% CI) OR (95% CI)
Race/ethnicity
Non-Hispanic White Referent N/A

Chinese
Filipino
Asian Indian
Other API
Age,y
65-74
75-84
85+
Gender
Female
Male
Marital status
Married
Not married
Education
< High school
High school graduate
> High school
Living arrangement
Not alone
Alone
Poverty status
Poverty
Low income
Middle income
High income
Citizenship
U.S.-born citizen
Naturalized citizen
Non-U.S. citizen
Health Insurance
Not covered

0.67 (0.52-0.83)***
0.66 (0.50-0.88)**
0.76 (0.47-1.22)
0.61 (0.49-0.75)**

Referent
0.98 (0.93-1.03)
1.11 (1.02-1.21)*

Referent
0.85 (0.81-0.89)***

Referent
1.13 (1.03-1.24)*

Referent
2.05 (1,91_2.20)%**

Referent
1.63 (1.48-1.79)***

Referent
1.37 (1.25-1.50)***
1.74 (1.59-1.91)***
2.36 (2.14-2.61)***

Referent
0.74 (0.66-0.83)***
0.93 (0.74-1.19)

Referent

Referent
0.86 (0.59-1.25)
1.09 (0.64-1.87)
0.81 (0.59-1.11)

Referent
0.89 (0.67-1.20)
0.76 (0.41-1.41)

Referent
0.86 (0.65-1.15)

Referent
1.08 (0.74-1.59)

Referent
1.38 (0.94-2.04)
1.81 (1.27-2.59)**

Referent
1.76 (1.16-2.65)**

Referent
1.30 (0.91-2.12)
2.51 (1.61-3.92)***
2.55 (1.63-4.00)***

Referent
0.58 (0.41-0.82)**
0.70 (0.44-1.11)

Referent

Covered 1.75 (1.17-2.60)** 1.34 (0.40-4.47)

Access to medical care

No Referent Referent

Yes 0.82 (0.71-0.94)** 0.88 (0.41-1.87)
Activity limitation

No Referent Referent

Yes 0.29 (0.28-0.31)%** 0.21 (0.15-0.30)***
Functional limitation

No Referent Referent

Yes 0.45 (0.42-0.47)*** 0.36 (0.27-0.48)***
Health conditions 0.72 (0.71-0.73)*** 0.81 (0.74-0.88)***
Wald Xz 8763.17%** 329.97%**
Pseudo R® 0.13 0.15

*p < 0.05, **p < 0.01, ***p < 0.001
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Table 7. Linear Regression: Predicting Mental Health Status (K6 Distress Scale) of Asian Ameri-

can and Pacific Islander Older Adults (United States, 2000-2009)

Dependent variable: psychological distress (0-lowest level of psychological distress, 24-highest level

of psychological distress)

All older adults Asian American older adults only
B(SE) B B(SE) B
Race/ethnicity
Non-Hispanic White Referent N/A
Chinese -0.03(0.27) -0.001 Referent
Filipino -0.29(0.28)  -0.006 -0.30(0.38)  -0.035
Asian Indian -1.05(0.21)  -0.014%** -1.09(0.34)  -0.088***
Other API -0.31(0.18)  -0.009 -0.27(0.33)  -0.039
Age.y -0.05(0.00)  -0.086%* -0.03(0.03)  -0.056
Gender
Female Referent Referent
Male -0.34(0.05)  -0.047** -0.27(0.24)  -0.037
Marital status
Married Referent Referent

Not married
Education level
Living arrangement
Not alone
Alone
Poverty ratio
Citizenship
U.S.-born citizen
Naturalized citizen
Non-U.S. citizen
Health insurance
Not covered
Covered
Access to medical care
No
Yes

Activity limitation
No
Yes

Functional limitation
No
Yes

Health conditions

-0.28(0.10)  -0.039***
-0.14(0.01)  -0.089***

Referent

-0.26(0.10)  -0.036***
-0.19(0.02)  -0.065***

Referent
0.39(0.11)  0.025%**
0.39(0.24)  0.012

Referent
-0.48(0.43) -0.008

Referent

-0.53(0.14)  -0.027***

Referent
1.32(0.06)  0.177***

Referent
1.05(0.04)  0.140%**
0.29(0.02) 0.135***

-0.32(0.31)  -0.046
-0.03(0.05)  -0.036

Referent
0.18(0.33)  0.025
-0.07(0.10) -0.030

Referent
0.32(0.29) 0.045
0.86(0.54) 0.089

Referent
0.62(0.74) 0.028

Referent

2.55(0.87)  -0.123%*

Referent
1.45(0.40) 0.180%**

Referent
1.50(0.23)  0.213***
0.28(0.09)  0.131***

Constant
F
RZ

7.55(0.54) -
186.24"**
0.15

5.11(2.51)% -
8.87***
0.21

*p < 0.05, **p < 0.01, ***p < 0.001
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