Title Page

Title:

Immigration and Health among Korean Americans

Authors:

Youngtae Cho, Ph.D.

School of Public Health, Seoul National University
Population Research Center, University of Texas-Austin

Soonim Huh, MPH, Ph.D. (Corresponding author)
Korea Institute for Health and Social Affairs

W. Parker Frisbie, Ph.D.
Department of Sociology, Population Research Center,
University of Texas-Austin.

Robert A. Hummer, Ph.D.
Department of Sociology, Population Research Center,
University of Texas-Austin.

Contact Information:
Dr. Soonim Huh

Korea Institute for Health and Social Affairs
, Seoul 122-705 Korea

Tel: 82-2-380-8143

Fax: 82-2-382-4581

e-mail: soonim@kihasa.re.kr



Immigration and Health among Korean Americans

Abstract

We examined the health and health behaviors of Korean Americans, focusing on the effect
of acculturation to US society and overall US health-related structural environments. A bi-
national comparison is carried out, based on Koreans residing in the US and in Korea.
Acculturation variables did not show any patterned effect on the health (self-rated health
and BMI) and health behaviors (smoking and binge drinking) of Korean Americans.
Overall, this population exhibited more advantaged health and more favorable behaviors
than Koreans. However, health inequality across socioeconomic status groups was
generally much greater among Korean Americans as compared to Koreans residing in
Korea. Findings showed that socioeconomic status was the primary factor influencing
health and health behaviors among the two groups of Koreans, indicating the influence of
US health-related structural environments. Further, our results suggested that a
multidimentional acculturation perspective should be employed in understanding the

health/health behaviors of immigrant populations.
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Introduction

During the past two decades, the size of Korean population in the US has
dramatically increased from about 800,000 in 1990 to over one million in 2000 and is
expected to increase further (USCensusBureau 2001). Along with this demographic growth,
interest in the health of this population has also increased (Cho and Juon 2006; Cho, Song
and Frisbie 2005; Hill et al. 2006; Sohn 2004; Sohn and Harada 2005). However, Korean
Americans and their health issues are understudied relative to other Asian-origin
populations, such as Chinese, Japanese, and Filipinos. Various demographic and
socioeconomic characteristics reveal the unique features of Korean Americans among
immigrants to the U.S., i.e., a relatively short immigration history, strong presence of
foreign-born immigrants, high geographic concentration, and high rates of self-employment
(Min 1995; Yu, Choe and Han 2002). It is imperative that Korean Americans be analyzed
separately from other Asian populations in order to better understand salient risk factors or
barriers that influence health status and health behaviors for this unique and growing
population.

A number of studies on immigrant health have paid close attention to the role of
acculturation. In general, they have reported that the foreign-born enjoy more favorable
health status and health behaviors as compared to their native-born counterparts, but this
health advantage diminishes as their level of acculturation into US society increases. This
inverse relationship between acculturation and immigrant health has been observed not
only for the aggregated Hispanic and Asian immigrants (Klatsky and Tekawa 2005;

Uppaluri, Schumm and Lauderdale 2001) but also for their sub-population groups,



including Korean Americans (Cho and Hummer 2001). Recently, (Abraido-Lanza et al.
2006) argue that immigrant health research should consider the possibility of bicultural or
even multicultural aspects of acculturation process. According to them, immigrants tend to
acquire or adopt health related values, customs, beliefs, and behaviors of host society not
necessarily losing those from their home society. Thus, when conditions allow, such as an
access to information, financial resources, or time for exercise, immigrants may acculturate
to health promoting US culture while simultaneously retaining health protective customs
and behaviors from home country such as healthy diet and strong family ties. This
argument seems to be contradictory to the main findings of aforementioned previous
studies of which underlying assumption was that immigrants were acculturated only to
'unhealthy’ or even 'toxic' US culture, customs, or behaviors. Although Cho and Hummer
(2001) discovered deteriorating activity limitation status with a longer residential duration
in the US among Korean Americans, we still think that there is a possibility that a
multidimentional acculturation process takes place to this population, actually promoting
their health. It is because Cho and Hummer's discovery (2001) was based on the 1990
PUMS data set that included Korean Americans immigrated to the US prior to 1990, and
recent studies have empirically divulged that a bidimensional or multidimensional model
better explains the acculturation process of Korean Americans than the unidimentional
model (Jang et al. 2007; Lee, Sobal and Frongillo 2003). The growth of cultural or material
exchange between Korean American community and Korea, structural settlement of Korean
community in the US (e.g., increased political, economic, and academic achievements

and/or physical enlargement of Korean enclaves), and increased racial/cultural pluralism in



US society in general have made it possible for this population to experience the bicultural
acculturation process. Given the high aspiration of this population for entering mainstream
US society and culture (Cho 2001), it is not hard to suppose that contemporary
acculturation may take place in a direction that promotes, or at least does not deteriorate,
the health of Korean Americans.

Another important determinant of immigrant health, in addition to acculturation, is a
health-related structural environment in host society including the health care system. If
the structural environment of host society is quite different from that of home society, the
difference itself, not to mention the magnitude of acculturation to new society, can affect
the health and health behaviors of immigrant population. Certainly, the health-related
structural environments of the US and Korea are very different, particularly the health
insurance system. Korea has implemented universal health care system since 1989.

Korean Americans, at least who arrived at the US after 1990, may feel the US health care
system challenging. A large number of Korean Americans are self-employed small
business owners (Yu et al. 2002). A high medical insurance premium makes them be
reluctant to maintain a comprehensive insurance coverage, which functions as a barrier of
health service access (Ryu, Young and Park 2001). One may consider English proficiency
and oriental belief of health are also structural barriers of health service access to Korean
Americans. However, we suppose that these factors are not as substantial structural barriers
as a US health insurance system regarding health and health behaviors of this population,
since Korean physicians and oriental clinics can be easily located in large cities where most

Korean Americans reside. It is reported that ninety-six percent of Koreans in the US are



found in metropolitan areas from the 2000 US census (Yu et al. 2002). Further, modern
Korean medical system has been developed largely based on the Western medicine rather
than the oriental medicine, and most Koreans in Korea have belief on health and illness not
much different from that in the US (need reference). Compared to the amount of research
that focuses on acculturation based only on the immigrant populations already residing in
the US, there have been relatively few attempts to study immigrant health from a bi-
national perspective, paying attention to the function of general US health care systems.
Indeed, there have been a few studies on the health and health behaviors of Korean
Americans conducted from a bi-national perspective (Lim and Zebrack 2008; Song et al.
2004). However, these studies are based on hospital data or non-population based small
scale survey data, which makes it hard to generalize their findings to a population level.

Thus, this study aims to examine the health status and health behaviors of Korean
Americans, focusing on the effect of acculturation and of general US health care
environment different from Korea. We employ a bi-national perspective here, since to
compare the health status and related risk factors of immigrant populations with those of
their counterparts in sending countries can effectively explore the role of different social or
structural environments, particularly when two populations are biologically or genetically
similar but reside in different countries like Korean Americans and Koreans.
Methods

Our study used two separately collected data sets for Korean Americans and
Koreans. For Korean Americans, we extracted a sample of 485 adult Koreans (aged 19 and

over) representative of Koreans in California from the 2003 California Health Interview



Survey (CHIS) Public Use File. The CHIS is one of the few data sets that includes a large
representative sample of Koreans in California, where about 35% of Koreans in the US are
reported to reside according to the 2000 census. For Koreans, we used data from the 2005
Korea National Health and Nutrition Survey (KNHNS), a triennial national survey that
provides information on health status, health behaviors and attitudes, health care utilization,
and nutritional intake. Although 25,487 adult individuals were surveyed in 2005, sample
sizes included in our analyses were different for each outcome variable because several
questions were asked of only a fraction of respondents. For self-rated health status, 25,196
respondents were queried, for body weight, 5,526 respondents, for smoking, 7,802
respondents, and for binge drinking, 5,945 respondents who reported drinking in the past
month were analyzed in this study.

In this study, we focused on health status (self-rated health status and body weight
problem) and health behaviors (smoking and binge drinking) that were commonly available
in both data sets. The usefulness of self-rated health status as a measure of one’s global
health has been reported for both Koreans (Ahn and Joung 2006; Park 2005) and Korean
Americans (Lee, Sobal and Frongillo 2000; Sohn 2004). Although self-rated health status
is subject to culturally embedded interpretation bias (Menec, Shooshtari and Lambert 2007;
Wiseman 1999), we believe the control for acculturation should make this health outcome
comparable for both populations. The KNHNS and the CHIS used the same 5-level
response scales of self-rated health (very good, good, fair, poor, and very poor). We
combined responses very good, good, and fair together for "good" health and poor and very

poor for "poor" health. With regard to body weight problems, we identified both persons



who were overweight and those who were obese as “weight problems (BMI>25),” and
compared it with no weight problems (BMI<25) since the rate of obesity among Koreans
(3.3 %) and Korean Americans (3.9%) was low. We also dichotomized two health behavior
variables (smoking and drinking). For smoking status, we focused on current smoking
behaviors, since it was not possible to chronologically sort past smoking experience and
migration to the US for Korean Americans using a cross-sectional data set. For drinking
status, we focused on binge drinking as a strong proxy for identifying present and future
alcohol-related health outcomes. Both data sets provided information on binge drinking
experiences in the past month. Since non-drinkers could not be binge drinkers, they were
omitted from the analysis, so that 244 Korean American and 5,945 Korean drinkers were
included in the analysis.

Demographic profiles (age, sex, marital status) and socioeconomic status
(educational attainments, employment status, family income) available from the two data
sources were included. Classifications of most variables were straightforward, except for
family income where the classification was based on the distance from the poverty line in
order to control for the differing economic scales of the two countries. For Korean
Americans, degree of acculturation was measured by both the percent of lifetime spent in
the US and the major language spoken at home. In particular, prior studies report that
limited English proficiency is a barrier to both health care access and medical
comprehension (Ayanian et al. 2005; Flores, Abreu and Tomany-Korman 2005; Ponce et al.
2006a; Ponce, Hays and Cunningham 2006b; Wilson et al. 2005; Yeo 2004), although we

hypothesized that it would not be the case for Korean Americans. Thus, we consider



language spoken at home not as a proxy of access to health services but of the level of
acculturation. Our preliminary analysis including these two variables simultaneously in a
multivariate model did not present a multicollinearity problem. Since self-rated health
status can be largely affected by chronic illness, three major chronic conditions (diabetes,
hypertension, and asthma) were additionally considered.

Our two data sets were analyzed separately using STATA (version 9.2) in order to
incorporate the multistage stratified sampling designs of both data sets. For the CHIS in
particular, STATA syntax provided by the UCLA Center for Health Policy Research was
used to takes into account its unique weighting and estimation of variance schemes
(www.chis.ucla.edu/methods). Weights provided by the KNHNS were also applied for
population parameter estimates. In the multivariate analyses, we present two models for
Korean Americans (Model 1 included all demographic and SES variables, and Model 2
included acculturation variables in addition to the risk factors in Model 1). Only Model 1
was employed for Koreans. Since the CHIS and the KNHNS used different sampling
frames and designs, it was not possible to conduct multivariate analyses by combining them.
Logistic regression analyses were conducted separately to investigate factors associated
with health and health behavior in the two populations. We paid attention to the predicted
probability of each outcome variable which allowed us to makes comparisons across
models and between the two populations from different data sources to single out the
sources of health and health behavior differences between the two populations. In this way,
we were able to investigate the role of different social or structural environments on health

status and health behaviors of Korean Americans, after simultaneously considering
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demographic and socio-economic factors for two populations.
Results

Table 1 presents weighted percentage distributions of all independent variables for
both populations. Notable differences between the two populations were found for several
variables. The proportion female was higher for Korean Americans than for Koreans.
Korean Americans appeared to have much higher levels of educational attainment,
occupational status, and relative family income as compared to their Korean counterparts.
Distributions of age, marital status and major chronic illness were almost equal between the
two populations. Overall, Korean Americans experience health-favorable demographic and
SES conditions more often than do Koreans.

-- Table 1 about here --

Descriptive results of acculturation-related variables for Korean Americans are also
presented in Table 1. Lifetime spent in the US is almost evenly distributed across four
categories, showing that slightly over half of Korean Americans have spent 40% or less of
their lifetime in the US. Almost half of Korean Americans used both English and Korean at
home, while 38.8% and 8.0% spoke Korean only and English only, respectively.

Table 2 provides the weighted predicted probability of each dependent variable.

The predicted probability of the null model equals to the percentage of sample respondents
for each outcome variable. The predicted probabilities of Model 1 and 2 can be interpreted
as the same percentage but adjusted for independent variables included in each model.
From the null model, Korean Americans seem to have slightly inferior self-rated health

status compared to Koreans. Regarding body weight, however, Korean Americans are less
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likely to have problems than are Koreans. Further, Korean Americans appear to enjoy more
favorable health behaviors than do Koreans regarding smoking and binge drinking. The
predicted probability of Koreans’ binge drinking experience during the past month is
extremely high (46%) in the null model.

-- Table 2 about here --

Model 1 controls for demographic and socioeconomic characteristics. Compared to
the null models, predicted probabilities of most outcome variables decrease in Model 1 for
both populations, except for the case of Korean Americans’ binge drinking status, and the
differences between two populations become much smaller as well. Comparison of
predicted probabilities across models for binge drinking suggests that social risk factors are
a major determinant of binge drinking for Koreans only, while acculturation factors
determine much of the variation in binge drinking of Korean Americans. Inclusion of
acculturation to US society for Korean Americans in Model 2 results in only marginal
changes in predicted probabilities compared to the previous model, except for binge
drinking.

Table 3 presents the results of weighted multivariate logistic analyses for self-rated
health status and weight problems. In Model 1 for self-rated health of Korean Americans,
the direction and the magnitude of odds ratios are not much different from the general
expectation, although some estimates are not statistically significant. Adding acculturation
in Model 2 slightly increases the advantage of having no major chronic illnesses. The
likelihood of “poor” self-rated health decreases with more lifetime spent in the US. Odds

ratios for Koreans are also consistent with general expectations, but several interesting
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points are found relative to Korean Americans. The relative disadvantage of being old
(aged 65 and over) is much greater for Koreans than for Korean Americans. The negative
effects of disadvantaged education and employment status are greater for Korean
Americans than for Koreans.

From the right panel of Table 3, male or low-family-income Korean Americans
experience substantially higher risks of weight problems, which become more pronounced
with the inclusion of acculturation in Model 2. Although lower percentages of lifetime
spent in the US seem to protect Korean Americans from weight problems, the effect is not
statistically significant. For Koreans, males are at higher risk of weight problems than are
females, consistent with Korean Americans, but no effect is found for family income.
Rather, a low level of education significantly increases the risk of being overweight or
obese for Koreans, which is not observable for Korean Americans. Overall, the influence
of SES on adverse health outcomes is greater for Korean Americans than for Koreans.

-- Table 3 about here --

Table 4 documents the multivariate logistics analyses results for two health
behaviors. Model 1 shows that young, male Korean Americans are at high risk of current
smoking, while SES variables seem to have no effect. Additional consideration of
acculturation in Model 2 does not make notable changes compared to Model 1, and none of
acculturation variables are significant or substantial. As observed among Korean
Americans, young, male Koreans are more likely to be current smokers, compared to their
older and female counterparts. Although the pattern is congruent, odds ratios for Koreans

are greater in their value than those for Korean Americans. An SES gradient appears for
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Koreans, but not for Korean Americans.

From the right panel of Table 4, Korean Americans are substantially less likely to
binge drink as they age. Being male, employed in the manual sector, and of low family
income are associated with the increased odds of binge drinking. Although not statistically
significant, odds ratios for acculturation variables show that greater acculturation to the US
discourages Korean Americans from being binge drinker, as discussed earlier in Table 2.
Age diminishes the odds of binge drinking for Koreans too, but the magnitude of the effect
is much smaller, compared to the case of Korean Americans, as was also observed for
smoking. Odds ratio of binge drinking for Korean males is much greater than that of
Korean American males. Being married and highly educated protect Koreans from binge
drinking, while employment status and family income have little or no effect. Overall, the
protective effects of age and being female are much greater for Korean Americans than for
Koreans. Although not observed in the case of smoking, Korean Americans who have
inferior SES conditions are substantially more inclined toward binge drinking. There seem
to be few patterns of association between acculturation and health behaviors for Korean
Americans.

Discussion

This study aims to examine the effects of acculturation and US structural
environments on the health and health behaviors of Korean Americans, utilizing a bi-
national perspective. Among the numerous findings presented above, three are worthy of
additional discussion. First, we were not able to find any notable or patterned effects of

acculturation on health or health behaviors for Korean Americans, which is not consistent
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with the general knowledge on immigrant health and health behaviors vis-a-vis
acculturation. Earlier, we introduced a recent discussion on the bidimensional or
multidimensional acculturation experience of Korean Americans. Our findings suggest that
longer lifetime spent in the US or English proficiency does not simply make this population
be acculturated to health-deteriorating or ‘toxic’ US culture. In other words, the
multidimensional acculturation process actually takes place on health-related customs,
belief, values, and behaviors among Koreans Americans, or at least those residing in the
state of California. Then how does the multidimensional acculturation influence the health
or health behaviors of this population? If results were to show a promoting health and
health behaviors with more acculturation, we would have concluded that a strong aspiration
for mainstream US society and high culture and retaining of health protective culture from
Korea synergistically functioned for the beneficial health of this population. But no
patterned association between acculturation variables and health/health behaviors found
from this study makes it also possible to suppose that Korean Americans tend to retain their
health protective customs and behaviors from Korea regardless of their level of
acculturation, which offsets the adverse effect of acculturation to general US culture.
Unfortunately, we do not have enough information to conclude which is more probable or if
there are other explanations. Indeed, multidimensional acculturation is a very complicated
process of which dimension is even different across migration generations of Korean
Americans (Lee et al. 2003). A more sophisticated examination on the multidimensional
acculturation process will help better understand the health and health behaviors of

immigrant populations in the US (Abraido-Lanza et al. 2006).
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Second, multivariate results from the bi-national comparisons in Table 2 showed
that the differences in predicted probabilities of four health/health behavior outcomes
between two populations became very small when demographic and SES characteristics are
adjusted. However, Table 3 showed that health inequality across SES groups was much
greater among Korean Americans, compared to Koreans. That is, individuals of low
education, working in a manual sector, and with low family income tended to be more
strongly related to disadvantaged relative health status among Korean Americans than
among Koreans. We believe that the structural differences in the health care system
between the US and Korea may contribute to this result. A universal health insurance
system in Korea, although not completely comprehensive, is known to promote the health
of low SES people with few barriers to health care access (Jeong and BK 2006; Kim, Jeong
and Lee 2006). In the US, on the contrary, people of low SES have difficulties in acquiring
adequate access to health care services and related information. Further, as mentioned
earlier, Korean Americans are a race/ethnic group with one of the highest proportions
lacking health insurance, which may be attributable to a high rate of self-employment (Ryu
et al. 2001; Shin et al. 2005). Thus, the US health system is disadvantageous for the
socioeconomically deprived. Also, the lack of health insurance coverage among Korean
Americans may generate wider SES health disparities among Koran Americans relative to
Koreans.

Lastly, our descriptive analyses indicate that Korean Americans were more
advantaged than Koreans on three out of four outcome variables. One exception was self-

rated health, but when demographic and SES characteristics were controlled, this exception
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disappeared. This result provides an important piece of information on the health of
Korean Americans relative to Koreans. By comparing the mortality experiences of two
populations, (Cho, Ahn and Jung 2001) documented that the age-specific life expectancy
was higher for Korean Americans than for Koreans and in particular, the difference was
much greater among men in their 40s through 60s. They speculated that Korean Americans
had more favorable health status and health behaviors than Koreans. Our results provide
empirical evidence supporting this point. One possible explanation is that the superior
socioeconomic profiles of Korean Americans, compared to Koreans, may act to improve
health, as shown in Table 1. A highly selective visa screening system for Koreans,
particularly for immigrant visa applicants, has raised the qualification standards. Korean
Americans, regardless of their occupational positions in the US, are a select group among
Koreans. Reduced superiority of health and health behaviors among Korean Americans as
compared to Koreans after adjustment for demographic and SES characteristics in Table 2
support this explanation.

This research has several limitations. First, it was not possible to disentangle the
time order of migration and health outcomes, due to the cross-sectional nature of the data
sets employed. Although we assumed that migration to the US occurred prior to the
incidence of outcome variables in many instances of this research, we do not have sound
evidence on the time sequence of events. Second, we were not able to directly compare the
risk factors between the two populations by combining our two data sources. Our
discussion would have been much richer and sounder if the two populations were compared

within one data set. Third, findings for Korean Americans in this study are not generalized
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to the entire Korean American population in the US, although results provide notable
implications. However, the advantages of the CHIS data collection efforts to utilize Asian
languages in order that less-acculturated Asian subjects were included in the survey may
offset this limitation.

Despite these and other limitations, we believe this research delivers very useful
information in better understanding the health of Korean Americans regarding the effect of
acculturation. Further, the comparison of the predicted probability of outcome variables,
although indirect, has allowed an investigation of the sources of discrepancies in health
status and health behaviors between Koreans and Korean Americans. The size of the
Korean American population is expected to grow greatly in the coming decades. Our
research clearly suggests that more public health policy attention should be paid to
socioeconomically disadvantaged Korean Americans from a multidimensional perspective

of acculturation.
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Tabk 1.W eghted Perxcentage D istrbutions ofRisk Factors and Healh Outcom es
forKoran Am ericans rsiding h Califomi and Korans

2
Koran Koreans

. 1
Am ercans

Age
19-44 38.0 52.1
45-64 43.7 33.3
65 and over 16.9 14.7
Mean age) 45.8 45 .4
Sex
Mak 38.4 46.6
Fem ak 6l1.6 53.4
MartalStatus
Curently m aned 66.1 67.6
Everm armed 14.6 12.8
Neverm arred 19.3 19.6
EducatbnalAtaim ents
Less than high schoolgmd 8.9 33.1
High schoolgmduation 22.4 34.1
Colkge and m ore 68.7 32.8
Em pbym entStatus
Non-m annualblbor 29.1 18.7
Manualhbor 21.6 40.6
Noti hborforce orunem pbyed 49.3 40.7
Fam iy hcom e fiom Poverty Line
Lowerthan poverty Ine 16.5 15.0
100-199% 23.0 31.3
200-299% 15.9 26.8
300% and over 44.7 27.0
MaprChmwnic IIhess
D iabetes 6.6 5.9
Hypertension 17.7 14.9
Asthm a 5.2 2.7
Lifetin e n the US
0-20% 26.8 -
21-40% 27.4 -
41-60% 25.2 -
61% and over 20.5 -
Language atHom e
English only 8.0 -
English and Koman 48.3 -
Koman 38.8 -
O ther 5.0 -
Unweihted N 485 25196
Source:

1 2003 Calibmi Healh htewew Suwey
22005 Kora NatbnalHealh and Nutrdton Suwey
Note:
PEase mad text fordetaied hfom aton forvarabk chssifications



Table 2. Weighted and Predicted Probabilities of Dependent Varables
Assuming Independent Varables being Zero.

Korean Americans’

Koreans®

Null Model Model 1~ Model 2 |Null Model Model 1

Self-rated Health

Poor 0.25 0.06 0.01 0.19 0.04
Body Size by BMI

Overweight or obese 0.25 0.18 0.22 0.31 0.25
Smoking

Currently smoking 0.19 0.09 0.10 0.29 0.03
Binge Drinking

At least once in the last month 0.18 0.19 0.07 0.46 0.23

Source:

19003 California Health Interview Survey
2 2005 Korea National Health and Nutrition Sruvey

Note:

Please read texts for the specifications of each model.
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