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Abstract

Healthy Mind Healthy Living: A mindfulness-based cognitive therapy program culturally and
linguistically adapted for older Korean American adults

Jenny Kim

Chair of the Supervisory Committee:
Linda K. Ko
Department of Health Systems and Population Health

Korean American (KA) older adults experience higher risk for depression compared to
Non-Hispanic whites. Healthy Mind Healthy Living (HMHL) is a single arm, pre/post pilot
intervention study to test and evaluate the effect of an abbreviated telephone-based
mindfulness-based cognitive therapy (MBCT-brief) protocol to reduce depression and improve
sleep quality and stress. MBCT-brief was adapted culturally and linguistically for older KA
adults; participants attended one of three MBCT-brief groups (8-10 participants, N=24),
delivered virtually over the span of 8 weeks by a licensed bilingual/bicultural (English/Korean)
clinical therapist. Survey data were collected at baseline and 9 weeks post intervention and
measured depressive symptoms (QIDS-SR16), sleep quality (PROMIS Sleep Disturbance 4a),
and stress (Perceived Stress Scale). The differences in the three outcome measures from pre
and post were calculated using paired T-tests. We observed significant differences for changes
in mean+SD for depressive symptoms and sleep quality. Post MBCT-brief, participants had a
significant reduction in depressive symptoms (8.04+4.70) compared to baseline (10.29+4.22,
t(23)=2.87, p=0.004). Similarly, participants had a significant improvement in sleep quality post
MBCT-brief (51.03+2.82) compared to baseline (53.23+4.14, 1(23)=2.53, p=0.009). Participants
also had reduction in stress (17.54+4.56) compared to the baseline (17.21+3.99, 1(23)=0.28,
p=0.39), but it was not statistically significant. These findings indicate that culturally and
linguistically adapted MBCT-brief has potential to improve symptoms of depression, sleep

quality, and stress among older KA adults with limited English proficiency. Future larger trials



may want to explore the efficacy and effectiveness of MBCT-brief on depression, sleep quality,

and stress with a control group.
Background

Depression has drastically risen since the first report of coronavirus disease 19 (COVID-
19) in December 2019." According to the Center for Disease Control, the prevalence of anxiety
and depression has increased from 36.4% to 41.5% nationally.? While the pandemic has
impacted the mental health of all age groups and populations, older adults have been
disproportionately impacted.® Older adults, particularly those who live alone, experience social
isolation and loneliness at higher rates, compared with younger groups.* This risk factor for
depression may be further exacerbated by social restrictions during lockdown.* Research
examining depression by race showed that older persons of color reported higher rates of
emotional distress and stressors compared to White counterparts since the COVID-19
pandemic.® Evidently, it is important to identify and study sub-group differences among minority

populations so that all communities receive the support they need.

Among older adults, Asians have experienced the greatest increase in depression,
having a 5.5-fold increase, compared to White, Hispanic, and Black populations.® This alarming
statistic may be attributed particularly to risk factors that increase the likelihood of depression
among older Asian adults such as diminishing social networks,”® the inability to access

culturally and linguistically relevant health information,®

and limited opportunities to connect
with social groups.®’ In addition, the increase in anti-Asian hate crimes amidst the pandemic
has led to changes in routine activities related to racism and negative mental health
symptoms.'" Access to mental health services is another challenge among older Asians.
Approximately 89% of older Asians are foreign-born and have high levels of limited English
proficiency.'?'? Studies have shown that limited English proficiency is a prominent barrier for
older Asians when seeking mental healthcare due to language difficulties associated with

immigrant status.™

Korean American elders, a population of predominantly first-generation immigrants, are
at a higher risk for depression with rates of probable depression being four times greater
compared to Non-Hispanic White and African American elders.">'® Furthermore, Korean
American elders reported the highest psychological distress compared to Chinese, Filipino,

Japanese, and Vietnamese participants in the 2007 California Health Interview Survey



(N=51,048)."" Despite the higher rate of depression among this population, older Korean
American adults are not accessing mental health services due to low mental health literacy,
language barriers, and stigma.® The intersection of these critical risk factors for depression
point to the urgent need for mental health interventions that center the needs of older Korean

Americans.

Mindfulness-based cognitive therapy is a (MBCT) is a group-based intervention rooted in
Eastern ideology with a secular curriculum that combines mindfulness training with cognitive
therapy.’® MBCT encourages participants to become more aware of thoughts, emotions, and
bodily sensations, and to view them as passing events in the mind.'® Participants learn skills
that involve disengaging from automatic thought patterns related to depression. A variety of
studies have demonstrated the effectiveness of MBCT in preventing depression relapse and in
reducing active depression. One randomized control trial conducted in England found that
MBCT significantly reduced depressive symptoms from moderate to mild among participants in
the treatment group, compared to the control group where no change was observed (N=28).%°
Another randomized control trial conducted in Denver, Colorado found that participants in both
the MBCT-brief and control group experienced significant and equal reductions in depressive
symptoms (N=92). However, the intervention group experienced a gradual symptom reduction
over time, whereas the control group a gradual increase in symptoms.?' In addition, one study in
the Netherlands found that MBCT significantly decreased depressive symptoms for participants

with and without a current depressive episode (N=205).??

While MBCT has been primarily tested among non-Hispanic White populations, there
are several studies that point to the promising benefits of mindfulness among Asian populations.
A systematic review of mindfulness-based interventions in Asian populations was conducted
where researchers identified 40 articles, 33 which were controlled trials, and 7 with a pre-
posttest design.? Overall, MBCT was effective in reducing depressive symptoms compared to
routine treatment methods, or no treatment at all.?® One pretest-posttest control group study in
Thailand found that elderly Thai women who received mindfulness-based cognitive therapy
exhibited lower depression scores after the program completion, and 3 months thereafter,
compared to those who received typical emotional support and care from nurses (N=54).%* A
randomized control trial in Hong Kong demonstrated that behavioral activation with mindfulness
was more effective in reducing depressive symptoms than routine care (N=115).2° While these
are promising results, none of these studies included Asian immigrants from the United States,

and the impact of MBCT remains unexplored in this population.



The Current Study

Despite the higher rate of depression among this population, older Korean American
adults are not accessing mental health services due to low mental health literacy, language
barriers, and stigma.'® Furthermore, the impact of an MBCT program remains unexplored
among older Korean American adults. To address this gap, we partnered with the Asian
American Information Network (AARIN), a community-based organization serving older Korean
American adults, to implement a culturally adapted, telephone-delivered, mindfulness-based
cognitive therapy program (MBCT-brief). MBCT-brief has been shown to improve reach and
accessibility of services, as well as be effective in reducing depressive symptoms among mostly

white participants.?
Methods

Healthy Mind Healthy Living (HMHL) is a single arm, pretest-posttest intervention study
to assess the impact of MBCT-brief on depression, sleep quality, and stress for older Korean
adults, aged 50-89.

Setting

The current study was delivered in a remote setting, through telephone or HIPAA
approved Zoom, depending on the participant’s preference. During each session, instructions
were provided if any technological issues arose, and a research assistant was present to

provide immediate support.
Participant Recruitment and Enrollment

Participants were recruited by AARIN, a community-based organization serving older
Asian populations. Participants were recruited through flyers, social media, and word of mouth.
AARIN also collaborated with partnering organizations and asked them to refer potential
participants who may be interested in the program. Interested individuals provided their contact
information to AARIN to receive more information about the study. Next, AARIN called each
interested individual to gauge interest and assess eligibility for the study. Participant recruitment
and retention are displayed in Figure 1. 36 participants contacted AARIN, 26 participants were
eligible to participate, 24 participants enrolled in the program, and 2 participants could not enroll

due to their schedule, leading to a resulting enroliment rate of 92%. The study received approval



by the Institutional Review Board at the University of Washington Human Subjects Division in
February 2023.

Inclusion criteria for participants included: (1) self-identify as Korean, (2) be between the
ages 50 and 89, (3) has limited English proficiency (responds “less than very well” when asked
“how well do you speak English”?), (4) has mild to moderate depressive symptoms (scores
between 5-14 when assessed using Patient Health Questionnaire-9 (PHQ-9), and (5) willing to
give an audio/visual consent to participate in the study. Exclusion criteria included older Korean
adults with PHQ-9 scores > 15 (moderately severe to severe) as current evidence show that
engaging in mindfulness practices that may invite experiencing negative stimuli can increase
emotional dysregulation and instability among this group. If eligible for the study, consent
information was provided verbally by the participant and recorded online through REDCap by
the interviewer. If ineligible, participants were thanked for their time and interest in the study.
Participants received up to $120 for participating in this study: $20 for completing each survey
(%40 for the pre/post survey), $50 for completing the 8-week MBCT-brief program and an

additional $30 for the semi-structured interview.
Intervention

The intervention was delivered in the format of 1-hour sessions over 8 weeks. All
sessions were in Korean and facilitated by a trained, licensed clinical therapist bilingual in both
Korean and English. The therapist facilitated a total of 3 MBCT-brief groups: 8 participants in
Group 1, 10 participants in Group 2, and 6 participants in Group 3. Prior to the start of each
group, participants received the program workbook in the mail, which contained the session
content, homework assignments, and audio guides to support home practice. Each session was
delivered over Zoom where participants could join via Zoom or by calling in through telephone.
A research assistant was present at each session to provide administrative and technical
support. The format for each session included a check-in, a guided practice specific to that
week’s content, an inquiry discussion, and an overview of the assigned weekly practice (Figure
2). The assigned weekly practice involved mindfulness audio recordings for participants to
follow at home daily. Audio recording links were sent to participants via email and text after each
session by the research team. Additionally, each session was recorded and sent to participants
who missed a specific session. Participants were asked to communicate absences in advance
and were only permitted to miss 2 sessions to remain in the program. Among the 24 participants

who enrolled in Healthy Mind Healthy Living study, 1 participant dropped out of the program



after the first session. Including this participant, the average attendance for the 8 total sessions
was 6.83.

Prior to implementation, the original MBCT-brief was culturally and linguistically adapted
by the research team, community partners, and intervention developers for the older Korean
American community using the Framework for Reporting Adaptations and Modifications —
Enhanced (FRAME).?” FRAME provides a framework to document and characterize
modifications made to adapted evidence-based interventions. Modifications are classified by
who the modification was made for, what was modified, the level of delivery, and the context
and nature of the modification (Figure 3). First, the participant workbook was reviewed by the
bilingual and bicultural research team and community partners to identify content areas needing
cultural adaptations. Recommended adaptations were presented to the intervention developers
for fidelity to the original intervention. Intervention developers provided alternative options if
modifications compromised fidelity. When all modifications were finalized, the workbook was
translated into Korean by a professional translator. After translation, the researchers and
community partners reviewed the adapted workbook and made minor revisions to improve the
flow and appropriateness of the workbook. Some examples of adaptations included: removing
examples considered taboo in the community (e.g., alcohol and drugs), replacing discussion
topics with age-appropriate scenarios, and replacing “fork” with “chopsticks.” Furthermore, due
to the awkward translation of MBCT-brief to the Korean language, the program name was
changed to “Healthy Mind Healthy Living” to increase acceptability among the Korean

community.
Data Collection

Data collection was conducted from May 2023 to December 2023. Eligible participants
completed the baseline survey, administered by a bilingual team member. After the participation
in the 8 week MBCT program, participants were contacted by a bilingual team members to
complete the postsurvey. All surveys were administered by the team member in Korean over
the phone. 24 participants completed the baseline survey and 22 participants the postsurvey

(91.67% completion rate).
Measures

Depression



The primary outcome variable was depression. Depression was measured using the 16-
item Quick Inventory of Depressive Symptomatology (QIDS-SR+s) a standardized, validated
measure, used to measure depressive symptom severity.?® Depression included 9 domains: 1)
sad mood, 2) concentration, 3) self-criticism, 4) suicidal ideation, 5) interest, 6) energy/fatigue,
7) sleep disturbance, 8) appetite/weight, and 9) psychomotor agitation/retardation. Questions
under each domain had several answer choices. For example, when asked about the
concentration domain, the participant could indicate the following: 1) There is no change in my
usual capacity to concentrate or make decisions, 2) | occasionally feel indecisive or find that my
attention wanders, 3) Most of the time, | struggle to focus my attention or to make decisions, or
4) | cannot concentrate well enough to read or cannot make even minor decisions. For each of
the nine domains, the scores ranged between 0-3 (0 = lowest, 3 = highest). The total QIDS
scores ranged from 0 to 27 with scores of 5 or lower indicative of no depression, scores from 6
to 10 indicating mild depression, 11 to 15 indicating moderate depression, 16 to 20 reflecting

severe depression, and total scores greater than 21 indicating very severe depression.
Sleep Quality

Sleep quality was measured with the Adult Patient Reported Outcomes Measurement
Information System (PROMIS) Short Form v1.0 — Sleep Disturbance 4a. The PROMIS
instrument is a valid and reliable measure that evaluates self-reported perceptions of sleep
quality, sleep restoration, and sleep depth, as well as challenges with falling or staying asleep.?
The 4-items are rated on a 5-point scale (1 = never, 2 = rarely, 3 = sometimes, 4 = often, 5 =
always). The total scores range from 4 to 20 with higher scores indicating greater sleep
disturbance. Raw total scores are converted to T-scores. A T-Score of 50 represents the mean
of the United States population with a standard deviation of 10. As a result, a higher T-Score

than 50 indicates greater sleep disturbance than the average U.S. population.
Immigrant Stress

Stress was measured with the Perceived Stress Scale, a widely used instrument to
measure perception of stress.>® The measure assess stress levels and how often participants
felt a particular way in the last month, such as how unpredictable or uncontrollable they
perceived their life to be. The 10 items are rated on a 5-point scale (0 = never, 1 = almost never,
2 = sometimes, 3 = fairly often, 4 = very often). All scores were added to create a total

immigrant stress. Higher scores mean increased stress. Questions 4, 5, 7, and 8 were first
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reversed coded. Individual scores ranged from 0 to 40 with higher scores indicating greater
perceived stress. Scores ranged from 0-13 (low stress), 14-26 (moderate stress), and 27-40

(high perceived stress).
Participant Satisfaction Questionnaire

During the administration of the postsurvey, participants also completed the Participation
Satisfaction Questionnaire (PSQ). The PSQ is a 15-item survey adapted from the Client
Satisfaction Questionnaire, a widely used survey to measure client satisfaction in receiving
services.?! The language of the questions was modified to be applicable towards participants in
the HMHL program. Questions were also added to ask directly about the perceived

appropriateness and acceptability of the program among the Korean community.
Sociodemographic Variables

Sociodemographic variables were measured at baseline. Measures included age,
gender, employment status, marital status, English proficiency, education level, and household

income.

Data Analysis

Data were analyzed using the statistical software, R.>> Descriptive analyses generated
frequencies for categorical variables and means for continuous variables. Depression, sleep
quality, and stress scores were calculated following the scoring systems described above. A
paired t test was used to test the null hypothesis that the difference in means for the outcome
variables is zero. A per-protocol analysis approach was applied, that is, only people who
completed both the baseline and post intervention surveys were included. The study excluded 2
people because they did not complete the post intervention survey. We used alpha at 0.05 to

test for significance.
Results
Participant Characteristics

Figure 4 portrays the demographic characteristics of the participants. The average age
of participants was 62 and the age range was 51-82 years. 87.5% of participants identified as
woman and 12.50% identified as man. A quarter of participants (25%) were retired and over half

reported working either full-time or part-time (58%). Most participants were married or in a
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marriage-like relationship (67%) and indicated limited English proficiency (76%). Over half hold
a college degree (70%) and almost half reported an income of less than $50,000 (46%).

Impact of HMHL on Depression

We found a decrease in depression from pre to post intervention. The posttest scores (M
= 8.23, SD = 4.86) were significantly lower than the pretest scores (M = 10.68, SD = 4.18), t(21)
=2.92, p = 0.004 (Figure 5).

Impact of HMHL on Sleep Quality

For the secondary outcome variable, sleep quality, there was an increase in sleep
quality from pre to post intervention. The post intervention scores (M = 51.17, SD = 2.89) were
significantly higher than the pre intervention scores (M = 63.57, SD = 4.14), 1(21) =2.55,p =
0.009 (Figure 6).

Impact of HMHL on Immigrant Stress

There was a decrease in perceived stress levels from pre (M = 17.68, SD = 4.78) to post
intervention (M = 17.32, SD = 4.15), t(21) = 0.28, p = 0.39 (Figure 7). This reduction was not

statistically significant.
Participant Satisfaction Questionnaire

Responses to the patient satisfaction questionnaire are displayed in Figure 8. Across all
three groups, over half of participants indicated that their expectations were somewhat met and
about 30% indicated that their expectations were mostly or entirely met. Aimost all participants
report that HMHL helped them manage their stress and depressive symptoms to some extent.
About 82% indicated that they are ‘mostly to completely’ satisfied with HMHL. Over half of the
participants reported that they were ‘mostly to completely’ satisfied with the delivery of the
program over the phone. Regarding the program content, about 82% of participants found the
weekly homework assignments to be ‘mostly to completely’ beneficial, and 54% found the
workbook to be ‘mostly to completely’ understandable. Lastly, 77% found HMHL to be mostly to
completely appropriate for the Korean American community, and 63% found HMHL to be mostly

to completely acceptable for the Korean American community.
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There were group differences in satisfaction. Group 3 responses were on the higher end
of the scale (3-4) indicating a more positive response to the HMHL intervention, compared to
Groups 1 and 2 which scored relatively lower on the scale (1-2) compared to Group 3 (Figure
5). For example, when asked “To what extent has HMHL met your expectations,” the majority of
participants in Group 1 (57.14%) and Group 2 (77.79%) selected “2 = some of my expectations
were met,” whereas the majority of participants in Group 3 (66.67%) selected “3 = Most of my
expectations were met.” Similarly, when asked “How has the HMHL program helped you
manage your stress effectively, the majority of participants in Group 1 (80.70%) and in Group 2
(66.67) reported “2 = it helped somewhat” while participants in Group 3 reported “3 = it mostly
helped” (50%) or “4 = it helped a great deal” (50%).

Discussion

This study examined the impact of a culturally and linguistically adapted MBCT-brief
intervention on depression, sleep quality, and stress among older Korean American adults aged
50-89 in the United States. Participation in a brief culturally and linguistically adapted MBCT
intervention showed significant reduction in depression and increased sleep quality among

Korean Americans. While there was also a reduction in stress, it was not statistically significant.

Our findings corroborate previous studies that show the effectiveness of MBCT in

reducing depression among non-Hispanic White populations®®-??

and populations in Asian
countries.?**?° While this is the first study to test an MBCT-brief program for older Korean
Americans, it demonstrates the importance of tailoring interventions to be culturally and
linguistically appropriate for specific communities. By reducing the language barrier and
adapting the content for Korean Americans, participants were able to learn mindfulness tools in
their native language and engage in supported conversations about stress and anxiety without

stigma.

The study also found improvements in sleep quality among participants. Numerous
studies have shown the strong association between depression and sleep, with sleep
disturbance being one of the main symptoms of depression.®® As a result, it is plausible that we
observe the improvement of sleep in tandem with depression due to their strong association.
Furthermore, all HMHL sessions occurred in the evening, which may have contributed to
helping participants to be relaxed after the sessions, aiding them with sleep quality. Similarly, as

most participants were working during the day, they may have completed the at-home
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mindfulness exercises in the evening, naturally preparing them to be more ready to the cognitive
therapy.

The study observed a reduction in stress; however, it was not statistically significant.
There are several possible reasons for this finding. First, the small sample size of 22
participants may have been underpowered to detect a significant difference of 0.36 points.
Secondly, there is a lack of validity around the measure of perceived stress among older Korean
Americans. While the Korean version of this scale has been tested and validated among the

3435 and older Koreans residing in South Korea®, it has

younger Korean American population
not been formally tested among the older Korean American population. Third, some of the
measures may not have been a candidate for improvement with MBCT. For example, when the
two subscales®” under the Perceived Stress Scale are examined more carefully, the items in the
scale associated with self-efficacy tended to result in greater reductions in stress levels whereas
the items associated with helplessness tended to result in greater increases in stress levels. It
may be that MBCT may be helpful for increasing self-efficacy rather than decreasing perceived
helplessness. Furthermore, Korean cultural norms discourage individual expressions of
emotional stress and emphasize diligence as a social virtue.*® As a result, many Korean
Americans cope with their stress through problem-focused coping strategies, such as being
diligent, exercising, and engaging in hobbies.*® Further studies may be needed to provide a
deeper understanding of how stress is conceptualized and perceived by older Korean

Americans.

We also sought to learn about participants’ experiences in the program through the
Participant Satisfaction Questionnaire. We found that participant satisfaction improved through
the course of the study. While there was an overall positive response to the program, Group 3
tended to have more positive responses to each question than Groups 1 and 2. There are
various reasons as to why we may see these results. The first two groups were launched
simultaneously, and it was the first time for the facilitator to lead an MBCT-brief program. During
weekly debriefs with the facilitator, she expressed that there was a learning curve for her and
described how her confidence and ability to explain concepts was growing with each session.
By the time Group 3 had begun, the facilitator had a better grasp on how to explain mindfulness
concepts in a way that resonated with participants. Secondly, for the first two groups, the
orientation session and first session were combined to align with the 8-week structure of the
MBCT-brief program. However, some participants in Groups 1 and 2 expressed that they were

not expecting the program to be primarily focused on mindfulness exercises and skills-building.
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To make program expectations clearer, we created a separate orientation session for Group 3
where participants openly asked questions and were provided greater detail of what to expect
from the program. As a result, Group 3 participants were more informed and better prepared to
engage with the program material. Through this experience, we learned the importance of
having a separate orientation session so that participants can ask questions, process, and

mentally prepare for the program before diving into the first session.

The study had various limitations and strengths. First, our study did not have a control
group, limiting our ability to attribute the effects observed to the intervention alone. Second, the
study included a small sample size of 24 participants, who were mostly from New York and New
Jersey. Many of the participants reside in ethnic enclaves and may experience protective factors
associated with having a community of a similar ethnic background. These two states are within
the top five states with the greatest Asian populations, so the findings may not be generalizable

to Korean Americans living in other states with a small Korean population.

This study also had many strengths. First, this was the first culturally and linguistically
adapted MBCT-brief intervention for older Korean American adults. All materials were culturally
adapted, translated, and reviewed by Korean research staff and community partners. We used
reliable and tested Korean versions of the primary measures to assess depression, sleep
quality, and stress. As this was a pilot study, we took note of areas to improve and adapt the
materials for future iterations. To address limitations, future research studies should explore the
impacts of MBCT-brief among older Korean adults using a large scale, randomized control trial

design.
Conclusion

Overall, this study found that culturally and linguistically adapted MBCT-brief for older
Korean American adults improved depression, sleep quality, and stress among this community.
On average, participants were satisfied with the program, perceived it to help manage stress
and depression, and found the program to be culturally acceptable and appropriate for the
Korean American community. This study reveals valuable information about the potential of
MBCT-brief for the Korean American older adults, as well as other Asian communities with
limited English proficiency. Barriers related to language, stigma, and a lack of culturally
appropriate mental health services may be mitigated by programs like Healthy Mind Healthy

Living. While MBCT-brief was tailored for older Korean Americans, future intervention studies
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may consider partnering with community-based organizations serving other Asian populations to
adapt the program culturally and linguistically for their specific community. Continuing to adapt
and assess evidence-based mental health interventions for older Asian communities is critical in

reducing depression and advancing health equity for all.



Figures

Figure 1. CONSORT Diagram

CONSORT Flow Diagram

)

Enroliment ] ’ Assessed for eligibility (n=36)

| Consented (n=24)

Excluded (n=12)
+ Not meeting inclusion criteria (n=11)
+ Other reasons (n=1)

\4

A

Pre-Assessment QIDS pre-assessment (n=24)

A

Intervention Completed 8-week MBCT intervention (n=23)

» Discontinued intervention (n=1)

Post-Assessment

QIDS post-assessment (n=22)

Figure 2. MBCT-brief Structure and Content

Session Structure Weekly Content of MBCT-brief

1. Awareness of Automatic Pilot

1) Homework review (except for first

session) 2. Living in Our Heads

2) In-session practice of mindfulness
exercises 3. Gathering the Scattered Mind

3) Guided inquiry
4) Summary of main themes 4. Thoughts Are Not Facts

Daily mindfulness exercises (via audio recordings) 5. Allowing and Letting Be (Part 1)
assigned for home practice

6. Allowing and Letting Be (Part II)

7. Taking Care of Myself
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8. Maintenance

Figure 3. Cultural and Linguistic Adaptations of MBCT-brief Using FRAME

Categories | N | %

Example of adaptation

What was modified

Content

19

95

Changed "Studying for an exam or preparing a work presentation" to
"Hosting a family gathering"

Context

1

5

Developed Q&A session prior to the first session for group 3*

Who made the recommendation and decision

All (Researcher/Community

Changed "We are uncertain how a presentation will go at school" with "We

Partr_ler/Inter\_/entlon Lieueloper 1= || s are uncertain about our financial situation for the future"
Service Provider)
Researcher/Community
Baffrar/Sanvics Provider 3 15 | Translated the content to Korean language
Researcher/Community Partner 2 10 | Replaced all images with culturally relevant images
When implementation was made
Pre-implementation 18 | 90 | Changed "using fork" with "eating with chopstick"
= ; Explanation of the difference between mindfulness and meditation in group
Pilot implementation 2 |10 3+
Whether modification was planned
Planned (proactive adaptation) 18 | 90 Lesson on Stress, Dlstres§, & Mindfulness: examples of stress were
culturally and age appropriate
Unplanned (reactive adaptation) 2 10 | Developed Q&A session prior to the first session for group 3*
Fidelity
Deleted "meditation group or having a friend be your meditation buddy" and
Fidelity-consistent 20 | 100 | replaced with “consider practicing the mindfulness skills and the different
techniques you learned during this time with a friend or a family member."
Level of Delivery
Entire target group 18 | 90 th?gn;]cgled alcohol or drug use" under "What is Stress?" section due to
Specific target group 2 | 10 ;xplanatnon of the difference between mindfulness and meditation in group
Why modification was made
To improve fit AND Changed program name from Mindfulness-Based Cognitive Therapy to
. 1 5 5 o
increase reach/engagement Healthy Mind Healthy Living
To improve fit 16 | 80 | Examples of stress were culturally and age appropriate
To increase reach/engagement 3 15 | Replaced all images with culturally relevant images




Figure 4. Participant Demographic Characteristics

Participant Demographics (N=24)
\Variable N (%)
/Age, mean (SD) 60.58 (8.95)
Gender
Man 3 (12.50)
Woman 21 (87.50)
Marital Status
Single 1(4.17)
Married 16 (66.67)
Divorced 5 (20.83)
Widowed 1(4.17)
Prefer not to answer 1(4.17)
English Fluency
Not at all 15 (62.50)
Not well 2 (8.30)
Well 7 (29.16)
Employment Status
Full Time 9 (37.50)
Part Time 5 (20.83)
Retired 6 (25)
Unemployed 2 (8.33)
Not applicable 2 (8.33)
Education
High school graduate 2 (8.33)
Some college 3 (12.50)
Associate degree 2 (8.33)
College graduate 13 (564.17)
Graduate school degree 4 (16.67)
Household Income
Less than $15,000 3 (12.50)
$15,000 to less than $35,000 7 (29.17)
$35,000 to less than $50,000 1(4.17)
$50,000 to less than $75,000 1(4.17)
$75,000 to less than $100,000 |3 (12.50)
$100,000 to less than $150,000 4 (16.67)
$150,000 or more 5 (20.83)




Figure 5. Impact of HMHL on Depression
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Figure 6. Impact of HMHL on Sleep Quality
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Figure 7. Impact of HMHL on Stress
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Figure 8. Participant Satisfaction Questionnaire
All Groups Group 1 Group2 | Group3
Question Response Items (N=22) (n=7) (n=9) (n=6)
n (%) n (%) n (%) n (%)
To what extent has the
Healthy Mind Healthy Living |1, None of my expectations have
(HMHL) program met your been met 2(9.00) 2 (28.67) 0(0) 0(0)
expectations?
2, Some of my expectations have | 43 59 00) | 4 (57.14) |7 (77.79)| 2(33.33)
been met
3, Most of my expectations have 6(27.27) | 1(14.28) |1(11.11)| 4 (66.67)
been met
:‘;(QII of my expectations have been 1 (4.54) 0(0) 1(11.11) 0(0)
How has the HMHL program
helped you manage your 1, It did not help at all 0(0) 0(0) 0 (0) 0 (0)
stress effectively?
2, It helped somewhat 12 (54.54) 6 (85.70) | 6 (66.67) 0 (0)
3, It mostly helped 5(22.72) 0 (0) 2(22.22) | 3(50.00)
4, It helped a great deal 5(22.72) 1(14.28) |1(11.11)| 3(50.00)
How has the HMHL program 1 ' iy ot help at all 1(454) | 1(1428) | 0(0) 0(0)

helped you manage your
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depressive symptoms

effectively?
2, It helped somewhat 11 (50.00) 5(71.43) | 5(55.56) | 1(16.67)
3, It mostly helped 5(22.72) 0(0) 2(22.22) | 3(50.00)
4, It helped a great deal 5(22.72) 1(14.28) |2(22.22)| 2(33.33)
Overal, EOMWHT_anSSgﬂ? YOU I Very dissatisfied 1(454) | 1(1428) | 0(0) 0(0)
2, Somewhat satisfied 3(13.63) 1(14.28) |2 (22.22) 0(0)
3, Mostly satisfied 13 (59.09) 4 (57.14) |5(55.56) | 4 (66.67)
4, Completely satisfied 5(22.72) 1(14.28) |2(22.22)| 2(33.33)
How satisfied are you with the
program being implemented |1, Very dissatisfied 3 (14.28) 1(14.28) |2(22.22) 0 (0)
over the phone and video?
2, Somewhat satisfied 5 (23.80) 4(57.14) |1 (11.11) 0(0)
3, Mostly satisfied 9 (42.85) 2(28.67) |5(55.56) | 2(33.33)
4, Completely satisfied 4 (19.04) 0 (0) 0 (0) 4 (66.67)
How beneficial were the
weekly homework 1, Not at all beneficial 1(4.54) 1(14.28) 0 (0) 0 (0)
assignments?
2, Somewhat beneficial 7 (31.81) 3(42.86) |4 (44.44) 0 (0)
3, Mostly beneficial 9 (40.90) 3(42.86) | 3(33.33)| 3(50.00)
4, Completely beneficial 5(22.72) 0 (0) 2(22.22) | 3(50.00)
ugr\éggggstandable was the 1, Not at all understandable 1(4.54) 1(14.28) 0 (0) 0 (0)
2, Somewhat understandable 9 (40.90) 3(42.86) |5(55.56)| 1(16.67)
3, Mostly understandable 10 (45.45) 3(42.86) |4 (44.44)| 3(50.00)
4, Completely understandable 2 (9.00) 0(0) 0 (0) 2 (33.33)
How effective was the
facilitator at delivering the 1, Not at all effective 0(0) 0(0) 0 (0) 0 (0)
weekly sessions?
2, Somewhat effective 4 (18.00) 3(42.86) |1(11.11) 0 (0)
3, Mostly effective 11 (50.00) 2(28.67) |6 (66.67)| 3(50.00)
4, Completely effective 7 (31.81) 2(28.67) | 2(22.22)| 3(50.00)
How would you rate the
szé‘r’;;ﬂfr”tifg:é‘:n“MH'— 1, Not at all appropriate 1454 | 1(1428) | 0(0) 0(0)
American community?
2, Somewhat appropriate 4 (18.00) 1(14.28) | 3(33.33) 0 (0)
3, Mostly appropriate 7 (31.81) 3(42.86) |3(33.33)| 1(16.67)
4, Completely appropriate 10 (45.45) 2(28.67) |3(33.33)| 5(83.33)
How would you rate the
zfggeg;bg%ﬁé tggrg';\f]"”' 1, Not at all acceptable 3(1363) | 1(1428) |2(2222)| 0(0)
American community?
2, Somewhat acceptable 5(22.72) 3(42.86) |2 (22.22) 0 (0)
3, Mostly acceptable 11 (50.00) 3(42.86) | 5(55.56) | 3(50.00)
4, Completely acceptable 3 (13.63) 0 (0) 0 (0) 3 (50.00)
How did you feel about the 1, e 2(9.00) | 1(1428) |1(11.11)| 0(0)

amount of guided instruction
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you received for the
meditation exercise?

2, Right amount 15 (68.18) 4 (57.14) | 5(55.56) | 6 (100.00)

3, Too much 5(22.72) 2(28.67) | 3(33.33) 0 (0)
How likely are you to
rp?‘gg?;migdat?r?eﬂgﬂOHrLa family 1, Very unlikely 0(0) 0(0) 0(0) 0(0)
member?

2, Somewhat unlikely 1(4.54) 1(14.28) 0 (0) 0 (0)

3, Somewhat likely 7 (31.81) 3(42.86) |4 (44.44) 0 (0)

4, Very likely 14 (64.00) 3(42.86) |5 (55.56) | 6 (100.00)




23

References

1.

10.

11.

Gomez-Salgado J, Andrés-Villas M, Dominguez-Salas S, Diaz-Milanés D, Ruiz-Frutos C.
Related Health Factors of Psychological Distress During the COVID-19 Pandemic in Spain.
International Journal of Environmental Research and Public Health. 2020;17(11):3947.
doi:10.3390/ijerph17113947

Vahratian A, Blumberg SJ, Terlizzi EP, Schiller JS. Symptoms of Anxiety or Depressive
Disorder and Use of Mental Health Care Among Adults During the COVID-19 Pandemic —
United States, August 2020—February 2021. MMWR Morb Mortal Wkly Rep.
2021;70(13):490-494. doi:10.15585/mmwr.mm7013e2

Ishikawa RZ. | may never see the ocean again: Loss and grief among older adults during
the COVID-19 pandemic. Psychological Trauma: Theory, Research, Practice, and Policy.
2020;12(S1):S85-S86. doi:10.1037/tra0000695

Robb CE, de Jager CA, Ahmadi-Abhari S, et al. Associations of Social Isolation with Anxiety
and Depression During the Early COVID-19 Pandemic: A Survey of Older Adults in London,
UK. Frontiers in Psychiatry. 2020;11. Accessed November 19, 2023.
https://www.frontiersin.org/articles/10.3389/fpsyt.2020.591120

Bui CN, Peng C, Mutchler JE, Burr JA. Race and Ethnic Group Disparities in Emotional
Distress Among Older Adults During the COVID-19 Pandemic. Gerontologist. Published
online December 25, 2020:gnaa217. doi:10.1093/geront/gnaa217

Ettman CK, Abdalla SM, Cohen GH, Sampson L, Vivier PM, Galea S. Prevalence of
Depression Symptoms in US Adults Before and During the COVID-19 Pandemic. JAMA
Network Open. 2020;3(9):e2019686. doi:10.1001/jamanetworkopen.2020.19686

Morrow-Howell N, Galucia N, Swinford E. Recovering from the COVID-19 Pandemic: A
Focus on Older Adults. Journal of Aging & Social Policy. 2020;32(4-5):526-535.
doi:10.1080/08959420.2020.1759758

Smith ML, Steinman LE, Casey EA. Combatting Social Isolation Among Older Adults in a
Time of Physical Distancing: The COVID-19 Social Connectivity Paradox. Frontiers in Public
Health. 2020;8. Accessed December 5, 2023.
https://www.frontiersin.org/articles/10.3389/fpubh.2020.00403

Wang D, Gee GC, Bahiru E, Yang EH, Hsu JJ. Asian-Americans and Pacific Islanders in
COVID-19: Emerging Disparities Amid Discrimination. J GEN INTERN MED.
2020;35(12):3685-3688. doi:10.1007/s11606-020-06264-5

Lee S. Expanding Bilingual Social Workers for the East Asian Older Adults beyond the
“COVID-19 Racism.” Journal of Gerontological Social Work. 2020;63(6-7):589-591.
doi:10.1080/01634372.2020.1802635

Han HR, Min D, Yun JY, Joo JH, Lee HB, Kwon S. The impact of anti-Asian racism on
routine activities and mental health among Korean American older adults and their
caregivers. Frontiers in Public Health. 2023;11. Accessed November 19, 2023.
https://www.frontiersin.org/articles/10.3389/fpubh.2023.958657



12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

24

Kim G, Worley CB, Allen RS, et al. Vulnerability of older Latino and Asian immigrants with
limited English proficiency. J Am Geriatr Soc. 2011;59(7):1246-1252. doi:10.1111/j.1532-
5415.2011.03483.x

Ponce NA, Hays RD, Cunningham WE. Linguistic Disparities in Health Care Access and
Health Status Among Older Adults. J Gen Intern Med. 2006;21(7):786-791.
doi:10.1111/j.1525-1497.2006.00491.x

Kim G, Wang SY, Park S, Yun SW. Mental Health of Asian American Older Adults:
Contemporary Issues and Future Directions. Innov Aging. 2020;4(5):igaa037.
doi:10.1093/geroni/igaa037

Jang Y, Chiriboga DA. Living in a Different World: Acculturative Stress Among Korean
American Elders. J Gerontol B Psychol Sci Soc Sci. 2010;65B(1):14-21.
doi:10.1093/geronb/gbp019

Min JW, Moon A, Lubben JE. Determinants of psychological distress over time among older
Korean immigrants and Non-Hispanic White elders: evidence from a two-wave panel study.
Aging Ment Health. 2005;9(3):210-222. doi:10.1080/13607860500090011

Kim G, Chiriboga DA, Jang Y, Lee S, Huang CH, Parmelee P. Health status of older Asian
Americans in California. J Am Geriatr Soc. 2010;58(10):2003-2008. doi:10.1111/j.1532-
5415.2010.03034.x

Kim MT, Kim KB, Han HR, Huh B, Nguyen T, Lee HB. Prevalence and Predictors of
Depression in Korean American Elderly: Findings from the Memory and Aging Study of
Koreans (MASK). The American Journal of Geriatric Psychiatry. 2015;23(7):671-683.
doi:10.1016/j.jagp.2014.11.003

Williams JMG, Russell |, Russell D. Mindfulness-Based Cognitive Therapy. J Consult Clin
Psychol. 2008;76(3):524-529. doi:10.1037/0022-006X.76.3.524

Barnhofer T, Crane C, Hargus E, Amarasinghe M, Winder R, Williams JMG. Mindfulness-
based cognitive therapy as a treatment for chronic depression: A preliminary study. Behav
Res Ther. 2009;47(5):366-373. doi:10.1016/j.brat.2009.01.019

Shallcross AJ, Gross JJ, Visvanathan PD, et al. Relapse prevention in major depressive
disorder: Mindfulness-based cognitive therapy versus an active control condition. Journal of
Consulting and Clinical Psychology. 2015;83(5):964-975. doi:10.1037/ccp0000050

Aalderen JR van, Donders ART, Giommi F, Spinhoven P, Barendregt HP, Speckens AEM.
The efficacy of mindfulness-based cognitive therapy in recurrent depressed patients with
and without a current depressive episode: a randomized controlled trial. Psychological
Medicine. 2012;42(5):989-1001. doi:10.1017/S0033291711002054

Thapaliya S, Upadhyaya KD, Borschmann R, Kuppili PP. Mindfulness based interventions
for depression and anxiety in Asian Population: A systematic review. Journal of Psychiatrists
Association of Nepal. 2018;7(1):10-23. doi:10.3126/jpan.v7i1.22933

J

Kitsumban V, Thapinta D, Sirindharo PB, Anders RL. Effect of Cognitive Mindfulness
Practice Program on Depression among Elderly Thai Women. 2009;13(2).



25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

25

Wong SYS, Sun YY, Chan ATY, et al. Treating Subthreshold Depression in Primary Care: A
Randomized Controlled Trial of Behavioral Activation With Mindfulness. Ann Fam Med.
2018;16(2):111-119. doi:10.1370/afm.2206

Shallcross AJ, Duberstein ZT, Sperber SH, et al. An Open Trial of Telephone-Delivered
Mindfulness-Based Cognitive Therapy: Feasibility, Acceptability, and Preliminary Efficacy for
Reducing Depressive Symptoms. Cognitive and behavioral practice. 2022;29(2):280.
doi:10.1016/j.cbpra.2020.12.004

Stirman SW, Miller CJ, Toder K, Calloway A. Development of a framework and coding
system for modifications and adaptations of evidence-based interventions. Implementation
Science. 2013;8(1):65. doi:10.1186/1748-5908-8-65

Rush AJ, Trivedi MH, Ibrahim HM, et al. The 16-ltem quick inventory of depressive
symptomatology (QIDS), clinician rating (QIDS-C), and self-report (QIDS-SR): a
psychometric evaluation in patients with chronic major depression. Biological Psychiatry.
2003;54(5):573-583. doi:10.1016/S0006-3223(02)01866-8

Cella D, Choi SW, Condon DM, et al. PROMIS® Adult Health Profiles: Efficient Short-Form
Measures of Seven Health Domains. Value in Health. 2019;22(5):537-544.
doi:10.1016/j.jval.2019.02.004

Cohen S, Kamarck T, Mermelstein R. A Global Measure of Perceived Stress. Journal of
Health and Social Behavior. 1983;24(4):385. doi:10.2307/2136404

Attkisson CC, Zwick R. Client Satisfaction Questionnaire-8. Published online November 14,
2016. doi:10.1037/t50119-000

R Core Team. R: The R Project for Statistical Computing. Accessed December 5, 2023.
https://www.r-project.org/

Nutt D, Wilson S, Paterson L. Sleep disorders as core symptoms of depression. Dialogues
Clin Neurosci. 2008;10(3):329-336.

Lee B. Measurement invariance of the Perceived Stress Scale-10 across gender in Korean
university students. International Journal of Mental Health. 2023;52(1):70-83.
doi:10.1080/00207411.2022.2046924

Park SY, Colvin KF. Psychometric properties of a Korean version of the Perceived Stress
Scale (PSS) in a military sample. BMC Psychol. 2019;7(1):58. doi:10.1186/s40359-019-
0334-8

Hong GRS, Kang HK, Oh E, Park Y, Kim H. Reliability and Validity of the Korean Version of
the Perceived Stress Scale-10 (K-PSS-10) in Older Adults. Res Gerontol Nurs.
2016;9(1):45-51. doi:10.3928/19404921-20150806-72

Taylor JM. Psychometric analysis of the Ten-ltem Perceived Stress Scale. Psychological
Assessment. 2015;27(1):90-101. doi:10.1037/a0038100



38. Shin JK. Understanding the Experience and Manifestation of Depression Among Korean
Immigrants in New York City. J Transcult Nurs. 2010;21(1):73-80.
doi:10.1177/1043659609349065

39. Sin MK, Jordan P, Park J. Perceptions of Depression in Korean American Immigrants.
Issues in Mental Health Nursing. 2011;32(3):177-183. doi:10.3109/01612840.2010.536611

26



