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COVER ILLUSTRATION

Two significant themes are portrayed in the cover design: (1) the
distinctive landscape of Southeast Asia—the bamboo, water butfalo,
the farmer—and (2) the ancient Yang and Yin symbol (A), which to-
gethar symbolize the omnipresent danger in the refugaes’ transition
from a rural environment to a highly urbanized setting. The concept
of Yang (good, strong, highest) and Yin {bad, weak, lowest), devel-
oped in the eighth century B.C., signifies the duality which Chinese
philosophers see in all things. For this publication, the Yang and Yin
symbol was purposely distorted and interposed with the Chinese
word ‘‘Wei Chi’’ (B}, meaning crisis, to illuminate the increasing
mental health concerns of the Southeast Asian refugees. It is intrigu-
ing to note that in coining the word ““Wei Ch”’ the Chinese scholars
gave it a dual meaning—danger (C) and opportunity (D) —when the
characters are interpreted separately.

T. Owan
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FOREWORD

During the past decade, one of the urgent problems
that has confronted the mental health field is the need
for better mental health care for Southeast Asian refu-
gees. Uprooted from their culture with iittle or no
preparation for a vastly different lifestyle in the United
States, many of the victims of this forced migration
developed severe adjustment prcblems, sharply limiting
their progress into the mainstream of our society.
The mental health system in this country is beginning
to recognize the problem of providing mental heclth
services for Southeast Asian refugees and to seek ways
of initiating appropriate services.

Presently there are few publications that deal with
Southeast Asian mental health concerns, and that also
encompass the broad perspectives of treatment, pre-
vention, services, training, and research. This
sourcebook provides current information about each
area and suggests new techniques and models to
improve mental health services for Southeast Asian
refugees.

The contributions to this volume were furnished by
distinguished mental health professionals and research-
ers who are also astute and sensitive observers of the
people who make up this American subculture. These
special skills are not learned easily. To obtain them
requires exceptional interest, dedication, experience,
and an understanding of the diverse cultural heritage
that Southeast Asians rave brought to America.




While this book is specifically intended for mental health
professionals and students, | believe it also may be a
valuable reference for the many people who are working
in related nhealth care disciplines.

This sourcebook represents an important initiative in
fostering greater attention to the mental health needs
of Southeast Asian refugees. We have a long way to
go. At this point, perhaps it is fitting to quote Carl
Gustav Jung who said, "And yet each of us can carry
the torch of knowledge but a part of the way, until
another takes it from him."

Shervert H. Frazier, M.D.
Director
National Institute of Mental Health




PREFACE

Since 1275, nearly 1 million refugees have resettled
throughout the Unitea States. Approximately 700,000
of these refugees have come from Southeast Asia.'
They have been dispersed to places where unemploy-
ment, social isolation, family estrangement, a new lan-
guage, racial tension, and other barriers to their
leadiny a normal life zre commonplace. The majority
of this new American population have overcome the
traumatic experiences caused by their forced.separation
from a familiar culture and lifestyle and their being
thrust into a radically different way of life in a new
home. A growing number, however--inevitably and
understandably--have developed serious adjustment
problems.

Various mental health practitioners, including those in
State and local governments, have expressed the urgent
need for technical assistance in planning and implement-
ing appropriate services for the Southeast Asian refu-
gees. This sourcebook has been developed in response
to that need.

This volume is divided into five sections: Treatment,
Prevention, Services, Training, and Research. It
attempts to build a new direction in mental health care
by describing how to (1) modify health services by
providing eclectic treatment approaches to fit the needs
of groups whose beliefs are deeply rooted in their
ethnicity, (2) develop primary prevention efforts to

'See the anpendix for detailed demographic data.
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forestaii psychological problems, and (3) conduct pre-
ventive intervention research.

The contributors are pioneers in the development of
culturally relevant mental health services, not cnly
for Southeast Asian refugees but also for Asian/Pacific
Islander Americans who share similar problems and
aeeds. The authors offer innovative ideas about the
need for more basic sociocultural research, cevelopment
of soucial support systems, mental health services more
closely tailored to non-English-speaking and limited-
English-speaking populations, and sustained assistance
for those considered most in need of mental health
services.

Thomas Choken Owan
Editor
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While each of the authors in this section addresses
treatment issues from an individual perspective and
experience, three major themes emerge that provide
new knowledge to enhance the current state-of-the-art
in the treatment of the Southeast Asian refugee.

The first major theme is that service providers and
the therapautic team must be acutely sensitive to the
Southeast Asian client's cultural and life experiences.
The Southeast Asian "culture! is, in fact, a multivaried




set of cultures. Yet within that framework there is a
common thread of perspectives that cuts across mental
health issues. Tung points out that feelings and emo-
tional problems are rarely considered proper reasons
for seeking professional assistance and that psycho-
logical reasons are not easily accepted. Psychiatric
diseases are often seen by Southeast Asians as extra-
ordinary, supernatural, or magical phenomena. For
those reasons, the Southeast Asian people often turn
to their families, friends, community leaders, priests,
and shamans for assistance and rarely seek professional
psychiatric services. Consequently, Southeast Asian
refugees are reluctant to engage the American system
of professional mental health services and seek assist-
ance only when problems seem overwhelming. The
engagement of the Southeast Asian client in the Ameri-
can mental health system has been shaped to a great
extent by the client's culturally determined perspective
about his or her relationship with any social system. ,
According to Ishisaka et al., the client's cultural code p
of conduct as defined, for example, by the social dis-
tance between persons, has great impact on the inter-
actions between the client and the service provider.
Tung points out that Southeast Asian clients tend to
understate problems, rarely express feelings, and are
modest and discreet. Therefore, they are reluctant
to open up, preferring most often to focus on factual
difficulties and physical discomforts (Tung).

The concerns that emerge from the experiences of |
mental health treatment services with Southeast Asian
refugees are not unique to that group. Westermeyer
argues that the current Southeast Asian refugee's

experience has much in common with other refugees .
and minority groups, and thus there are lessons to .
be learned from history. The use of refined, cross- :
cultura' clinical applications, techniques, and data from

other rc.fugee groups must be encouraged. Realizing :
that adjustment to a new culture and establishment of )
appropriate and acceptable treatment techniques is a
long and difficult process, at best, a vast array of
information, knowledge, and sensitivities utilizing many ’
disciplines is necessary (Westermeyer; Kinzie). .

The second major theme is that culturally relevant men-
tal health intervention must be researched, identified,

2




and made operational. These processes require patience,
flexibility, and an understanding of cultural taboos,
analogs, symbols, and codes of conduct (Ishisaka et
al.; Tung; Westermeyer). Ishisaka and his colleagues
provide a well-organized outline of ciient engagement,
role induction, and effective interventions. The con-
cepts of universalization--the notion that symptoms
are shared by many people; obligatory motivation--obli-
gation to others; and normalization--encouraging the
understanding of the connection between abnormal levels
of stress and emotional reactions--provide intriguing
suggestions for therapeutic interventions.

The Southeast Asian client's propensity to focus on
physical discomforts and to attribute difficulties to
physical antecedents makes a medical approach highly
relevant and effective (Kinzie; Carlin and Sokoloff).
Kinzie has found psychotropic medicine to be very use-
ful in treating Southeast Asians; the dose of antipsy-
chotic medications tends to be iower than for Caucasians.
The Carlin and Sokoloff chapter on treatment for South-
east Asian children is consistent in its concerns for
language and cultural factors. At the same time, chil-
dren's issues tend to be more future oriented than
issues for adult refugees.

The third and final theme in this section is the need
for competent, well-trained service providers. Most
authors in this section suggest that mental health spe-
cialists who come from similar cultural backgrounds
and who share the personal experiences of their clients
are needed to assure effective treatment services.
There is a caveat, however, as Tung points out. Some
Southeast Asian clients prefer non-Southeast Asian
counselors for fear that their personal problems will
become known in their community if they have Southeast
Asian counselors. Ishisaka et al. also suggest that
the use of a Southeast Asian interpreter/translator in
counseling may present some difficult problems, since
three people become involved instead of two, i.e., the
therapist, the interpreter/translator, and the client.
Westermeyer and Kinzie suggest that cultural and lan-
guage sensitivites are not enough and that simply being
from Asia does not always impute effectiveness. Well-
trained psychiatric personnel, knowledgeable and expert
in interviewing and counseling, are deemed more essen-
tial.
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Southeast Asian Mental Health: Treatment, Prevention,
Services, Training, and Research. T. C. Owan, editor.
National Institute of Mental Health, 1985,

PSYCHIATRIC CARE FOR SOUTHEAST ASIANS:
HOW DIFFERENT IS DIFFERENT?

Tran Minh Tung, M.D.

Psychiatrist in private practice
Falls Church, Virginia

Most observers and practitioners who work with South-
east Asian refugees seem to agree on most of the follow-
ing statements about Indochinese mental health problems
and service needs: 1) This is a population definitely
at risk, beset with a variety of stresses and problems
due to sudden uprooting and forced expatriation as
well as to the necessity of adjusting to a new milieu
(Chu 1972; Pedersen 1949; Rumbaut and Rumbaut 1976;
Tyhurst 1951; Zwingmann et al. 1973). 2) They are in
dire need of assistance; their condition cries out for
help, for prevention, and for treatment, both for their
own good and for the welfare of the community in gen-
eral (Aylesworth et al. 1980; Lin et al. 1979; Liu et al.
1979; Pennsylvania Department of Public Welfare 1979;
Tung 1975, 197%a; Yoshioka et al. 1981). 3) These
needs are not always being met, since the services that
are available are not always appropriate or even accept-
able to this population. 4) The main reason for this
state of affair- is that Southeast Asians are different,
and this is not always sufficiently taken into account
when such services are offered (Le 1977; Nguyen
1982b; Wong 1977).

The consensus, however, is not as general or as com-
plete on the subject of solutions or remedies. The
reason for this, in part, is that not everybody has
agreed on what constitutes the differences between




the newcomers and the rest of the American population
and how these variations demand the fine tuning neces-
sary to make our standard service modal more suitable
for this new clientele (Egawa and Tashima 1982; Fried-
man et al. 1981; Lee 1979; Tung 1978d, 1981b). This
paper has been written in the hope of providing some
answers by presenting the essential information one
might obtain by asking the question, "How different
is different?" at each critical point in the therapeutic
process for Southeast Asians. By pinpointing the main
characteristics that set this group of newcomers apart
from the mainstream, we will also have a better idea
of the effects of these characteristics on the nature,
form, and content of psychological care given to Indo-
chinese patients. Consequently, we will be better able
to define the adjustment that will make our services
more useful and usable.

Our presentation will try to follow what usually hapoens
in real life with a non-American patient. We shall look
at the most conspicuous factor that makes our patient
different; i.e., being a foreigner who speaks little or
no English. Then, as the patient proceeds aiong the
road of psychiatric service, we shall observe behavior
and study problems at different stages of the journey:
when the patient enters the system, submits to diag-
nosis, then undergoes therapy.

THE NEWCOMERS: A DIFFERENT CLIENTELE

The fact that Southeast Asians have problems because
they are foreigners, newly arrived in this country,
and that they speak little or no English, requires no
special acumen to recognize. One does need, however,
to point out some of the ramifications of these problems,
which are more complex than is usually suspected.

In the first place, very few aliens are aware of the
resources available in their community, nor do they
know where to get such information. And if they did,
most services would still be out of reach because trans-
portation, communication, formalities, paperwork, etc.,
are formidable obstacles to newcomers unfamiliar with
them (Tung 1980d); hence, mass media approaches to
keep the public informed about the availability of serv-
ices become very important.
6
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Without the access to information, refugees usually
have to depend on others for their needs. Sponsors,
friends, compatriots, wvolunteers, and workers from
resettlement agencies make most referrals to mental
health services. Thus, they should be included in
the planning and operation of any refugee mental
health program, the success of which depends in great
part upon the cooperation of these people (Moon and
Tashima1982).

LANGUAGE

Language difference is the second big problem, and a
major obstacle to services in more than one way.

There are, in the first place, those refugees who nei-
ther speak nor understand English. Their numbers

are considerable. In 1980, a special report to the
Secretary of Health, Educatior, and Welfare (now,
Health and Human Services) stated: '"Most refugees

cannot communicate in English. Only one-third of ail
the refugees interviewed can be understood by the
survey team. Almost half of the old wave of refugees
have difficulty communicating, and 25 percent could
not communicate without an interpreter. . . ." (HEW
1980). Remembering that traditional psychiatry relies
on verbal skills, it can be understood that language
is a problem for an even greater number of Indochinese
who don't have the language proficiency necessary to
take full advantage of these services.

There are also those who think they cannot speak Eng-
lish, at least not well enough to allow them to use some
of the services they may need. Many Indochinese,
therefore, who may feel inclined to seek help outside
their circle of compatriots, often stop short at initiating
the necessary contact when faced with the prospect of
having to use their laborious and imperfect English to
deal with what is almost a matter of life and death
(Tung 1980b, 1983b).

If, somehow, they are able to overcome this initial hesi-
tation, they will be facing more problems, whether they
work directly with an English-speaking professional or
through an interpreter. In either case, this is defin-
itely a stressful situation for them as well as for the
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therapist. These patients are certainly on edge, strain-

ing to understand, apprehensive about being misuncer-
stood, constantly and painfully aware of the distance
between them and their interlocutors. The American
practitioner may not be as anxious but is far from
being comfortable, with little of the self-confidence
that comes from working on more familiar terrain.
Frustration, fatigue, and sometimes guilt or anger set
in; relationships are often tense and uneasy, and both
parties are usually content to cut it short and let it
die at the first opportunity.

With an interpreter, communication may be quicker
and less laborious but not necessarily more accurate
or satisfactory. As a general rule, the presence of a
third person in a therapeutic situation brings in a
foreign element, the effects of which are not always
clear o1 easy to distinguish (Baker 1981; Baker and
Briggs 1975; Bang and Finlay 1982; Tung 1983a). In
my experience, there is an aggravating circumstance
in the fact that very few Southeast Asian auxiliaries
offer the transparency that professional translators
must attain to avoid interposing themselves in the dia-
log they are helping tc carry out. If anything, the
majority of these improvised interpreters feel very
involved and almost compelled to make their unsolicited
contributions to the transaction. Generally, their
motives are generous, and the "little" changes and
embellishments that they bring into the translation are

made with tiie most laudable intent: to explain or inter-

pret the patient's statement, which may be too obscure
or too confused for their taste, or, more often, to
try to present a better cese for their compatriot. Ego-
tistical reasons are also quite frequent,. often existing
outside of the interpreter's awareness and varying
from a desire to project a better-image of themselves
and of their group to deeper reactions of transference
and identification--quite common in a situation in which
both patient and interpreter are sharing the same or
comparable experience. At any rate, the patient is
often quite conscious--and none too glad--of such inter-
ference but is unable or too intimidated to raise an
objection. The therapist may not be as inhibited, but
the task is certainly made more complex, since he or
she has to handle both interpreter and patient at the
same time. The relationship, instead of being of a
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singular, one-on-one type, becomes triangular, with
three dyads and complex, simultaneous interactions in
which any change in one of the three couples will affect
the other two.

One frequent and preferred solution to this problem
is to use bilingual, bicultural workers, generally Indo-
chinese refugees thenselves, to serve as mental health
assistants to help bridge the gap with Indochinese
patients, Very few such assistants are fully qualified
professionals who are able to function on their own.
The majority are recruited for temporary positions and
briefly trained to work under supervision. Tne role
of such auxiliaries is unique, and their contribution
is invaluable, but their function is often complicated
by problems that have not been sufficiently noticed
(Lique 1982; Tung 1983b; Tung et al. 1978; Weiss and
Parish 1981). What is being asked of them would be a
tall order for any seasoned professional: to straadle
two different cultures, to assess the discrepancies
between them, and to serve as arbiters to explain and
reconcile the differences. Yet these tasks are being
entrusted to people whose training has been brief and
scanty and who are themselves wrestling with the same
problems they are supposed to help in others. Not
only are knowledge and tact necessary, but also insight
and an appreciable degree of detachment, neither of
which is easily obtainable in matters that are so sensi-
tive in their proximity to one's inner self.

MODE OF ENTRY

In the next stage of the treatment -rocess, differences
are not so obvious but are still quite noticeable. This
is when the patient comes into actual cuntart with the
system, and mental health services begin. For South-
east Asians, a few characteristics of the entry nrocess
are worth emphasizing.

VOLUNTARY ADMISSIONS

To begin with, voluntary admissions are infrequent,
and most Indochinese arrive at the mental health facility
because of someone else's decision rather than their
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own. There may have been an explicit obligation to
seek psychiatric service, for example, from a court
order. Or it may have been a mere suggestion, com-
bined with some form of friendly persuasion, as in the
case of referrals by the schooi system or social services.
In other instances, the initiative may have come from a
voluntary agency or a sponsor who also took the neces-
sary steps to secure the consultation, including trans-
porting the patient to the consultation. At any rate,
very few of the subjects really agree to or even fully
comorehend what has been decided for them, but even
fewer resist or refuse to comply with the suggestion,
either for fear of retribution or simply out of compla-
cency.

The result, predictably, is not always most propitious
for the relationship that is to follow. In the most
benign circumstances, the patient-to-be is bewildered,
confused, and fearful; having no idea of what is hap-
pening, what to expect, what the potential benefits
are, and his or her rights and responsibilities. In
the worst ceses, annoyance turns to anger, ignorance
fosters suspicion; thz involuntary client becomes more
or less convinced that he or she is being singled out
for harassment or persecution. The patient, therefore,
cooperates only minimally and, if not already antagonis-
tic, will remain reserv:d and expectant, refusing to
commit to the therapeutic venture to any appreciable
degree.

This is not to say that the only Indochinese we thera-
pists will see are those who have been taken forcibly,
by coercion, to our offices. Many do come cn their

own, in the most positive state of mind. But, if we

are looking for dif erences, let us note that there are
certain kinds of problems for which Indochinese will

not seek help.

FEELINGS AND EMOTIONAL PROBLEMS

Feelings and emotional problems per se are rarely, if
ever, considered to be a proper reason for seeking
professional assistance (Khoa et ai. 1981; Tung 1979a,
1979b, 1980c, 1983a). Depression, regrets, guilt,
shame, or similar preoccupying sentiments may weigh
heavily on a Southeast Asian's mind and life, yet these
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are still perceived as essentially private concerns, and
to talk about them would be about as discrete and com-
mendable as parading in the nude in public. And
because hardships and suffering are considered a<
the givens »f life and the lot of every living creature,
it serves no purpose to complain: lamenting is simply
a sign of weakness and denotes a lack of character.
If, however, relief must be sought because the pain
is too much to bear, one should look for solace from
parents, siblings, or friend; because they are the most
likely to understand and sympathize with you. It is
almest unthinkable to call on a stranger or a profes-
sional for such a purpose. In these people's countries,
there exists no profession dedicated to helping with
mental distress or unhappiness in general, the way
the American public expects psychiatrists, psychologists,
and social workers, for example, to help in similar
circumstances.
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SUICIDE

Suicide is another problem for which the Indochinese
will rarely expect any outside intervention (Alley 1982;
Tung 1980a). The American intense concern and con-
stant preoccupation with "helping" in cases of suicidality ;
are rarely comprehensible for a Southeast Asian, to
whom suicide represents a personal decision based on
various "normal" motives and is not always censidered .
pathological or reprehensible. One may kill oneself !
on behalf of the family or the group, to publicize a .
position or a sentiment that is impossible to express
otherwise, or as an honorable way out of a moral
dilemma. An outsider has no way of knowing about
this, has no right to pass judgment, and generally
has no business interfering. Friends or family may
intervene to stop the attempt, but society has no
responsibility in the matter, except maybe to prevent
such acts from being committed in public. Suicide, in
any case, would never be considered a proper object
for professional concern or medical attention (unless
the suicidal person has reacned the emergency room,
and then only because of the physical symptoms of
the suicide attempt).
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On the other hand, what Indochinese patients come to
a mental health consultation for is also remarkably dif-
ferent. In the first place, such natients often arrive
with special agendas that do not always fit with what
we know of an American mental health center (Ayles-
worth et al. 1980).

GRIEVANCES

Their grievances, for example, are mainly about a fac-
tual difficulty: the rebellious teenage son, the philan-
dering husband, or the pressures from work, etc.
And the questions they have for the therapist are most
practical: What shall they do? What could others,
including the therapist, do to help resolve the situa-
tion? The expectation is that the therapist will do
something immediately to help with the problem. Many
times, this simply means a concrete action such as sign-
ing an official document or intervening in an adminis-
trative procedure. But it could also be a more complex
behavior such as playing the role of an ally, a patron,
or an intercessor or mediator. At the least, the hope
is that the consultation will result in some detailed
ana practical advice about what the patient should do
to dispose of the problem.

MEDICAL SYMPTOMS

In quite a few cases, the patient brings in issues
related to medical symptoms (Kinzie et al. 1980; Kinzie
and Manson 1983; Lin et al. 1979). The major com-
plaints are about headache, insomnia, fatigue, or poor
appetite, but loss of memory and poor concentration are
also often mentioned by many patients who are alarmed
by the condition of their minds, which seemi to be "slip-
ping away." The consultation will then focus on the
physical discomfort, for which it is hoped medical care,
i.e., medication, injections, and other physical manip-
ulations, will bring relief. Here again, some patients
may eventually acknowledge their emotional distress
and talk about their psychological problems, if enough
trust has been established with the therapist. Such
information, however, will be presented as an ancillary
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issue of secondary importance, for which they see little
or no relevance to their actual preoccupations.

PSYCHQSES, NEUROSES, AND
FAMILY PROBLEMS

Finally, Indochinese patients may come in with the usual
crop of problems commonly seen in an American mental
health center: psychoses, neuroses, and family prob~
lems. The differerice here is that the number of such
problems is minimal, and most patients arrive at an
advanced stage of their evolution. The reason -for
the small number is to be found in these patients'
very narrow definition of mental illness, meant to cover
only those conditions that are so disruptive that they
derange the social order and disturb or endanger others
in the community. Psychoses generally fit the hill,
but neuroses and other nonpsychotic disorders would
be considered as diseases only if their repercussions
were unpleasantly felt by others and created trouble
for the community. As a rule, psychological distress
per se is not a disease and does not justify medical
intervention. Family problems are strictly the clan's
affairs but may be brought to an outsider's attention

if the outsider is seen as a possible ally and likely to
help by putting some pressure on the patient.

In most circumstances, the patient will probably arrive
after a long delay with very advanced symptoms. The
reasons for this may be involuntary and outside of
the patient's and family's intentions, but more often,
the lateness will have derived from the stigma attached
to mental iliness, as wer, as from the cultural stance
that advocates patience. resignation, and stoicism in
the face of adversity, and allows calling for help only
as a last resort.

A DIFFERENT PERSPECTIVE

The distinctive way the !ndochinese explain their
diseases, visualize the help they would like to get,
and conceive of their own responsibility and that of
the therapist represent important elements that require
careful consideration in the therapzutic sessions.
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Because of their special, and often bizarre, manifesta-
tions, psychiatric diseases have always been set apart
from other ilinesses. Psychoses especially are more
likely to be viewed by Indochinese as extraordinary
phenomena of a supernatural nature and the effects of
magical forces such as demonic possession, a voodoo
curse, or retribution for a sin or a fault (Tung 1980a;
Westermeyer and Winthrop 1979a, 1979b). For more
benign, nonpsychotic disorders, medical explanations
are often favored, and one speaks of a deranged nerv-
ous system; of a "weak" liver or, in a more sophisti-
cated system, of an imbalance between the yin and
yang or "cold" and "hot" principles. Circumstantial
explanations are often invoked as well, and psychiatric
disorders are frequently blamed on the stresses comihg
from dramatic events and changes such as losses, fail-
ures, deaths, separations, and life's downturns and
misfortunes in general. Unsatisfactory relationships
in the family or in society are also high on the list of
causes of "unhappiness." As is often the case with
commonsense psychology, the role of psychological fac-
tors is limited to the rare circumstances in which the
stress is of an extraordinary magnitude, while the sub-
terranean workings of affects and sentiments in their

subtler shades are often ignored or overlooked.

On the othe hand, the role of willpower is emphasized
and considered essential in every facet of life, in health
and in disease. With willpower, everybody should be
able to keep out of trouble, and willpower should be
enough to get people out of trouble, ‘if they simply
maintain constant cuntrol over their behavior and emo-
tions.

As for the refugees, their views of the problems, which
may take them or their loved ones to a psychiatrist,
are even simpler and are derived from their actual
and very vivid experiences as exiles and displaced
persons. Characteristically, they put the blame for
almost every difficulty on the multiple stresses and
hardships they know so much gbout: the quest for
subsistence, ihe preoccupation about job and career,
the new poverty and social demotion, feeling and being
lonely and different, the changing relationships with
their immediate entourage, etc. The accent is usually
on the environmental problems, the solutions for which,
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they believe, would bring their misery to an end.
For a deteriorating family relationship, for example,
help is often sought to find a new lodging or a better
paying job, with the assumption that conflict and
unhappiness have come almost solely from poor living
conditions or "too much worry." Emotional distress,
again, might be mentioned, often as an afterthought
and in personal confidence, but it rarely constitutes
the major problem for which the patient seeks assist-
ance.

In such a context, and with very precise ideas about
what is ailing them, Indochinese patients have definite
expectatons about what they should do or what kind
of help they would like to receive should they get sick.

For themselves, the expectation is that they will main-
tain control over their own sentiments and do their
utmost to help themselves at the outset. Self-control
works for prevention and for treatment, since willpower
may keep “superior persons" from becoming prey to
the derk forces of inappropriate emotions or may help
them to get "back in the saddle" if they have already
succumbed to the violence of their own emotions. At
the least, willpower will enable them to sail through
the vicissitudes of life with equanimity, to endure the
pains and miseries of existence with dignity, and, it
is hoped, to find within themselves the resources to
overcome actual difficulties (Tung 1979b).

1f, however, the burden has become too much to bear
alone, the next recourse is to those who are the most -
ready and the best placed to help: family and, aiso,
friends, who are almost brothers and sisters in spirit.
One can confide in these people and ask for help with~-
out having to feel ashamed or be afraid the plea will
be denied. The help requested may be material, mone-
tary, or simply of a moral kind. It will generally be
provided without question or criticism, but with the
assumption that should the need arise, reciprocal help
wo'lld be given to similar calls for help from friends -
or relatives (Tung 1972a).

Other kinds of assistance may be sought afterward as
each case warrants and for a specific purpose; for
example, a priest to help with prayers or exorcism, a
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physician for a physical ailment, or a social worker
for a welfare assistance problem. But no professional
is known to have the interest or qualifications to inter-
vene in the domain of "sentimental" problems.

It is quite easy to see the quandary for Western psy-
chiatry and its agents in attempts to help these people
whose host country is alien to them. In practice, and
because the Indochinese have tried to fit this novel
entity into their universe, mental health services tend
to be assimilated in a way that approximates the few
types of helping professions familiar to Southeast Asians.
Medicine, of course, is the best known of such proto-
types, but also included are various categories of
"charitable people" who give a helping hand to people
in distress, mainly on a voluntary basis out of kindness
rather than because it is their profession.

Whatever model is chosen, the view is that such persons
occupy prominent social positions, wield much power
and authority, and are endowed with knowledge, experi-
ence, and wisdom (Tung 1972b, 1980a). They can
help, but they can also withhold their aid and deprive
one of what one needs. If, however, they are really
good, the help that they offer will be given generously
and wholeheartediy, without reservation, hesitation,

or limitation, and with no questions asked. In return,
these "charitable people" demand respect for their
authority and deference for their decisions as they
literally take charge and assume the direction of their
proteges' lives. If ail goes well, they are owed grati-
tude for a great favor, while any mishaps are simply
accidents and the effects of fate, not the results of
any mistakes of theirs. They can choose to be com~
passionate and warm, but no one would dare to criticize
if they were to’act distant or haughty, because aloof-
ness is but an attribute of authority.

DIAGNOSIS

All these cultural differences affect the task of diag-
nosing and treating the Indochinese in various ways
and at different points. Diagnostic work in general
will be more tedious and delicate because of the lan-
guage difference and because Indochinese patients are
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not used to detailed historytaking, accustomed as they
are to relying on the divinatory power of their physi-
cians. It takes time, also, to win a patient's trust

and confidence (Chin 1983). Making a diagnosis pre-
sents some special problems, of which one should be

aware:

1. Always expect understatement whenever the patient
talks about his or her emotional condition, especially
if this is of a negative nature. Grief and depres-
sion, for example, often come out in a muted form,
with great economy and very little emotional expres-
sion. Anger, in particular, is generally presented
in an oblique and indirect fashion, with hints and
allusions or a touch of bjtterness or irony, but
seldom directly, with threats or imprecations, for
example. Any such outburst, if witnessed, may
indicate either extreme anger or an appreciable
degree of disorganization of the persorality, and,
in either case, a rather severe degree of pathology.
More discretion is expected, as a rule, from males
than from females, and a certain degree of emotion
is tolerated in females.

2, Many patients may seem unusually modest and dis-
crete: this has less to do with their true charac-
ter than with their culture. The self-deprecating
comments that they make are what their culture
demands and do not necessarily indicate that they
have a low opinion of themselves. By the same
token, they rarely volunteer details ahout them-
selves, even if these will put them in a good light,
because they do not want to look boastful. On
the other hand, they will keep silent about nearly
everything that may reflect unfavorably on them-
selves, their family, or their cecmmunity. An astute
interviewer, therefore, will do better to have a
few leads before sitting down with such clients;
pointed questions sometimes may ease a patient's
inhibition by showing that he or she will not be
divulging any secret by giving out information
already known to the interviewer.

3. Expect even more discretion about the patient's
family. Factual information is often complex and
confused because family matters are complex and
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confused. A description of the relationships and

emotional interplay between family members is even
more difficult to obtain because the family members
feel protective of each other and of the clan and

will readily censor any public revelation that could
cast a bad light upon the group. Some patients

may not succeed totally in suppressing their dis-

content or unhappiness, but direct accusations or
harsh or hostile comments about parents or elders
are exceptionai.

Ny, 0

.

-
5

%,
AT

o e

4, Expect difficulty in obtaining information about
sex life and sexual problems. The subject is prac-
tically taboo for women, although female patients
may be a bit more candid when talking to a female
therapist. Males may be more open if they are
seeking help for specific problems, such as a loss
of sexual potency. Usually, allusions and circum-
locutions will be used to elude inquiries--if such
inquiries have not already scared the patient away
and made him or her "clam up" for the rest of
the interview.
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5. Physical symptoms and bodily discomfort are a more
acceptable topic for discussion and a suitable intro-
duction to an inquiry into the patient's condition,
even if the interviewer is not a medical person.
The patient's description is uften couched in the
traditional medical terminology of the patient's home-
land, such as having a "hot" liver or a "weak"
kidney, etc. (Chueng et al. 1980; Tung 1980a).

¥

The problem often is to separate these bizarre-
sounding symptoms into those that reflect a physio-
logical problem and those that are expressions of
anxiety or depression. A medical workup may be
necessary, but a problem sometimes occurs when

a medical specialist persists in using every available
diagnostic tool, up to the most arcane techniques,
and ends up creatirng an iatrogenic hypochondriacal
anxiety in the patient.

6. All symptoms should be examined for cultural rele-
vance and meaning. A patient who talks about
seeing or conversing with a dead parent, for exam-
ple, is not necessarily psychotic: such beliefs
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are almost normal for people who live very closely
with the supernatural (Yamamoto et al. 1968).

ANXIETY AND DEPRESSION

Anxiety and depression are the most frequent nonpsy-
chotic conditions for which Indochinese patients will
seek help most readily. The typical symptomatology,
which is readily acknowledged by the patient, includes
a rich variety of complaints: headache, tension in
the neck and the back, thoracic oppression, palpita-
tions, dizziness, flatulence, poor appetite, lassitude,
fatigue, aches and pains in the limbs, and sleep dis-
orders (Kinzie and Manson 1983; Kleinman 1977; Lin et
al. 1979; Nguyen 1982b; Tseng and MacDermott 1975;
Tung 1980a). A most frequent complaint, one often
encountered in East Asian patients, is the fear of
cold (“frigophobia") (Tseng 1975; Yap 1951). It is
described as a feeling of constant chill, which causes
the patient to dress more heavily than others, and it

is often self-diagnosed as flu or malaria. Most Indo-
chinese consequently treat it by "rubbing out the wind,"
which leaves red or purple longitudinal bruise marks
on forehead, temples, or neck and chest. Another
frequent complaint is the difficulty of studying English
and "not being able to remember." The new “forgetful-
ness" is recent, as is poor concentration, and these
are often perceived as an indication of the decline of
their intellectual capabilities and a most terrifying sign
of old age (Tung 1978a).

Anxiety is well recognized, and its diagnosis is accepted
without too much question by most patients, who feel
that they have good reason to be worried. Depression,
on the other hand, is less readily acknow.edged because
of the traditional oriental view of life, wh.ch regards
sadness as a normal, everyday condition and a natural
reaction to adversity and misfortune, rether than as a
sign of pathology. Predictably, in the majority of cases,
depression and anxiety are part of an adjustment dis-
order and result from the refugees' stressful experi-
ences. The prognosis is usually good and the condition
transitory, with most patients recovering on their own
or with minimal outside assistance as circumstances
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evolve, generally for the better, and the subjects
themselves come to terms witii most of the changes.

PSYCHOSIS

Psychosis may take all the forms commonly found in
the Western world. In our experience, however, it
seems that schizophrenic disorders are more prevalent
than affective disorders and that depressive syndromes
are less frequent--or perhaps their symptoms less often
brought to the clinicians' attention-~than are manic
forms of disease. One type of psychotic reaction that
is of particular interest involves a systematized para-
1void delusion that affects an individual who has had
no symptoms until some time after he or she arrives
in a new country. The patient is very fearful of
foreigners and feels persecuted because he or she is
different. The reaction is acute and in most cases
short-lived, responding favorably to medication and
the reassuring presence of compatriots and a familiar
environment. The syndrome has been described in
many ethnic groups, and because there seems to be a
common Genominator in the fact that the subjects are
newcomers living in a foreign country, it has been
individualized as a distinct entity and dubbed "aliens'
paranoid psychosis" (Kino 1951).

SEX AND FAMILY

As has Lcen explaired previously, because of a cultural
bias against discussing sex and family troubles with
strangers, it takes extraordinary circumstances-~-and
external intervention--to see these issues brought to
the attention of the mental health professional (Tung
1979a). The occasion is usually some entanglement
with the law or a public disturbance that could no
longer be contained or tolerated by the family or the
community. In any event, the discussion of the case
is strictly limited to the identified patient or the spe-
cific trouble that caused the turmoil, and exploration
of any other subject is carefully avoided.
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ALCOHOLISM, SUBSTANCE
ABUSE, AND GAMBLING

Alcoholism is sometimes a problem for the male Indochi-
nese adult population but is definitely a rarity for
females., In a culture in which drinking is usually
communal, that limits to certain social occasions the
opportunity for using alcohol, lone drinking should be
considered pathological. Most Southeast Asians are
quite aware of this distinction, evidenced by the fact
that problem drinkers often rationalize their habits by
orotesting that they drink in company moge often than
they nurse the bottle all by themselves.

Substance abuse is rare in Indochina, and even here,
after 9 years of contact with the American culture,
few Southeast Asians are substance abusers. The only
exception seems to be a small number of young Laotians
who grew up in areas in which the use of opium is
traditional and have simply switched to other substances
to obtain the kick they used to get from the poppy
extract, )

Gambling, on the other hand, is a big problem that
brings misery to innumerable individuals and causes
many families to break up. It is rarely, if ever, rea-
son for a request for a mental health consultation.
However, the problem is so prevalent in most Southeast
Asian communities that it pays to remember to inquire
about it in cases of marital discord or a famil; problem
or with male adul*s who seem prone to acting out. -

THERAPY

Cultural idiosyncrasies are numerous in the therapy

relationship, and one is hard pressed to say which is
most important. Following are some comments on a

few of them.

PUNCTUALITY AND FLEXIBILITY
Punctuality is relative with Southeast Asians, whose
notion of time is very elastic. An Indochinese patient

is usually on time for the first appointment but cannot
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be expected to continue such a performance for long.
"No shows" are frequent, as are "walk in" patients
who have no appointment or have made no prior con-
tact, by phone or otherwise. Many times, this simply
reflects the real difficulty some patients have in secur-
ing transportation or using the telephone. It may also
denote a casual attitude toward time and timeliness
and, in a more general fashion, the traditional desire
always to keep one's options open and flexible enough
to make the most of changing circumstances.

The understanding by the patient also is that he or she
is expected to be flexible enough, if necessary, to rear-
range his or her time to suit the therapist's needs and
concerns. Schedules can be shifted or ]uggled around,
sessions can be shortened or prolonged, wuthout formal-
ity and without much objection from the patient. So in
return, the patient believes that the therapist should
also do his or her utmost to accommodate variations,
even if this means skimping on other activities or stay-
ing after hours for an unannounced visit, instead of
scheduling an appointment for another day.

Flexibility--which generally means adaptability--has a
different meaning for the Southeast Asian; an Indochi-
nese patient's agreement to a therapeutic contract
should be understood as temporary and conditional,
with an unstated clause: to reserve the decision to
continue or terminate therapy depending on the per-
ccived results of the treatment. Appointments for
followup may be made but are not really considered
binding: the patient will wait to see benefits from
the first encounter before deciding to come back for a
second. With a therapist who has been firm and posi-
tive, the patient may feel obliged to return, but not
without ambivalence, feeling shame or guilt for being
"weak," and also feeling anxiety about the gravity of
the problem. He or she may also wonder why the prac-
titioner had made the treatment "drag on" for so long.
Therapy usually proceeds by fits and starts on an
as-necessary basis. The patient often drops out of
sight without any forewarning as soon as he or she
thinks the problem is on the mend and reappears when
the symptoms start up again, A patient may not con-
tinue therapy for more than three or four sessions
but may come back some months or a vear later if there
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is a problem, whether or not it is similar to that expe-
rienced before. Such a pattern of attendance is com-
parable to what has been observed in most minority
groups, including Asians, Hispanics, and blacks {Hata-
naka 1975; Ramirez 1980; Sue and McKinney 1975; Sue
and Sue 1974; Task Panel 1978; Yoshioka et al. 1981).

CONFIDENTIALITY

The issue of confidentiality is often raised by Indochi-
nese patients but in a very distinct perspective. As
much as their American counterparts, Indochinese
patients are concer.ed about keeping their problems
out of public scrutiny. On the other hand, they also
live in a culture in which privacy is often limited, in
practice, by the usual communal living arrangement
and, psychologically, by the dominance over the indi-
vidual of certain social units, such as the family, clan,
or group, all of which claim the right to know. Dis-
cretion, rather than confidentiality, is expected from
the professional, and it is up to the patient to exact
a promise to this effect and to specify the extent of
the secrecy required. Because of such concerns, Indo-
chinese patients have been known to ask for a non-
Indochinese therapist, fearing that their secrets would
not be safe if they were to work with a compatriot,
especially in localities where the refugee community is
relatively small and almost everyone knows everyone
else. This has sometimes stopped some indochinese.
from seeking help in agencies where they could be
recognized. In my experience, one may as wall go
along with the patient's desire and assign the case to
a non-indochinese worker but also explain about con-
fidentiality and point out that the option of working
with a compatriot remains open should the patient have
a change of mind. Of course, confidentiality as a pro-
fessional and legal otligation should be stressed with
the Indochinese workers and strictly enforced if zred-
ibility is to be kept intact.

MEDICATION

Medication is an important issue with the Indochinese.
Because in their world medication is the epitome of
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medical service, no medical consultation would be com-
plete without the prescription or administration of med-
ication. The patients who come to a mental health
consultation, therefore, have the same expectation as
when they come to see a doctor and hope to have some-
thing--a shot, some pills--to show for: their effort.
On the other hand, their conviction is also that,
although Western medicines are effective, they may be
too potent and not always suitable for an oriental con-
stitution, which is either more fragile or simply differ-
ent. Vietnamese and Chinese in particular believe that
Western medications are generally "hot," and for that
reason should be used with caution: at a low dosage
and never for too long, lest they cause a disequilibrium
in the hot-cold balance of the body. Most patients
therefore wouid feel cheated if they were not pre-
scribed some medication, or, even better, several kinds
of medications, after the visit to a doctor. Yet cnce
they get back home, a great many will either reduce
the dosage, change the schedule of administration,
stop taking the medication after a few days, or cut
down on the amount of medicine that they use, without
telling the physician about their decision.
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Medicines "for the nerves" are deeply respected by
patients because of their effect on the mind and because
of the fear that they may allow someone to take control
of their minds and enslave them. For these reasons,
they are handled with apprehension and caution. Val-
ium and Librium, which are quite popular in Indochina
because of their effectiveness and are usually available
over the counter, have rarely produced any severe
addiction problem thanks to this salutary wariness that
keeps most people from abusing them. However, ihis
attitude sometimes stands in the way of any long-term
therapeutic regimen involving, for example, neuroleptic
agents, since most patients and their families object
to prolonged use of medication owing to the fear of
intoxication and dependency.
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It should be noted that in many cases Southeast Asians'
perception of Western medicines as being "too powerful"
are quite valid (Collard 1962; Blackwell 1977). The
sensitivity of Asians to different psychotropic agents
(neuroleptics, in particular) is well known, if not well
documented. Quicker therapeutic responses and more
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frequent and intense side effects are found in {ndochi-
nese patients at dosages lower than those used for
Caucasian patients. Antidepressants are poorly toler-
ated by most Indochinese patients except in major
affective disorders, which limits their use in treating
moderate, reactive depressions. Antianxiety agents,
on the other hand, are less a problem, though as a
rule most patients will do well on one-half to two-thirds
of the usual dose recommended by the literature,

PSYCHOTHERAPY

Psychotherapy, as a specific technique for helping
with emotional problems, is properly a product of West-
ern culture and, as noted by different authors, cannot
be transplanted to other cultures without some signifi-
cant transformation (Chang and Kim 1973; Hsu and
Tseng 1972; Lambo 1974; Neki 1975: Pande 1968; Torrey
1972; Tseng and McDermott 1975). Such adaptation
requires that any psychological intervention, to be
acceptable and effective for the Southeast Asian popu-
lation, should probably be: . :

e Of short duration, since such patients would rarely
dream of "imposing" upon strangers, i.e., not
friends or relatives, for too long.

e Limited in scope to the problem brought forth by
the patient and to the person identified as being
in trouble.

e Directed toward a goal that is predefined by the
patient and generally limited to the relief of symp-
toms or the resolution of the crisis.

e Active, in that the therapist should be the one who
initiates all the actions that are supposed to renedy
or improve the situation; the patient simply waits
for the bonanza that will follow compliance with the
therapist's orders.

e Directive, with the therapist in charge and the
patient simply following instructions. Role modeling,
persuasion, precsure, and counsel will be the main-
stays of the therapeutic arsenal,
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e Assorted, with some concrete expression of the ther-
apist's concern and tangible manifestations of power,
from a symbolic imposing of hand under the form
of somatic therapy and/or medication, with or with-
out the use of placebo effect, to various kinds of
environmental manipulation: intervention, advocacy,
material assistance, which may also help by alleviat-
ing or dispelling some of the external stressing fac-
tors.

e Supportive, striving to bolster the patient's ego at
the conscious level, with reassurance, encourage-
ment, and also providing opportunities for emotional
catharsis and desensitization (Wolberg 1977).

e Focused on the present and the immediate future,
with little or rio concern for the remote, historical
past. :

"Classical® Western psychotherapy that is psychoanalyt-
ically oriented or has reeducative or reconstructive
goals may stand some chance for success if the patient
is Westernized and is also young, intelligent, articulate,
sophisticated, and middle class, like the preferred
patients of most Western psycihotherapists (Pedersen
1981). This confirms what we have long suspected:
that the level of azculturation is the common denomina-
tor that cuts across most cultures to determine a per-
son's medical behavior.

The content of therapy should also strive to conform
to the patient's value system, which is rarely similar
to the therapist's own. With such concerns in mind,
the therapist should remember:

e That most values held by these patients (Parsons
et al. 1968) are those of a rural, gregarious society
of a preindustrial era, not so different from the
United States of yesteryear. These include order,
authority, family, respectability. industriousness,
achievement, and a Victorian attitude toward sex.

e That in the Southeast Asian there is a constant
quest for peace and harmany with others and with
the world in general; this leads to accommodation
rather than confrontation and to appeasement,
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submission, and acceptance rather than aggression,
impatience, and rebellion.

9 That the whole system is not static and has evolved
and is still evolving with time and with contact with
Western civilization. The result 1s a complex and
composite picture of a culture that is not quite what
we read about in books, nor is it the copy of West-
ern culture it may sometimes seem.
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In practice, if we, as therapists, have any doubt about
where such a patient stands, the best bet is to be
conservative and assume that he or she still thinks
and acts in the traditional way. If we are wrong and
the patient is more sophisticated and Westernized than
we thought, there is not much harm done, as the
patient will understand what we are talking about on
the basis of past experience. Any rectification needed
will be much easier than if we had assumed a "radical"
position, which would have alienated ¢ traditionally
minded patient and sabotaged the therapeutic relation-
ship beyond salvaging.
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FAMILY THERAPY

Since Southeast Asians are family centered and take a
family approach to most problems, including mental
illness (Tung 1972a), it seems natural to think that
family therapy could be a good way to give help. This
is not entirely true, however, for while most Southeast
Asian families are prompt to assist any member who is
in trouble, they are rarely agreeable to the suggestion
that the problem is family related. Family therapy
sessions are not as informative and productive as we
would like them to be, as almwst everyone is trying to
protect the image of the family as a whole. Parents
will abstain from disclosing their feelings in front of
the children. Children refrain from saying anything
negative about their parents. And all resent a ther—
apist who wants to suggest that the problem is the
group's instead of the identified patient's. In our
experience, better results would come, for instance,
from staging separate, consecutive meetings with the

parents rather than with the children and schediling %
a "joint" session for the entire family only after °h
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obtaining everyone's agreement on one or two issues,
which could then serve as the starting point for reach-
ing a compromise.

GROUP THERAPY

Group therapy is also generally difficuit to implement
with a population that is formalistic and whose members
frown on talking about themselves publicly, so to speak.
'I;_herapeutic grouns may have a chance to succeed only
if:

e The participants are allowed to speak their native
language, to diminish any inhibition or reluctance
that they may feel about a situation that may be
somewhat intimidating and foreign to their traditions.

e The greup composition is homogeneous, with mem-
bers of the same sex, of same profession or corpora-
tion, of 2 similar social background, or with the
same interests or problems.

® The session is goal-oriented and focused on a spe-
cific problem in which everyone has a stake. A
process-oriented, free-form meeting would in most
cases be too fluid, uncomfortable, and incomprehen-
sible for most Indochinese, who are accustomed to
more structured situations and who expect immediate
benefit from their participation.

® There is a visible leader who directs the discussior,
serves as facilitator and mediator, and also hands
out opinions and judgments, and closes the discus-
sion, The best choice of a person for that role
would be someone with maturity, experience, and
prestige or social position,

Finally, working with Indochinese patients in the pres-
ent circumstances also means that we have to make
the maximum use of the resources in their communities.
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RELIGION

Religion occupies a privileged position in the life of
many refugees. The kind of help that a patient can
get from such a source, however, is very limited.
Most Indochinese go to the priests or bonzes or the
few mediums or clairvoyants in their community only
for services considered to be their “speciality': pray-
ers, incantations, sacrifices, exorcism, expiatory cere-
monies, divination, and other magical interventions of
this sort (Egawa and Tashima 1982). A few may ask
for guidance and counseling, but any such help is
provided as a favor, coming from a person of good
counsel with experience and wisdom to spare, and not
because it is in any way a part of the professional
calling. In practice, the religious leaders do contrib-
ute greatly to mental health, through the consolation
and appeasement that religion brings to a distressed
person and by referring or motivating patients to come
to therapy or reinforcing the therapist's explanations
and instructions. It helps, therefore, to keep in touch
with the community religious establishment, if only to
insure their goodwill toward the mental health facility
and to prepare for their eventual cooperation in future
cases.

Other resources in the refugees' own community are
generally scarce and poorly organized and inventoried,
but if and when they are available, they are valuable
because they provide assistance that is immediately
usable and acceptable (Khoa 1980). Among such
resources, the most significant is the circle of friends
and immediate intimates who often stand in as a family
for the refugees who have no relatives in the United
States. The care and support of patients can often
be entrusted to these informal support systems with
surprisingly good results, although, of course, there
will always be some limitations inherent in such an
arrangement.

Most voluntary, benevolent refugee associations (mutual
assistance associations) are still in their infancy and
can help only in very general tasks such as public
information or health education. The presence of the
Indochinese community in general, however, is in itself
a big asset to mental health. The availability of a
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congenial milieu, the possibility of social interaction,
. the promise of a meaningful relationship with companions
from the same background and culture are, without
doubt, the best remedy to depression and a source of
moral support that helps counterbalance the stress of
living in a foreign country. Such a therapeutic tool
should be fully exploited for patients who may be feel-
ing doubly alienated, both by their illness and by their
foreignness.

IN SPITE OF THE DIFFERENCES P

It has been 9 years since the first contingent of refu-
gees arrived in the United States from Indochina.
Now numbering aimost 700,000, they form a good-sized o

group, though still a minority among minorities. With

time, and often without being aware of it, a great many &
have gone a long way toward integrating themselves w;s?
into the host society and becoming a working part of 5
the American community, not only sharing in but also .
contributing to its activities and resources. In a few &
fields, however--and mental health is one of the most R
notable examples--the "mainstreaming" process has g
never been complete enough to permit an Indochinese ,jg
patient to be treated the way an American is or to i
receive the same benefits. é
The refugees' problems also have become more complex ‘f%
and intricate; they may not be as acute, but they cer- 5

i

tainly are not less severe or less numerous. They no
longer involve survival and subsistence but concern
issues that are more elusive, often intangible, but no
less real than those that were experienced before.
Conflicts; discord between sgouses, parents, and chil-
dren; cultural identity crises; or difficulties in relation-
ships with one's own people or with the host community
are not merely words but represent sleepless nights,
sorrow, headaches, and often blood and tears for many
Indochinese. They need answers and golutions, and
most have tried to find these on their own, without
even thinking of seeking help. Some among them,
however, did arrive at institutions and receive services.
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Were thzay helped? How much did they appreciate the i
services? Some apparently did, as many are coming iz

back, and perhaps in time, many more will come, with
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more questions and more problems. What is available
from our establishment at the present time, though
not luxurious, is generally sufficient in most cases.
it may not always be appropriate and adequate for
every Southeast Asian, however, because of the gap
! between valye systems, customs, and traditions.
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One could think of two ways to narrow such a gap.
Either patients can change and learn to adjust to the
norms established by the majority or the services can
. be modified to fit the patients' needs and demancs.
& There is no doubt that Indochinese Americans have
; changed and will continue to evolve ioward more Amer-
icanized behavior. If, however, the history of Asian/
Pacific Islander Americans is of any predictive value
regarding the shape of things to come, such evolution
will probably stop short of complete assimilation, and
many generations later there will still be a need for a
different kind of psychological care for Indochinese
Americans.

A5

This means that we cannot simply sit still and wait
for the patients to be sufficiently acculturated to take
advantage of our services. In the meantime, the acute
and pressing needs of the present generation of South-
east Asians in the United States give one more reason
to try to find, right now, some way to tailor our serv-
ices to benefit this new clientele. The problem is dif-
ficult but not insoluble, requiring time and patience
as well as an earnest desire to help. From the official
establishmen:, must come a sense of purpase, along
with tangible commitments in terms of research and
active programs; from the practitioners, tolerance,
perserverance, and concern for the special ordeal this
group of patients has undergone. Some authors have
described "cultural empathy" as being that special
sense that allows a therapist to feel along with a
patient from a different cultural background (Hsu and
Tseng 1972; Kinzie 1978). Empathy is perhaps the
greatest gift a clinician can possess: that great human
quality that causes us to stand by our patients, to
see their foreignness among their problems and, by
fully accepting the implications, to make this foreign-
ness an integral part of the solution. Coupled with
compassion, which makes us take that extra step to
help, empathy should be enough to make us open and
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flexible and ready to help in spite of cultural differ-
ences.
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INTRODUCTION

Over the past two decades, there has been increasing
recognition of the vital role played by culture in both
the manifestation of behavioral dysfunction and its
treatment. Yet responsible use of cultural knowledge
in clinical work continues to be problematic. Beyond
recognition of an individual as a member of a given
group due to name, common characteristics, general
appearance, or other discriminating features, few if
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any meaningful inferences can be drawn regarding an
individual's furctioning (Levine 1973, pp. 27-28).
While it is essential that all those providing mental
heaith services to Indochinese refugees be well versed
in cultural knowledge regarding the several societies
that constitute Indochina, it is also true that such
cultural knowledge may not be predictive of the behav-
ior of individuals. The importance of ethnicity and
cultural variables for understanding an individual is a
matter of culturally sensitive assessment in which the
therapists' (psychiatrist, psychologist, social worker)
store of cultural knowledge serves as a general field
against which the individual or client group may be
assessed.

Regrettably, mental health services and practitioners
seem to have moved from an era of disregard for cul-
tural variables to a time of excessive reliance on simple
models of cultural determinism. Such reductionism is
exemplified by trait approaches to analyzing cultural
differences; i.e., enumerating the characteristics
whereby one cultural group might be seen as different
from another (Green 1982, p. 9). While useful as a
means of recognizing differences between groups, such
an analysis is inadequate for the needs of clinicians
whose principal responsibilities and interests involve
the individual or small-group functioning. Because of
the problems of generalizing from a group level to that
of an individual, the transactional approach set forth
by Barth (1969, p. 11) appears to be more appropriate
for clinical work. Within the transactional framework
of culture, the role of culture in influencing behavior
is assumed to be veriable. The therapist using the
transactional framework is operating as a participant
observer identifying relevant culturat factors as mani-
fested by the individual client or client unit in inter-
actions with others and the environment. To identify
relevant factors, the clinician must possess adequate
information about cultural values, norms of conduct
(both prescriptive and proscriptive), language patterns,
nonverbal behavior patterns, and so forth. Most crit-
ical to the transactional model of clinical practice in
cross-cultural mental health settings is the recognition
of immense variability of behavior across cultures,
within cultures, between individuals, and across time
and situations. Recognition of such variability includes
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awareness that each individual will manifest 2 unique
cultural and developmental synthesis in his or her
behavior; this uniqueness cannot be adequately pre-
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dicted by knowledge of the behavior patterns of the ii
client's cultural group (Green 1982, p. 52). Failure e‘éf
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to recognize these essential elcments of cross-cultural
practice results in a form of benign ethnic stereotyping
that can be extremely destructive in our work. Knowi-
edge that the client is Vietnamese, for example, sug-
gests certain values and behavior paiterns for which
we must be watchful (ishisaka and Takagi.1982, p.
148). Other factors that must be considered are age
at time of arrival, traditionality of developmental experi~ fed
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ence, rural or urban background, socioeconomic class B
background, education, religion, and relative accultura-
tion to American lifestyles. While hardly an exhaustive 5
list, these dimensions illustrate the types of assessment o
variahles necessary to identify the specific effect of -

cultural membership on an individual client.
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The following sections present key clinical issues that
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have been identified over the course of 9 years of pro- &
viding mental health services for Indochinese refugees 12
at the Asian Counseling and Referral Services, Inc. B
The clinical approaches addressed are provided to ?
assist clinicians serving Indochinese clients in handling e
potential issues in treatment. The use of the recom- B
mended approaches relies on a thorough assessment 4
that seeks to identify the relative contribution of tra- ??

ditional culture to client functioning. For example, %
younger Indochinese refugees who are fluent in English %
and who have adopted many of the mannerisms of Amer- i
icen culture may not benefit from the formal introduc- i
tion to the practitioners suggested in the f:ilowing “
section. Similarly, an appeal to an individuval’s sense 3
of obligation to others may be inappropriate for many %
whose behavior is guided by Western norms of conduct. K
On the other hand, a practice approach such as normal- :
ization has been found to be useful with the majority =

I NI
I

of clients bhecause of widespread unfamiliarity with the

use of American mental health services. It should be

emphasized that these approaches must be individualized %

in their use in any given case and should not be 4

viewed as applying across the board. :
43 %




INTERPRETATION AND
CULTURAL CONSULTATION

Because of the paucity of trained bilingual an-.. bicul-
tural Indochinese mental health providers, services to
the growing number of Indochinese needing mental
health services must rely on a variety of personnel
available to act as interpreters and cultural consultants.
Due to their importance, we view such individuals as
mental heaith assistants upon whom our work depends
and who must assume a role equal to that of the thera-
pist if work is to proceed effectively. Although others
have reported little or no difficulty with the use of
mental health assistants (Kinzie 1981}, our experience
has demonstrated that there are several areas of poten-
tial difficulty that, if unanticipated, will simply undo
all of our efforts to assist Indochinese refugees {Marcos
1979). Therapists need to be aware that the cultural
factors described in this chapter are operating between
therapist and mental health assistant, between mental
health assistant and client, and between the therapist
and the client. “hus, an interaction that typicaily
involves two actors when a language and culture are
shared becomes an interactional process involving
three distinct subsystems. The bilingual mental health
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assistant may be unwilling to divulge certain clinical %
features that he or she may feel will show the client's i
community in an unfavorable light. Such censorship, g
towever well intended, is an important problem given 2
the need for accurate information on which to base §
Jur assessment work and treatment efforts. A bilingual b
mentai health assistant may find it extremely difficult g :
to communicate client complaints to the therapist that z

might be construed as being disrespectful of the thera- .
pist in his or her authority role (Muecke 1983a). A
client may be unwilling to disclose important aspects
of the clinical situation to the bilingual coclinician due
to anxiety about how it will be received or because of
personal shame. Overall, the traditional value placed i
on conflict-avoiding behavior requires the most empha- '4
sis. Therapists should be aware that, in many

instances, a mental health assistant, client, or consult-
ant may choose to deny or suppress information that :
is perceived as threatening to harmonious role relation- :
ships between the actors involved. Therapists nead ;
to be aware of these issues and their cultural origins :
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and to develop sensitivity to the myriad ways such
factors can influence the therapeutic process and antic-
ipate their influence in the interview. If the therapist
can sense that some information is being withheld or
that a possible controversial issue is being avoided, it
is useful to raise the issue and, by example, seek to
obtain better information. [t is critical that therapists
unfamiliar with the cultural systems of Indochina not
misunderstand the motives for the behavior patterns
described. The intent is not to deceive or somehow
estrange the therapist. Rather, the force of traditional oy
values is so strong that from the coclinician's perspec-
tive the cotion taken is the lesser of two problematic
courses.
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Because of these difficulties in language access and
cultural differences, it is always preferable for mental
health services to be provided by bilingual, bicultural o
specialists. Due to differing linguistic and cultural o
histories (Spradley 1979, p. 17), interpretation poses
several serious problems in the provision of mental
health services to Indochinese refugees, in addition to
those previously discussed.
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Perhaps most important, the ianguages of Indochina
are vastly different in internal structure from English.
Constructions that appear simple in English may have
no direct correspondence in another tongue. Similarly,
a construction from Camb~dian may have no directly
corresponding translation into English. Therapists
need to be aware of such differences and to recognize
that the interpreter should play an important adjunc-
tive role as a cultural consultant for effective work
with Indochinese clients. The interpreter must be
invited to provide us with information about the client's
nonverbal behavior that is understandable only in its
own cultural context, as well as information about the
type of honorific words employed by the client, cul-
tural norms being represented by the client, and the
like. In clinical work, the interpreter must assist in
far more than interpreting words. The interpreter
must assume the hugely important role of translating
meanings across what is often a vast cultural and per-
sonal distance. In this context, there are several sug-
gestions that have proven to be helpful,
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It is extremely heipful to have an opportunity to review
with the interpreter the nature of the interview, spe-
cial content areas that the therapist is interested in
pursuing, and technical issues that might have to be
covered., This allows the interpreter to provide feed-
back to the therapist about potentially sensitive areas
and alternative ways to obtain information, to become
prepared by identifying the points of greatest corres-
pondence possible between the two languages, and to
identify any role induction work that may need to be
done to prepare the client. Similarly, it is beneficial
to reserve time to discuss with the interpreter any
observations he or she might have made during the
interview. It is also helpful for the therapist to speak
directly to the client and to avoid unnecessary ges-
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should be noted that nonverbal behavior by the thera-
pist is simply more "noise" in the information system
and will serve to detract from communication. It is
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helpful to employ an interpreter to review the thera- o
pist's statements and questions for unnecessary use A
of technical jargon. As therapists, we should attempt b3
to keep our statements as simple as possible and avoid %
using technical terms that might be better translated P
by staying with the behavioral referents of the concept. brei
For example, "depression" does not translate directly 5§
into any of the Indochinese languages’, and it is far ot

easier for the interpreter and client if the therapist
uses the symptom pattern in his or her attempt to diag-
nose the clinical entity. Of special importance is the Z
need to avoid using idioms or other confusing phrases
in working through an interpreter.

In certain areas of clinical process, there are specific
difficulties that may arise in workirnc through an inter-
preter. For example, some of the questicns involved
in a mental status examination may need to be changed
to avoid cultural/linguistic confusion. It may be use-
ful to have the interpreter use a culturally appropriate
proverb to gage abstract thinking ability and to use
appropriate sites and the like to test storage of infcr-
mation. What is needed in those instances in which
bilingual, bicultural therapists are not available is a
pool of interpreters who are trained in mental health

o } PR RIS
D a o ety e b e Lat e A AT

ey

it £ i

4o

b4

A
4

3

5
%
.
3
S ,‘7,»
=
i34
o
¥
Rt

53«




issues, diagnosis, and treatment and who have devel-
oped a working relationship with providers in an area.

CLIENT ENGAGEMENT

For a variety of reasons detailed elsewhere (Lin et al.
1982), refugee clients may be extremely reluctant to
seek out or accept mental health treatment. The con-
cepts of mental health and mental illness as used in
the United States are likely to be alien to many Indo-
chinese refugees (Moon and Tashima 1982, p. 27).
Moreover, mental health and mental illness may be
viewed as interchangeable terms, with traditionally
felt stigmas attached to both (Muecke 1983b). Because
of unfamiliarity with Western mental health practices,
reluctance to use such services may be compounded
by fear of the unknown. Another key potential prob-
lem is that there is no traditional role among the Indo-
chinese cultures for a person who provides mental
health sesvices. Thus, for persons raised in societies
that maintain 2.1 ziaborate interpersonal code governing
relatiorshine between individuals, the lack of a suitable
role to assiyii to the mental health practitioners evokes
anxiety about acceptable concuct. Moreover, Indochi-
nese clients may ot be familiar with, and thus will
not share, certain assumptions about mental heaith
practice that are common in the United States. An
example is confidentiality. While the majority of indi~
viduals may assume confidentiality and have a working
knowledge of its practice, Indochinese refugee clients
must often be taugh. abhout confidentiality and its use
in mental health settings. In Indochina, since there
are no comparable mental health systems, there are no
clear laws about confidentiality known to the general
public. In Vietnam, for example, people believed that
if one agency knew something, the whole government
knew; or if one American knew, then every American
in Vietnam knew. Such beliefs can interfere with the
divulging of informatiun critical to client engagement
as well as to accurate assessment and treatment.

Because of the complexities involved, it is helpful dur-
ing the engagement phase of work with Indochinese

refugees to ke mindful of the particular sources of
anxiety experienced by the client. The following
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sections review several of the most important clinical
issues.

THE INITIAL ENCOUNTER

It is important to recognize that all the Indochinese
cultures have developed complex codes of conduct that
may be. seen in the verbal and nonverbal behavior of
individuals. An example is the honorific systems in
the languages of Indochina, wherein ¢ is possible to
represent in speech an individual's awareness of rela-
tive social distance between speaker and listener.
Relative social distance can include language forms
indicative of sex, age, education, and socioeconomic
class. Formal introduction, preferably through a third
party, can be extremely useful in providing enough
information about the client and practitioner to permit
interaction respectful of the client's sense of interper-

sonal propriety The therapist's education, experience,

etc., should be a part of the introduction to permit
the client to gage what form of honorific to employ if
speaking his or her native language, or to gage non-
verbal behavior toward the clinician if the interview
is taking place in English. If using an interpreter,
the interpreter may be the most appropriate person to
provide the introduction.

The therapist should be aware that it is considered ill
mannered for an individual to sound boastful about
his or her cwn accomplishments. Individuals who do
so lose the respect of others. Therefore, if no third
party is available to make a formal introduction, the
therapist can simply introduce himself or herself by
title and specialization. This amount of information
helps the client to determine the proper mode of
address and personal conduct toward the interpreter
and helps allav anxiety about the therapist's compe-
tence ana experience. Whenever possible, it is desir-
able for the therapist to make contact with the client
through a trusted reiative or friend of the client.
This approach is .upportive of traditional culture and
can play an impo.itant role in subsequent networking
as part of the treatment plan.
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As Muecke points out (1983a, p. 433), the therapist's
presentation of self is important to consider. The
therapist should appear calm, quiet, and unhurried,
thus conveying the impression of maturity, wisdom,
and dignity. The therapist can also express awareness
of the client's code of conduct by inquiring about the
appropriate form of address.

In the initial sessions of work with Indochinese clients,
it may prove helpful not to take notes. Notetaking,
unless carefully explained, will tend to reduce openness
by the client because of fear of what purposes the
recorded information will serve. This caution does
not pertain to demographic information that might be
required for agency intake or to establish eligibility.

Some Indochinese may tend to talk in generalities in
the early phase of work with a therapist. It is impor-
tant to assume that the client is resistant or evincing
problems in getting to the point. The general picture
provided by the client will supply an important back-
ground for further inquiry into areas of detail left
unclarified by the client. Like notetaking before the
client learns to trust the therapist, premature pres-
sures on the client to go into detail may result in the
client's being less inclined to share information.

NORMALIZATION

An important aspect of engagement-phase work with
Indochinese clients involves education of clients in a
framework of understanding of distress that makes
clear the connection between abnormal levels of stress
and emotional reactions. Although it is helpful to avoid
the use of psychiatric or mental health labels that might
reinforce traditional negative connotations about mani~
festations of personal distress, it is also useful to
develop a subframework in which commonly encountered
symptoms of distress are tied to high and chronic
stress levels and in which the appearance of symptonis
is ¢considered normal. Such an aoproach has permitted
therapists to emphasize clients' strengths and coping
skills that .continue to work, while deemphasizing
explanations that focus on individual