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Abstract

Objectives: Guided by the models of health assessment and social determinants of health, we 

examined predictors of self-rated physical, mental, oral, and cognitive health of older Korean 

immigrants.

Methods: Data came from the Study of Older Korean Americans (SOKA; N = 2,061, Mean age 

= 73.2). Multivariate regression models of self-ratings of health were tested with health indicators 

(both domain-specific and other health indicators including chronic disease, functional disability, 

problems with teeth or gums, and cognitive function) and sociocultural factors (acculturation, 

social network, and ethnic community social cohesion).

Results: For self-rated physical, mental, and oral health, indicators specific to the targeted 

domain played a primary role, with those of other health domains playing a secondary role. 

Acculturation and social network were significant predictors of all four measures.

Discussion: Findings highlight the importance of holistic health assessment that considers a 

wide range of health domains as well as sociocultural contexts.
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In response to disparities in health and healthcare, increasing attention has been paid to older 

immigrants [1–3]. In 2016, about 14% of the U.S. population age 65 and older were foreign-

born, and this figure is projected to reach 32% by 2060 [4]. Older immigrants of Asian 

origin in particular are expected to grow in number exponentially, yet this population 

remains understudied and underserved [5–7]. The cultural and linguistic challenges faced by 

these immigrants not only heighten their vulnerabilities in health and healthcare, but also 

make them hard to reach in research and services [7,8]. For example, more than half of older 

Asian Americans have limited English proficiency [9], a problem compounded by the fact 

that Asian Americans encompass more than two dozen ethnic groups and more than 300 

languages [10]. These challenges make it imperative to attend to their ethnic/cultural/

linguistic diversities to ensure accurate health assessment and service planning.

The present study focuses on the health of older Korean immigrants in the United Sates. 

With an estimated population of 1.8 million, Korean Americans represent the fifth largest 

Asian American subgroup [10]. Because most Koreans have arrived in the United States 

since the Immigration Act of 1965, the current generation of older Korean Americans is 

predominantly foreign-born and challenged by linguistic and cultural barriers [10]. Among 

languages spoken by older immigrants with limited English proficiency, Korean ranks fourth 

just after Spanish, Chinese, and Russian [9]. Korean American vulnerabilities in health have 

been reported in many studies [2,11]; however, attention has been limited to physical and 

mental health. Recognizing the multidimensional complexities of health [12,13], we 

expanded our assessment to include oral and cognitive health.

Self-rated physical health (SRPH), a single item questioning “How would you rate your 

health?” has become well-established as an important health measure. SRPH is documented 

to predict older individuals’ general health and well-being and even mortality [14,15]. With 

its predictive power being equal to or exceeding that of objective health measures, SRPH has 

become a standard part of national and international health surveys, and it serves as an 

important tool in health screenings and clinical trials [16–18].

Self-rated mental health (SRMH) has also gained its prominence, and studies demonstrate its 

close linkage to mental health symptoms, psychiatric diagnosis, and the use of mental health 

services [19–21]. The relevance of the single-item self-rating approach is also found in 

studies of oral health [22,23] and cognitive health [8,24]. However, there is a dearth of 

knowledge on the mechanisms through which these self-ratings operate.

Typically ranging from excellent to poor, the response to the single-item self-rating question 

is quick but reflects a complex process. Building on an earlier work on the cognitive flow of 

health [25], Jylhä [17] proposed a model of subjective health assessment that involves 

information processing, interpretation of meanings, and response selection. The model posits 

that individuals primarily base their evaluation of health on biological and health-relevant 

factors. Further, it recognizes the social determinants of health [13,26]. Particularly in the 

domain of physical health, our understanding has been enriched by the consideration of 

social determinants that encompass life circumstances, personal and social resources, and 
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environmental factors [13,14]. In the present study, we applied the model to self-ratings of 

physical, mental, oral, and cognitive health.

In considering self-ratings of these health domains, it is important to keep in mind that more 

objective health indicators relevant to each specific domain have generally been the primary 

sources of personal assessment. For example, in Jylhä’s model [17], SRPH is primarily 

driven by objective factors specific to physical health such as medical diagnosis, functional 

status, and bodily sensations and symptoms. In addition to these domain-specific health 

indicators, other dimensions of health such as depressive symptoms and problems with teeth 

or gums may serve as contextual variables that shape subjective assessment of physical 

health. In the present study, the domain-specific indicators are chronic disease and functional 

disability for SRPH, mental distress for SRMH, problems with teeth or gums for self-rated 

oral health (SROH), and cognitive function for self-rated cognitive health (SRCH). These 

health indicators can serve as either primary or secondary sources in any given assessment of 

physical, mental, oral, or cognitive health. For example, SRPH would be influenced 

primarily by variables specific to physical health (e.g., chronic disease and functional 

disability); however, mental distress, problems with teeth or gums, and cognitive function 

might also be contributing factors.

Beyond health indicators, sociocultural factors are another set of critical variables that 

influence self-assessment of health. For this study, non-health-related variables such as 

acculturation, social network, and ethnic community social cohesion were anticipated to 

serve as critical determinants of health. Each of these variables represents individual-, 

interpersonal-, and community-level resources, and its selection was based on the literature 

on immigrants’ health and social capital. For example, acculturation is widely known as an 

important personal asset that enhances immigrants’ health and well-being [27]. Further, 

studies demonstrate the broad health benefit of being connected with family and friends 

[28,29] and of feeling cohesive in ethnic communities [30,31].

In summary, we examined (1) how SRPH, SRMH, SROH, and SRCH might be associated 

with one another, and (2) how each of them might be predicted by health indicators (both 

domain-specific health indicators and other health indicators) and sociocultural factors 

(acculturation, social network, and ethnic community social cohesion). We hypothesized that 

(1) the self-rated measures of physical, mental, oral, and cognitive health would be 

interrelated and that (2) the set of domain-specific health indicators, other health indicators, 

and sociocultural factors would make a unique contribution to explaining each measure.

Methods

Participants

Data were drawn from the Study of Older Korean Americans (SOKA), a multi-state survey 

of Korean immigrants age 60 and older. In an effort to increase the generalizability of 

findings, sites were selected from states with differing proportions of the entire Korean 

population: California (29.3%), New York (8.0%), Texas (5.2%), Hawaii (2.7%), and Florida 

(2.2%) [4]. In each state, a primary metropolitan statistical area with a representative 

proportion of Korean Americans was selected: Los Angeles, New York, Austin, Honolulu, 
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and Tampa. Combined, these sites present a continuum of Korean population densities. The 

study employed non-probability, culturally and linguistically sensitive sampling strategies. 

Probability sampling was not possible due to the absence of a sampling base that reflects the 

characteristics of the older Korean population; a majority have limited English proficiency 

and are undercounted in the Census [2,10].

Study participants were recruited by a team of investigators who shared the language and 

culture of the target population. The project began with the compiling of a database of 

Korean-oriented resources, services, and amenities at each study location; this database not 

only facilitated the research team’s efforts for community engagement but also guided the 

selection of specific locations for data collection. In the development of these databases and 

in their use at each site, community advisors’ input was actively solicited. At each of the five 

geographic sites, surveys took place at multiple locations and events (e.g., churches, 

temples, grocery stores, small group meetings, and cultural events) from April 2017 to 

February 2018. The survey questionnaire was in Korean, developed through a back-

translation and reconciliation method. The questionnaire was designed to be self-

administered, but trained interviewers were onsite for anyone who needed assistance. Upon 

completion of the survey, each participant was assessed for cognitive function, using the 

Mini-Mental State Examination (MMSE), by trained research personnel. All participants 

were paid U.S. $20 each for participation. The project was approved by a university’s 

Institutional Review Board. All participants were informed of the study’s goals and signed 

an informed consent form. A total of 2,176 individuals participated in the survey. After 

removal of those who had more than 10% of data missing on variables used in the present 

analyses (n = 111) or whose cognitive status suggested severe impairment (MMSE score 

<10; n = 4), the final sample consisted of 2,061 participants.

Measures

Self-rated measures of health.—Participants were asked to rate their overall status in 

four health domains: physical, mental, oral, and cognitive health. Each domain was rated 

using a 5-point scale: 1 (poor), 2 (fair), 3 (good), 4 (very good), or 5 (excellent).

Health indicators.—As indicators specific to physical health, chronic disease and 

functional disability were used. The total count for a checklist of 10 chronic diseases and 

conditions common in older populations (e.g., diabetes, cancer, arthritis, heart disease, high 

blood pressure) was used as a continuous format. Functional disability was assessed with a 

composite measure [32] that includes activities of daily living (ADL) and instrumental 

activities of daily living (IADL). The scale comprises items for 16 activities (e.g., walking, 

bathing, dressing, managing medication), and participants were asked to indicate how well 

they could perform each activity. Responses were coded as 0 (without help), 1 (with some 
help), or 2 (unable to do). Total scores could range from 0 (no functional disability) to 32 

(severe functional disability). Internal consistency of the scale in the present sample was 

high (α = .89).

As the indicator specific to mental health, level of mental distress was measured by the 

Kessler Psychological Distress Scale-6 (K6) [33,34]. Participants were asked to report how 
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often, over the past 30 days, they had experienced such symptoms as “so depressed that 

nothing could cheer you up,” “hopeless,” and “everything was an effort.” Each item was 

rated on a 5-point scale ranging from 0 (none of the time) to 4 (all of the time). Responses 

were summed to create a composite score, ranging from 0 to 24. The K6 has been translated 

into Korean, and its psychometric properties have been validated in samples of Koreans and 

Korean Americans [35]. Cronbach’s alpha for the present sample was .91.

For the indicator specific to oral health, participants were asked whether they had any 

problems with teeth or gums (0 = no, 1 = yes). Cognitive function was indicated by MMSE 

[36] with items on time and place orientation, registration, attention, recall, language, and 

visual construction. Responses for each item were scored as 1 (correct) or 0 (incorrect). 
Total scores could range from 0 to 30, with higher scores indicating better cognitive 

function. The psychometric properties of the Korean version of the MMSE have been 

validated [37]; internal consistency in the present sample was satisfactory (α = .73).

Sociocultural factors.—Acculturation, social network, and ethnic community social 

cohesion were considered. The level of acculturation was assessed with a 12-item inventory 

of acculturation [27], addressing English proficiency, media consumption, food 

consumption, social relationship, sense of belonging, and familiarity with culture and 

customs. Each response was coded from 0 (not at all) to 3 (very well/very often/very much). 

Total scores could range from 0 to 36, with higher scores indicating a greater level of 

acculturation to mainstream American culture. Internal consistency in the present sample 

was high (α = .91).

Social network was measured with the six items in Lubben’s Social Network Scale-6 

(LSNS-6) [38,39]. These questions asked about the number of family or friends seen at least 

once a month, the number with whom respondents felt at ease to discuss private matters, and 

the number to whom they felt close. Responses were given on a 6-point scale ranging from 0 

(none) to 5 (nine or more). Total scores could range from 0 to 30, with higher scores 

indicating a stronger social tie. The scale has been translated into Korean, and it has been 

validated for psychometric properties [40]. Internal consistency in the present sample was 

high (α = .88).

Ethnic community social cohesion was measured with a five-item scale adapted from 

previous studies on social capital in general populations [41]. Participants were asked to 

indicate their level of agreement on such statements as “People in my ethnic community are 

willing to help each other,” “People in my ethnic community generally get along with each 

other,” and “People in my ethnic community share the same values.” Responses were given 

on a 5-point scale ranging from 0 (strongly disagree) to 4 (strongly agree). Total scores 

could range from 0 to 20, with higher scores indicating a greater level of sense of cohesion. 

Internal consistency in the present sample was high (α = .92).

Demographic variables.—Background information included age (in years), gender (0 = 

male, 1 = female), marital status (0 = not married, 1 = married), and education (0 = ≤high 
school graduation; 1 = >high school graduation).

Jang et al. Page 5

J Immigr Minor Health. Author manuscript; available in PMC 2022 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Analytical Strategy

Descriptive statistics and bivariate correlations were performed to understand the overall 

characteristics of the sample and underlying associations among study variables. The self-

rated measures of health were each used in their continuous format in order to explore 

increments in the variance explained by sequential sets of theory-driven predictors. Series of 

linear regression models were separately tested for each of the four self-ratings of health. 

For each model, the sets of predictors were entered in the following order: (1) demographic 

variables, (2) domain-specific health indicators, (3) other health indicators, and (4) 

sociocultural variables. This approach allowed assessment of how each set of predictors 

independently contributed to the variance of the self-rated measures of health. All analyses 

were performed using IBM SPSS Statistics 25.

Results

Descriptive Characteristics

Table 1 summarizes the overall characteristics of the sample. The mean age was 73.2 years 

(SD = 7.93), with a range from 60 to 100. Approximately 67% of the sample were women, 

and over half (60.8%) were married. About 40% had attained formal education beyond high 

school. The scores of chronic disease, functional disability, and mental distress averaged 

1.57 (SD = 1.40), 1.67 (SD = 3.42), and 3.88 (SD = 4.05), respectively. Reflecting the nature 

of a community-dwelling volunteer sample, these scores were skewed to the healthy side. 

For multivariate analyses, the scores were log-transformed to approximate normal 

distributions. More than 20% reported a problem with teeth or gums, and MMSE scores 

averaged 26.7 (SD = 2.91).

With regard to sociocultural factors, the mean scores for acculturation, social network, and 

community cohesion were 12.2 (SD = 7.06), 15.5 (SD = 6.05), and 11.4 (SD = 4.11), 

respectively. Concerning self-rated health assessments, the average score for oral health was 

the lowest (M = 2.61, SD = 1.29), followed by physical health (M = 3.02, SD = 1.24), 

cognitive health (M = 3.15, SD = 1.13), and mental health (M = 3.54, SD = 1.13). The 

proportions of the sample reporting fair or poor status were 36.4% for SRPH, 21.3% for 

SRMH, 52.3% for SROH, and 33.2% for SRCH.

Correlations among Study Variables

Table 2 presents the bivariate correlations among the study variables. Each self-rated 

measure was significantly associated with its corresponding domain-specific health 

indicators in the expected direction: SRPH with chronic disease (r = −.47, p < .001) and 

functional disability (r = −.37, p < .001), SRMH with mental distress (r = −.36, p < .001), 

SROH with problem with teeth or gums (r = −.41, p < .001), and SRCH with cognitive 

function (r = .25, p < .001). Other health indicators non-specific to a given health measure 

also showed significant correlations. For example, chronic disease and functional disability 

were significantly correlated with a poorer rating of SRMH (r = −.31, p < .001 and r = −.32, 

p < .001, respectively), SROH (r = −.23, p < .001 and r = −.18, p < .001, respectively), and 

SRCH (r = −.24, p < .001 and r = −.23, p < .001, respectively). It is noteworthy that the 

association of SRCH with mental distress was even greater (r = −.31, p < .001) than that 
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with cognitive function (r = .25, p < .001). Positive ratings of health were associated with 

high levels of acculturation (rs = .35− .37, ps < .001) and large social networks (rs 

= .21− .24, ps < .001). Community cohesion, however, had either non- significant or 

marginally significant correlations with the measures of self-rating. It is also worth noting 

that the self-rated measures of health were positively associated with one another. The 

strongest relationship was found between SRMH and SRCH (r = .67, p < .001). Similarly, 

the correlation coefficient between SRPH and SRMH exceeded .60. Because each measure 

was used as a separate outcome variable, there were no concerns about collinearity.

Regression Models of Self-rated Measures of Health

Table 3 shows the results from the multivariate linear regression model of each self-rated 

health outcome. In the initial model of SRPH, the set of demographic variables explained 

13% of the variance, and all variables were significant. Positive ratings of physical health 

were related to those who were younger, male, married, and with higher levels of education. 

In the subsequent entry of domain-specific indicators, both chronic disease and functional 

disability were associated with lower SRPH scores, increasing the explained variance by 

21%. The addition of other health indicators contributed an additional 3% to the explained 

variance, with mental distress and problems with teeth or gums being significant predictors. 

In the final model with sociocultural factors, an additional 2% of the variance was explained. 

Positive SRPH was associated with higher levels of acculturation and larger social networks. 

The total variance explained by the estimated model was 39%.

A similar pattern was observed in the regression models of the other three outcome 

measures. Each entry of demographic variables, domain-specific health indicators, other 

health indicators, and sociocultural factors made unique contributions to the predictive 

models. In the final model of SRMH, advanced age, lower education, higher levels of mental 

distress, greater numbers of chronic diseases, greater level of functional disability, having 

problems with teeth or gums, poorer cognitive function, lower acculturation, and smaller 

social networks were associated with more adverse ratings of SRMH. The full model 

accounted for 33% of the variance.

In the final model of SROH, negative ratings were observed among those with male gender, 

lower education, and problems with teeth or gums. Among other health indicators, chronic 

disease and mental distress were predictive of negative ratings of SROH. All of the 

sociocultural factors reached statistical significance; those with greater levels of 

acculturation, social network, and community cohesion had more favorable SROH. The total 

variance explained by the model was 29%.

Finally, in the model of SRCH, higher educational attainment was associated with positive 

ratings. In addition to the MMSE scores, all of the other health indicators were significant 

predictors of SRCH. Mental distress had a substantial negative impact on SROH, but higher 

levels of acculturation and social connectedness promoted positive ratings of SROH. The 

total variance explained by the model was 28%.
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Discussion

In the present study, we examined factors associated with self-ratings of physical, mental, 

oral, and cognitive health in a sample of older Korean Americans. Based on the health 

assessment model posed by Jylhä [17] and the notion of social determinants of health 

[13,26], we explored the role of health indicators—both domain-specific and other health 

indicators— and sociocultural factors. Although specific score comparisons of self-rated 

health measures between the present sample and others in the literature are not feasible due 

to coding differences across studies, more than one third of the present sample (36.4%) 

reported fair/poor SRPH; one fifth (21.3%), fair/poor SRMH; and over half (52.3%), fair/

poor SROH. These rates are notably higher than those observed in age-comparable samples 

of non-Hispanic Whites [42,43]. The rate of fair/poor SRCH (33.2%) was also slightly 

higher than the 27.1% observed in a national sample of U.S. older adults [24]. Overall, the 

findings are in line with previous studies reporting the health vulnerabilities of older Korean 

Americans, particularly in the areas of physical, mental, and oral health [2,11].

As anticipated, all measures of health ratings were positively correlated, indicating 

intersectionality among different dimensions of health. Poor ratings of one dimension of 

health were likely to be linked to poor ratings of other dimensions of health. The close 

linkage between SRPH and SRMH (r = .62, p < .001) was anticipated because many studies 

have shown a close link between physical and mental health [44]. The present sample also 

demonstrated a significant correlation between SRMH and SRCH (r = .67, p < .001), and 

this finding is in line with literature demonstrating close connections between the symptoms 

of cognitive impairment (e.g., lack of ability to pay or sustain attention and problems with 

memory) and those of mood disorders [45].

Unique to the present study, health indicators were divided into domain-specific and other 

indicators, and their independent contributions to the predictive model of self-ratings of 

health were confirmed. The domain-specific health indicators for each measure served as a 

fundamental base of health assessment, contributing to 2% to 21% of the explained variance. 

In the subsequent models, the set of other health indicators also made a significant 

contribution, accounting for 3% to 13% of an additional variance. These findings are in 

support of Jylhä’s cognitive process model [17], in that subjective health evaluations were 

influenced by the indicators of other domains of health. Although several studies have 

explored the role of non-primary health indicators in subjective ratings of health, the scope 

of their assessments has been limited to the role of depressive symptoms in ratings of 

physical health [44]. Expanding the scope of investigation, the present study demonstrates 

the importance of considering a wider range of health indicators—both domain-specific and 

other indicators of physical, mental, oral, and cognitive health—to obtain a better 

understanding of the processes of subjective health assessment.

In all measures of self-ratings, the common finding was that domain-specific health 

indicators played a primary role and other health indicators played a secondary role. 

However, in the predictive model of self-rated cognitive health, the predictive power of the 

other health indicators exceeded that of the domain-specific health indicator. Although the 

MMSE score was a significant predictor of SRCH, it accounted for only 2% of the variance, 
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whereas the amount of variance explained by other health indicators was over 13%. It was 

worthy to note that mental distress (β = −.25, p < .001) emerged as the most powerful 

driving factor of SRCH. Although this finding is in line with other studies [46,47], it calls 

for further investigation of the interplay between the constructs of mental and cognitive 

health.

In support of the cognitive process model [17] and the notion of social determinants of 

health [13,26], sociocultural factors made a substantial contribution to explaining self-

assessment of health. In particular, acculturation and social network were significantly 

associated with health indicators (chronic disease, functional disability, problems with teeth 

or gums, and cognitive function) and self-ratings of all four domains of health. Individuals 

with higher levels of acculturation and larger networks with family and friends were not only 

in good health conditions but also had positive perceptions of health even when those health 

indicators were controlled. This pattern was consistent across all domains of health. The 

overall findings are in line with the literature highlighting the benefits of greater levels of 

acculturation and larger social networks to older immigrants [27–29] and suggest 

prioritizing those who are linguistically and socially isolated in the effort for health 

management and promotion.

Some limitations to this study should be noted. The use of a cross-sectional design and non-

probability sampling strategies suggests caution in generalizing results to the national level 

and in drawing causal inferences. Despite efforts to recruit diverse group of older Korean 

Americans representing a wide range of health and socioeconomic status, randomized 

sampling was not possible due to difficulties in identifying the population. Thus, the findings 

are only suggestive and await further investigation. In addition, more complete assessments 

of health conditions (e.g., physical, psychiatric, oral, and neurological examination, 

diagnoses and testing by trained health professionals) would provide a stronger foundation 

for the validation of the self-reported measures. Furthermore, consideration should be given 

to broader levels of environmental variables such as neighborhood ethnic density and area 

health service availability.

Despite these limitations, however, the findings of the study contributed to our 

understanding of the multi-faceted nature of health and the processes of self-evaluation. 

Confirming the inter-connectedness of health domains and the roles of social determinants, 

the study highlights the importance of holistic health assessment that considers a wide range 

of health domains as well as sociocultural contexts. As self-perceptions of health are linked 

with health behaviors, chronic disease management, health service use, and mortality 

[14,15], poor ratings of health among those with limited resources deserve further attention.
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Table 1

Descriptive Characteristics of the Sample (N = 2,061)

% M±SD Minimum-Maximum

Demographic variables

 Age 73.2±7.93 60–100

 Gender

  Male 33.2

  Female 66.8

 Marital status

  Not married 39.2

  Married 60.8

 Education

  ≤High school graduation 60.3

  >High school graduation 39 .7

Health indicators

 Chronic disease 1.57±1.40 0–10

 Functional disability 1.67±3.42 0–32

 Mental distress (K6) 3.88±4.05 0–24

 Problem with teeth or gums 21.0

 Cognitive function (MMSE) 26.7±2.91 10–30

Sociocultural factors

 Acculturation 12.2±7.06 0–35

 Social network 15.5±6.05 0–30

 Community cohesion 11.4±4.11 0–20

Self-rated health assessment
1

 Self-rated physical health (SRPH) 3.02±1.24 1–5

 Self-rated mental health (SRMH) 3.54±1.13 1–5

 Self-rated oral health (SROH) 2.61±1.29 1–5

 Self-rated cognitive health (SRCH) 3.15±1.13 1–5

1
Response format: poor (1), fair (2), good, (3), very good (4), excellent (5).
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Table 2

Correlations among Study Variables

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16

1. Age –

2. Female −.12
***

–

3. Married −.23
***

−.26
*** –

4. >High 
school 
graduation

−.08
**

−.29
***

.16
*** –

5. Chronic 
disease

.27
***

.11
***

−.16
***

−.17
***

–

6. Functional 
disability

.33
***

.11
***

−.19
***

−.16
***

.32
*** –

7. Mental 
distress −.01 .10

***
−.12
***

−.04 .16
***

.19
*** –

8. Problem 
with teeth/
gums

.18
*** −.01 −.14

***
−.14
***

.25
***

.21
***

.21
*** –

9. Cognitive 
function

−.37
***

−.13
***

.24
***

.29
***

−.21
***

−.29
***

−.07
**

−.19
*** –

10. 
Acculturation

−.21
***

−.10
***

.21
***

.36
***

−.24
***

−.26
***

−.12
***

−.22
***

.30
*** –

11. Social 
network

−.11
***

.03 .20
***

.13
***

−.10
***

−.13
***

−.23
***

−.18
***

.21
***

.26
*** –

12. 
Community 
cohesion

.13
*** .05* −.01 −.03 .00 .03 −.18

***
.01 −.10

*** −.02 .13
*** –

13. Self-rated 
physical 
health

−.23
***

−.16
***

.23
***

.27
***

−.47
***

−.37
***

−.27
***

−.27
***

.22
***

.37
***

.21
*** .03 –

14. Self-rated 
mental health

−.22
***

−.11
***

.20
***

.27
***

−.31
***

−.32
***

−.36
***

−.26
***

.29
***

.36
***

.24
***

.06
**

.62
*** –

15. Self-rated 
oral health

−.17
***

.02 .16
***

.21
***

−.23
***

−.18
***

−.20
***

−.41
***

.18
***

.35
***

.22
***

.07
**

.46
***

.45
*** –

16. Self-rated 
cognitive 
health

−.16
***

−.10
***

.15
***

.26
***

−.24
***

−.23
***

−.31
***

−.26
***

.25
***

.37
***

.24
***

.07
**

.51
***

.67
***

.51
*** –

*
p < .05.

**
p < .01.

***
p < .001.
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Table 3

Regression Models of Self-rated Physical, Mental, Oral, and Cognitive Health

Standardized Regression Coefficient (β)

Self-rated Physical Health 
(SRPH)

Self-rated Mental Health 
(SRMH) Self-rated Oral Health (SROH) Self-rated Cognitive Health 

(SRCH)

Demographic 
variables

 Age −.19
*** −.00 −.02 −.02 −.18

***
−.19
*** −.05* −.05* −.13

***
−.07
** −.03 −.04 −.13

***
−.08
** −.02 −.02

 Female −.09
*** −.03 −.03 −.04 −.04 −.01 .02 .01 .09

*** .07** .10
***

.08
*** −.03 −.02 −.01 −.01

 Married .11
***

.07
*** .05* .03 .10

*** .07** .04 .02 .11
***

.08
*** .06** .03 .06** .05 .00 .02

 > High 
school

.22
***

.15
***

.14
***

.10
***

.23
***

.23
***

.16
***

.12
***

.22
***

.17
***

.16
***

.10
***

.24
***

.20
***

.17
***

.11
***

Health 
indicators

 Chronic 
disease

−.36
***

−.33
***

−.32
*** — −.13

***
−.12
*** — −.10

***
−.08
*** — −.09

***
−.07
**

 Functional 
disability

−.25
***

−.21
***

−.19
*** — −.16

***
−.14
*** — −.05* −.02 — −.12

***
−.08
***

 Mental 
distress — −.16

***
−.15
***

−.35
***

−.29
***

−.27
*** — −.11

***
−.08
*** — −.25

***
−.23
***

 Teeth/gums 
problem — −.08

***
−.06
** — −.07

** −.05* −.37
***

−.32
***

−.30
*** — −.10

***
−.08
***

 Cognitive 
function — .01 .01 — .10

***
.08
*** — .03 .00 .15

***
.11
*** .07**

Sociocultural 
factors

Acculturation
.14
***

.14
***

.20
***

.20
***

 Social 
network .05* .04* .06** .07**

Community 
cohesion

.02 .02 .06** .03

Summary 
statistics

 Changes in 
R2

.13
***

.21
***

.03
***

.02
***

.12
***

.12
***

.07
***

.02
***

.09
***

.13
***

.03
***

.04
***

.09
***

.02
***

.13
***

.04
***

 Overall R2 .13
***

.34
***

.37
***

.39
***

.12
***

.24
***

.31
***

.33
***

.09
***

.22
***

.25
***

.29
***

.09
***

.11
***

.24
***

.28
***

*
p < .05.

**
p < .01.

***
p < .001.

J Immigr Minor Health. Author manuscript; available in PMC 2022 August 01.


	Abstract
	Methods
	Participants
	Measures
	Self-rated measures of health.
	Health indicators.
	Sociocultural factors.
	Demographic variables.

	Analytical Strategy

	Results
	Descriptive Characteristics
	Correlations among Study Variables
	Regression Models of Self-rated Measures of Health

	Discussion
	References
	Table 1
	Table 2
	Table 3

