Karmacharya et al. BMC Psychology ~ (2025) 13:239 BMC Psycho|ogy
https://doi.org/10.1186/540359-024-02255-x

° ®
Depressive symptoms among resettled i
Bhutanese older adults in Ohio: a cross-
sectional study

Isha Karmacharya' ®, Bunsi Chapadia?, Aman Shrestha>®, Janardan Subedi', Uday Narayan Yadav**®,
Sabuj Kanti Mistry®’® and Saruna Ghimire'

Abstract

Background There has been growing attention given to the mental health challenges faced by older adult
populations, particularly among resettled refugee communities. Among these groups, the prevalence of depressive
symptoms often remains high due to a multitude of factors associated with displacement, trauma, and acculturation
stress. Since 2008, Bhutanese refugees have been resettled in the United States, making them one of the largest
refugees in the country. However, mental health issues often remain obscured for this demographic, as they are
typically subsumed within largely heterogeneous Asian populations. This study aimed to determine depression
symptoms in resettled Bhutanese older adults and analyze the associated factors.

Methods Snowball sampling was used to collect data from 276 55+-year-old adults in Ohio from January to
June 2022. The questionnaire covered demographics, lifestyle, social support, life satisfaction, chronic disease, and
depression. Binary logistic regression assessed the associations between associated factors and depressive symptoms.

Results and Conclusions Approximately one-third (31.8%) of the participants had depressive symptoms. Factors
associated with lower odds of having depressive symptoms included better self-reported health, strong social
support, life satisfaction, and high resilience. Individuals with chronic diseases were more likely to have depressive
symptoms. The high percentage of depressive symptoms among resettled Bhutanese older adults emphasizes the
need for a supportive environment in the host country, ensuring access to resources, and comprehensive and tailored
interventions to address their mental health needs.
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Introduction

Since the implementation of the Refugee Act in 1980, the
United States has granted refuge to more than 3.8 mil-
lion individuals categorized as refugees and asylees [1].
Recent data suggest that more than 18,000 new refu-
gees from around the world are resettled annually in the
United States [2]. Among the largest group of popula-
tions of resettled refugees in the United States over the
past few decades were the Bhutanese refugees [3-5].
They constitute the third largest refugee population
group, accounting for 13% of all refugee populations in
the United States, followed by Myanmar (21%) and Iraq
(18%) [5].

The Bhutanese refugees, also known as Lhotshampas,
are ethnic Nepalis from southern Bhutan who fled due to
the “ethnic cleansing” initiated by the Bhutanese monar-
chy through the “One Nation, One People” policy in 1985
[6]. This policy aimed to promote the dominant Drukpa
culture and homogenize Bhutan to the detriment of the
Lhotshampa population [7]. Noncompliance with the
policy, which prohibited the use of the Nepali language
and Hindu cultural practices, resulted in penalties and,
in some cases, imprisonment. This led to the forced dis-
placement of approximately one-sixth of Bhutan’s popu-
lation to refugee camps in southeast Nepal [8].

After spending nearly two decades in these refugee
camps, most of them found new homes in other coun-
tries through a resettlement program initiated in 2007
[4]. Over 100,000 Bhutanese refugees have been resettled
in various countries, with approximately 85% resettling in
the United States. Initially, the highest concentrations of
Bhutanese refugees in the United States were in Pennsyl-
vania, Texas, and New York [3]. However, in recent years,
many relocated to Ohio because of the large preexisting
Bhutanese-Nepali community [9], establishing it as the
state with the largest Bhutanese population outside Bhu-
tan [10]. Census data on their population are aggregated
with other Asian groups, so the exact official number is
unavailable. However, local Bhutanese organizations esti-
mate that there are more than 50,000 resettled Bhutanese
individuals in Ohio (27,000 in Columbus [6], 12,000 in
Cincinnati [9], 7600 in Cleveland [11], and 5000 in Akron
(12]).

The processes of forced displacement, seeking refuge,
resettlement, and acculturation are inherently stressful,
significantly increasing vulnerability to mental health
challenges among refugee populations [13]. Specifically,
Bhutanese refugees have previously endured traumatic
experiences, including atrocities, psychological tor-
ture, rape, murder, the sudden loss of relatives, property,
employment, destruction of homes, and a lack of basic
necessities, all of which likely have detrimental effects on
their physical and mental well-being [14, 15]. While refu-
gees get better opportunities resettling in high-income
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countries in terms of employment, education, and live-
lihoods, the risks of post-resettlement mental health
disorders are still prevalent in this group [16]. There is
a well-established association between postmigration
stressors, such as insecure immigration status, limited
employment, and educational opportunities, and the
development of mental health disorders [17, 18]. Mul-
tiple studies have consistently highlighted depression as
a major mental health concern within the resettled Bhu-
tanese population, primarily focusing on younger adults
[19-22]. There are limited studies on depression among
older Bhutanese refugees in the United States, leaving a
critical gap in our understanding of the challenges faced
by the older population. In contrast to their younger
counterparts, older adults encounter obstacles related to
transportation and language that may hinder their access
to essential services, including healthcare [23].

The purpose of this study was to assess the prevalence
of depressive symptoms among resettled Bhutanese older
adults and explore the associations between depres-
sion and specific factors, including self-reported health,
chronic morbidity, social support, life satisfaction, resil-
iency, and religious coping, among resettled Bhutanese
older adults in Ohio.

Method
Study design, participants, and sampling
A community-based cross-sectional study was conducted
from January to June 2022 to explore the basic health
profile of resettled Bhutanese older adults in Ohio. Since
there was no available sampling frame, random sampling
was not feasible. Therefore, snowball sampling, a com-
monly used strategy for recruiting participants from
hard-to-reach populations [24, 25], was employed with
the assistance of local community leaders and Bhutanese
organizations in the selected cities. The study included
adults aged 55 years and above who resided in the four
chosen cities. Notably, within refugee populations, indi-
viduals aged 55 and above are often categorized as older
adults [26, 27]. This approach accounts for global dif-
ferences in life expectancy, influencing how old age is
defined and understood across various contexts [28].
Those who were unable to communicate (those with
speech/language/hearing disorders), who resided in insti-
tutions, or who had cognitive impairment were excluded
from the study. The following data were collected from
a total of 276 respondents distributed across the cities:
Columbus (#=120, 43.5%), Cleveland (n=75, 27.2%),
Cincinnati (n=53, 19.2%), and Akron (n=28, 10.1%).
These cities are home to a significant population of reset-
tled Bhutanese individuals [9, 29]. For the depression
assessment, two observations had missing values for at
least one item in the construct. These observations were
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excluded from the analytical sample, resulting in a final
sample of 274 for analysis.

Study measures

The outcome variable in this study was depressive symp-
toms, and associated factors of interest included self-
reported health, the presence of chronic diseases, social
support, life satisfaction, resilience, and religious cop-
ing. Additionally, control variables included participants’
sociodemographic factors, health behaviors, access to
healthcare, and aspects related to refuge and resettle-
ment, which are further detailed below.

Depressive symptoms

The Nepali version of the Geriatric Depression Scale
(GDS) was used to assess depressive symptoms among
the participants [30]. This scale consists of 15 items with
binary responses designed to evaluate various depressive
symptoms experienced in the previous week, including
but not limited to feelings of sadness, loss of interest and
energy, emptiness, helplessness, and guilt. In this study, a
cumulative score was computed by summing the items,
and a score of 5 or higher was indicative of depression
[31]. Following recommendations, certain GDS items
(items 1, 5, 7, 11, and 13) were reverse-coded before sum-
mation [31]. The GDS-15 is a highly valuable screening
tool for assessing depressive symptoms in older adults
[31, 32]. It has been pre-validated in Nepali, demonstrat-
ing a high sensitivity of 86.3%, specificity of 74.5%, and a
Cronbach’s alpha coefficient of 0.79 [30]. A review study
that investigated the reliability of the GDS among Asian
immigrants in the United States reported alpha values
ranging from 0.72 to 0.87, indicating the scale’s reliabil-
ity among these populations [33]. Similarly, in the current
study, the GDS-15 exhibited high-scale reliability, with a
Cronbach’s alpha coefficient of 0.85.

Self-reported health

Participants were asked a single-item question about
their self-reported health, which was phrased as “Over-
all, how is your health in general?” Participants rated
their health using a five-point Likert scale, with response
options including “excellent,” “very good, “good,” “fair’
and “poor” Previous studies have established the validity
of this single-item health assessment for evaluating sub-
jective health and well-being [34, 35]. Due to the limited
number of participants who reported having excellent
health, the categories of “very good” and “excellent” were
combined.

Chronic morbidity

Participants were asked whether they had ever been
informed or diagnosed by a health professional with
any of the eight chronic conditions, which included
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hypertension, high cholesterol, heart disease, chronic
obstructive pulmonary disorder, arthritis, kidney disease,
diabetes, and cancer. Responses for each condition were
recorded as “Yes” or “No” The total number of chronic
conditions was calculated and categorized as either the
absence or presence of at least one chronic condition.

Social Support

The pre-validated Nepali version of the Multidimensional
Scale of Perceived Social Support (MSPSS), which has
previously demonstrated construct validity and strong
internal consistency (Cronbach’s alpha of 0.90) among
Nepali migrants in Hong Kong, was used to assess social
support [36]. Our study also demonstrated a high level
of reliability, with a Cronbach’s alpha coefficient of 0.92.
The MSPSS consisted of 12 items, each utilizing a 7-point
Likert response format ranging from 1 (“very strongly
disagree”) to 7 (“very strongly agree”). These items
assessed participants perceived social support from their
social networks, which included family, friends, and sig-
nificant others.

We calculated the mean MSPSS score by averaging par-
ticipants’ responses to all 12 items, resulting in a possible
score range of 1 to 7. Subsequently, we categorized the
mean scores into three groups: a mean score of 1 to 2.9
was classified as “low support,” scores ranging from 3 to
5 as “moderate support,” and scores above 5 as “high sup-
port” [37]. However, only one individual reported “low
support” Consequently, we merged the “low support”
and “moderate support” categories, and throughout the
analysis, MSPSS was treated as a two-level categorical
variable (high vs. lower support).

Life satisfaction

The 5-item Satisfaction With Life Scale (SWLS-5) [38]
was used to assess life satisfaction. This tool assesses vari-
ous aspects of individuals’ satisfaction with their lives,
including life ideality, personal goals, and conditions.
The validity of the SWLS-5 tool was established in a
prior study [39], and in the present study, the tool dem-
onstrated good reliability (Cronbach’s alpha of 0.89). Par-
ticipants were asked to indicate their level of agreement
with each of the five items using a 7-point Likert scale
ranging from 1 (strongly disagree) to 7 (strongly agree).
The total score was calculated by summing the scores of
the individual items and ranged from 5 to 35. Since the
total score exhibited a high degree of skewness, it was
dichotomized as “dissatisfied” (a score of less than 20) or
“satisfied” (a score of 20 or more) based on recommenda-
tions from the literature [40].

Resilience
The Nepali version of the Connor Davidson Resilience
Scale (CD-RISC) [40] was used to assess resilience. This



Karmacharya et al. BMC Psychology (2025) 13:239

10-item scale is designed to measure the psychological
resilience of participants on a 5-point Likert scale rang-
ing from 0 = “Not true at all” to 4 = “True nearly all the
time” The scores from these 10 items were summed
to create a cumulative score, which ranged from 0 to
40, with higher scores indicating greater resilience. To
address the skewness in the total score distribution, the
scores were divided into three categories based on ter-
tiles, representing low, moderate, and high resilience.
The Nepali version of the CD-RISC has previously been
validated and has demonstrated high reliability, with a
Cronbach’s alpha of 0.89 [41]. Additionally, a previous
study conducted in Sweden confirmed the CD-RISC as a
robust psychometric tool for measuring resilience, noting
its good discriminant and predictive validity [42]. Simi-
larly, in this study, the scale exhibited high internal con-
sistency, with a Cronbach’s alpha of 0.96.

Religious coping

To assess religious coping, we employed the 17-item
Hindu Religious Coping Scale (RCS-17) [42]. This scale
measures participants’ agreement with 17 different reli-
gious coping strategies using a 4-point Likert scale (1
= “Never done”; 2 = “I have done it sometimes”; 3 = “I
have done it almost as much”; 4 = “Always doing”). The
cumulative score was calculated based on the 17 items,
with higher scores indicating a greater degree of religious
coping. However, it is worth noting that the responses
were found to be nonnormally distributed (p <0.001) and
exhibited a strong skew toward higher levels of religious
coping. Consequently, the sum was categorized into three
groups based on tertiles, representing low, moderate, and
high levels of coping. The tool has been previously vali-
dated and demonstrated discriminant, convergent, and
construct validity, as well as good internal consistency,
with an alpha coefficient exceeding 0.80 [43]. A previ-
ous study conducted among Bhutanese individuals in the
United States reported a Cronbach’s alpha of 0.90, indi-
cating a high level of internal consistency [44]. Similarly,
our study revealed a high level of reliability for the scale,
with Cronbach’s alpha of 0.88.

Control variables

Various factors related to sociodemographic charac-
teristics, health behaviors, access to health care, and
refugee and resettlement experiences were included as
control variables. Sociodemographic variables consisted
of the city of residence (Akron, Cincinnati, Cleveland,
and Columbus), age (grouped into 55-64, 65-74, and
75+years [26]), gender (male/female), marital status
(married/without a partner), religion (Hindu/other than
Hindu), formal education (yes/no), and current employ-
ment status (yes/no). Health behavior variables included
smoking, tobacco use, and alcohol use, each recorded in
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a “yes/no” format, along with self-reported physical activ-
ity levels categorized as high, medium, or low. Variables
related to access to health care included whether partici-
pants had a regular doctor, the type of health insurance
they had, the need for and availability of an interpreter
during healthcare encounters, and the time elapsed since
their last visit to a health facility. Health facility visit fre-
quency was classified into two groups: within the last
year or more than one year ago. The number of years
spent in refugee camps and in the United States was also
considered.

Data collection

The Institutional Review Board (IRB) at Miami Univer-
sity (MU, Protocol ID: 03942e) approved the study. Ver-
bal informed consent was obtained from the participants
before the interview, during which they were informed
of the study procedures and their rights, including vol-
untary participation and withdrawal at any point. The
procedure of informed consent was approved by the
IRB-MU. The original English-language questionnaire
was translated into Nepali to facilitate the data collection
process. The questionnaire was pretested among reset-
tled Bhutanese older adults residing in Cincinnati. There
were no major edits in the contents, and some minor
typographical errors and wordings were corrected. The
data were collected using a variety of methods, which
included conducting in-person and telephone interviews
as well as administering an online survey through Qual-
trics, a secure online survey and research platform [45].
Experienced research assistants, who were proficient in
Nepali completed relevant coursework and possessed
prior experience in health and social research, con-
ducted these interviews. The research assistants used the
Nepali version of the questionnaire for data collection. To
ensure their familiarity with our survey, these research
assistants underwent a comprehensive two-day orien-
tation program by the research team. This orientation
encompassed essential elements, including study objec-
tives, survey methodology, the use of study tools, and
proficiency in utilizing Qualtrics for data entry. Following
data collection, all the data gathered through in-person
and telephone interviews were entered into Qualtrics.
Subsequently, the data were imported into SAS software
for further data management and analysis.

Data analyses

The data were analyzed utilizing SAS version 9.4 software
[46]. All the variables were summarized using frequencies
and percentages, considering the categorical nature of
our variables. To evaluate disparities in participant char-
acteristics between those exhibiting depressive symp-
toms and those without, we employed chi-square tests.
Binary logistic regression was employed to examine the
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association between each associated factor and depres-
sive symptoms while controlling for the covariates. Both
unadjusted and adjusted odds ratios, along with their
corresponding 95% confidence intervals, are reported. In
the adjusted model, variable selection was based on the
Akaike information criterion. The initial model included
all variables listed in Additional File 1, but the final model
retained only age, sex, marital status, education, and
physical activity. A p-value less than 0.05 indicated statis-
tical significance.

Results

Characteristics of study participants

Table 1 provides an overview of the study participants. Of
the 274 participants, the largest age group was between
65 and 74 years (40.5%), and slightly more than half
were female (51.1%). The majority were married (74.5%),
identified as Hindu (78.5%), and lacked formal educa-
tion (85.0%). Regarding health behaviors, most partici-
pants did not smoke (65.3%) or use tobacco (62.8%), and
the vast majority refrained from alcohol consumption
(86.1%). None of the older adults lived alone; they resided
with their spouse, children, grandchildren, or other fam-
ily relatives. Approximately four out of ten participants
reported low levels of physical activity. English profi-
ciency (reading, writing, or speaking) was limited among
many participants (specific data not shown). Access to
healthcare was robust, with nearly all participants hav-
ing a regular doctor for check-ups (96.7%), possessing
health insurance (98.9%), and having access to interpret-
ers (98.8%). A significant portion (94%) had visited a
healthcare facility within the past year. All participants
had a history of living in a refugee camp, with nearly half
(46.4%) spending 20 years or more in such camps.

The prevalence of depression was 31.8%. Concerning
the health status of the participants, over half reported
either poor (23.4%) or fair (37.2%) health, and the major-
ity had at least one chronic disease (62.8%). A significant
proportion reported having high levels of social sup-
port (89.4%) and expressed satisfaction with their life
(90.1%). Several of these variables exhibited significant
associations with depressive symptoms, including age
(p<0.05), gender (p<0.05), marital status (p<0.01), for-
mal education (p <0.01), physical activity level (»<0.001),
self-reported health (p<0.001), the presence of chronic
diseases (p<0.001), social support (p<0.001), life satis-
faction (p<0.001), and resilience (p <0.001).

Table 2 presents the unadjusted and adjusted odds
ratios, along with their corresponding 95% confidence
intervals, obtained from binary logistic regression analy-
sis. The initial model included all the variables listed in
Additional File 1, and variable selection for adjustment
was based on the AIC. Therefore, the adjusted odds ratios
presented in Table 2 were adjusted for age, sex, marital
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status, education, and physical activity. After adjust-
ment, except for religious coping, all other associated
factors, i.e., self-reported health (p<0.05), chronic mor-
bidity (p <0.01), social support (p <0.001), life satisfaction
(p<0.001), and resilience (p<0.001), showed significant
associations with depressive symptoms.

Individuals who reported better health had lower odds
of experiencing depressive symptoms. Compared to
those with poor self-reported health, individuals report-
ing fair health had 53% lower odds (OR: 0.47, 95% CI:
0.22-1.00), those with good health had 74% lower odds
(OR: 0.26, 95% CI: 0.10-0.66), and those with very good
health had 92% lower odds (OR: 0.08, 95% CI: 0.01-0.74)
of experiencing depressive symptoms. Similarly, partici-
pants with one or more chronic diseases had 2.6 times
greater odds of experiencing depressive symptoms than
those without chronic conditions (OR: 2.61, 95% CI:
1.28-5.31). Participants with high levels of social support
were 86% less likely to experience depressive symptoms
than those with lower social support (OR: 0.14, 95% CI:
0.05-0.41). Individuals who reported satisfaction with
life had 94% lower odds of experiencing depression than
did those who reported dissatisfaction (OR: 0.06, 95%
CIL: 0.02-0.23). Resilience exhibited an inverse associa-
tion with depressive symptoms, i.e., individuals with high
resilience had lower odds of depressive symptoms (OR:
0.27, 95% CI: 1.78-8.16), whereas those with low resil-
ience had higher odds (OR: 3.80, 95% CI: 1.78-8.16).

Discussion

This study represents the first attempt to evaluate the
prevalence of depressive symptoms and their underly-
ing factors among resettled Bhutanese older adults resid-
ing in Ohio, United States. The study’s results revealed a
notably high prevalence of depressive symptoms in this
population and revealed several key contributing factors.
These factors include self-reported health, chronic health
conditions, social support, life satisfaction, and resilience,
underscoring the complex and multifaceted nature of the
issue.

The findings regarding the high prevalence of depres-
sive symptoms among older Bhutanese individuals align
with the findings of previous studies on depression
among refugee populations [17, 47, 48]. For example, a
study focused on Hmong refugees aged 55 and above,
one of the least privileged Asian American groups origi-
nating from highland Laos, reported that more than 72%
of older Hmong individuals exhibited depressive symp-
toms [49]. Another study involving Bhutanese refugees
in the United States aged 18 and above revealed that
older individuals were more likely to experience depres-
sive symptoms [21]. Several potential factors may explain
these observed findings. First, it is plausible that the older
Bhutanese adults in our study may still have experienced
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Table 1 Characteristics of the study participants by depressive symptoms
Depressive symptoms
Characteristics Total Present Absent
(n=274; 100%) (n=87;31.8%) (n=187; 68.3%)
n (%) n (%) n (%) p value
Sociodemographics
City of Residence 0.134
Akron 28(10.2) 12(13.8) 16 (8.6)
Cincinnati 53(19.3) 15(17.2) 38(20.3)
Cleveland 74 (27.0) 17 (19.5) 57 (30.5)
Columbus 119 (434) 43 (49.4) 76 (40.6)
Age in Years 0.016
55-64 80 (29.2) 17 (19.5) 63 (33.7)
65-74 111 (40.5) 35(40.2) 76 (40.6)
75+ 83(30.3) 35 (40.2) 48 (25.7)
Gender 0.013
Male 134 (48.9) 33379 101 (54.0)
Female 140 (51.1) 54 (62.1) 86 (46.0)
Marital Status 0.004
Married 204 (74.5) 55 (63.2) 149 (79.7)
"Without a partner 70 (25.5) 32 (36.8) 38(20.3)
Religion 0.239
Hindu 215 (78.5) 72 (82.8) 143 (76.5)
*Other than Hindu 59 (21.5) 15(17.2 44(23.5)
Formal Education 0.004
No 233 (85.0) 82 (94.3) 151 (80.7)
Yes 41 (15.0) 5(5.7) 36(19.3)
Currently Employed
No 252(92.0) 87 (100.0) 165 (88.2) -
Yes 22(8.0) 0 22(11.8)
Health Behaviors
Smoking 0617
No 179 (65.3) 55(63.2) 124 (66.3)
Yes 95 (34.7) 32(36.8) 63 (33.7)
Tobacco Use 0.710
No 172 (62.8) 56 (64.4) 116 (62.0)
Yes 102 (37.2) 31(35.6) 71(38.0)
Alcohol Use 0.726
No 236 (86.1) 74 (85.1) 162 (86.6)
Yes 38(13.9) 13(14.9 25(134)
Self-reported Physical Activity Level <0.001
High 37(13.5) 4(4.6) 33(17.6)
Medium 127 (46.4) 23 (26.4) 104 (55.6)
Low 110 (40.1) 60 (69.0) 50 (26.7)
Access to Healthcare
Has a Regular Doctor 0.176
No 9(3.3) 1(1.1) 8(4.3)
Yes 265 (96.7) 86 (98.9) 179 (95.7)
Type of Health Insurance <0.001°
No insurance 3(1.1) 0 (0.0) 3(1.6)
Dual (Medicare and Medicaid) 20(7.3) 14 (16.1) 6(3.2)
Medicare 28(10.2) 5(5.7) 23(12.3)
Medicaid 201 (73.4) 62 (71.3) 139 (74.3)
Employment-based 11 (4.0) 1(1.1) 10 (5.4)
Unknown/others 11 (4.0) 5(5.8) 6(3.2)
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Table 1 (continued)

Depressive symptoms

Characteristics Total Present Absent
(n=274; 100%) (n=87;31.8%) (n=187; 68.3%)
n (%) n (%) n (%) p value
Interpreter Needed 0.628
Yes 252(92.0) 79(90.8) 173(92.5)
No 22 (8.0) 8(9.2) 14 (7.5)
Interpreter Available 0.936
Yes 247 (98.8) 77 (98.7) 170 (98.8)
No 3(1.2) 1(1.3) 2(1.2)
Time Elapsed since Last Health Facility Visit 0.088
Within the last year 258 (94.2) 85(97.7) 173(92.5)
3Never/more than a year 16 (5.8) 2(23) 14 (7.5)
Refuge and Resettlement
Lived in Camp
Yes 269 (100.0) 87 (100.0) 182 (100.0)
Years Spent in Refugee Camp 0.920
Less than 20 142 (53.6) 47 (54.0) 95 (53.4)
20 or more 123 (46.4) 40 (46.0) 83 (46.6)
Years in the United States 0.137
10 or less 108 (40.9) 30 (34.5) 78 (44.1)
More than 10 156 (59.1) 57 (65.5) 99 (55.9)
Associated factors
Self-reported Health <0.001
Poor 64 (234) 41 (47.0) 23(123)
Fair 102 (37.2) 33(37.9) 69 (36.9)
Good 84 (30.7) 12 (13.8) 72(38.5)
Very Good/Excellent 24 (8.8) 1(1.1) 23(123)
Chronic Morbidity <0.001
None 102 (37.2) 15(17.2) 87 (46.5)
Single/multiple diseases 172 (62.8) 72(82.8) 100 (53.5)
Social Support <0.001
Lower Support 29(10.6) 22 (25.6) 7(3.7)
High Support 244 (89.4) 64 (74.4) 180 (96.3)
Life Satisfaction <0.001
Dissatisfied 27 (9.9) 24 (27.9) 3(16)
Satisfied 246 (90.1) 62 (72.1) 184 (98.4)
Resilience <0.001
Low 90 (33.0) 55 (64.0) 35(18.7)
Moderate 85 (31.1) 22 (25.6) 63 (33.7)
High 98 (35.9) 9(10.5) 89 (47.6)
Religious Coping 0.063
Low 95 (34.8) 34 (39.5) 61 (32.6)
Moderate 87(31.9) 19 (22.1) 68 (36.4)
High 91 (33.3) 33(384) 58(31.0)

Note.?p-value fro Fisher’s Exact test; rest of the p values are from the chi-square test comparing participants’ characteristics between those with and without
depressive symptoms

! Separated/divorced, widowed/widowered, and unmarried were combined into “without a partner.”
2 Buddhist, Kirati, Christian, and others were combined into “other than Hindu.”

3 “Within the last 1 to 2 years”, “last 2 to 5 years”, and “Never done health check-ups” were combined into “Never/more than a year”

the enduring stress and trauma of their forceful displace-  significant daily life stressors. Additional stressors were
ment from Bhutan in the 1990s [6]. During the extended introduced during resettlement and integration into U.S.
refugee stage in Nepal’s refugee camps, refugees lived culture and society. Throughout this challenging jour-
in dire conditions with limited resources and faced ney, they likely encounter numerous stressors attributed
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Table 2 Unadjusted and adjusted odds ratios (ORs) for the
Presence of depressive symptoms from binary logistic regression

Associated factors Unadjusted OR (95% Adjusted OR
(@) (95% CI)

Self-reported Health

Poor Reference Reference

Fair 0.30 (0.15-0.60)*** 047 (0.22-1.00)

Good 0.12 (0.05-0.27)*** 0.26 (0.10-0.66)**

Very good 0.04 (0.00-0.32)*** 0.08 (0.01-0.74)*
Chronic Morbidity

None Reference Reference

Single/multiple 3.34(1.73-6.44)*** 2.61(1.28-531)**
diseases
Social Support

Lower Support Reference Reference

High Support
Life Satisfaction
Dissatisfied

Satisfied
Resilience
Low
Moderate
High
Religious Coping
Low
Moderate
High

0.13 (0.05-0.33)***

Reference
0.06 (0.02-0.20)***

465 (2.34-9.24)%**
Reference
0.28 (0.12-0.69)***

2.02 (0.99-4.09)
Reference
1.73 (0.86-3.49)

0.14 (0.05-0.41)***

Reference
0.06 (0.02-0.23)***

3.81(1.78-8.16)***
Reference
0.27 (0.10-0.71)***

1.80 (0.82-3.94)
Reference
1.33(0.61-2.86)

Note. *p-value significant at <0.05, ** p-value significant at <0.01, *** p-value
significant at <0.001

to language barriers, religious and cultural differences,
acculturation stress, discrimination, transportation limi-
tations, unemployment, etc [23]. In accordance with the
life course approach to aging [50], the cumulative stress-
ors experienced throughout their lives may have played a
substantial role in contributing to the higher prevalence
of depression among older Bhutanese adults.

Among the correlates, better self-reported health, the
absence of chronic disease, high social support, satisfac-
tion with life, and high resilience were associated with
lower odds of depressive symptoms. Both subjective
health and chronic morbidity exhibited significant asso-
ciations with depression in both bivariate and regres-
sion analyses, with poor health ratings and the presence
of chronic morbidities being linked to higher depression
scores. In line with our findings, a previous study cen-
tered on depression among Bhutanese refugees in the
United States also documented a connection between
better health and depression [22]. The relationship
between physical health or morbidity and mental health
has garnered support from numerous studies, all indicat-
ing a heightened risk of depression among individuals
with both single and multiple chronic conditions [51, 52].
An extensive study on depression and multimorbidity in
late life has shed light on the bidirectional connection
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between these two conditions, likely linked to acceler-
ated aging processes [51, 53]. An additional underlying
mechanism that can elucidate how chronic diseases con-
tribute to or worsen depression lies in the burden of cop-
ing with chronic morbidity itself. Following a diagnosis,
individuals often contend with feelings of uncertainty,
anxiety, and a profound sense of health-related loss, sig-
nificantly affecting their quality of life and heightening
their vulnerability to depressive symptoms [54, 55]. Fur-
thermore, chronic conditions, compounded by factors
such as physical deterioration, reduced physical activity
levels, social stigma, and increasing social isolation [54,
55], can impede one’s sense of self, self-esteem, and con-
trol over one’s life, shaping one’s identity and subjecting
one to social stigma, isolation, and poorer mental health
[54]. Recognizing and understanding these factors is cru-
cial for providing comprehensive care and managing the
potential exacerbation of depression. A holistic health-
care approach that considers both physical and mental
health and addresses the psychosocial burden of chronic
conditions could significantly benefit the well-being of
older adults.

Consistent with previous research, social support
was identified as a protective factor against depression
in older refugees [21, 56, 57]. It is well-established that
social support is crucial for maintaining both physi-
cal and psychological well-being [58]. Coping strategies
used by individuals when they are stressed can also be
extended to help those in distress as a form of assistance
[59]. Studies have demonstrated that robust social sup-
port can enhance resilience against poor mental health
outcomes associated with stress and trauma [58]. More
specifically, social support achieves this by reducing risky
behaviors and providing external coping mechanisms
during stressful situations [58]. Hence, group belonging-
ness, social identity, and social support have been recog-
nized as protective factors benefiting the mental health
of refugees [60]. Specifically, among our participants,
the majority of whom lacked formal education and Eng-
lish language proficiency, heavily relied on and received
strong support from their families during their transition
to a new society [23]. This underscores that older Bhuta-
nese individuals may indeed have access to the resources
provided by robust social support against depression.

Higher life satisfaction predicts lower depression risk,
consistent with prior studies [61-63]. This relationship
holds true even among internally displaced individu-
als, where increased life satisfaction is linked to reduced
mental health issues, including anxiety and depression
[63]. In studies examining life satisfaction and depres-
sion, Asian cultures, including the Nepali-Bhutanese cul-
ture, have focused on family structure and relationships,
recognizing them as protective elements [62, 64]. This
emphasis on shared family values, which are consistent
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across Asian cultures, underscores the importance of
filial duty and family support for older parents [64, 65].
Residing in an extended family setting and benefiting
from moral support and informal caregiving provided by
their children could have contributed to a sense of con-
tentment among our participants. These cultural norms
are linked to higher life satisfaction and a decrease in
depressive symptoms among older adults [64]. Mental
health interventions may benefit from including a com-
ponent of personal fulfillment to empower individuals to
take proactive steps to improve their life satisfaction.

Resilience is frequently linked to mental health,
explaining its protective function against conditions
such as depression, stress, or trauma [21, 66—68]. This
study further supports this connection. Previous research
indicates that resilience strengthens an individual’s abil-
ity to navigate difficult life circumstances, emphasizing
its role as a personal coping mechanism [66, 67]. More-
over, within the framework of the social ecology of resil-
ience theory, it is crucial to recognize that resilience
does not depend solely on individual efforts to access
resources [69]. Instead, it represents a shared character-
istic between individuals and their social environment,
with the social context playing a pivotal role in promot-
ing enduring well-being and recovery among populations
facing adversity [69, 70]. Resilient individuals typically
employ positive coping strategies, such as maintaining
a positive mindset, seeking support from others, and
engaging in problem-solving [66]. These factors empower
them to effectively manage challenges that might oth-
erwise contribute to adverse mental health outcomes.
Resilience training that includes but is not limited to edu-
cation, awareness, and resilience-building activities such
as mindfulness exercises or support groups can contrib-
ute to improved mental health.

Strengths and limitations of the study

This study has several notable strengths. It included four
major cities with substantial resettled Bhutanese popu-
lations in Ohio (Columbus, Cleveland, Cincinnati, and
Akron). This study’s emphasis on the population aged 55
years and above allowed for a targeted exploration of a
demographic often underrepresented in research. Bhuta-
nese refugees resettled in the United States are grouped
within broader Asian American categories, which can
obscure their distinct health challenges [71], and more-
over, they are recognized as hard-to-reach population
[72]. The study findings obtained offer valuable insights
into the unique challenges, needs, and potentials within
this age segment among the resettled Bhutanese people,
shedding light on critical factors that influence their men-
tal health. Conducting interviews in the Nepali language
likely facilitated effective communication and ensured
accurate interpretation of responses. Additionally, the
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interviewers shared similar sociocultural and linguistic
backgrounds with the participants and possessed grad-
uate-level training in survey design and research meth-
odology, enhancing the reliability of the data collection.
Moreover, the survey utilized validated Nepali assess-
ment tools for depression, social support, life satisfaction,
and resilience scales, thereby bolstering the validity of the
measures employed in the study.

Nonetheless, it is important to acknowledge certain
limitations of this study. The cross-sectional nature of the
study restricts the ability to draw causal inferences. Fur-
thermore, while random sampling was the preferred and
ideal method, the absence of a suitable sampling frame
necessitated the use of snowball sampling, potentially
introducing selection bias [25]. Thus, the study partici-
pants may not fully represent the broader population of
resettled Bhutanese older adults, and the study findings
infer only to the study sample. Nevertheless, snowball
sampling is a frequently employed method for recruiting
hard-to-reach populations, such as the resettled Bhuta-
nese community in the United States [24]. Additionally,
the reliance on self-reported data may have introduced
recall and social desirability biases into the study.

Conclusions
This study revealed a notably high prevalence of depres-
sive symptoms among resettled Bhutanese older adults
residing in Ohio, highlighting several contributing fac-
tors, including self-reported health, chronic health con-
ditions, social support, life satisfaction, and resilience.
Given the scarcity of studies on the older Bhutanese
population in the United States, this research can serve
as foundational evidence to support further investiga-
tions and guide institutional actions at the local and state
levels. The elevated prevalence of depressive symptoms
among resettled Bhutanese individuals in the United
States underscores the immediate necessity for tai-
lored mental health interventions and support services
addressing the unique challenges faced by this commu-
nity. Furthermore, the observed link between morbidity
and depression underscores the critical importance of
adopting a comprehensive and holistic approach to health
assessment and care. Additionally, the study underscores
the significance of social support and resilience as pro-
tective factors against depression among older Bhutanese
refugees, emphasizing the need to advocate for programs
and interventions designed to fortify social support net-
works, foster a greater sense of belonging, enhance resil-
ience, elevate life satisfaction, and ultimately enhance the
mental well-being of the older Bhutanese population.
Several opportunities for future research exist in this
domain. Future studies should consider employing a lon-
gitudinal design to investigate the trajectories of depres-
sive symptoms and mental health outcomes at various
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stages of resettlement among Bhutanese and other refu-
gee populations. Qualitative research can complement
quantitative findings by providing a deeper understand-
ing of the cultural and contextual factors that influence
the mental health of resettled Bhutanese older adults in
the United States. An intriguing avenue for exploration
would involve comparing the mental health of Bhutanese
refugees in the United States with that of Bhutanese indi-
viduals who remained in Bhutan or Nepal. This compara-
tive analysis could help ascertain whether factors such as
migration and resettlement have a discernible impact on
mental health outcomes.

Abbreviations

CD-RISC  Connor davidson resilience scale

@] Confidence interval

GDS Geriatric depression scale

IRB Institutional review board

MSPSS Multidimensional scale of perceived social support
MU Miami university

OR Odds ratio

RCS Religious coping scale

SAS Statistical analysis system

SWLS Satisfaction with life scale

Supplementary Information
The online version contains supplementary material available at https://doi.or
9/10.1186/540359-024-02255-x.

[ Supplementary Material 1 ]

Acknowledgements

We wish to express our deepest gratitude to all the participants of this study
for their participation and invaluable contribution. Your willingness to share
your experiences and insights has been essential to the success of this
research. We would also like to extend our sincere thanks to the community
leaders from Bhutanese Community of Cincinnati, Bhutanese Community
of Columbus, Bhutanese Community of Akron, and Bhutanese Community
of Greater Cleveland who played a pivotal role in facilitating this research.
Your support, guidance, and advocacy were instrumental in reaching out to
participants and ensuring that the research was conducted in a manner that
was both respectful and meaningful. Your dedication to your communities
has been truly inspiring. This study would not have been possible without the
collective efforts of all involved, and we deeply appreciate the time, energy,
and trust you have placed in us. Thank you for your contributions to this
important work.

Author contributions

IK, BC, and SG contributed to the conceptualization of this study. AS, IK, and

SG collected the data. IK and SG analyzed the data. IKand BC interpreted the
findings. IK and BC wrote the original draft. JS, SG, UNY, and SKM contributed
to the initial review. IKand AS revised and finalized the manuscript. The final
version of the manuscript was read and approved by all authors.

Funding
This work was supported by the Asian Resource Center for Minority Aging
Research (RCMAR) at Rutgers University under Grant #AG0059304.

Data availability
No datasets were generated or analysed during the current study.

Page 10 of 12

Declarations

Ethics approval and consent to participate

The research was conducted in accordance with the ethical principles
outlined in the Belmont Report. The IRB-at Miami University (Protocol ID:
03942e) approved the study. Verbal informed consent was obtained from

the participants before the interview, during which they were informed of
the study procedures and their rights, including voluntary participation and
withdrawal at any point. The procedure of informed consent was approved by
the IRB-at Miami University.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 20 March 2024 / Accepted: 4 December 2024
Published online: 13 March 2025

References

1. USRAP Report to Congress on proposed refugee admissions for fiscal year
2021. United States Department of State, United States Department of
Homeland Security, United States Department of Health and Human Ser-
vices; 2021.

2. MPLUS. Annual refugee resettlement ceilings and number of refugees
admitted, 1980-present. Migration Policy Institute (MPI); 2023.

3. CDC.Bhutanese refugee health profile | CDC. Immigrant, Refugee, and
Migrant Health. 2011. https://www.cdc.gov/immigrantrefugeehealth/profiles
/bhutanese/index.html. Accessed 25 Sep 2022.

4. Shrestha DD. Resettlement of Bhutanese refugees surpasses 100,000 mark.
UNHCR. 2015. https://www.unhcr.org/news/latest/2015/11/564dded46/rese
ttlement-bhutanese-refugees-surpasses-100000-mark.html. Accessed 9 Sep
2022.

5. Monin K, Batalova J, Lai T. Refugees and asylees in the United States. migra-
tionpolicy.org. 2021. https.//www.migrationpolicy.org/article/refugees-and-a
sylees-united-states-2021. Accessed 28 May 2023.

6. Bhutanese Community of Central Ohio. 2020 annual report. Bhutanese Com-
munity of Central Ohio (BCCO); 2021.

7. Pleace J. Identity, culture, and national interest: a pragmatic application of
constructivist theory to the Lhotshampa expulsion. TBJ. 2023;4.

8. Maximillian M. Bhutan's dark secret:the Lhotshampa expulsion. Tribune
Content Agency; 2016.

9. Saker A. From Bhutan to forest park: Refugees confront the pain of youth
suicide. The Enquirer. 2017. https://www.cincinnati.com/story/news/2017/12
/18/refugees-confront-pain-of-youth-suicide-bhutan/897876001/. Accessed
29 Mar 2023.

10.  Gnyawali SC. Bhutanese-Nepalese in central Ohio: a socio-cultural to political
status-today and beyond. New Americans Magazine. 2020. https://thenewa
mericansmag.com/2020/07/29/bhutanese-nepalese-in-central-ohio-a-socio
-cultural-to-political-status-today-and-beyond/. Accessed 2 May 2023.

11. Bushak L. Bhutanese refugees find community in northeast Ohio through
urban gardens, farms. Ideastream Public Media. 2017. https://www.ideastrea
m.org/health-science/2017-09-21/bhutanese-refugees-find-community-in-n
ortheast-ohio-through-urban-gardens-farms. Accessed 13 Oct 2023.

12. Harper J. Bhutan refugees help make North High School half Asian. cleveland.
com. 2015. https://www.cleveland.com/akron/2015/09/akrons_north_high_
school_is_no.html. Accessed 13 Oct 2023.

13.  Grasser LR. Addressing mental health concerns in refugees and dis-
placed populations: is enough being done? Risk Manag Healthc Policy.
2022;15:909-22.

14. Mills E, Singh S, Roach B, Chong S. Prevalence of mental disorders and torture
among Bhutanese refugees in Nepal: a systemic review and its policy impli-
cations. Med Confl Surviv. 2008;24:5-15.

15.  Thapa SB,Van Ommeren M, Sharma B, de Jong JTVM, Hauff E. Psychiatric
disability among tortured Bhutanese refugees in Nepal. Am J Psychiatry.
2003;160:2032-7.

16. Henkelmann J-R, de Best S, Deckers C, Jensen K, Shahab M, Elzinga B, et al.
Anxiety, depression and post-traumatic stress disorder in refugees resettling


https://doi.org/10.1186/s40359-024-02255-x
https://doi.org/10.1186/s40359-024-02255-x
https://www.cdc.gov/immigrantrefugeehealth/profiles/bhutanese/index.html
https://www.cdc.gov/immigrantrefugeehealth/profiles/bhutanese/index.html
https://www.unhcr.org/news/latest/2015/11/564dded46/resettlement-bhutanese-refugees-surpasses-100000-mark.html
https://www.unhcr.org/news/latest/2015/11/564dded46/resettlement-bhutanese-refugees-surpasses-100000-mark.html
https://www.migrationpolicy.org/article/refugees-and-asylees-united-states-2021
https://www.migrationpolicy.org/article/refugees-and-asylees-united-states-2021
https://www.cincinnati.com/story/news/2017/12/18/refugees-confront-pain-of-youth-suicide-bhutan/897876001/
https://www.cincinnati.com/story/news/2017/12/18/refugees-confront-pain-of-youth-suicide-bhutan/897876001/
https://thenewamericansmag.com/2020/07/29/bhutanese-nepalese-in-central-ohio-a-socio-cultural-to-political-status-today-and-beyond/
https://thenewamericansmag.com/2020/07/29/bhutanese-nepalese-in-central-ohio-a-socio-cultural-to-political-status-today-and-beyond/
https://thenewamericansmag.com/2020/07/29/bhutanese-nepalese-in-central-ohio-a-socio-cultural-to-political-status-today-and-beyond/
https://www.ideastream.org/health-science/2017-09-21/bhutanese-refugees-find-community-in-northeast-ohio-through-urban-gardens-farms
https://www.ideastream.org/health-science/2017-09-21/bhutanese-refugees-find-community-in-northeast-ohio-through-urban-gardens-farms
https://www.ideastream.org/health-science/2017-09-21/bhutanese-refugees-find-community-in-northeast-ohio-through-urban-gardens-farms
https://www.cleveland.com/akron/2015/09/akrons_north_high_school_is_no.html
https://www.cleveland.com/akron/2015/09/akrons_north_high_school_is_no.html

Karmacharya et al. BMC Psychology

20.

22.

23.

24,
25.

26.

27.
28.

29.

30.

31.

32.

33.

34.

35.

36.

37.
38.
39.

40.

41.

42.

(2025) 13:239

in high-income countries: systematic review and meta-analysis. BJPsych
Open. 2020,6:e68.

APA. Mental health facts on refugees, asylum-seekers, & survivors of forced
displacement. American Psychiatric Association; 2018.

Hou WK, Liu H, Liang L, Ho J, Kim H, Seong E, et al. Everyday life experiences
and mental health among conflict-affected forced migrants: a meta-analysis.
J Affect Disord. 2020;264:50-68.

Adhikari SB, Yotebieng K, Acharya JN, Kirsch J. Epidemiology of mental health,
suicide and post-traumatic stress disorders among Bhutanese refugees in
Ohio, 2014. Ohio, USA: Ohio Department of Mental Health and Addiction
Services, Community Refugee and Immigration Services;: Columbus; 2015.
Frounfelker RL, Mishra T, Carroll A, Brennan RT, Gautam B, Ali EAA et al. Past
trauma, resettlement stress, and mental health of older Bhutanese with a
refugee life experience. Aging Ment Health. 2021,26(11):2149-58.
Poudel-Tandukar K, Chandler GE, Jacelon CS, Gautam B, Bertone-Johnson ER,
Hollon SD. Resilience and anxiety or depression among resettled Bhutanese
adults in the United States. Int J Soc Psychiatry. 2019;65:496-506.

Vonnahme LA, Lankau EW, Ao T, Shetty S, Cardozo BL. Factors associated with
symptoms of depression among Bhutanese refugees in the United States. J
Immigr Minor Health. 2015;17:1705-14.

Roka K. Adjusting to the new world: a study of Bhutanese refugees’adapta-
tion in the US. JSSW. 2017;5.

Goodman LA. Snowball sampling. Ann Math Stat. 1961,32:148-70.
Sulaiman-Hill CM, Thompson SC. Sampling challenges in a study examining
refugee resettlement. BMC Int Health Hum Rights. 2011;11:2.

Morassaei S, Smith PM, Wilson K, Ghahari S. Comparing the life satisfaction

of older immigrants and refugees to Canadian-born older adults: the role of
immigrant admission classes. Clin Gerontol. 2023;1-16. https://doi.org/10.108
0/07317115.2023.2212660.

Lichtenstein G, Puma JE. The refugee integration survey and evaluation (RISE):
results from a four-year longitudinal study. J Refugee Stud. 2019;32:397-416.
United Nations. World population ageing 2019: highlights. United Nations,
Department of Economic and Social Affairs; 2019.

Bhutanese Community of Central Ohio. About us. Bhutanese Community

of Central Ohio. 2020. https.//www.bccoh.org/about.html. Accessed 29 Mar
2023.

Risal A, Giri E, Shrestha O, Manandhar S, Kunwar D, Amatya R, et al. Nepali ver-
sion of geriatric depression scale-15: a reliability and validation study. J Nepal
Health Res Counc. 2020;17:506-11.

Yesavage JA. The use of self-rating depression scales in the elderly. In: Poon
LW, Crook T, Davis KL, Eisdorfer C, Gurland BJ, Kaszniak AW, Thompson LW,
editors. Handbook for clinical memory assessment of older adults. Washing-
ton, DC, US: American Psychological Association; 1986. pp. 213-7.
Krishnamoorthy Y, Rajaa S, Rehman T. Diagnostic accuracy of various forms
of geriatric depression scale for screening of depression among older adults:
systematic review and meta-analysis. Arch Gerontol Geriatr. 2020;87:104002.
Mui A, Kang S-Y, Chen L-M, Domanski M. Reliability of the geriatric depression
scale for use among elderly Asian immigrants in the USA. Int Psychogeriatr.
2003;15:253-71.

Fosse NE, Haas SA. Validity and stability of self-reported health among
adolescents in a longitudinal, nationally representative survey. Pediatrics.
2009;123:496-501.

Mucci LA, Wood PA, Cohen B, Clements KM, Brawarsky P, Brooks DR. Validity of
self-reported health plan information in a population-based health survey. J
Public Health Manag Pract. 2006;12:570-7.

Tonsing K, Zimet GD, Tse S. Assessing social support among South asians:
the multidimensional scale of perceived social support. Asian J Psychiatr.
2012;5:164-8.

Zimet GD, Dahlem NW, Zimet SG, Farley GK. Multidimensional scale of per-
ceived social support. 2011.

Diener E, Emmons RA, Larsen RJ, Griffin S. The satisfaction with life scale. J
Pers Assess. 1985;49:71-5.

Pavot W, Diener E. Review of the satisfaction with life scale. Psychol Assess.
1993;5:164-72.

Jonasson SB, Rantakokko M, Franzén E, lwarsson S, Nilsson MH. Predic-

tion of life satisfaction in people with Parkinson’s disease. Parkinsons Dis.
2020;2020:1561037.

Sharma S, Pathak A, Abbott JH, Jensen MP. Measurement properties of the
Nepali version of the Connor Davidson resilience scales in individuals with
chronic pain. Health Qual Life Outcomes. 2018;16:56.

Velickovic K, Rahm Hallberg I, Axelsson U, Borrebaeck CAK, Rydén L, Johnsson
P et al. Psychometric properties of the Connor-Davidson Resilience Scale

43.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

Page 11 of 12

(CD-RISC) in a non-clinical population in Sweden. Health Qual Life Outcomes.
2020;18:132.

Tarakeshwar N, Pargament KI, Mahoney A. Initial development of a measure
of religious coping among hindus. J Community Psychol. 2003;31:607-28.
Benson GO, Sun F, Hodge DR, Androff DK. Religious coping and acculturation
stress among Hindu Bhutanese: a study of newly-resettled refugees in the
United States. Int Social Work. 2012;55:538-53.

Qualtrics, Provo UT. Qualtrics software, Version 2020. Copyright ©2020 Qual-
trics; 2020.

SAS Institute Inc. Statistical Analysis Systems (SAS)/ACCESS® 94 Interface to
ADABAS. 2013.

Blackmore R, Boyle JA, Fazel M, Ranasinha S, Gray KM, Fitzgerald G, et al. The
prevalence of mental illness in refugees and asylum seekers: a systematic
review and meta-analysis. PLoS Med. 2020;17:1003337.

Feyera F, Mihretie G, Bedaso A, Gedle D, Kumera G. Prevalence of depression
and associated factors among Somali refugee at Melkadida camp, Southeast
Ethiopia: a cross-sectional study. BMC Psychiatry. 2015;15:171.

Yang MS, Mutchler JE. The high prevalence of depressive symptoms and its
correlates with older Hmong refugees in the United States. J Aging Health.
2020;32:660-9.

Bengtson VL, Elder GH, Putney NM. The Lifecourse Perspective on Ageing:
linked lives, timing, and history. In: Johnson ML, editor. The Cambridge
Handbook of Age and Ageing. Cambridge: Cambridge University Press; 2005.
pp. 493-501.

Triolo F, Harber-Aschan L, Belvederi Murri M, Calderén-Larrafiaga A, Vetrano
DL, Sjoberg L, et al. The complex interplay between depression and multi-
morbidity in late life: risks and pathways. Mech Ageing Dev. 2020;192:111383.
You L, Yu Z, Zhang X, Wu M, Lin S, Zhu Y, et al. Association between multi-
morbidity and depressive symptom among community-dwelling elders in
eastern China. Clin Interv Aging. 2019;14:2273-80.

Voinov B, Richie WD, Bailey RK. Depression and chronic diseases: it is time for
a synergistic mental health and primary care approach. Prim Care Compan-
jon CNS Disord. 2013;15:PCC12r01468.

Herrera PA, Campos-Romero S, Szabo W, Martinez P, Guajardo V, Rojas G.
Understanding the relationship between depression and chronic diseases
such as diabetes and hypertension: a grounded theory study. Int J Environ
Res Public Health. 2021;18:12130.

NIMH. Chronic iliness and mental health: Recognizing and treating depres-
sion, National Institute of Mental Health (NIMH). 2021. https://www.nimh.n
ih.gov/health/publications/chronic-iliness-mental-health. Accessed 31 May
2023.

Jankovic-Rankovic J, Oka RC, Meyer JS, Snodgrass JJ, Eick GN, Gettler LT.
Transient refugees’social support, mental health, and physiological markers:
evidence from Serbian asylum centers. Am J Hum Biol. 2022;34:e23747.

LiF, LuoS,MuW, LiY,Ye L, Zheng X, et al. Effects of sources of social support
and resilience on the mental health of different age groups during the
COVID-19 pandemic. BMC Psychiatry. 2021;21:16.

Ozbay F, Johnson DC, Dimoulas E, Morgan CA, Charney D, Southwick S.
Social support and resilience to stress: from neurobiology to clinical practice.
Psychiatry (Edgmont). 2007;4:35-40.

Thoits PA. Social support as coping assistance. J Consult Clin Psychol.
1986;54:416-23.

Smeekes A, Verkuyten M, Celebi E, Acartlrk C, Onkun S. Social identity con-
tinuity and mental health among Syrian refugees in Turkey. Soc Psychiatry
Psychiatr Epidemiol. 2017;52:1317-24.

Getanda EM, Papadopoulos C, Evans H. The mental health, quality of life and
life satisfaction of internally displaced persons living in Nakuru County, Kenya.
BMC Public Health. 2015;15:755.

Lee S-W, Choi J-S, Lee M. Life satisfaction and depression in the oldest old: a
longitudinal study. Int J Aging Hum Dev. 2020;,91:37-59.

Opaas M, Hartmann EJ. Traumatized refugees in psychotherapy: long-term
changes in personality, mental health, well-being, and exile life functioning. J
Nerv Ment Dis. 2021;209:859-71.

Chai HW, Jun HJ. Relationship between ties with adult children and life satis-
faction among the middle-aged, the young-old, and the oldest-old Korean
adults. Int J Aging Hum Dev. 2017;85:354-76.

Maxym M, Nepali-Speaking Bhutanese. EthnoMed. 2010. https://ethnomed.o
rg/culture/nepali-speaking-bhutanese/. Accessed 31 May 2023.

Pickren WE. What is resilience and how does it relate to the refugee experi-
ence? Historical and theoretical perspectives. In: Simich L, Andermann L, edi-
tors. Refuge and Resilience: promoting resilience and Mental Health among


https://doi.org/10.1080/07317115.2023.2212660
https://doi.org/10.1080/07317115.2023.2212660
https://www.bccoh.org/about.html
https://www.nimh.nih.gov/health/publications/chronic-illness-mental-health
https://www.nimh.nih.gov/health/publications/chronic-illness-mental-health
https://ethnomed.org/culture/nepali-speaking-bhutanese/
https://ethnomed.org/culture/nepali-speaking-bhutanese/

Karmacharya et al. BMC Psychology

67.

68.

69.

70.

(2025) 13:239

resettled refugees and forced migrants. Dordrecht: Springer Netherlands;
2014. pp. 7-26.

Windle G. What is resilience? A review and concept analysis. Reviews Clin
Gerontol. 2011;21:152-69.

Dhungana S, Koirala R, Ojha SP, Thapa SB. Resilience and its association with
post-traumatic stress disorder, anxiety, and depression symptoms in the

aftermath of trauma: a cross-sectional study from Nepal. SSM - Mental Health.

2022;2:100135.

Ungar M, editor. The social ecology of resilience. Springer New York. 2012. htt
ps://doi.org/10.1007/978-1-4614-0586-3

Rutter M, Resilience. Causal pathways and social ecology. In: Ungar M, editor.
The Social Ecology of Resilience: a handbook of theory and practice. New
York, NY: Springer; 2012. pp. 33-42.

71.

72.

Page 12 of 12

Budiman A. Bhutanese in the U.S. fact sheet. Pew Research Center’s Social &
Demographic Trends Project. 2021. https://www.pewresearch.org/social-tren
ds/fact-sheet/asian-americans-bhutanese-in-the-u-s/. Accessed 26 Jan 2023.
Maleku A, Soukenik E, Haran H, Kirsch J, Pyakurel S. Conceptualizing mental
health through Bhutanese refugee lens: findings from a mixed methods
study. Community Ment Health J. 2022;58:376-93.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://doi.org/10.1007/978-1-4614-0586-3
https://doi.org/10.1007/978-1-4614-0586-3
https://www.pewresearch.org/social-trends/fact-sheet/asian-americans-bhutanese-in-the-u-s/
https://www.pewresearch.org/social-trends/fact-sheet/asian-americans-bhutanese-in-the-u-s/

	﻿Depressive symptoms among resettled Bhutanese older adults in Ohio: a cross-sectional study
	﻿Abstract
	﻿Introduction
	﻿Method
	﻿Study design, participants, and sampling
	﻿Study measures
	﻿Depressive symptoms
	﻿Self-reported health
	﻿Chronic morbidity
	﻿Social Support
	﻿Life satisfaction
	﻿Resilience
	﻿Religious coping
	﻿Control variables
	﻿Data collection
	﻿Data analyses

	﻿Results
	﻿Characteristics of study participants

	﻿Discussion
	﻿Strengths and limitations of the study

	﻿Conclusions
	﻿References


