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I ntroduction to the Cultural Diversity Series

The fundamental precepts of cultural competence include respecting and valuing differences
among consumers, assuming responsibility to address these differences, and assessing the

mental health system’s success in addressing cultural differences.

As the 21% century gets under way, state mentd health agencies face the growing challenge of
accommodating an increesingly diverse and evolving congtituency. The cdl to provide appropriate and
accessible menta hedth services to dl consumers—regardless of color, ethnicity, nationd origin,
language, race, rdigion, age, disability, gender, sexua orientation, or Socioeconomic
standing—challenges state mental health agencies to develop effective, culturally competent services
and trestment methods. Asthe U.S. populationchanges dramaticaly, so doesthe public menta hedlth
systemconsumer base. Immigrationis now the nation’ smagjor source of populationgrowth. Morethan
1 in 4 Americans (27 percent) are non-White and/or Latino. The U.S. Bureau of the Census (May
1996) projectsthat by the year 2050, nearly 1 in 2 Americans (47 percent) will be non-White and/or
Latino. Mental health staff may be unprepared for differencesinlanguage and worldview, and evenless
prepared, for example, to support a gay inpatient consumer facing prejudice from other staff or
resdentsor to provide crigs interventionto a consumer who isdeaf or has another disability. However,
locd and/or federal statutes may require appropriate service provision to these persons.

The Cultural Diversity Series attemptsto providebasic informationand guiddinesregardingthe needs
of avariety of ethnic and nonethnic minorities. Each of these technica assstance reports provides a
synopsis of the particular population’s mental hedlth needs, relevant culturd characterigtics and
traditions, perceptions about menta iliness, and preferences for servicesand supports. Eachreport aso
describes several menta hedlth programsthat have successfully tailored their servicesto meet the needs
of diverse consumersand contains acomprehensve resource sectionwithrecommended readings and
organizationa resources.

The god of the Cultural Diversity Series is to assst state mentd hedth agencies in moving toward
mental health service ddlivery sysems that areappropriate and accessible to dl consumers. Thisreport
exploresways to devel op culturaly competent public mental health systems and servicesfor Asanand
Pacific Idander Americans. Future reportswill focus on American Indians and Native Alaskans, and
persons who are deaf. The following reports in this series are available from the Nationa Technica
Assstance Center for State Mental Health Planning (NTAC): Creating Culturally Competent
Systems of Care for Latinos: Perspectives from an Expert Panel, Meeting the Mental Health
Needs of African Americans, and Meeting the Mental Health Needs of Gay, Lesbian, Bisexual
and Transgender Persons.
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Disturbing Service Utilization Trends

Despite thar growing numbers, members of ethnic and racial groups are often underserved or
inappropriately served by the public menta health systlem. Research suggeststhat various ethnic groups
underutilize menta hedth services, either by dropping out of services or by entering services at much
later stagesin their illness, thereby creating a need for more costly services (Lefley, 1990; Munoz &
Endo, 1982). For example, studies have found that athough African Americans, Native Americans,
and LainogHigpanics in mogt states underutilize community-based services, they are sgnificartly
overrepresented in state inpatient facilities (Aponte, 1994).

I nanticipationof increased future service demands by growing ethnic minority popul ations, state mental
hedlth agencies are increasingly examining ther accessibility to both ethnic and nonethnic minorities.
State menta health agencies may be able to reduce the use of codtly inpatient services by engaging
ethnic minorities during earlier stages of their mentd illnesses. More important, by providing culturaly
competent community-based services to dl minorities, mental hedlth decisonmakers can minimize
human distress.

Cross-Cultural Mental Health Services
and Barriersto Service Delivery

Cross, Bazron, Dennis, and |saacs (1989) view culture as encompassing “the integrated pattern of
human behavior that includes thoughts, communicetions, actions, customs, beliefs, vaues, and
inditutions of a racid, ethnic, religious or socid group.” Cross-culturd mental hedlth service delivery
occurswhenever two or more of the participants are culturdly different. Thus, Atkinson, Morten, and
Sue (1998) point out that cross-cultura service delivery occurs, for example, in “acounsding dyad
conggting of alow-acculturated Mexican Americanclient and a high-acculturated Mexican American
counsdor.” Similarly, amarried heterosexual service provider brings avadly different world view and
set of experiences to the counseling relationship than asingle dient who isleshian. Policymakers and
service providers are coming to understand that culturd diverdty must be broadly defined to
accommodate wide variations amnong consumers.

Culturd differences exis on many leves, induding help-seeking behaviors, language and
communicaiongtyles, symptom patternsand expressions, nontraditiond healing practices, andtherole
and desirability of medica intervention (Comas-Diaz& Griffith, 1988; Gaw, 1993). Members of ethnic
and nonethnic minorities may be underserved by the public mentd hedth system for varied and
complex reasons. Some commonly cited factors include the following:

¢ the digma of mentd illness and the varying ways that members of different ethnic minority
groups may define mental hedth and mentd illness;

Cultural Diversity Series: Asian and Pacific Islander Americans ix



¢

lack of culturdly appropriate services to accommodate the needs and beliefs of diverse
consumers,

consumer fears of experiencing discrimination in the trestment setting;

mental health providers' lack of awareness or knowledge regarding culturaly appropriate
policies and practices,

language barriersincreased by the growing numbers of both consumers and providers whose
native language is not English;

communicetion barriers based on differences in verba and nonverbd styles that may lead
some minority consumers to fed they have given very dear messages to providers who have
not understood the communicetion;

lack of familiarity with Western or mainstream menta hedth services,

fear of exposure or discomfort about disclosng sexud orientation or gender identity concerns
to service providers, and

systemic barriers, such as funding sources that place drict limits on reimbursable services.

Cultural Competence

Devedoping culturd competence withinamenta hedth system is a dynamic and evolutionary process.
The fundamentd precepts of culturd competence include respecting and vauing differences among
consumers, assuming responsibility to address these differences, and assessing the menta hedlth
gystem’s success in addressing cultura differences. A culturally competent approach to services
requires that agencies examine and potentidly transform each component of menta hedlth services,
induding assessment, treatment, and evaluation (Miller, Peck, Shuman, & Yrn-Cdenti, 1995). The
authors identify Sx stages of developing cultural competence:

Stage 1. Sees other cultures asinferior: seeksto destroy other cultures.

Stage 2: Culturd incapacity: adopts paterndistic posture toward so-called
inferior people.

Stage 3: Culturd incapacity: seeks to assmilate differences, ignore strengths.
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Stage 4. Culturd precompetence: redizes weaknesses and makes
commitment to improve.

Stage 5: Culturally competent: respectful, accepting, self-monitoring.

Stage 6: Takes advocacy and educationd role.

Developing respect for differencesand cultivating successful approachestodiversty requiresincreased
awareness—of one' s Hf; of ungtated indtitutiond cultural norms; and of the history, culture, and needs
of diverse consumers. To increase cultural competence, mental hedlth service providers need to
develop an awareness of thar own raciad and culturd heritage; to understand how that heritage
influencestheir understanding and biases about normdity/abnormality and the process of mentd hedlth
service ddivery; and to understand the Sgnificant impact of differences both in language and in verba
and nonverba styleson the process of communication (Atkinson et al., 1998). Mentd hedth sysems
typicaly operate onunstated Western principles—such as, for example, the primacy of the individua
over the group, a focus on competition and achievement, separation of the mind and body, and
devauing of dtered Sates of consciousness—which may be at odds with the underlying vaues and
beliefs of some ethnic and racid populations. Without awareness of this dynamic, mental hedth
providers may impose this Western framework on minority consumers.

The populationsthat are the subject of these reports have dl experienced and/or are experiencingsome
form of socia inequity that is directly rdevant to thar status as underserved groups. Exploring and
sometimes challenging the assumptions and biases held by stakeholders and the wider community is
acrucia step toward achieving a culturaly competent system. These atitudes have a direct impact on
the functioning of minorities, their mental health needs, and their willingnessto seek services. Smilarly,
cultural assumptions affect the menta hedth system, itspractitioners, and itsability to engage minorities

Some menta health systems and providers seeking to increase culturd awareness may inadvertently
rely on overgenerdizations that ignore subgroup and individua variation, thus beying the basic vaue
of culturd competence. To be truly culturally competent, mental health systems must be aware of
sonificant differences in lifetyle and worldview among diverse populations, while vauing and
responding to the didtinct needs of each dient. Rather than rdying on stereotypes about groups,
adminigrators and practitioners need to be aware of their own cultural assumptions and to ask
consumers how they understand their problems and what they need.

Thesereports are designed to hdp key decisionmakerswrestle withthe chalengesfacing public mental
hedth systlems, while effectively addressing the need for individualized, culturaly competent services
for ethnic and nonethnic minorities.

A closer look at: Refugees
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People seeking refuge inthe United States come from al ethnic and racial backgrounds, and they often
have great difficulty obtaining traditiona menta hedth services. These individuds have often
experienced severe stress, resulting from continuous threet to life or freedom, traumatic flight, death of
family members or friends, torture and imprisonment, living in concentration or refugee camps,
uncertainty and lack of control over relocation, and inability to return to their homeland (Garcia-
Pdtoniemi, 1991). Ther mental healthmay be jeopardized by multiple |osses (of country, family, status)
and other mgor disruptions (e.g., unemployment) that often accompany resettlement inanew country.
A proportional number can be expected to be sexua minorities, or deaf or disabled, and the meaning
and impact of these atributes will vary widely by culture.

Unfortunately, definitive prevalencerates of mentd illness among refugeesare dusve. The few studies
avalable reved that depression, anxiety, and posttraumatic stress disorder are reported at
disproportionately higher rates in refugee populations. In addition, a small percentage of refugees
experience schizophreniaor brief reactive psychosesmarked by delusiond content strongly related to
culture that may require prolonged, intensve intervention (Garcia-Peltoniemi, 1991). Typicdly, state
mental health agencies have contact with refugees during times of crises through crisis counseling
services or inpatient treatment. Successful Strategies to engage refugees prior to the eruptionof crises
indude the fallowing:

networking with and through the refugee community;

conducting home vigits,

linking with physicd hedth services,

using bicultura professond and paraprofessond gaff; and

making outreach efforts that focus on helping refugees meet basic needs,
such as housing and income.

* & & o o

Such sarvicesare accepted more easily when linked with resettlement agencies (e.g., religious-based
organizations, private organizations, state agenciesor ethnic organizations that ass st individud refugees
upon ariva), and mutua assistance associations in which former refugees and immigrants help their
own people. The Center for Mental Health Services Office of Refugee Mentd Hedlth serves as a
bridge between the mental healthand refugee communities, providing consultationand training to states
and refugee organizations.

A closer look at: Non-English-Speaking Consumers

The chdlenge of developing culturdly competent menta health services is complicated by the vast
number of languages that are spoken in the United States. Mental health providers may have difficulty
reeching, communicating with, and treating non-English-gpeaking and/or deaf consumers, who exist
within dl communities
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Idedlly, bilingua menta hedlth professonds will be available to engage and providetreatment to people
whose primary language isother than English. However, the need for academicaly trained, multilingua
and multiculturd mental health professonals far exceeds the number now available. While increasing
the numbers of these professondsis essentid, other modds of services are dso in use, including the
fallowing:

Bilingual Paraprofessionals. While they may not have formd dinicd training,
bilingua workers serve many vauable functions, induding trandator, paraprofessiona
counsdor, culture broker, outreach worker, community educator, community
advocate, and trainer of service providers about the refugee’s culture (Egli, 1987).
Ultimately, the god may be to encourage hilingua workersto obtain further academic
training in menta health to increase the supply of bilingua and biculturd psychiarigs,
psychologists, socia workers, and other menta heglth professionals. It should benoted
that persons who can communicate in both American Sgn Language and a spoken
language are considered bilingud.

Inter preters. Uang interpreters for assessments and treatment is a less desirable
route, but one that many systemns rely upongiventhe shortage of bilingua mental health
professonas. As Adkins (1990) noted, “A facility with language does not make a
person an effective interpreter unless there has been adequate training, agreement on
interpretation system, and building of rapport between the mental hedlth professiona
and interpreter.” Thus, rlying onfamily membersto serve asinterpretersiscons dered
inadequate and inappropriate.
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Executive Summary

Asanand Pedific Idander Americans (APIs) are generdly viewed as the “mode minority,” possessing
numerous strengths and facing few chalenges. Contrary to the widespread perception that they are a
well-adjusted group with few needs, however, research indicates that Asan and Pacific 1dander
Americans face Sgnificant menta health problems aswel as difficulty in gaining access to gppropriate
mental health services. This report describes the culturd characteristics and menta health needs of the
Asanand Pedific I1dander Americancommunity, discusses barriersto menta hedthcare, and provides
recommendations for the development of policies and programs to better address the menta hedlth
needs of this population.

Demographic Characteristics

Representing 4.1 percent of the U.S. population, according to the U.S. Census Bureau, Asan and
Pecific Idander Americans are the fastest growing racia/ethnic group in the United States aswell as
among the mogt diverse. Individuds in this population come from 43 different Asan and Pecific
Idander groupsand speak at least 32 different languages. They are dso educationaly and economicaly
diverse. Although some Asian and Pecific Idander Americans have attained high levels of education
and income, many live below the poverty line and many have not completed high school. Members
of this group resde mainly on the East and West Coasts and in Hawaii, often in large urban centers.
They are modly foreign born, they often marry members of other ethnic groups, they often regard
reigion and spiritud practice as important in their lives, and they are on average younger than other
population groups in the United States.

Major Mental Health Concerns

Because no large-scale mentdl health prevalence studies of Asanand Pacific Idander Americans have
been conducted, it is difficult to specify the rate of mental health disorders within this population or to
compare these rates withthose of other populationgroups. However, available researchindicates that
the mgor mentd hedth concerns of this population incdlude depression, somatization, suicide,
posttraumatic stressdisorder, anxiety di sorders, schizophrenia, certain addictive behaviors, and culture-
specific syndromes. Factors that may affect menta health status include migration and pogtmigration
stress, political tatus stress, communication barriers, acculturation stress, family role reversd,
prejudice, racism, discrimination, and socioeconomic concerns such as work and financia stress.

Cultural Characteristics Relevant to Mental
Health Needs and Utilization Patterns

The beliefs and behaviors of Asanand Padific Idander Americans rdaing to menta hedlthand menta
illnessare shaped by culture, acculturation experiences, and culturaly based strengths. Because many
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members of this population subscribe to amore holitic view of mind and body, for example, mental
distress may be experienced through physica symptoms. Culturaly based explanations for mental
illness may indude imbaances or exceses in life energies, punishment for past or present
transgressions, and weaknessin character. It isimportant to note, however, that the conceptudization
and expresson of mentd disturbance may aso change as members of this population become more
“Americanized” and depart from traditional Asan vaues and ways of thinking. Recognizing API
community strengths such as strong work ethics, family ties, and community cohesion can aso hdp
mental health providers to better understand service utilization patterns and to better serve this
popultion.

Barriersto Adequate Care

Althoughmembersof this popul ation of ten underutilize mental health servicesand drop out of trestment
prematurely, they dso are likely to exhibit more severe disturbances compared with other U.S. ethnic
groups. This pattern suggests that Asian and Padific Idander Americans are likdly to endure longer
periods of psychiatric distress before coming to the attention of the public menta hedth system.
Barriersto adequate care includelanguage barriers, culturd inhibitions suchas sigmaand shame about
seeking menta health services, lack of accessihility to culturaly appropriate services, and a shortage
of culturaly competent personnd. Furthermore, the problem of providing culturdly appropriate care
to Asanand Pedific Idander Americans may be exacerbated by the congtraintsinherent inthe managed
care behaviord hedth systemsthat serve them.

Moving Toward Culturally Competent
Mental Health Systems

Providing culturaly competent services to Asan and Pacific Idander Americans means considering
cultura and sociopaliticd factors in both assessment and treatment. Providers should investigate the
efficacy of traditiona assessment methods as well as incorporate cultura, socid, paliticd, family, and
community influences in the assessment of APIs. With regard to trestment, research indicates that
athough many trestment srategies are effective with this group, family therapy has been consstently
recommended to accommodate Asian and Peacific Idanders family-centered orientation. Practical
trestment drategies for working with immigrant Asan and Pecific Idander families area so described
in this report.

Ensuring culturally competent menta heglth systems of care also requires multileve interventions that
invalve planning and adminigtrative leadership at the federd, state, and locd levels.  Although recent
nationd initiatives have begun to address the unmet menta hedth needs of the API population, more
work is needed.
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Recommendationsfor M ental Health
Systems Change

Indeed, overcoming barriers to the provisionof mentd hedth servicesisatask that must be addressed
at every leved—federd, state, county, city, and community. However, effortsto improve mental hedlth
sarvices for this population will not succeed without the support and partnership of the states. The
following are recommendations for state mental hedlth authorities

¢

Conduct a statewide needs assessment of Asan and Pacific Idander American populations,
gathering data that are disaggregated by subgroups within the overal APl population.

Develop and implement a statewide cultura competency plan that includes specific goals,
policies, and procedures, adequate resources, and designates of staff responsible for plan
implementation.

Develop and/or support exiging culturaly competent menta health services. Examplesof such
service models indude integrating mental health services with primary hedth care settings,
providing menta hedlth services in natura settings such as churches, schools, and community
centers, and developing specid programs to address problems frequently affecting Asanand
Pecific Idander communities.

Recruit API professionds for mental healthleadership positions, particularly thosewithinterest
and expertise in culturd competence and who can provide leadership for developing and
implementing plans to improve cultural competence.

Empower Asanand Pacific Idander American consumers, family members, and community-
basad organizations to play aleading role in supporting the mental heelth agenda.

Address mentd hedth disparities through state legidation. For example, pending legidaion in
Cdifornia would require key state agencies to study options for restructuring menta hedlth
funding and sarvices.

Provide leadership in developing a human resources strategy to address the shortage of
bilingud and biculturd Asian and Pacific Idander American professionds in public menta
hedlth settings.

Provide culturd competence training to agency managers and service providers.

Advocate for increased funding for research on the clinical and cost effectivenessof culturdly
competent menta hedlth services.
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. Ensure that state-funded contractors provide culturally competent care. Contractors must
ensure adequate language accessihility to dl APl groups and demonstrate compliance with
federal and Sate regulations; develop and implement an annud cultural competence planwith
gpecific objectives and outcome measures, improve data collection concerning the Asian and
Pacific Idander American population as a whole as wdl as subgroups within the API
community; and ensure adequate funding and resources to address service digparities affecting
the APl community.

Moded Programs

This report includes profiles of the fallowing programs, which represent the Sate of the art in menta
health services for APl consumers:

¢ Richmond Area Multi-Services, Inc., a nonprofit, community-based, API-specific mental
heelth agency serving the city and county of San Francisco.

. The Asan Padfic Devdopment Center, a nonprofit, community-based, multiservice
organization that is the only API-specific agency in Colorado.

¢ Hae Na au Pono (House of Inner Baance), a nonprofit community menta hedlth center
that has received nationa recognition for its integration of Pacific (Hawaiian), Asan, and
Western culturd traditions into mental hedlth services.
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I ntroduction

According to Mental Health: A Report of the Surgeon General (U.S. Surgeon Generd, 1999),
racial and ethnic minority groups are underserved by the mentd hedth system in the United States.
Many barriersdeter ethnic and racia minority group membersfromseeking trestment, and if individud
memberssucceedin ng service, the treetment may be ingppropriateto thar needs. Inparticular,
Asan and Pacific Idander Americans (APIs) are less likely than Whitesand membersof other ethnic
groups to seek mental health services. When they do receive services, linguistically and culturaly
competent services are not usudly available.

The objectives of this report are to (1) identify the unique culturd characteristics and menta hedlth
needs of the APl community; (2) address culturd, linguigtic, socioeconomic, and geographic barriers
to menta hedthcare accessand utilization; and (3) provide recommendations for the development of
policies and programs to better address the menta health needs of APl communities. Thereport is
organized into six sections: (1) overview of Adan and Pecific Idander populations; (2) mentd hedth
problems and needs of this group; (3) culturd characteristics of Asan-Americanfamilies (4) concerns
about current mentd hedlth service systems; (5) moving toward cultural competence; and (6)
recommendationsfor systems-level change. The report indudes samplesof culturaly competent dinica
assessment and trestment strategies, and offers three descriptions of exemplary programs currently
serving APl communities.

Overview of Asan and Pacific
|dander Populations

Theterm*®Adanand Pacific Idander Americans’ is used to describeres dentsof the United Stateswho
are from or whose ancestors were from the Asian-Pacific region. Far from being a homogeneous
group, AP! isan umbrelaterm that covers at least 43 ethnic groups (Asian American Hedlth Forum,
1990). Each group is unique in terms of ethnic origin, immigrationhigtory, language, acculturationrate,
and educationd attainment, among other variables.

Therehaslong been dispute about the vaidity of combining suchheterogeneous peopl estogether under
one population grouping. Theterm“Asanand Pacific Idander” refersto such widdy differing cultures
and countriesas India, Japan, Cambodia, the state of Hawaii, and the U.S. protectorates of Guamand
American Samoa. Growing awareness of the complexity of racial and ethnic identity led the U.S.
Census Bureauto include mixed-race options in the 2000 Census and to separate “ Asian and Pacific
Idander” into two groups. Asaresult, what wasoneracid/ethnic category indl mgjor statistica reports
until the year 2000 is now represented in multiple categories: Asan, Asanand Some Other Race, or
Asianand aspecified other race (each of whichis listed separately); Native Hawaiian or Other Pacific
Idander, Native Hawaiian or Other Pecific Idander and Some Other Race, or a specified other race.
The more pecific the informationwe have about diverse groups, the more appropriately public mental
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hedlth services can be designed and implemented. Not al anayses of the 2000 census data, however,
are yet available. Accordingly, this report includes some available information from the 2000 census
while also relying on Statistical reports generated between 1990 and 1999 that aggregate Asan and
Pecific Idander Americans as one group.

Theoverview below provides details regarding some of the unique characteristics of Asans and Pacific
Idandersin America

Demographic Overview

Asian and Pacific IsSlander Americans are the fastest growing racial/ethnic group inthe United
Satesintermsof percentageincrease. U.S. Census dataindicatethat the API populationgrew 108
percent between 1980 and 1990, from3.7 millionto 7.5 million. The API populationalso had ahigher
growthrate between 1990 and 1999—45 percent—thanany other racia or ethnic group (U.S. Census
Bureau, 2000a). Projections from the returns on the 2000 Census are that the APl population has
reached 11.3 million, representing 4.1 percent of the population (U.S. Census Bureau, 2001a), with
75 percent of API populationgrowthaitributable to immigration. According to additional U.S. Census
Bureau projections, the nation’s API popul ationmay morethantriple to 37.6 million by 2050. Under
this scenario, the API share of the total population would dimb from about 4 percent to 9 percent
(U.S. Census Bureau, 2000b).

Asian and Pacific Idander Americans are the most culturally diverse minority in terms of
country of origin. The term API refers to persons from 28 different Asan groups and 15 Pacific
Idander groups (Asian American Heath Forum, 1990). Asof 1990, 95 percent of API persons inthe
United States were Asian Americans and 5 percent were Pecific Idanders. According to that year's
census, the sevenlargest Asian-American groups were Chinese (22.6 percent of the API population),
Flipino (19.3 percent), Japanese (11.7 percent), Asanindian(11.2 percent), Korean (11.0 percent),
Viethamese (8.5 percent), and Cambodian (5.8 percent). Groups that made up lessthan 3 percent of
the APl population include Thai, Lao, and Hmong, among others (U.S. Census Bureau, 1990). The
largest Pacific Idander population groupsinthe United Stateswere Native Hawaiian (3 percent of the
API population), Samoan (0.9 percent) and Guamanianor Chamorro (0.7 percent), withother smdler
groups conggting of Tongan, Fjian, Pdauan, Tahitian, Northern Mariana Idander, and other Pacific
Idander populations (U.S. Census Bureau, 1993).

There are other Padific 1danders who do not reside in the United States, but who live in idand
homelands throughout Polynesia, Micronesia, and Meanesa that are paliticaly associated with the
United States as territories, commonwealths, and fredly associated states. In 1990, these combined
U.S.-associ ated j urisdictions—induding AmericanSamoa, the Territory of Guam, the Federated States
of Micronesa, the Republic of the Marshd| Idands, the Commonwedlth of the Northern Mariana
Idands, and the Republic of Palau—had a population of approximately 386,000 (Mokuau, 1998).
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Asian and Pacific ISlander Americans reside mainly in states along the East and West Coasts
andin Hawaii. In1999, most APl personsin the United States (53 percent) resided in the West; 20
percent resided in Southern states; 18 percent in Northeastern states; and 10 percent in the Midwest
(U.S. Census Bureau, 2000c). Approximeately 75 percent of Pecific Idandersresidedin Cdiforniaand
Hawaii. Cdiforniahad more API residents than any other state—4 million. New Y ork was a digtant
second (1.02 million), followed by Hawaii (753,691), Texas (577,306), and New Jersey (469,435).
The gtates with the highest proportion of APl resdents were Hawaii (64 percent of the total
population), Cdifornia (12 percent), and Washington, New Jersey, and New Y ork (6 percent each).
Nevada, with 5 percent, had the sixth largest proportion of APl residents—due to a 123 percent
increasein API residents between 1990 and 1999. Other stateswithremarkable increasesintheir AP
population during that nine-year period include Georgia (109 percent increase), North Carolina (99
percent), and Florida (80 percent). Fully 29 states saw an increase of greater than50 percent in their
API population over the same period (U.S. Census Bureau, 2000d).

Asian and Pacific ISander Americansoften live in large urban cities and counties. According to
1999 census egtimates, 96 percent of APl persons resided in metropolitan areas at that time—45
percent in aties and 52 percent in suburbs. Honolulu County, Hawaii, had the highest proportion of
API residents (65%). The five counties in the United States with the highest numbersof API residents
are dl in urban aress. This tendency to cluster in urban centers could be due to refuges/immigrant
relocation policies, availability of work, and/or access to known existing Asan or Pacific Idander
communities. Los Angeles County, Cdifornia, was the U.S. county with the highest number of API
resdentsin 1998 (1.2 million). Honolulu County, Hawaii (566,000), and Orange County, Cdifornia
(361,000), ranked second and third (U.S. Census Bureau, 20004). It isimportant to note that despite
the high numbers of APl persons in metropolitanareas, approximeately one-third of Native Hawaiians
and other Padific IdandersinHawaii resde in high-dengity rurd communities on Oahu or neighboring
idands (Brickling, 2001).

Ahigh percentageof Asian Americansare foreign-born, although most Pacificldandersarenot.
It is estimated that more than 65 percent of the APl population in the United States are foreign born.
Resultsof the 1990 U.S. Census showed that 92 percent of Viethamese Americans wereforeign born,
aong with80 percent of Cambodians, 71 percent of Koreans, 64 percent of Filipinos, and 56 percent
of Chinese (U.S. Census Bureau, 1990). More than one-fourth of the U.S. foreign-born population
is from Asa Four Asian countries were among the top contributors to the nation’s foreign-born
populations: the Philippines, China, Vietnam, and India (U.S. Census Bureau, 2000€).

In contrast, 1990 datistics show that only 13 percent of Pacific Idanders were foreign born (U.S.
Census Bureau, 1993). Native Hawaiians are indigenous to the Hawaiian Idands, persons born in
American Samoa are considered American nationa's, and since 1950, inhabitants of the Territory of
Guam have been U.S. citizens,
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Asian and Pacific Idander Americans speak many different languages and dial ects. Among
members of Asan and Pacific Idander American groups, at least 32 different primary languages are
gpoken. Within each group, such as Chinese, Filipino, or East Indian, there are sometimes many
diaects. ProficiencywithEnglishvariesgreatly among different groups and individuals M ost American-
born Asans spesk English with no accent and oftendo not speak the mother tongue of their parents
homeland. Smilarly, many Pacific Idanders speak English, dthough a Creole didect may interferewith
English fluency. However, large numbers of foreign-born Asans and some Padific 1danders sruggle
with English and continue to speak their primary language a home. As noted above, foreign-born
persons condtitute the mgority of Adansliving in the United States, thus posing a specific challenge for
the provision of public mental health services.

Asian and Pacific Idander Americans are younger on average than most other population
groups. According to data presented inthe Atlas of American Diversity (Shinagawva & Jang, 1998),
the median age for Asian and Pacific Idander Americanswas 31.2 in 1998, four years younger than
the nationad median age. Earlier data indicate that within the APl population, Padific Idanders were
sgnificantly younger, with amedian age of 25 (U.S. Census Bureau, 1993). In 1999, children under
18 comprised 29 percent of the API population, while people age 65 and older congtituted only 7
percent. For non-Hispanic Whites, the corresponding proportions were 24 percent and 14 percent
(U.S. Census Bureau, 2000c). Thus providers of services to APl communities need to pay special
attention to the ddivery of services to API children and youth. Also, rdative youth in a population
group may correspond to larger numbers of children and thusto larger families. In 1994, the average
szeof API familieswas 3.8 persons (4.1 for Pacific Idander families) compared with 3.1 persons for
non-Hispanic Whitefamilies 73 percent of API familieshad three or more persons compared with55
percent of non-Hispanic White families (Shinagawa & Jang, 1998; U.S. Census Bureau, 1993).

Research indicatesa bimodal incomedistribution among Asian and Pacific ISander Americans.
A common stereotype holds that API persons are typicaly high achieversin school and work. While
some API individuds are very successful and do have highincomes, the stereotype obscuresthe needs
of othersand the range of diversity within this population. In1998, the API populationhad the highest
median household income of dl the nation’ sracia groups: $46,637 (U.S. Census Bureau, 2000a). Y et
many AP! persons live below the poverty line. In 1998, the poverty rate for the APl population was
12.5 percent, compared with 8.2 percent for non-Hispanic Whites (U.S. Census Bureau, 1999). In
API group comparisons, Southeast Asian refugees and Pacific 1danders have been found to be the
most impoverished groups.

Research indicates a bimodal distribution in educational attainment among Asian and Pacific
Islander Americans. In 1999, 42 percent of API persons age 25 and older had a bachelor’ s degree
or higher, compared with 28 percent of non-Hispanic Whites. However, adightly lower proportion
of API (85 percent) than non-Higpanic Whites (88 percent) were high school graduates (U.S. Census
Bureau, 2000c). Among API groups, Asan Indians have the highest proportion earning at least a
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bachel or’ sdegree (58 percent), while Tongans, Cambodians, Laotians, and Hmongs have the lowest
(6 percent or less each). (Shinagawa & Jang, 1998)

Asian and Pacific Idander Americans often regard religion and spiritual practice as an
important part of their lives. Mgor religions practiced by Asian Americans include Buddhism,
Chrigianity, and Hinduism. Also, Confucianismmayinfluencethe family lifeof many Asians, particularly
Chinese, Japanese, Korean, and Vietnamese Americans. Important influences for many Pacific
Idanders are Chridianity and/or traditiond native rdigious or spiritual doctrines with a focus on
relationships and the natura environment. Many traditiond families believe in respect for spiritua
teachers and family elders, worship in natural Sites such as the mountains or ocean, and may place
dtarsin the home and practice other rites of ancestor worship.

Asian and Pacific Idander Americans often intermarry with membersof other ethnic groups. In
1990, 31.2 percent of dl API husbands and 40.4 percent of al APl wives were married to a person
from a different race or ethnic group. Sightly fewer than2in10 (18.9 percent) of API husbands were
interethnically married, and dightly morethan 1 in 10 (12.3 percent) wereinterracidly married. Among
women, Japanese Americanand FHlipino Americanwiveswerethe mogt likdy to be intermarried (51.9
percent and 40.2 percent, respectively) (Shinagawa & Jang, 1998). Thereisarddivey large mixed-
race population revealed in the 2000 Census. Of the 6.8 million people who reported more than one
race, nearly 13 percent sad they are “White and Asian” (U.S. Census Bureau, 2001b). Although
Pacific Idanders reporting mixed-race identity congtituted only 0.7 percent of the population that
indicated more than one race, the mgority (54 percent) of the Native Hawaiian and Other Pecific
Idander population reported more than one race, with the most common combinations being with
“Adan” and “Whiteé’ groups (U.S. Census Bureau, 2001c). Providers need to be aware that cross-
cultura communication and relaionship issues may exist and need to be addressed within the API
families they are serving, as well as between providers and consumers.

Immigration History

Examination of the history of Asian and Pacific Idander populations in the United States shows that
immigrationlawsand policies have played animportant role in the making and remaking of the various
APl communities. Family structures, vocational ambitions, resdentid patterns, political status,
economic achievements, and community Sze al reflect the imprint of decades of palitica influence
(Hing, 2000).

U.S immigration law has had a magor impact on the immigration of Asan Americans from 1982 to
1990. The ebbs and flows of Asan immigration history can be divided into three stages.

Before the Immigration and Nationality Act
Amendment of 1965
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Prior to 1965 the history of U.S. attitudes toward Asians and Pacific Idanders was characterized by
both acceptance, motivated in large measure by a desire for cheap and dependable labor, and
rejection, fuded by racia preudice and fear of economic competition. Many state and local leaders
supported therecruitment of As animmigrantsfor work onrailroads, mines, farms, and plantations, and
as domedtic hep. Many of these same leaders aso supported discriminatory rules restricting AP
persons avil rights, land and business ownership, and access to naturdization. The Chinese Excluson
Act of 1882, for example, effectively dammed the door on Chinese immigration by suspending the
immigration of Chinese laborers. In addition, the law barred Chinese naturalization and provided for
the deportation of Chinese persons staying illegally in the United States.

IN1891, the passage of another ImmigrationAct represented the first passage of acomprehensive U.S.
law for nationa control of immigration. 11924, the Immigrationand Naturalization Act established the
firgt nationd origins quota system, which favored northern and western European immigrants.

World War 11 brought changes in these attitudes, and many Asans were adlowed to become citizens
after service in the U.S. armed forces. However, discriminaion persisted. Following the Japanese
invasionof Pearl Harbor, 120,000 Japanese Americans, many of them Americancitizens wereforcibly
removed from their homes and confined in internment campsin violation of their conditutiond rights.

After the Immigration and Nationality Act
Amendment of 1965

ThisAct repeal ed the nationd originsquotasand established a seven-category preference syslemgving
priority to immigrants with key skills and to reunifying families It set a 20,000-per-country limit for the
Eastern Hemisphere and imposed cellings on immigration from Western Hemisphere countriesfor the
firg time. Thislaw was enacted inaperiod of optimismduring the Civil Rights movement. Its emphas's
on family reunification set the stage for the development of Szable Asan American communities and
provided the bass for dramatic increases in the number of immigrants from Hong Kong, Taiwan, the
Philippines, India, Korea, and other locations.

The Indochina Immigration and Refugee
Act of 1975

This law established the first permanent and systematic procedures for admitting refugees at the end
of the Vietham War. The vast mgority of those who were permitted to enter the United States during
the firs wave were Vietnamese. By the late 1970s and early 1980s, this had changed to include more
ethnic Chinese from Vietnam, Cambodians, and Laotians. These newer arivals were usualy
considerably poorer and had less education than the firgt arrivas. The Southeast Asian refugee
communitiescongtitutethe largest non-White, non-Western, non-English speaking group of people ever
to enter the country a any one time (Hing, 2000). Many of these refugees had suffered torture,
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psychologica and physica trauma, and separationfromor loss of multiple family members;, predictably,
high rates of posttraumatic stress disorder (PTSD) have been found in these refugee groups.

Soecial Issues for Pacific Idanders

Immigration laws and policies have differentid impacts on Pacific Idanders based on the palitical
relationship of idand entitiesto the United States. The mgority of Padific Idandersinthe United States
are recognized as citizens or nationas because they are from the state of Hawaii or from U.S-
associated jurisdictions (e.g., Territory of American Samoa). Immigration laws and policies have had
some impact on Samoans and Chamorraos, even though the granting of nationd status and citizenship
based onterritoria designation has permitted traveling withrelaively few restrictions. Prior to the 1965
Immigration and Nationaity Act, there were some immigrationrestrictions for American nationds, but
withthe Act came alifting of quota systems and the promotion of family reunification. Sincethat time,
there have been periodic increases in Pacific 1dander groups such as Samoans and Chamorros who
join extended families dready in the mainland United States.

Immigration laws and policies do not have an impact on Native Hawaiians who are indigenous to
Hawaii. However, laws and policies related to the politica rdaionship of Native Hawaiians to the
United States, and the sovereign status of this population, areincreesngly sgnificant. Inparticular, the
Apology Resolution of 1993 extends an gpology on behdf of the United States to the Native people
of Hawaii for the role of the United States in the overthrow of the Kingdom of Hawalii in 1893, and
expresses acommitment to reconciliation efforts (Apology Resolution, 1993). Thislaw and otherscan
influence trends of future development within this population.

In summary, Asanand Pacific Idander Americans, apopulationgroup withgreetly diverse origins and
experiences, have a diginct history spanning more than 200 years in this country. The immigration or
colonization history of each Asanor Pacific Idander American group is a unique and complex tale of
change, adaptation, and surviva. This historyisincongtant flux, as newer Asanimmigrantsreinvigorate
established Asan communities.
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Mental Health Concer ns

Because no large-scae mentd health preva ence studies of AsanAmericansand Pacific Idandershave
been conducted, it is difficult to specify the rate of mental health disorders within this population or to
compare these rates with those of other population groups. Findings from available mental hedth
research, however, srongly indicate that mgor mentd hedth problems do exig among Asian
Americans, contrary to the widespread belief that they are a well-adjusted group with little need for
mental hedlth services. There is prdiminary information on the problems that exist within the Peacific
Idander population, dthough the available research is uneven with regard to population focus, often
region-specific, and sometimes descriptive and anecdotd.

Major Mental Health Concerns

Avallable research suggests that common menta hedlth problems among Asian Americans and Pecific
Idandersincludedepress on, somatization, suicide, posttraumeatic stressdisorder, and anxiety disorders.
Schizophrenia, culture-specific syndromes, addictive behaviors, and other menta health concerns will
a so be discussed below.

Depression

Depression has beenwiddy found among AsianAmericans, epeciadly amongimmigrantsand refugees.
Chinese Americans in the San Francisco area, for example, have been found to have high rates of
depresson (Ying, 1988). In one study, more than onethird of a Chinatown adult sample
acknowledged experiencing symptoms of emotiona tenson (Loo, 1989). Studies have shown higher
rates of depressionamong Asian American college students than among Caucasian Americanstudents
(Abe & Zane, 1990; Chang, 1996). One study of depression among Asian Americans (Kuo, 1984)
found that K orean American immigrants had the highest incidence of depression, followed by Filipino,
Japanese, and Chinese Americans, and that membersof dl four of these groups reported dightly more
depressive symptoms than did Caucasian study participants.

Depression in Padific Idander populations has been linked to other mentd hedlth problems such as
substance use (Kameoka, Delva, & Watkins-Victorino, 1998) and suicide (Rubinstein, 1985). It has
aso been linked to migration experiences. One study found that 17 percent of 548 Chamorros who
moved to Cdifornia from Guam were at high risk for depression (Shimizu, 1982). Members of this
high-risk group were characterized as femade and widowed, with low educationa attainment and low
household income.

Studies at menta hedlth clinics serving Southeast Asan refugees have congstently shown that these
refugees condtitute a high-risk group for depression (Beiser, 1988; Kinzie, 1989; Mallica, Wyshak,
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& Lavdle 1987; Westermeyer, 1988). Kinzie and colleagues (1990) reported that 82 percent of
Southeast Asian refugee client samples suffered from depression.

Thereare a o differencesin mental hed th problems among Southeast As anrefugeegroups(Rumbai,
1985; Westermeyer, et a., 1989 a,b), with saverd studies finding the highest rates of depression
among Hmong participants. For example, Mallica and colleagues (1987) found that 71 percent of
refugee dlients suffered from amgor afective disorder and that Hmong study participants exhibited
the highest rate (85 percent). In a large study in Cdifornia, 55 percent of Hmong respondents were
found to have high scores on a measure of depression, compared with 20 percent of Chinese-
Vietnamese, 30 percent of Vietnamese, 36 percent of Cambodians, and 39 percent of Laotians.
Another study found that 50 percent of the Hmong had high scores onameasure of high“ psychosocid
dysfunction” in comparison with only 15 percent of Chinese-Vietnamese (Gong-Guy, 1987).

The Hmong are an ethnic group that has lived in rurd aress of severd different countries for the past
5,000 years, with along history of remaining independent fromany particular country. Due to Hmong
collaborationwiththe United States duringthe war in Vietnam, the mgority of Hmong in Laoslost their
homes, their land, their way of life, and many family members during the course of a prolonged and
traumétic resettlement. Thosewho emigrated to the United States have been mostly rel ocated to urban
environments despite their long history as an agrarian people. High rates of psychologica distress
among members of this population are likely to be caused by their profound losses, multiple traumas,
the acculturation stress caused by relocation to urban U.S. communities, and conflicts between
traditiond and Western values.

Somatization

Many Adan Americans manifest their psychologica problems as physicad complaints such as
headaches, weakness, or back and chest pain. Severa research findings have reported high rates of
somatic symptoms among Asian Americans (Kleinman, 1988; Marsdlla, Kinzie, & Gordon, 1973).
Asan Americans have reported more somatic complantsthan European Americans onthe Minnesota
Multiphasic Persondity Inventory (MMPI), even when Asan Americans and European Americans
have menta disturbances of equal severity (Sue & Sue, 1974). Chinese Americanstudents have been
found to exhibit a definite pattern of somatic complaints (Marsdla et d., 1973). It is important for
providers to be aware of this pattern of symptom expression in order to detect possibly obscured
mental health concerns. Culturdly competent providers may need to educate physicians and other
hedlth care professonds so that they can make appropriate referras for consumers seeking medica
care because of somaticaly expressed menta hedlth concerns.

Suicide

Suicide is not uncommon among Asan Americans. Asans are generdly raised with a deep sense of
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obligation and expectation to achieve, and many are taught to represstheir emotions and focus on the
needs of othersor of the family. Interndizing anger, guilt, and shame without strong coping mechanisms
for resolving them can lead to sdlf-detructive fedings.

Among Asian Americans, young people and the elderly appear to be at the highest risk for suicide. In
a study of the percentage of dl deeths of 15- to 24-year-olds attributed to suicide, Chinese and
Japanese Americans had a higher rate than Caucasian Americans. The rate for Chinese American
females was 20.8 percent, compared with 8.8 percent for Caucasian American femaes (Y u, Chang,
Liu, & Fernandez, 1989). Concerns about suicide among the elderly were firg reported in a 1973
study in San Francisco’'s Chinatown (Bourne, 1973), where the suicide rate found among Chinese
respondents was three times higher than the reported nationa average. Londly ederly menwho came
to the United States as sojourners and who were struggling with physical illnesses congtituted a high-
risk group.

Within the Pacific Idander population, preiminary data indicate that Native Hawaiians in Hawali and
members of other native groups residing in their U.S.-associated idand homelands, such as the
Federated States of Micronesia, exhibit high rates of suicide. In one survey of more than 4,000
adolescentsinHawaii, Native Hawaiians had higher rates of attempted suicide (13 percent) than other
youth (10 percent), with risk linked to such factors as depression, substance abuse, grade level, and
culturd afiliation(Y uen, Nahulu, Hishinuma, & Miyamoto, 2000). Epidemic rates of suicide have been
noted among Micronesians, with estimates for young men a 100 per 100,000 in comparison with
approximately 20 per 100,000 for Americanmen between the ages of 15 and 24 (Rubingtein, 1985).
Explanations include cultural perspectives on suicide aswell as rgpid socia change influenced by U.S.
occupation.

Posttraumatic Stress Disorder (PTSD)

During the past fivedecades, As anAmericanswho immigrated from Asian countries have experienced
many types of traumatic events caused by years of war and political turmoil. Many of them have
experienced torture, forced labor, internment, sexua abuse, sarvation, forced migration, and multiple
losses—and for many these traumas may have started in childhood and/or continued for many years.
Such savere traumatic experiences predispose survivors to PTSD. Many exhibit common PTSD
symptoms such as insomnia, nightmares, flashbacks, hypervigilence, psychic numbing, overwheming
anxiely, guilt, and depresson. Upon ther arival in the United States, refugees face additional
chalenges such as language barriers, unemployment, and fragmentation of socia support.

PTSD isexhibited rdaively frequently by Southeast Asianrefugees and canpersist for decades(Kinzie
et d., 1990). Rates of PTSD found among nondlinicd samplesof Southeast Asians have ranged from
10 percent to nearly 90 percent (Gong-Guy, 1987). PTSD has been found to be persstent among
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Cambodianpatients(Kinzie, 1989). It also affects other immigrant populationsthat experienced trauma
during periods of war and civic unrest, such as the Culturd Revolution in Chinain the 1970s.
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Anxiety Disorders

In contrast to psychotic disorders, anxiety disorders are more influenced by socioculturd factors in
terms of how the disorders are diagnosed and trested. Although no epidemiologica data were found
on the rate of anxiety disorders among Asian Americans, related studies indicate that anxiety is a
concerninworking with this population, asisitsaccurate diagnosis and trestment. Kuo’ s (1984) study
on depression revedled sgnificant levels of anxiety symptoms among Chinese American participants.
Studiesin aToronto clinic, on the other hand, found the rate of anxiety disorders among the Chinese
patients to be roughly the same as among the mainstreampopulation(Lo & Lau, 1997). Sue and Kirk
(1973) found that students under pressure and carrying high expectations display more symptoms of
anxiety. A study of anxiety levels found that Chinese Americans expressed sgnificantly morediscomfort
than did their control counterparts. This study aso reveded that recent immigrants were more likely
to experience anxiety than immigrants who had been in the United States|longer (Sue & Zane, 1985).

Providersshould beawareof severa specia diagnostic and assessment concerns inworkingwithAsian
Americans with symptoms of anxiety. Socia phobia, for example, appearsto be more prevaent anong
Asan Americans thanamong other groups, but it is often misdiagnosed in members of this population
asparanoid psychosis, persondity disorder, and other disordersduetolack of cross-cultura diagnogtic
skill. Anxiety disordersare a so difficult to diagnose because anxiety may occur as asymptom of many
other disorderssuch as somatization, depression, or neurasthenia. Accurateassessment of mentd hedlth
symptoms is made more difficult by the lack of culturaly competent psychometric assessment
ingruments (Lo & Lau, 1997).

Schizophrenia

No sudies were found examining the prevalence rates for schizophrenia among APl Americans.
However, two studies of mental health needs of Southeast Asian refugees have found higher rates of
schizophreniaamong refugees than among nonrefugee patients (Flaskerud, 1988; Kinzie, Sack, Angdl,
Clarke & Ben, 1989). Studies conducted in Asian countriesindicate adightly lower lifetime prevalence
of schizophreniain Taiwanand Koreathaninthe United States (Gee & Ishii, 1997). One study at the
only public psychiatric hospital inHawalii noted that the Native Hawalianpatient populationwas dightly
overrepresented (15 percent) when compared withthe Native Hawaiian state popul ation (13 percent);
was predominantly mae; and like other patients, had primary diagnoses of psychatic disorders (52
percent) induding schizophrenia; mood disorders (29 percent) suchas depression; and other disorders
(19 percent) such as personality disorders (Crocker, Kaka, Mokuau, & Ewdlt, 1995). In Asan and
Pacific Idander cultures, people with schizophrenia are highly sigmatized and usudly are viewed as
bringing shame upon their families. Providers working with Asan and Pecific Idander American
consumers and their families mugt take this strong stigma into account. The dinician should empathize
withthemand reassure themabout confidentidity. Inaddition, antigigmacampaignsincommunitiesare
needed.

Cultural Diversity Series: Asian and Pacific Islander Americans 14



Cultural Diversity Series: Asian and Pacific Islander Americans

15



Culture-Specific Symptoms

There is strong evidence that Asan Americans exhibit culturdly distinct symptom patterns. Certain
illnesses, known by their indigenous names, have been reported in many countriesin Asa—incduding
“koro,” “hwarbyung,” and “qi-gong psychatic reaction.” “Koro” refersto anxiety reactions stemming
fromfear that the genitas will recede intothe body and may cause degth; this syndrome isusualy found
in Chinese and Southeast Asan cultures. “Hwarbyung,” found predominantly in the Korean culture,
means fire and anger illness. Attributed to the suppression of anger, symptoms may include a broad
range of physica symptoms ranging from abdomina pain to poor eyesight. “Qi-gong psychotic
reaction” describes an acute brief reactionto participationinthe energy-based exercises of gi-gong (or
chi-gong) that may include dissociative, psychotic, or other psychiatric symptoms (American
Psychiatric Association, 1994).

Substance Abuse

Among Asian Americans. Although Asan American groups have been consgtently left out of
substance abuse epidemiological studies and Asian American-focused studies are scarce, certain
sgnificant findings are worth noting:

. Research suggeststhat Asan Americansin genera use and abuse drugs and acohol &t lower
rates than Caucasan, African, and Higpanic Americans (Nationa Inditute on Drug Abuse,
1995). Thisfinding has promoted the mistaken notion that substance abuse is not an issue of
concern among APl Americans.

¢ The complexity of different culturd norms, languages, traditions, vaues, and bdiefs anong this
population resultsin varying petterns of substance use or abuse among different subgroups.
Each subgroup may differ not only in which drugs are used but aso in how they are used
(Kuramoto, 1994).

. Asan American groups vary in alcohol-use patterns. For example, in astudy of acohol use
among four different Asan AmericangroupsinLosAngeles, the proportion of heavy drinkers
was found to be highest among Japanese, followed by Filipinos, Koreans, and Chinese. On
the other hand, researchersfound the highest percentage of moderate drinkersamong Chinese
study participants, followed by Japanese, Filipinos, and Koreans. Koreans had the highest
percentage of abstainers (Kitano & Chi, 1985).

¢ Asian Americans are less likely than other groups to seek treatment for substance abuse.
Underutilization of services, however, is more likdy to result from a lack of culturaly
competent servicesthanfromlowlevdsof substance abuse among membersof this population
(Kuramoto, 1994).
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. Community-based service organizations often are the only source of substance abusetrestment
avalable to APl Americans. Many of these organizaions are willing to help but often are
underfunded, ill trained, and ill equipped to provide effective substance abuse treatment
(Kuramoto, 1994).

Among Pacific I slander s. There is accumulated evidence of high ratesof a cohol and other drug use
among Native Hawaiianadol escentsand adults. A recent study of morethan 25,000 studentsinHawaii
showed that Native Hawaiians in grades 6 through 12 report the highest use of dcohol and drugsin
comparison with Caucasians, Filipinos, Japanese, and Chinese, and they are exposed to more risk
factors and fewer protective factors (Klingle & Miller, 1999). This study echoes earlier findings that
Native Hawaiian students had higher rates of acohol and other drug use than students from other
racid/ethnic groupsinHawaii (State of Hawaii Office of Childrenand Y outh, 1994). Findings on adults
are dmilar to those for adolescentsin Hawaii. A review of the literature indicates higher proportions
of acohol use among Native Hawaiian and Caucasian populations than among Asan groups such as
Japanese, Filipino, Chinese, and Korean (Hishinuma, Nishimura, Miyamoto, & Johnson, 2000). The
use of substances among adult women is particularly troublesome, with Native Hawaiian and Puerto
Rican womeninHawaii showing the highest rates of a cohol consumptionduring pregnancy and higher
rates of birth defects (State of Hawaii Office of Children and Y outh, 1994).

Smoking and Tobacco Use

Aswitha cohol and drug use, tobacco use varies Sgnificantly among Asianand Pacific Idander groups.
Research showsthat gender and acculturation have important influences onthe smoking rates of Asian
Americans. Asan Americans as a group appear to smoke lessthan\White Americans or members of
other ethnic minority groups, but these differences can be atributed largdly to the low smoking rates
of AsanAmericanwomen. The smoking rate anong Asanmaesisvery highinmany Asan countries.
Asian American men, especidly those who are foreign born and less acculturated, have smoking rates
gmilar to those of White Americans. One study found that Vietnamese male youths smoked at rates
samilar to those of White mae youths and exceeding those of both Higpanic and AfricanAmericanmde
youths, yet Vietnamesefemde youths had the lowest smoking rate inthis study (Zane and Kim, 1998).

In research avalable on Padfic Idanders, indications are that smoking is a problem for both
adolescents and adults. In the school survey of 25,000 students cited in the previous section, the use
of tobacco, likeacohol and other drug use, was found to be higher anong Native Hawaiian students
than other racia/ethnic groups in Hawaii (Klingle & Miller, 1999). Tobacco smoking rates among
Native Hawalian adults are aso higher than for other populations in Hawaii (State of Hawaii
Department of Hedlth as cited in Office of Hawaiian Affairs, 1998). It is further noted that Native
Hawaiianand Samoan women smoke &t higher rates than other racia/ethnic groups during pregnancy
(State of Hawaii Office of Children and Y outh, 1994).
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Pathological Gambling

Pathol ogical gambling is perceived by many Asan Americans to be the most severe addictionproblem
afecting their communities. A 1995 survey found that nearly 70% of 1,800 respondents in San
Francisco ranked gambling as their community’s number one problem, surpassng gangs and drugs
(Jang, Lee, & W00, 1998). Socid services and law enforcement agencies in Asian communitiesaso
perceived problemgambling as perhaps the greatest problem confronting their communities. One social
serviceagencyinSanFrancisco’ s Chinatown, for example, has estimated that gambling underliesabout
one-third of the agency’s domestic violence cases (personal communication, 1999). The interest of
Adan Americansin gambling is aso reflected in casino revenues. In a 1997 study of Las Vegas Strip
casinos, Asans accounted for 17 percent of totd table game revenues but 80 percent of the revenue
at high-stakes table games. Inwhat appearsto be the only available study examining ethnic differences
in gambling, Asan Americans were found to have the highest rate of gambling when compared with
African Americans, Caucasans, and Native Americans (Leiseur et d., 1991).

Culturd factors inhibit many pathologica gamblers from seeking treatment. Many Asan Americans
view teking risks as apart of lifeand participating in games of chance as norma behavior. Gambling
is considered by many to be a harmless and sodidly acceptable means of passing one's time.
Compulsive gambling is widely regarded by Asan Americans as aweskness, not amedica disorder
or addiction. Compounding the problem of promoting treatment is the scarcity of bilingua/biculturd
programs for Asan American gamblers. Inan effort to address the gaps in treatment and awareness,
the Chinese Hedlth Codlitionin San Francisco offered atraning certificate programto 25 menta hedlth
counsdlorsin 1999, and Richmond AreaMultiServices, Inc., started the city’ sfirgt counsding program
for problem gamblers and their families.

Other Psychological Concerns

In addition to the menta hedth problems and addictive behaviors noted above, Asan Americans may
seek mentd healthsupport for avariety of other concerns. These may include low self-esteem; identity
confusion; impaired interpersond skills, paranoia; bipolar disorder; conduct disorder; egtingdisorders;
and family problems suchasintergenerationa conflict, marital disharmony, in-law problems, domestic
violence, and child and €l der abuseand neglect. Some specia stressorsthat may affect the menta well-
being of members of this population are discussed below.

Special Stressorsfor Asian Americans
and Pacific Idanders

Migration

For many Asan American immigrants and refugees, the stress of migrationcanresult in psychologica
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grain, whichinturnmay jeopardize menta hedlth. With few exceptions, Asancountries have suffered
years of war and politica turmoil. Many immigrants and refugees have experienced involuntary
separations and exposureto trauma, bothintheir home country and in their search for sanctuary (Lin,
1986). To understand the full range of stress experienced by refugees, it may be helpful for providers
to recognize and assess five types of losses commonly associated with refugee satus. These are (1)
materid |osses suchas land, property, business, career, and money; (2) physical lossessuchasinjuries,
disfigurement, hunger, and manutrition; (3) spiritud losses such as freedom to practice rdigion and
support from faith communities; (4) loss of family members, rdatives, and friends, and (5) loss of
community support and cultura milieu (Lee, 1990).

Postmigration Stress and Culture Shock

Inadditionto the stressof migrating, postmigration stress and culture shock can prove overwheming.
Many immigrants find themsalves in a strange and unpredictable environment. They have to adjust to
physical changes (e.g., anew placeto live, new housing arrangements, new communities), economic
changes(e.g., unemployment and underemployment), cultura changes (different religious, educationd,
and socid vaues), and relaionship changes. For many there is a sudden lack of extended family
support at atime whenitismost needed. The new family unit, isolated for the first time, isrespongible
for making and mantaining its own set of rules and adjusting to a new environment with strange
demands. Whensuch stressors are extreme and the support systemisineffective, the individud islikdy
to experience emotiona and menta problems.

Acculturation

For many Asan Americans, deding with the contrast between their original culture and maingtream
American culture can be difficult (Padilla, Nagatsuma, & Lindhom, 1985; Yu & Harburg, 1980). Lin,
Matsuda, and Tazuma (1982) described five common adjustment patterns: (1) neurctic margindity
(develops high levels of anxiety while trying to comply withexpectations of both cultures); (2) deviant
margindity (becomesisolated due to ignoring norms of both cultures after being unable to satisfy both
smultaneoudy); (3) traditionaism (withdraws into the old culture to escape loss and confusion); (4)
overacculturation(abandonsformer culture, losestraditiona supports); and (5) biculturation(integrates
both cultures with the best possible compromises). The greeter the cultura dissmilarity between two
cultures, the greater the acculturation stress. Inaddition, each family member may have adifferent level
of acculturationwithin the same family, and intergenerationa conflict may be triggered by this disparity.
Many API adolescents face the complex task of straddling multiple cultures: the mainstream culture,
the ethnic culture of origin, and teenage culture. For many, this task of baancing and integrating
disparate vaues, attitudes, and behaviors may be filled with conflicts, adding to intergenerationa
tensons.
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Political Satus

Pacific Idanders who migrate to the United States from either U.S.-associated jurisdictions or other
Pacific nations experience the same stressors of adjugting to a new host culture as others who move
to the United States. They experience isolation and other factors of culture conflict that may promote
or exacerbate behaviord or emotiona problems. However, the politica affiliation of Pacific idand
entities to the United States has dso contributed to specia and unique stressors for Pecific Idanders.
Thestate of Hawaii and U.S.-associated jurisdictions such as American Samoa, the Territory of Guam,
and the Federated States of Micronesia were initialy sought by the United States because of the
politica importance of their srategic military locations. The development of these idands as magjor
military bases has historically contributed to mgor socioeconomic and politica changes that, in many
ways, have adversdly affected the ndive culture (Trask, 1989). Specific problems inherent in these
changes, such astheloss of land, the disorganization of kinship/clan structures, and the lack of sdf-
governance can have anegative impact on menta hedth. Therefore, menta hedth problems associated
with culturd conflict, identity confusion, and margindization may affect not only Pacific Idanders
traveling to the continenta United States but aso those continuing to reside in their idand homeands.

Communication

For many persons who are monolingud or have limited English-spesking skills, the indgbility to
communicatewd | in Englishmay cause tremendous stress. Asidefromobvious and Sgnificant language
barriers in the mentd hedth care setting, different communication styles may dso lead to
misunderstandings. | n counsdling sessions, for example, some AsanAmericanclientsmay appear qui€t,
passive, polite, and formd, and they may work to avoid direct confrontation or offending others.
Silence and lack of eye contact may dso be used as forms of indirect communication. Western
dinidans may erroneoudy interpret these behaviors as signs of lack of attention or respect, or as
symptoms of mood or personality problems. Thus the avallability of bilingud, biculturd AP dinicians
and culturaly competent interpreters is vitdly important in treating monolingua or limited English-
gpeaking APl consumers.

Work and Financial |ssues

Unemployment and underemployment can lead to low sdf-esteem, insecurity, and role reversal in AP
families. Inaddition, long hours a work or working multiple jobs can result inincreased stress. Highly
acculturated, professona Asan Americans may encounter the frustrations of a “glass ceiling” (an
invishble barrier to promotionand success based on ethnicity or gender) or other subtle discriminatory
practices.

For some Padific Idanders, financid stresses may devel op asaresult of cultura conflictsin vaduesand
responghilities. In Samoan culture, vaues related to love and mutud sharing guide behavioral
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obligations. It is not uncommon for Samoans residing in the United States to regularly send one-third
or more of their income to familiesresiding in American Samoa, and to givelarge financid contributions
for emergencies. The consequences of reduced income may, however, contribute to stress and
emotiona grain (Mokuau & Tauili'ili, 1998; Young & Gdea'i, 1998).

Legal Problems and Sponsor Relationships

Because of language difficulties and lack of familiarity with U.S. immigration laws, many immigrants
depend on their sponsorsfor legd, finendd, and emotiona support, especiadly upon arrival. The lega
sponsor is often given a great deal of power in many family decisons. Sometimes, for example, a
sponsor may object to a family's recelving assistance from a socid service or menta hedlth agency,
fearing that doing so may jeopardize future sponsorships and bring shame to the family name. The
family may fed both gratitude and resentment toward a Sponsor’ sexercise of power, thus fostering a
“hostile-dependent” relationship.

Family Role Reversal

In many Asian languages, no word exists for the pronoun “I.” Life is seen as a complex web of
rel ationships from which no individud is separate. Strongly prescribed family roles and great respect
for elders and ancestors hdp keep the web strong. Family conflicts may emerge because of role
reverssamonggrandparents, parents, and childrenthat occur due to immigration(Charron& Robert,
1983; Lee, 1988). Many monolingua adults, for example, depend ontheir English-spesking children
as culture brokers and interpreters, which may simulate anger and resentment in members of both
generations. Role reversal may a so occur between husband and wife. Husbands accustomed to mde-
dominated Asan cultures may find it difficult to accept if their wivesfind work moreeasly or get paid
more than they do, or smply become more independent and assertive.

High Parental Expectations

Many APl adultshad their careersinterrupted by the immigration process, and they may wishfor thar
childrento achieve their unfulfilled dreams. Thus many children, adolescents, and youngadultsfacevery
high expectations of academic and professiond success, which may result in Sgnificant mental hedlth
problems (Sue & Zane, 1985).

Racism, Pregjudice, and Discrimination

As a visble minority with distinctive physca festures and accents, Asan Americans and Peacific
Idanders do not generaly have the option of “passng” (hiding their ethnic heritage) to achieve
acceptance inAmericansociety. Many encounter racia discriminationintheir workpl aces, schools, and
communities. Such discriminationaffects not only recent immigrants but aso well-educated and highly
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acculturated Asian American professonals. Due to public ignorance about the diversity among AP
groups, many Asan and Pacific Idander Americans may experience subtle forms of discrimination as
well—such as encountering the assumption that al individuas who appear Asan are Chinese or
Japanese and are foreign born.

In spite of these stressors and challenges, most Asian Americans are reslient enough to succeed in
society. But for some, particularly those who have been highly traumatized and are isolated without
family and community support, these stressors may become overwheming and may foster or
exacerbate menta hedth problems.

In summary, the major menta health concerns of Asian and Padific Idander Americans include
depression, somatization, suicide, posttraumatic stress disorder, anxiety disorders, and schizophrenia
Some special stressors due to experiences related to immigration, colonization, or refugee status that
may affect the menta well-being of Asan Americans include migration, post-migration, and politica
datus stress; language barriers, acculturation stress; family role reversal; and other socioeconomic
concerns. The next section describes cultura characteristics of Asian and Pecific Idander Americans
that may have an impact on their understanding and utilization of mainstream mental hedlth services.
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Cultural Characteristics Relevant to
Mental Health Needs and Utilization Partners

Conceptualizations of Mental Illness

Culture plays an important role in shgping hedth beliefs, coping strategies, help-seeking behavior, and
conceptualizations of emotiona difficulties and mentd illness. Although many highly acculturated Asian
Americansendorsemore Western-oriented heath bdiefs and practices, many foreign-bornimmigrants
and refugees in Asan American communities are guided by traditiond religious and hedlth beliefs.
Additiondly, it is commonly assumed that al people have the same basic mentd processes, but recent
findings in neurobiology indicate that thisis not true (Cadtillo, 1997). Dispdling the assumptionthet dl
peoples brains function inthe same basic ways, despite differencesinlearning, memory, and cognition
across cultures, has dgnificant implications for understanding mentd illness. Fird, it encourages an
expanded cross-cultura understanding of illness, and second, it permits varying interpretations of
people's subjective experiences of illness. It may be hepful to public menta hedlth planners and
providers to understand the belief systems and experiences that inform the way some APl persons
understand and respond to menta hedlthconcerns. Asiancultura explanaions of some mentaillnesses,
such as schizophrenia and somatization, are discussed below.

Schizophrenia

Generdly speaking, there are seven popular API culturd explanations of factors that may contribute
to the development of schizophrenia (Lee, 1997):

¢ Imbalance of “yin” and “yang,” and disharmony in the flow of “ qi.” In traditiond
Chinese medicine, humankind is viewed as a microcosm within a macrocosm. The energy
(“gi”) within eechhumanbeing isinterrelated withthe energy of the universe. The presence of
emotiond problems is thought to result from an imbaance of “yin” and “yang” (bipolar life
forces), or from an excessve accumulation of “qi” (life force energy).

¢ Supernatural intervention. Psychotic symptoms suchashdlucinaionsand delusions areoften
seen as aform of spiritua unrest meted out to the individud through the agency of a“ghost”
or vengeful spirit. Fromthis standpoint, symptoms are a sign of punishment, most likely dueto
the transgression of family rituasin ancestor worship (Lin & Lin, 1980).

. Religious beliefs. Mentd illness may be viewed as“karma’ caused by deeds frompast lives,
or as punishment from God.

¢ Genetic vulnerability or hereditary defects
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. Physical and emotional strainand exhaustion. This canbe caused by externd stresses such
asabusnessfalure, ending of alove éfair, or death of afamily member.

. Organic disorders. Mentd illness is conceptualized as a manifestation of physical disease,
especidly brain disorders, liver diseases, or hormona imbaances.

¢ Character weakness. Mental hedlthis achieved through self-discipline, exerciseof will power,
and the avoidance of morbid thoughts. It may be assumed that a person who is vulnerable to
emotiona problems, having been unable to develop this discipline, was born with a weak
character.

Somatization

Somatization, the expresson of mentd distress as symptoms of physical illnesswhenno organic cause
for illness can be found, is common among Asian Americans. There is a strong belief in the unity of
body and mind among Asan Americans, and this sometic process may grow out of aholigtic view of
the body and mind. Various organs are associ ated with different emotions. Joy, for example, emanates
from the heart. Sorrow is associated with the lungs, anger with the liver, and fear with the kidneys.
Emotiond problems are frequently explained in traditional Chinese medicine as caused by weak
kidneys or heart. Or, conversdly, excessve emotions are thought to weaken the function of the
associated organs. Thusconsumers may believe that physca symptoms are an expressionof emotiona
distressand/or may present for menta healthserviceswithphys ca complaints. However, menta hedlth
providersmust be cautious inthar interpretation of somatic complaints. Asian Americans who present
physica symptoms may be suffering from genuine organic problems rather than a somatic expression
of psychological stress.

Usng the Hamilton Rating Scale for depression, Cheung, Lau, and Waldemann (1981) studied
symptoms of depression expressed by Chinese patients at a primary care dinic. Among those who
were depressed, the most frequently endorsed symptoms were “fedingtired and fatigued,” “painsand
aches,” and gadrointestind or cardiovascular symptoms. Tenson, nervousness, agitation, and
restlessness dso were endorsed by amgority of the depressed group. None of the depressed patients
came to the dinic with initid complaints of sadness, unhappiness, or depressed mood. From the
traditional Chinese patients perspective, thar chief problem is not depression but “neurasthenia.”
Neurasthenia—a syndrome of exhaugtion, weakness, and diffused bodily complaints believed to be
caused by inadequate physica energy in the central nervous system (Kleinman, 1998)—is an officid
diagnogisin Chinaand one widdy used by traditiond herbdigtsin Chinatownsin the United States.

Conceptualizations of Mental 1lIness
in Pacific Idander Cultures
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For many cultures of the Pacific, thereis no direct trandationfor mental illnessbecause emotiona and
psychologica problems are oftenintegrated holigticaly withbiologica,, cognitive, and spiritud functions.
In Native Hawaiian culture, “Hawaiians do not use the phrase ‘mentd iliness but instead state that
pilikia (trouble) occurs’ (Ginny Kinney, persona communication, February 1, 1996). Emotiond and
psychological concerns are viewed in a broader context as animbaancethat may be occurring inkey
rel ationships between the individud, family, naturd, and spiritud relms (Andrade, 1989; Mokuau,
Lukela, Obra, & Vodler, 1997). Smilaly, inMicronesian culture, depressive emotionsareunderstood
to be connected to the loss of important relationships. The emotion lalonmweiu (londlinessor sadness
from the loss of aloved one) appears to be the closest thing to the Western idea of major depression
(Cadtillo, 1997). Expanded notions of mentd illnessand wellness a so encourage varyinginterpretations
of peopl€'s subjective experiences. For example, the subjective experience of talking with deceased
family members should not necessarily lead to adiagnos's of schizophrenialif providers understand that
having visons of the dead is recognized as apart of grievinginNative Hawaiianculture (Pukui, Haertig,
& Lee, 1972).

Values and Acculturation Leves

Membersof the many different Asanand Pacific Idander Americangroupsarrived in, or became part
of, the United States at different times and for different reasons. Thus they exhibit varying degrees of
acculturation, from the very traditiond to very “ Americanized.” More traditiond individuds or families
identify with Eastern or Pecific native cultural values, while more acculturated ones identify with
Western cultura vaues.

Some broad generdizations can be made about Eastern and Western vaues that may help readersto
recognize differences in world view and behaviora expectations. Table 1 describes some of these
differences (Lee, 1997). Note that these differencesare intended to be generdizations that clearly do
not gpply to dl individuds in each culture; rather, most people fal somewhere within this East-West
continuum. Within any givenAsian Americanfamily, infact, it islikely that various family members may
identify with different eements of each cultura perspective, depending especialy on ther ages and
acculturation rates. Although these generdizations contrast Eastern and Western vaues, those
delineated for the Eastern perspective have broad applicability for Pacific Idanders.
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Table 1. Comparison of Eastern and Western Cultural Values

Eastern (agricultural) systems:
Traditional society values

Family/group oriented

Western (industrialized) systems:
Modern society values

Individual oriented

Extended family

Nuclear/blended family

Multiple parenting

Couple parenting

Primary relationship: parent-child bond

Primary relationships: marital bond

Emphasis on interpersonal relationship
and harmony

Emphasis on self-fulfillment
and self-devel opment

Status and rel ationships determined
by age and role in family

Status achieved by individual’s efforts

Well-defined family members' roles

Flexible family members' roles

Favoritism toward males

Increasing opportunities for females

Authoritarian orientation

Democratic orientation

Suppression of emotions

Expression of emations

Fatalism/karma

Personal control over the environment

Harmony with nature

Mastery over nature

Cooperative orientation

Competitive orientation

Spiritualism

Materialism, consumerism

Past, present, and future orientation

Present, future orientation
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Within this continuum, there are numerous variations. A mode has been proposed that describesfive
acculturation styles among Asan American families (Lee, 1997). These five family types are
hypothetica constructs offered to hep increase understanding of the complexity of Adan American
families

The Traditional Family

Traditiond families usudly consst entirdy of family members who were born and raised in Asan
countries and who continue to hold strong beliefs in the types of traditiona Eastern values described
above. They usudly spesk in their native languages and didects at home and typically resideinethnic
Asan communities such as Chinatown, Koreatown, Japantown, or Little Saigon in mgor cities,

Higoricaly, an agricultural economy and society and the teachings of Confucianismand Buddhismhave
had a profound influence on Eastern philosophica approaches to life and family interactions. In
traditional Asan families, the family unit—rather than the individua—is highly vaued. A person’'s
actions reflect not only on that individud but also on his or her extended family and ancestors (Shon
& Ja, 1982). Anindividud is expected to function in hisor her clearly defined roles and postionsin
the family hierarchy, based onage, gender, and socid class. Obligations and shame are the mechaniams
that traditionally help to reinforce societd expectations and proper behavior. Thereis an emphasison
harmoniousinterpersonal relationships, i nterdependence, and mutua obligations or loydty for achieving
adate of psychologica homeostasis or peaceful coexistence with family or other fellow beings (Hsu,
1971).

The “ Cultural Conflict” Family

Inthesefamilies membershold different cultura values. A typicd family in cultura conflict may consist
of grandparents and parents with strong traditional bdiefs (usualy foreign born) living with a more
acculturated and Americanized younger generation (typicaly born in the United States). Thistype of
family experiencesagreat deal of stress caused by intergenerationa conflicts. Another type of “cultura
conflict” family is one inwhichthe spouses have differing leves of acculturation or differingbdiefs about
the degrability of increased acculturation. Cultura conflicts can be caused not only by the varying
degrees of acculturationof family membersbut aso by rdigious, philosophica, or politica differences.

The Bicultural Family

A mgjority of biculturd families are headed by highly acculturated parents who came to the United
States many years ago for their education and are very familiar with Americanculture. Before arriving
in the United States, they were likely to have lived in mgor Adan cities and to have been exposed to
urbanization, indudridization, and Western culture. They may aso have beenborninthe United States
and raised in traditiond families. The parentsin bicultura familiesare typicaly middle and upper class
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and hold professiond jobs. They are bilingud and biculturd and thus are familiar withboth Easternand
Western vaues.

The“ Americanized” Family

Mogt of these families consst of parents and children who were bornand raised in the United States.
As generations pass, the roots of ther traditiona Asian cultures begin to disappear, and individua
memberstend not to maintain their ethnic identities. Family members communicate in Englishonly and
adopt amore individudigtic and egditarian orientation.

The Interracial Family

The rate of marriages between Asan Americans and members of other racid groups is steadily
increasing. Some interracia families are successful in integrating both cultures, but many struggle with
their biracia or multiracid identity. Common aress of conflict in interracia marriages include vaues,
religious beliefs, communication styles, racism, childbearing issues, and in-law problems.

Most Asan countries have changed rapidly in the past three decades due to modernization,
urbanization, indudridization, and, in recent years, improved communication and business efficiency
resulting from technologica advances worldwide. These changesare obvious in Jgpan, China and the
so-cdled “Four Tigers'—Tawan, Korea, Hong Kong, and Singapore. India has aso recently
blossomed into amgjor center for software development for many high-tech companiesinthe United
States aswell as a source of thousands of programmers who come to the United States to work on
temporary H1 visss.

It is important to remember that Asian countries, as they evolve under the influence of these recent
socioeconomic forces, may take on dramdticaly different characteristics that affect their people and
family systems. Providers should be prepared for afamily of farmersfromamountaintop inLaosto be
very different in terms of family values, Westernization, formal education, and outlook from an urban
family from Hong Kong or New Delhi in which the parents work for high-tech companies.

Strength, Resilience, and Community

It is dso important to recognize the strengths and resilience of many API individuds, families, and
communities. Although many immigrant and refugee families arrived in the United States under grest
socioeconomic and psychologica stress, they dso possessed personal, culturd, philosophical, and
spiritud strengths. For instance, the Eastern philosophical gpproach to life teaches the importance of
family obligations and loydlty, filid piety, and parentd sacrifice for the future of the children. High
parental expectations regarding educationa achievement and astrong work ethic have resulted inmany
academic and business successes. The teaching of karma and compassion, and the strong focus on
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family harmony and interpersona relationships, have provided much-needed support during persona
and family crises. Native Hawaiian and other Pacific Idander families have increesingly drawn upon
cultural valuesand practices to promote resliency, specifically emphasizing srategies that involve the
family and community, spiritual diversity, and native sovereignty to build personal and community
strength (McCubbin, Thompson, Thompson, & Fromer, 1995). The divorce rate for APl couplesis
roughly half that of non-Hispanic Whites (U.S. Census Bureau, 2000c). Various immigrant groupshave
sugtained cohesion and culturd identity strongly enough to establish thriving centers of culture,
commerce, and population, such as the Chinatowns, Koreatowns, Japantowns, and Little Saigons
evident in many U.S. urbanareas. Strong dvic organizationsin these APl ethnic communities provide
important opportunities for socid support, networking, advocacy for community needs, and
development of culturd pride.

Strong community ties may affect utilization of mainstream menta hedlth services because of the
avalability of natural support systems within the community. These naturd support systems are an
important strength, especidly if they are effectively linked with larger mental hedlth sysems when the
need arises for referrd. Partnerships with community-based organizations are thus an important part
of culturaly competent menta hedlth servicesand help to cultivate provider awareness of assetswithin
APl communities,
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Barriersto Adequate Care and Concerns
With Current Mental Health Service Systems

Major Barriers

Ealy sudies in mentd hedth settings demondrated that Asan Americans were usudly
underrepresented as clients and had higher dropout rates and shorter stays than did Caucasian
Americans (Sue & McKinney, 1975; Sue & Sue, 1974). More recently, according to Mental Health:
A Report of the Surgeon General (1999), one nationa sample reveded that Asian Americans were
only one-quarter aslikdy as Whites, and one-hdf aslikdy as Africanand Higoanic Americans, to have
sought outpati ent treetment for menta healthconcerns. Asan Americans are dso lesslikdy thanWhites
to be psychiatric inpatients. Y et severd studies dso found that Asan Americans exhibit more severe
disturbances compared with non-Asans, suggesting that they arelikely to endure psychiatric distress
for alonger time before findly coming to the attention of the mentd hedlth system at the point of acute
breakdown and criss. Studies dso show that Asan Americans are more likely to drop out after initid
contact with mental hedlth providers or to terminate prematurely (Uba, 1994).

Thereare anumber of possble explanations for theselow utilizationand high dropout rates (See Panel
on Mental Hedlth Standards of Care for Asian and Pacific Idander Populations, 1998):

¢ Lack of services avaldble in consumers primary languages effectivdly prevents many
individuas from seeking or receiving help.

. Existing services typicaly are not responsive to the needs of Asan Americans and Pecific
Idanders. Westerndiagnogtic criteria may overlook culturaly specific symptomexpressionand
culture-bound syndromes, for example.

. Services may be geographically inaccessble.

. Asian American and Pacific Idander clients may fed that their cultural viewpoints are not
understood or vaued and thus may be suspicious of non-Asan clinicians.

¢ Thereisashortage of culturally competent personnel.

¢ Consumers lack awareness of the availability of locd mentd hedthservices, or of theright to
recelve services.

. Consumers lack familiarity with U.S. community menta hedth systems, which are different
from those of their countries of origin.
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. Consumerslack financid resources. Many working-class Adan Americans do not have hedlth
insurance or other hedlthbenefits. Census dataindicate, for example, that 21.1 percent of APIs
are uninsured, compared with 11.9 percent of non-Hispanic Whites (U.S. Census Bureau,
1999).

. Consumers may have culturd inhibitions about seeking mental hedlthservices, indudingsigma,

shame, and other culturd factors that influence symptom expression, concepts of illness, and
hel p-seeking behaviors.

. Consumers may have different help-seeking patterns. Some traditional Asan Americans seek
help from primary care physicians, community leaders, or indigenous or spiritud healersrather
than mentd hedth professonds.

It is essentia that mentd headth adminigtrators and planners address these barriersin order to make
mental hedlth services more accessible, available, and culturaly appropriate for API clients.

Existing Models of Mental Health Service
Ddivery to the API Community

Most menta hedth services currently available to APl personsfal into one of two mgjor types.

Services Administered and Operated by
Mainstream Organizations

In many geographic areaswhere APl populations are amd| and rdatively invisble, services are usudly
provided in public menta hedlth settings by English-gpesking, non-API providers with or without
trained interpreters. In areas with large APl populations, some mainstream organizations employ
bilingua API personnd, and some have developed API-focused programs or teams (e.g., the Asan
In-Patient Unit at SanFrancisco Genera Hospita). Some agencies have developed satellite clinics or
mental hedlth centers specificdly focusng on APl dients (e.g., Asan Pacific Family Center in
Rosemead, Cdifornia).

Services Administered and Operated
by Nonprofit Organizationsin the
APl Community

This modd is found mainly on the East and West Coasts, and in some mgor cities with large API
populationsin other regions of the country. Services and programs are specificdly designed to meet
the needs of API populaions and have hilingud, bicultura providers. Clients have easier accessto
ethnicaly smilar mentd hedlth professonas. These nonprofit organizations are usualy community
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based, with APl members on the board and management team (e.g., Asan Pacific Development
Center in Denver and Richmond Area Multi-Services, Inc., in SanFrancisco). In some communities,
mental health services are provided by community hedth centers (e.g., South Cove Community Hedlth
Center in Boston).

From the mid-1970s to 1985, with federa, state, and local government support, a number of mental
hedlthcenterswhose goa wasto serve the API populationwere established insevera mgjor U.S. cities
with large API populations. Evidence indicates that these ethnic-specific, community-based service
organizations, which typicaly have biculturd and bilingud gtaff and culturaly competent services and
treatment, increased the utilization rates, length of stay in trestment, client satisfaction, and postive
therapeutic outcomesfor API consumers (Flaskerud, 1986; Flaskerud & Liu, 1991; Russell, Fujino,
Sue, Cheung, & Snowden, 1996; Sue, Fujino, Hu, Takeuchi, & Zane, 1991; Zane, Enomoto, & Chun,
1994; Zane, Hatanaka, Park, & Akutsu, 1994). One study indicated that API dients who attended
ethnicity-specific programs had a higher return rate and stayed in the trestment longer thanthose using
maingtreamservices (Takeuchi, Sue, & Yeh, 1995). Another tested the hypothesis that thergpist-client
meatches in ethnicity and language are beneficid to dlients. Resultsindicted that for API clients whose
primary language was not English, ethnic and language matchwas apredi ctor of increased durationand
positive outcome of trestment (Sue et d., 1991).

I nspite of the advantages of culturaly competent servicesand ethnicaly matched providers, many AP
consumers are dill being served by providers with litle undersanding of APl cultures and
communication styles. The number of menta hedth centers in APl communitiesis limited, and these
centers typicaly provide only outpatient and sometimes day trestment services. The remaning range
of menta health services, induding inpatient care, partid hospitaization, resdentid care (including
board-and-care homes), emergency services, vocationa training, dud- diagnoss treetment, and jall
psychiatric services are il provided primarily by maingtream organizations in an uncoordinated and
fragmented manner.

Special 1ssues With Managed Care
Mental Health Systems

At the 1995 Asan American and Pacific Idander Mental Health Conference, convened by the Center
for Mental Hedlth Services (CMHS) with the participation of leaders and directors of API-focused
mental hedlth agencies, participants expressed a great deal of concern regarding the negetive impact
of managed care on cultural competency in menta hedlthservice ddivery to APl Americans. Prior to
the July 1999 Asan American and Pacific Idander Menta Hedth Summiit, the author of this report
conducted a survey of APl menta hedlth directors on the impact of managed care onservices and on
barriersthey experienced after the implementation of managed care intheir communities. The following
section summarizes their comments.
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Problems With Access and Benefit Design

. Gatekeeping and service authorization for APl consumers is usudly performed by non-API
gaff. Many APl consumers are excluded from services by language and cultura barriers.

. Some hedlth benefit packages do not provide trestment for disorders that affect many AP
individuas, such as PTSD and other anxiety disorders.

¢ Many healthmaintenanceorgani zations (HM Os) do not provideinformationregardingcovered
sarvices and procedures for accessng and utilizing services in APl consumers primary
language(s). Also, the conventional means of disseminating thisinformationdo not reach many
APl communities,

. Despite the capitated modd, managed care organizations usudly do not dlocate money for
prevention, outreach, and health promotion.

Services

¢ Many HMOs lack culturaly competent services and programs to address the specia needs
of APl members.

. Many HMO servicesare not located within Asiancommunities or ingeographically accessble
aress.

. Services are usudly not accessible to APl members, especidly monolingua clients from
recently emerging population groups.

. Indigenous healing practices are seldom viewed as an integral part of a system of care;
complementary or traditiona healers usudly are not included as treatment plan providers.

¢ Servicestend to be based onashort-termintervention model. The durationof servicesis often
influenced by efforts to reduce cods rather than by clinica need.

. Treatment moddities usudly focus on the individua and emphasi ze the medical modd. Family
therapy sessions often are not covered by HMOs, dthough APl persons often vaue family
involvement in trestmen.

. Althoughitis clear that integrating primary hedthcare, menta hedlth, substance abuse, school-

based, and other socia services in a managed care plan increases the potentid that API
consumers will receive more comprehensive and ble services, integration and
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collaboration efforts are highly fragmented. Many areas lack cross-system alliances for
integrated service ddivery.

Provider Competency

. Few HM Osmake a concerted effort to recruit and retain a representative percentage of API
menta heslth professonasin thar clinical workforces.

. Fee scalesfor preferred provider networks often are too low to attract culturaly competent
mental health APl specidigtsto join.

Planning/Eval uation/Management
. Few AP individuas are involved in HMO governance or hold leadership positions.

. Consumers and family members ether are not included in planning and advocacy or their
participation is viewed negatively by many managed care organizetions.

¢ Outcome measures are based primarily on mainstream models.

¢ The inexperience of managed care agencies has led to fiscd mismanagement in some states.
This has caused many APl agenciesto lose funding for needed services.

. Different states develop different cultural competency standards. Many private HMOs have
no cultural competency plansin effect.

Insummary, barriersto providing adequate care to Asan Americans and Padific Idandersusingcurrent
mental health systems include language barriers; lack of accessibility of culturally competent services,
lack of familiarity with U.S. menta heglth sysems, and a critical shortage of bilingud, bicultura AP
mental hedlth professonds. In addition, culturad inhibitions such as sigmaand shame about seeking
mental health servicesexist. To address some of the mgjor barriersand concerns, the following section
describes nationd efforts to ensure amore culturally competent system of care for APl communities
and provides recommendations for culturally competent assessment and treatment sirategies.
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Moving Toward Culturally Competent
Mental Health Systems

Ensuring a Culturally Competent Mental Health
System of Carefor API Communities

Severa nationd activities and initiaives have been undertaken to promote a culturdly competent
systemof mentd hedthcarefor API communities. These indude convening of national conferenceson
APl mentd hedlth needs, devedlopment of recommended standards of care for the provision of
behaviora hedthsarvices to Asan and Pecific Idander Americans, development of new menta heslth
programming for APl populations in rura areas, and other nationd-leve initiatives germaneto API
mental hedlth needs. These are briefly discussed below.

National Conferences on Mental Health
Needs of Asian and Pacific Islander Americans

In 1972 the Nationd Ingtitute of Mentd Hedth sponsored a nationa conference in San Francisco to
address mentd hedth issuesin the APl community. That conference initiated a period of tremendous
cregtivity in the areas of research, training, preventive services, and coordination of efforts. New
resources entered the community, resulting in increased responsiveness to API menta health needs.
Since the mid-1980s, however, many of the programs and structures created in the 1970s have
declined or disappeared, athough the API population has tripled. Thus the need for appropriate,
culturdly competent services has adso increased. Enormous disparities exist between the APl and
mainstream communities in terms of availability of and access to high-quality menta hedlth services.
With the rgpid trangtion to managed care, linguistic access and compliance with Title VI of the Civil
Rights Act (which prohibits discrimination in programs or activities receiving federd assistance) have
once again become a matter of concern for the APl community.

Under the leadership of the Alcohol, Drug Abuse, and Mentd Hedth Administration (ADAMHA) in
1979 and the Substance Abuse and Menta Hedlth Services Adminigration (SAMHSA) in 1995 and
1999, nationd conferenceson APl mentd hedthwere hed to devel op recommendationsfor improving
mental health services. The 1995 conference focused on the effects of managed care; the 1999 summit
addressed ethnic-specific services, cultura competence, and child and adolescent menta hedlth.
Participants submitted recommendations in each area to SAMHSA'’s Center for Mental Hedlth
Services (CMHS). These included, for example, recommendations that SAMHSA work to:

. createagrant programto improve APl mental hedth services smilar to the Community Action
Grant program,

3 increase community and provider awareness of APl families and consumers,
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¢ establish an APl menta hedlth resource development center,

¢ support implementation in state and community mental hedth sgttings of the culturd
competence standards published by CMHS (2000),

. improve data collection methods and increase research on APl mental hedlth, and
. convene andaiona summit meeting focusing on child and adolescent menta hedlth issues.

CMHS isdeve oping aformd response to these recommendations. The National Asan American and
Pedific Idander Menta Hedlth Association(NAAPIMHA), formed induly 2000, will advocate for and
coordinate new initiatives that may result from these efforts.

Development of Cultural Competence
Sandards

In 1996 the Western Interstate Commissionfor Higher Education (WICHE) Mentd Hedlth Program,
with funding from CMHS and SAMHSA, formed a pand of APl expertsto review the literatureand
researchrelated to API mental health needs and services. The 23-member API panel was co-chaired
by Stanley Sue, Ph.D., and the author of this report. Following this literature review, pand members
recommended standardsfor the provisionof culturdly competent managed mental health care services
to API persons. In 1997 some of the APl panel members met with members of panels representing
three other underserved ethnic groups (African Americans, Latino Americans, and Native Americans)
to reach a consensus about core cultural competence standards applicable to al four groups. The
resulting document, Cultural Competence Standards in Managed Mental Health Care Services:
Four Under served/Underrepresented Racial/Ethnic Groups, waspublished initsfind formin 2000
by CMHS.

National Effort to Address Mental
Health Service Needs of APl Persons
in Rural Communities

During the past few decades, the number of API persons living in rurd areas throughout the United
States has increased significantly—by as much as 30 to 50 percent in many areas. The chalenges of
providing mental health services to APl consumers in rurd areas are many. Residents of rurd areas
often lack geographicaly accessible, appropriate mental hedth services. API language barriers and
culturd differences compound this problem. Few bilingud, bicultura mental hedth professondslive
and work in rurd communities.

The Promoting Access to Hedlth (PATH) program of the Association of Asian Pacific Community
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Hedlth Organizations (AAPCHO) originated as part of a cooperdtive agreement betweenthe federal
Office of Minority Health and AAPCHO in 1997 to address the hedth issues of emerging API
communitiesinthe Midwesternand Mountain states. Anissue that arose repeatedly wasthe increasing
need for—yet lack of—menta health and substance abuse services. In July 1999, AAPCHO and
SAMHSA hdd aone-day conferenceto discuss strategiesfor providing menta hedthservicesto API
persons. Conference participants made severa recommendations to SAMHSA that paraleled those
of the 1999 summit, and they also suggested increased funding for menta health services and active
support for service integration.

In addition to these nationd activities, severd other important initiatives provide unique opportunities
to address the unmet healthand menta healthneeds of API communities Many in the APl community
hope that the June 1999 White House Conference on Mental Hedth, the Surgeon Generd’s 1999
report on mental hedth, the Clintonadminigtration’ sinitictive to diminate disparities in hedlth care, and
Executive Order 13125 onlincreasing Participation of Adan Americans and Pecific Idandersinfederal
programs will lead to positive changes and increased resources to meet the menta hedthneedsof API
communities.

Executive Order 13125, which President Clintonsigned onJune 7, 1999, established the President’s
Advisory Commisson on Asian Americans and Pedific Idanders and the White House Initiative on
Asan Americans and Peacific Idanders. The President gppointed a 15-member commission to act as
his advisersin working toward three gods.

. Develop, monitor, and coordinate federal efforts to improve Asan American and Padific
Idander participation in government programs.

. Foster research and data collection for Asan American and Pecific Idander populations and
subpopulations.

¢ Increase public- and private-sector and community involvement in improving the hedth and
well-being of Asan Americans and Pacific Idanders.

Moving toward culturaly competent mental health systems requires specid effortsto redesign service
systems and culturaly competent dlinica practices in working with individual consumers and their
families. The fallowing section presents assessment and trestment strategies for working with Asan
American immigrant and refugee families.

Culturally Competent Assessment Guidelines

¢ Providing culturdly competent mental hedlth services requires that the client’s culture be
understood, accepted, and respected by the provider during al phases of the therapeutic
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process. In order to provide effective mental hedth services to Asan American families,
providers mugt be able to both conceptualize and intervene at multiple leves and in muitiple
systems. Providersalso need to investigate the efficacy of traditiona assessment methods and
insruments.
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¢ Many API consumersand family members may not comprehend the Sgnificance of sometimes
lengthy and complex evauation procedures. They may not be accustomed to detailed history-
taking and may not understand the relaionship between the questions and the presenting
problems. Many are dso very discreet about family secrets and problems, and they may not
wish to offer information before trust is established.

. Many APl persons are not accustomed to verbal expressionof emotionto outsiders. This may
be further complicated by linguidic barriers. Monolingud dients often have difficulties
communicating with English-spesking providers through an interpreter, owing to linguitic,
communication, and culturd differences.

. There is a need for assessment tools that have been trandated and standardized in API
languages and appropriately normed for clients of APl backgrounds. For example, API
persons may tend to avoid endorsement of the extremes on measurement scales suchas Likert
scaes, rendering the results of this type of assessment instrument questionable.

. Providers working with APl consumers may need to incorporate a more holistic way of
thinking into dinicd practice and assessment. The evauation of API families should include
informationbeyond traditiona intake data. A modd is presented bel ow that accounts not only
for the psychologica and biologica influenceson an individud’s or family’ s emotiond hedlth,
but aso for the culturd, socid, palitica, family, community, and spiritud influences. Table 2
provides asummary of the types of information needed in each key area (Lee, 1989; 1996;
1997).
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Table 2. Assessment Guidelinesfor Aslan American

Immigrant and R

efugee Families

Area of Assessment

Family’s ethnocultural heritage

Assessment Content

- Country of origin: paternal and maternal ancestry
- Province/city/village of origin

- Generations in the United States

- Cultural identity of each family member

Family migration stress and relocation history

- Premigration experience (life before migration);
relocation history

- Type of community where the family lived

- Socioeconomic status

- Educational, health, and mental health systemsin

home country

- Traumatic events encountered

- Migration experience (the escape/rel ocation
process)

- Decisions to leave: why, when, and who

- Degree and type of hardships during escape

- Stressinduced by legal immigration process:
uncertainty of sponsorship, duration of waiting

the

Degree of loss and traumatic experience

- Separation and losses of family members,
relatives, experience, and friends

- Financia and material losses

- Loss of spiritual and cultural communities

- Physical trauma

- Psychological trauma

Postmigration experience and cultural shock

- Postmigration (lifeimmediately after the arrival

the United States)

- School adjustment

- Job and financia worries

- Changes in living environment and neighborhood

- Significant changes in family composition and
relationships

- Learning and adjusting to Western values

- Problems with housing, transportation, child care,
and legd issues

- Racism and minority status

in
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Table 2. Assessment Guidelinesfor Asan American
Immigrant and Refugee Familiescontinued

Area of Assessment

Acculturation level of each family

Assessment Content

Individua family member acculturation rate
depends on:

- Yearsin host country

- Age at time of migration

- Exposure to Western culture

- Professional affiliation

- Contacts with American peers

- English-speaking ability

- Work or school environment

Work and financial stresses

- Unemployment

- Underemployment/downward mobility
- Long working hours

- Language difficulty

- Racism at the workplace

- “Glass celling” issue

Family’s place of residence

- Type of neighborhood

- Availability of support system

- Help available from community-based service
agencies

- Community stigma

Family dynamics

- Family membership/composition
- Leadership

- Decisionmaking

- Role assignments

- Communication patterns

Family problems

- Intergenerational conflicts

- In-law conflicts

- Marital difficulty

- Rolereversal

- Addiction, substance abuse, and gambling
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Table 2. Assessment Guidelinesfor Asan American
Immigrant and Refugee Familiescontinued

Area of Assessment

Family strengths

Assessment Content

- Functional coping strategies
- Strong family bond
- Support from the ethnic community and networks

Physical health and medication history

- Medical history of client and family members

- Exposure to Western and herbal medicines

- Consultation with physician and indigenous
heslers

Family’s concept of presenting problem, help-seeking
behavior, and treatment expectations

- Symptoms and problems as perceived by family
- Causes of the problems as perceived by family

- Relationship with traumatic events

- Family help-seeking behavior

- Treatment expectations
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Culturally Competent Treatment Strategies

Because Asian Americans represent a broad spectrum of cultures, histories, and acculturation levels,
providers need not only to expand the domain of their assessments but aso to flexibly apply different
trestment modalities in response to the needs of each individua and family.

Many forms of therapy are effective with Asan Americans. A survey of Asan American counsgors
found that somatic problemswereofteneffectively treated with pharmacotherapy, adjustment problems
with cognitive behavior methods, and intrapsychic problems (e.g., identity conflicts, relationship
problems, low salf-concept) with psychodynamic and rel ated techniques emphasizing sdf-exploration
(Matsushima & Tashima, 1982).

Authors of areview of the literature and research on Asian and Pecific Idander menta hedth arrived
at several conclus onsregarding recommended trestment moddities(Panel on Mental HedlthStandards
of Carefor Asanand Pacific Idander AmericanPopul ations, 1998): Findings indicated that depression
and PTSD can be successfully trested through psychotherapy and pharmacotherapy; culturaly
competent group therapy and clinica case management were found to be effective in working with
Adan Americans, many authors recommended the use of family therapy whenever possible to
accommodate Asan Americans family-centered orientation; a family treetment model aso may be
more cost-effective due to the strong family orientation of most Asian American groups, and family
therapy may aso be useful for addressing the turmoil and stress resulting from structura redignments
that often occur in recently immigrated families.

For a more detailed discusson of dl types of trestment moddities, see Working with Asian
Americans. A Guidefor Clinicians(Lee, 1997). The following trestment strategiesfor workingwith
immigrant Asan American families are presented as one of many models.

Form asocial and cultural connectionwiththefamilyduring thefirst session. The most important
process in working with Adan American familiesis“joining,” thet is, initiating thergpeutic intervention
by building a relationship with the family. Many Asan American dlients are new to therapy and may
need to be prepared and “coached.” During the first session, the clinician should addressthe family in
apolite and forma manner. Given Asan cultures emphasis on interpersond relaionships, the family
may expect the dinicianto disclose a certain amount of persond information regarding hisher family,
countryof origin, and academic and professiona background. A ppropriatesalf-disclosuremayfacilitate
positive culturd dlianceand anincreased levd of trust and confidence. Asking nonthreatening personal
questions can put the family at ease. It is also important to avoid direct confrontation, to demand
greater emotiond disclosure, or to discuss culturally taboo subjects such as sex or death.

Acknowledge the family’ s sense of shame. For many Asans, the public admissonof mentd hedth
problems can bring intense shame and humiliation. The dlinician may counter those emotions by

Cultural Diversity Series: Asian and Pacific Islander Americans 44



empethizing withfamily members and encouraging themto verbalize thisfeding. Itisimportant to assure
them about confidentidity and anonymity. One hdpful technique isto reframe their courage in seeking
help aslove and concernfor the troubled family member. If gppropriate, mobilizing the family’s sense
of obligation to receive help to achieve family harmony or for the sake of the children can be very
effective.

Clarify the professional’ s role and client treatment expectations. Because diverse menta hedlth
disciplines(e.g., psychiatrists, psychologists, socia workers) are not widely recognized inmany Asan
countries, Asan Americans may lack the informationor exposure to understand the roles of dinicians.
The provider’ s role needs to be clarified at the beginning of treatment. Since the role of aphyscianis
more clearly understood and respected, Asan American dients may expect dinidans to act like
physicians who prescribe medication. In addition, the clinician needs to explore the client’ s trestment
expectations.

Establish expertise, power, credibility, and authority. Many Asandientscometo their firs session
bdieving that the dinician is an authority who can tell them what is wrong and how to solve their
problems. It is helpful for the clinician to establish credibility right away to ensure that the dient will
return. An air of confidence, empathic understanding, maturity, and professondism are dl-important
ingredients.

Define the problem. A problem-focused family therapy gpproach with Asan American families
appearsto be very effective. The dinicianshould focus onthe immediate crisis or problemthat brought
the family to the agency. In most ingtances, family members ask for professona help because of the
difficulties they encounter with one particular family member (the identified patient). Family members
may ether be unaware of their role in contributing to the problem or unwilling to discuss those issues
openly infront of others, particularly the children. For many families, working on the parent-child issue
at the beginning is safer than working on marital problems that may exig.

Apply a family psychoeducational approach. Education is highly valued in Asian cultures. The
psychoeducationa approachbased on socid learning principlesmay be competible with Asan vaues
and bdliefs. Such interventions focus on four mgor areas: (1) education about the illness or problem,
for which educationd maerids in the patient's primary language are especidly hdpful; (2
communicaiontraining; (3) problem-solving training; and (4) behavior management strategies (McGill
& Lee, 1986).

Build alliances with family members who have power. An accurate assessment of the power
sructure of the family isessential. Generdly spesking, there are two types of power in the AP family
system: “role prescribed power” (usudly given to the grandfather, father, eldest son, or the sponsor)
and “psychologica power” (usualy maintained by the grandmother or the mother). Treatment will not
be effective without permissionof theleader(s). Clinicians should acknowledge and respect their power
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in decisonmaking, avoid competition, and build a thergpeutic dliance using al possible means.
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Employ reframing techniques. Usng the technique of reframing can help to build rapport withfamily
memberswho have power. For example, the dinician can reframe the mother’ soverprotectivenessas
“loving too much” and reframe the father’ s excessive working hours as “sacrificing for the economic
well-being of the family.”

Assume multiple helping roles. Hexibility and a willingness to assume multiple helping roles can
enhance the thergpeutic rdaionship, especidly in working with multiproblem families. In addition to
being the counsdlor, the clinician should be comfortable functioning as a teacher, advocate, and
interpreter. Acting as a “culturd mediator” or usng afamily intermediary can be an effective tool in
dedling with family conflicts. Show caring by “doing” and “being there” when the family needs help.

Restructure the social support system. Asan American families usudly consst of dosdy knit
extended familiesand support systems. However, many familiesand individuasisolatethemsaveswhen
they encounter problems. Assoon as possible, the dinicianshould hep themto establish or reestablish
asocid support network that enablesthe family or the individua to form friendships, vent frustrations,
and learn socid and problem-solving kills.

Integrate Eastern and Wester n heal th approaches. Clinicians should take advantage of the holistic
mode of hedth in Eastern cultures and integrate its dements with the best Western medicad and
psychologica practices. For example, in the treatment of a Chinese American consumer with
depression, it can be helpful to provide education on the Western biological and psychological
perspectives of theillness. It may aso be important to explore Eastern approachesto treatment, such
asthe use of Chinese herbal medicine, acupuncture, gi gong, or yoga. Indeed, it may be particularly
useful to point out to consumerswhere these frameworksintersect, suchas a mutua concernwithboth
biologica causes and energy depletion in the understanding and trestment of depression.

Mobilize the family’s cultural strengths. One of the functions of therapy is to mohilize the family’s
cultura strengths. Strengths in API families may indude support from the extended family, a strong
sense of obligationand family loydty, parenta sacrificefor the children’ sfuture, filid piety, strongfocus
on educationd achievement and the work ethic, and support from the ethnic community. In many
circumstances, epecidly whenfamily membersare coping with degth, loss, or unpredictable changes,
discussons of rdigious stories or philosophica teachings from Asian cultures can bevery thergpedtic.

Employthe concept of empower ment asa treatment goal. Empowerment hererefersto theprocess
whereby the dinician mohilizes the family’ s ability to interact successfully with externd systems. This
is particularly important in working with immigrant women who have been victimized by years of
sexism, loss of power due to language barriers, role reversal, and racism in the new country.
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Understand the family’ s communication style. In addition to determining APl consumers primary
language and didect, providers must understand afamily’ scommunicationstyle. Asan Americans have
traditiondly been taught to employ indirect styles of communicationand to avoid direct confrontations.
Negative emotions such as anger, grief, and depression may be expressed indirectly. Even postive
feelings such as love are frequently not expressed in an open manner. The dinician may be expected
to read between the linesin order to grasp the mgor issue. The family may aso, on the other hand,
perceive the clinician as being too blunt, pushy, or insengtive.

Applicability to Pacific Idanders

These trestment Strategies described as appropriate for Asan Americans also have relevance for
Pacific Idanders. Strategies with specid applicability include forming social and culturd connections
between provider and family, integrating Eastern (or Pecific) and Westernapproaches, mohilizingthe
family’ sstrengths, and employing the concept of empowerment. Successful establishment of aprovider-
family relationship for many Padfic Idanders requires that providers exhibit knowledge of, and
sengtivity to, native history and circumstances. For example, recognizing the politica history and
afiligtion of the United States to Pacific idands may facilitate an understanding of cultura conflict for
Padfic Idanders in the United States and in idand homelands. There is mixed literature on Native
Hawaiians preferences for indigenous or Western mental hedlth treatments, with early research
indicating a preference for indigenous approaches (Higginbotham, 1987) and more recent and
comprehengve research indicating a preference for conventional medical practices (Andrade, et d.,
1994). Interegtingly, the latter study also showed that Native Hawaiian adolescentsidentified teachers
and school counsdlors as the best source of help for menta health problems,

Providerswho are competent in, and canflexibly employ, arange of bothnative and Western treetment
interventions and who can collaborate withteachers/counsel ors may maximize ther efforts a helping.
Another way to enhance servicesisto mohilize the family’ sstrengths in areas such as extended familia
support and community networking. For example, inHawaii the Department of HumanServicesutilizes
an intervention caled "Ohana (Family) Conferencing that brings together members of the extended
family aswdl asindividuas who are part of their neighborhood support system to collectively resolve
issues of the children and family (Susan Chandler, personal communication, May 10, 2001). Focusng
and mobilizing family strengths as part of an intervention contributes to empowerment because the
family and community become active participants in the process of change (Browne & Mills, 2001).
This is a key concept in work with Native Hawalians, Samoans, and Chamorros and reflects the
importance of familiesand communities taking responghility for the direction of mental health services.
Fndly, the use of such drategieswill be enhanced if providers continudly engage in self-awareness
activities that examine their own attitudes toward racism, oppression, culturd diversty, and identity
(Mokuau, 1991).

In summary, providing culturaly competent dlinica servicesto Asan and Pacific Idander Americans,
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especidly immigrants and refugees, includes goplying an understanding of cultura and sociopolitica
factors in the development of both assessment guidelines and trestment strategies. A practical guide
based onahalisic mode isoffered. Ensuring a culturaly competent mental heglth system of care dso
requires multileve interventions, such as planning and adminigtrative leadership on the federd, state,
and local fronts and advocacy and effective organizationby APl communities. Recent nationd efforts
have brought opportunities to address barriersand concerns inmenta hedlth care ddivery to the API
population. The following section offers some recommendations for state mental hedlth planners and
adminigrators to help guide culturaly competent systems change.
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Recommendations for Mental Health Systems Change

Overcoming culturd, linguistic, socioeconomic, and geographic barriers to the provison of menta
hedlth servicesis not an easy task. Digparities in the availability of and access to high-quaity menta
health services mugt be addressed at everylevdl—federd, state, county, dity, and community. Recently,
the recommendations of the 1999 Nationd APl Mentd Hedth Summit and severa federd initigtives
have generated renewed enthusiasm among the APl menta health communities. However, menta
hedlth services for Adan and Pecific Idander Americans can improve only with the support and
partnership of the states. The following recommendations are provided for state mental hedlth
authorities

Needs Assessment and Survey of
API Populations

Conduct a statewide assessment of API populations, gathering data broken down by subgroupswithin
the Asan and Pecific Idander populations, identify the cultural and linguistic backgrounds within each
APl community rlevant to menta health and well-being. Such a population assessment is critica in
designing and planning appropriate and effective menta health services and is particularly crucid in
states with large or rapidly changing APl populations. The 2000 Census provides a wedlth of
informationon APl demographics. Needs assessment tools have been developed and implemented in
many APl communities—such as the health needs assessment used with the San Francisco Chinese
community (Jang, Lee, & Woo, 1998). For stateswithsgnificant numbersof API populations, amore
comprehensive AP prevalence and sarvice survey may be necessary to determine rates of mental
disorders and patterns of menta hedlth service utilization.

Cultural Competency Plan for
API Populations

Deveop and implement a cultural competency plan. This begins with a thorough and impartia ongoing
organizationa salf-assessment. Organizationa assessment can be conducted by minority consultants
who are expertsin cultural competency. |dentify strengths and gaps in current services. Usethe results
of the needs and organizationa assessmentsto design a specific cultural competency plan. Such aplan
should indude specific godss, palicies, and procedures, adequate resource alocation; and designation
of staff responsible for plan implementation. The cultura competency standards recently published by
CMHS can be used asaguide.

Service Delivery Models

Developnew and/or support existing culturaly competent menta health servicesto the APl community.
The fallowing examples of such service modds are based on ideas generated at the SAMHSA-
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gponsored nationa conferences on API menta health in 1995 and 1999 and on the

publication Cultural Competence Standards in Managed Mental Health Care Services (CMHS,

2000):

¢

Integrate mental health services with primary hedlth care. APl persons are more likely to
contact a physician than amenta hedth professona when they need help.

Provide menta hedth services in naturd sgttings (e.g., church/temples, schools, community
centers). Thisreduces stigma associated withmentd illnessand increases service accessibility.

Develop speciad programs or dinics to address problems that frequently affect API
communities—such as arefugee traumaclinic or a problem-gambling trestment program.

Use community-based family therapy interventions whenever possible.

Incorporate Eastern trestment modalities into assessment and treatment. Advocate for
insurance reimbursements and Medicare/M edicaid funding for complementary and dternative
medicine practices, such as acupuncture.

Develop culturdly competent vocationd training and job placement services, because work
ishighly vaued by many APl consumers and families.

Partner withother state agencies, such as departmentsof educationand rehakilitation, to create
comprehensive, integrated service models.

Allocate aufficent funding for prevention, early intervention, and outreach programs. Arrange
for these programs to be devel oped and conducted in partnership withAPI community-based,
non-menta hedlth agencies.

Develop culturdly and linguisticaly appropriate written mental hedlth education materids for
APl consumers and families. (This requires usng the needs assessment data regarding
population and language group.)

Recruit API Professionalsfor Mental Health
L eader ship Positions

Improve API representation on state mental health planning boards; among state and county mental
hedth and medicd directors, on key state and nationad committees; in state legidatures and budget
offices; and in nationd, ate, and local advocacy organizations. Hire senior APl managers who have
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a strong interest and expertise in cultura competence and can provide leadership to develop and
implement such plans for the organization.

Community Partnership

Empower API consumers, family members, and community-based organizations to lead the mental
hedth agenda. Ensure that there is fair and equitable AP representation on policy, budget, and
program planning boards and committees in order to appropriately address AP issuesand concerns.
Egtablishstrongworking relationshipswithlocd, state, and national AP organizations. Identify key AP
leaders who can provide advice and consultation on these efforts.

State L egidative I nitiatives

Address mentd hedlth disparities by state legidation. For example, legidation has been proposed in
Cdifornia that would require the state Department of Menta Hedlth, Department of Finance, and
Office of the Legidative Analyst to form awork group to study options for restructuring menta hedlth
funding and sarvices.

Human Resour ces Development

Provide leadership in the creation of a human resources development planand strategy to addressthe
extreme shortage of bilingud, biculturd APl professondsin public menta hedlth settings.

Training and Technical Assistance

Provide cultura competency training to agency managers and service providers. Organize culturd
competency conferences at various locations onaregular basis. Assess the training needs of different
county and city mental hedlth systems, and provide technical assistance as indicated. Employ API
consultants who can provide various types of traning. Encourage educationa inditutions to modify
education and training program digibility requirements to create opportunities for students from API
ethnic communities that are underserved and underrepresented.

Resear ch

Advocate for increased funding for research to expand the knowledge base concerning the dinica and
cogt effectiveness of culturaly competent mental health services. Specia attention should be paid to
outcomes research so that successful models may be replicated.

Monitoring and Accountability
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Provide close monitoring of state-funded contractors to ensure culturally competent care for APl
consumers and family members. Contractors should demonstrate the following:

¢

Adeguate language accessbility to dl API groups and compliance with federd and Sate
regulations.

Devdopment and implementation of an annua cultura competence plan with specific
objectives and outcome measures.

Improvement of data collection including data on subgroups within the APl community.

Provisonof funding and resourcesto address servicedisparitiesthat affect the APl community.
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Conclusion

Thisreport describes the uniqueand diverseculturd characteristics, menta healthneeds, and problems
of Adan and Pacific Idander Americans. Inaddition, the report identifiesmgor culturd, linguigtic, and
socioeconomic barriersto menta hedth serviceaccessand utilization. A practical guiddine inassessing
and treating API families based on a holistic modd is offered. Providers may try to incorporate this
modd into their dinica interventions with the goal of overcoming cultura barriersand achieving better
trestment outcomes.

Ensuring a culturaly competent mental hedlth system of care for AP persons aso requires sysems
interventions on the federd, state, county, and local levels Recent publications such as the U.S.
Surgeon Generd’s 1999 report on mental health and the Cultural Competency Standards in
Managed Mental Health Care Services, aswel asthe Nationd APl Menta Hedlth Summit, have
generated much podtive energy and renewed vigor in APl communities. However, services to API
persons will not improve without resources and support from dtates. The report offers
recommendations that can serve as a guiddine for state menta health planners and administrators to
address issues of digparities in the availability and accessibility of culturdly competent menta hedlth
servicesfor APl communities.

Astheracid/ethnic group withthe highest rate of populationgrowthinthe United States during the past
decade, the APl community is in rgpid trangtion and is very diverse. With the present politicd and
economic trendsinthe United States and Asa, thispopul ationisexpected to continue to change inboth
gze and complexity. Menta health planners need to keep abreast of these changes and be flexible in
the design of culturaly and linguigtically appropriate services to this underserved population.

In the findl section of thisreport, we offer examples of menta hedlth programs that attempt to provide
state-of-the-art services to APl consumers, with some services targeted to specific subpopulations.
Services are offered in many languages and modalities. These programs were chosen to represent
efforts occurring in different geographical regions and because they meet severd of the cultural
competence criteria outlined inthe CMHS report on cultural competency standards (CMHS, 2000).
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Model Program:
Richmond Area Multi-Services, Inc. (RAMYS)
San Francisco, California

Program Overview

Richmond Area Multi-Services, Inc. (RAMS) is a community-based menta hedlth agency located in
the Richmond District of San Francisco. Foundedin1974 by the Richmond Asian Caucus, RAMS s
committed to providing community-based, culturadly competent, and consumer-guided services that
meet the mentd hedth, socid, and educationa needs of the loca community. RAMS' target
populations include residents of the Richmond Didtrict and the greater Adan American communities
in San Francisco. Many RAMS consumers are new immigrants and refugees who are in need of
bilingud, biculturd menta healthservices. Asthe only nonprofit mental healthagency withan API focus
under contract with the city and county of San Francisco, RAMS has the unique opportunity and
chdlenge to meet the mental healthneeds of the Asian Americans who condgtitute more than 36 percent
of the city’ s population.

Clinical Programs

RAMS offers avariety of clinica programs to meet the specific needs of the community:

Adult Outpatient Services

The Adult Outpatient Program provides counsding; case management; individud, group, and family
therapy; psychologicd tegting; psychiatric evaluation; and medication support services to adults,
couples, and their families. Specid ethnic teams work with consumers from different APl subgroups,
including, but not limited to, Chinese, Japanese, Korean, and Viethamese.

Adult Day Treatment Services

The adult day trestment program offers a partial-day structured program of group therapy,

psychoeducation, prevocationa counsding, English-language courses, medi cation support services, and

training on cultura adaptation for refugeesand immigrants who suffer from acute posttraumatic stress
disorders and/or mgjor depressive illnesses.

Children and Youth Services

RAMS provides awide range of servicesfor children, youth, and families Services are provided at
the dinic and a more than 40 community-based stes. RAMS' outpatient child menta health dinic
offers psychologicad assessments, individud play therapy, family therapy, group therapy, psychiatric
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medica evauation, case management, consultationat school sites, “wrap-around” servicesto severdy
disturbed children at risk for out-of-home placement, and an after-school outreach program for
gay/lesbian and questioning youth.

Partial Hospitalization Program

This program is a partnership between RAMS and the Department of Psychiatry at San Francisco
Generd Hogpita, which provides high-qudity, cost-effective outpatient treatment to persons with
serious and persstent mentd illness.

Residential Care Home

This program provides 24-hour Asian-focused resdentid care for mentaly ill consumers recently
discharged from hospitals and other trestment centers.

Vocational Training

The“Hire-Ability” program provides culturaly sendtive vocationa evauation, job preparation, and job
placement services to individuds experiencing emotiond difficulties, enabling themto get jobsand live
independently in the community.

Problem Gambling Project

The Problem Gambling Project provides assessment, counseling, support groups, outreach, and
educationa services for problem gamblers and their family members in the Chinese and other Asan
communities.

Fee-for-Service Programs

RAMS provides severa fee-for-service programs to uninsured self-pay clients and contracts with
HMOs o provide bilingua, biculturd counsdling to their clients and employees.

Training

RAMSiscommittedtothetrainingand devel opment of culturaly competent mental health professionals
with expertise in working with Asian Americans and other minority groups. The training program
includes two mgjor components: the RAMS internship program, which provides dinicd training to
undergraduate and graduate students, and the Nationd Asan American Psychology Training Center,
atraining program accredited by the AmericanPsychologica Association(APA) that started in 1979.

Research
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RAMSiscommitted to research activities, with an emphasis on cross-cultural menta hedlthissues. In
addition to providing technica assistance to conduct research projects by its own gaff and interns,
RAMS has collaborated with other research ingtitutions and universities.
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Culturally Competent Initiativesor Strategies

RAMS has played a key role indefining and implementing culturaly competent menta hedlth services
in San Francisco. The organization's staff believes that recovery and rehabilitation are more likdy to
occur where the mental health systems, services, and providers have and utilize knowledge and skills
that are culturally competent and compeatible withthe backgrounds of consumersand thar familiesand
communities RAMS implements its commitment to cultura competence through many activities and
initigives

Culturally Competent Leadership

The RAMS Board of Directors reflects the diversity of the community served. It includes consumers,
professonds, and leaders from different Asancommunities. There are several Advisory Committees
for gpecific cultural groups, and the RAM S management team is dso culturdly diverse.

Culturally Competent Staff

The RAMS daff conssts of a multidisciplinary team of menta hedth professonds. psychiatrids,
psychologists, psychiatric social workers, marriage and family counsdors, and menta hedthworkers.
Many areimmigrantsor refugeesthemsdavesand have expertisein goecific areas suchas cross-cultural
counsdling, child and adolescent menta hedth, ederly care, refugee trauma, and family therapy.

Treatment in Client’s Primary Language

RAMS daff reflects the multiculturd, multilingua diversty of itscommunity. Services are availablein
Russian and more than a dozen Asian languages (including Burmese, Cambodian, Cantonese, Hindi,
Japanese, Korean, Mandarin, Tagaog, Tawanese, Thal, Toishanese, and Vietnamese). Interpreters
are available as needed.

Support for Consumer Choice and Empower ment

RAMS has pioneered the hiring of consumer consultants and community consultantsfor awide array
of rolesfromdirect service provision to community advocacy. To help support consumer choice and
empowerment, consumers have aso been involved in the development of several booklets such as
Howto Bea Smart Consumer in Managed Care and Consumer Satisfaction Report Card. These
booklets are avalable in five Asan languages—Cambodian, Chinese, Korean, Tagalog, and
Vietnamese.
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Community-Based, Accessible, and Culturally
Appropriate Services

RAMS provides a community-based system of care that includes a full continuum of services. The
focus is on treating the consumer in the least redtrictive setting (e.g., outpatient, resdentid care,
vocationd trainingprogram) and investing inearly interventionand preventionefforts (e.g., consultation
programs for 0 to 5-year-olds in preschool and community-building efforts). Servicesand fadilitiesare
made geographicaly accessble by providing servicesinmore than40 sitesinduding schoals, childcare
centers, youth centers, community centers for refugees, and other socia service agencies. RAMSaso
offers evening and Saturday clinic hours. To respect the cultura bdiefs of many Asanimmigrantsand
refugees, holigtic gpproaches to assessment and treatment are encouraged and highly valued.

Leadership in the Training and Devel opment of
Culturally Competent Mental Health Professionals

RAMS offers valuable dinicd training for both undergraduate and graduate students in the fields of
psychology, socia work, nurdng, medicine, psychiatry, counsding, and other menta hedthdisciplines.
RAMS Nationa Asan AmericanPsychology Training Center (NAAPTC) providestraining for APA-
approved, full-time pre- and postdoctoral psychology internships. Funded in the past by the National
Ingtitute of Mental Hedlth, NAAPTC is the firg training program in the United States to focus on the
development of psychologists with expertise in working with API populations.

Collabor ative Efforts

RAMS s committed to building partnerships with other service organizations. Thisgod is achieved
through three mgjor activities:

+ Egablishing collaborative agreementswith other service projectsto providedinicd, outreach, and
preventive services. For example, children and youth programs offer services a 30 different
program service dtes. The Bridge To Welness partid hospitdization program is a joint
collaboration with San Francisco Generd Hospitd.

+ Edablishing a community organization component to build community coditions. RAMS invests
in community building by serving as one of seven host agencies for Neighborhoods in Trangtion:
A Multi-Culturd Partnership and the Richmond Neighborhood Codlition. Working in collaboration
with other neighborhoods, RAMS community organizers mohilize schools, police, community
centers, service providers, faith-based organizations, business leaders, parents, and youth to
enhance and improve the quality of life of loca neighborhoods.
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¢

Participating in other community coditions RAMS is an active member of the Chinese Hedlth
Cadition, a consortium of more than 35 agencies serving the Asan community in SanFrancisco.
RAMS executive director, Evelyn L ee, has served as coditionpresident for the past Sx yearsand
a0 serves as vice president of the San Francisco Mental Health Contractors Association.

Funding

Major funding for RAMS is provided by Community Mental Hedlth Services, Department of Public
Hedthof the City and County of San Francisco. Other funding sourcesindude state and federd grants
and fee-for-service programs.

Evaluation Efforts and Results

RAMS is committed to improving the qudity of its services and to enhancing desired outcomes of
sarvice ddivery. The following evauation efforts are used to assess services:

¢

Annual Program Reviews As part of CMHS' monitoring efforts, eva uations are conducted
onceayear by anindependent evauation team. Program evauationindudestwo maor aress:
program performance and program compliance. During the past three years, RAMS
Outpatient Clinic received the highest possiblerating in dl aress.

Consumer Satisfaction Surveysand Outcome Studies. RAMS hired a group of consumer
outcome consultants and community consultants from five Adan culturd groups to design a
Consumer Report Card to be avallable in five languages. A consumer satisfaction survey of
RAMS Outpatient Clinic yielded arating of 3.63 (out of 4) in FY 98-99 and 3.59 InFY 97-
98. Consumer satisfaction surveys are conducted on a monthly basis a the Partia
Hospitdization Program. In 1999, 90 percent of clients reported that they were ether
“setidfied” or “very stisfied” with the services they received.

Accreditation Visits A Joint Commission on Accreditation of Health Care Organizations
(JCAHCO) dtevigt wasconducted at RAMS partid hospitalization program last year. The
program received an outstanding score (99 out of 100 compliant points). RAMS' Nationa
Asan American Psychology Training Center aso receivesregular accreditationvisits and has
been accredited continuoudy since 1979.

Contact Information

Evelyn Lee, EA.D., L.C.SW., Executive Director
Richmond Area Multi-Services, Inc.

3626 Baboa Street

San Francisco, CA 94121
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Phone: (415) 668-5955
Fax:  (415) 668-0246
E-mail: evelynlee@ramsinc.org
Model Program:
The Asian Pacific Development Center (APDC)
Denver, Colorado

Program Overview

The Asan Padific Devdopment Center (APDC) is a not-for-profit, 501(c)(3) community-based
organization governed by a board of directors that reflects the diverse Asian ethnic and language
communities. APDC isthe only Asav/Pacific Idander-specific multiservice agency in Colorado and
provides consultation, education, and services to the entire state. The targeted populations include
people who are Cambodian, Chinese, Hmong, Japanese, Korean, Laotian, Thal, and Vietnamese. The
mgority of APDC dinidans are hilingua and sengtive to cross-culturd issues and the necessity for
culturaly competent services.

Clinical Programs

APDC was established in 1980 with funds from the U.S. Office of Refugee Resettlement. The initid
focus of the agency wasto provide menta health services to Southeast Asan refugees resettling in the
United States. Recognizingthe necessity to provide abroad array of programs to meet the multifaceted
needs of the various Asan American and Pacific Idander communities, APDC has since devel oped
numerous non-mental health services. APDC serves as an umbrella organization that houses an array
programs. The Asan/Pecific Center for Human Deveopment (A/PCHD) acts asthe behaviord hedth
care am of the agency, offering awide range of menta hedth and victim assstance services. APDC
provides services to children, youth, adults, and senior citizens.

Y outh programs cover a broad spectrum of services, fromintensve individua counsdling to programs
designed to support high-achieving youthwiththe potentia to become community leaders. The agency
recognizes that troubled youth needing intensive services may aso be the same youth who will
participate in the leadership-building programs if given the proper support. APDC has received
numerous federal grants to design and implement programs for APl youth at risk for involvement in
substance use, violence and gangs. The agency was one of 15 stes selected naiondly by the U.S.
Department of Hedlthand Human Services' Center for Substance Abuse Prevention (CSAP) Project
Youth Connect to participate in a cross-Ste evauation designed to assess the effectiveness of
mentoring for high-risk youth. Other activitiesincludethe Peer Leadership Training program; adrop-in
center; aone-on-one mentoring program; and Asian Studentsfor Corporate Experience and Network
Development (ASCEND), a program designed to provide chalenging professona opportunities for
Agan and Pecific Idander youth to help prepare them for positions of leadership and success.
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The Asan/Pecific Center for Human Development is a community-initisted community menta hedlth
dinic licensed by the Col orado Department of Public Hedlth and Environment. A/PCHD is committed
to providing culturdly competent, community-based, and consumer-driven menta hedlth services in
anumber of different Asianlanguagesand dialects. A/PCHD acts as a bridge betweenthe various API
communities and the mentd hedth sysem. Culturdly competent menta hedlth assessment,
psychotherapy, counsding, medicationtreatment, and support servicesare hdlmarksof A/PCHD. The
center also provides senior outreach programs, victim assistance programs, domestic violence
counseling, and substance abuse education and therapy services.

Culturally Competent Initiativesor Strategies

APDC has been providing services to Asan and Pacific Idander individuasin aculturaly competent
manner for more than 20 years and has received recognitioninthe publication Towardsa Culturally
Competent System of Care, Vol. 1I: Programs Which Utilize Culturally Competent Principles
(Issacs & Benjamin, 1991).

Cultural competency goes beyond the mere use of an interpreter and involvesrecognizing and vauing
different worldviews; different socia and cultura practi ces, and different perceptions of what congtitutes
hedth, pathology, and appropriate intervention strategies. It requires a willingness to modify the
standard Western way of doing things and to vaue aternative approaches leading to the desired
outcome. This includes respect for the use of traditiona Asian fok heding practices and medicine.
Culturaly competent care includes cognizance of the dynamics of multicultura interactions and entails
both an organizationa and individua capacity for cultura self-assessment. APDC daff provides
consultation and education on working with AA/PI dients. This includes undergtanding differencesin
culturd vaues such as beliefs regarding spirits, beliefs about menta hedlth, child-rearing practices,
communicaion styles, expectations of the role of family and extended family members, and
expectations regarding the agppropriate use of interpreters.

Collabor ative Efforts

APDC works collaboratively with departments of socid services, the courts, hospitals, schools,
businesses, and other menta health agencies to improve the quality of servicesto API clients. These
effortsinclude deve oping strategiesto provide wraparound services, working with parents, providing
case management, assding with citizenship status concerns, providing interpreting services, and
asssingwithlegd and medica concerns. When collaborating withother agencies, APDC stressesthe
fact that culturally competent services involve more than trandation. They include developing an
accurate understanding of the role of culturewhile exploring aternative ways of percelving the clients
Stuations and coming up with dternative intervention srategies.
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Funding

APDC receives grants from various funding agencies at thelocd, state, and federd levels. A/PCHD
a so subcontracts (both subcapitated and provider contracts) with different mental health assessment
and sarvice agencies to recelve Medicaid rembursement. Other sources of funding include contracts
with socid services, county judicid digtricts and juvenile courts, and feesfor services. Fund-raisng
activities such as an annud Asan New Year's Dinner dso generate financid support. APDC has
implemented a successful conference for adopted Asianchildren, whichgeneratesrevenue for services.

Evaluation Efforts and Results

The child/adolescent after-school programs have been evaluated and shown to be highly effectivein
improving participants  attitudes toward school, improving self-esteem, and establishing hedthy
rel ationships with an appropriate adult role modd. Evauation and data collection continue to be an
ongoing chalenge for dl APl community-based agencies. A limited number of evauation ingruments
have been normed for APl populations, thus making outcomes assessment based on quantitative
andysis difficult. Quditative outcomes, however, have shown programs to be effective.

Contact Information

Frank P. Kim, Ph.D., Program Director
Asan Pacific Development Center
1825 York Street

Denver, CO 80206

Phone: (303) 393-0304

Fax: (303) 388-1172

E-mail: FrankPKim@hotmail.com
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Model Program:
Hale Na'au Pono (House of Inner Balance)
Wai anae, Hawaii

Program Overview

Hale Na au Pono (HNP) is a community menta hedth center onthe Wai“anae Coast on the idand of
Oahu in Hawaii. Established as a private, nonprofit corporation in 1987 after spinning off from the
Hawaii Department of Hedlth, HNP wasfounded onthe principle that communities should direct their
own mental hedlth services. It provides a continuum of mental hedlth care for adults and adolescents
with an emphass on socidly and culturdly sendtive services. HNP serves a culturaly diverse
community comprising predominantly Native Hawalians, but also including members of other groups
suchas Caucasians, Filipinos, Samoans, Japanese, Chinese, Koreans, Puerto Ricans, and Vietnamese.
The programwas recognized for itsintegration of Pecific (particularly Hawaiian), Asan, and Western
culturd traditionsintomental healthserviceswiththe 1999 M anaged Behaviord Hedlthcare Leadership
Award from the National Managed Hedlthcare Congress.

Clinical Programs

The dinicd programs of HNP are uniqudy influenced by culturd practices that emphasize the
rel ationships of the individud,, the family, the community, and the natural environment in the context of
abroader spiritud redm. In Native Hawaiian culture, the focusisonthis systemof relationshipsrather
then on the individud.

Adult Program

HNP providesthree diginct approachesfor the care of adults. Thefirg approach, Outpatient Services,
focuses on case management with a Care Team that consists of the therapist or care coordinator, a
psychiatrist, a nurse, other mental health members, and the consumer. The treatment method for
individud behavioral hedth needs integrates pharmacology with family life, education, and cultura
gopreciation. The second approach, Maobile Community Treatment (MCT), aso utilizes case
management with a Care Team dedicated to heping adults stabilize and live and work in their
communities. A unique feature of MCT isthe ddivery of services in the home or naturd environment
gtes such asthe ocean and mountains. Emphads is onthe environment asamilieufor heding. Thethird
approach, Hui Hana Pono—A Clubhouse, focuses on work as the central ingredient in the
rehabilitation of adults with psychiatric ilinesses. Clients abilities to contribute to the dally operations
of the clubhouse aswell asto community employment are strengthened withthe building of self-esteem
and meaningful relationships. Group classes in activities that facilitate interpersona interactions, such
as the Hawaiian hula (dance) and chanting, support the clubhouse approach.
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Child and Family Programs

Programs for children, adolescents, and thar families include outpatient services, after-school day
support, adolescent day treatment, and therapeutic foster homes. Outpatient services focus on case
management as well as dinicd therapy. One specific area of case management is youth substance
abuse prevention and treatment. A manager coordinates an interdisciplinary team providing muitiple
innovaive services. These services emphasize a balance of the person/family with the environment
through a focus on subs stence farming, nutrition, and food production. Clinica thergpy for individuds,
groups, and familiesisaso avaladle to assst participants when needed. A Native Hawaiian form of
family and group work—ho oponopono—is often used to resolve interpersona issues that divide
families and other relaionships. This approachembraces Hawaiian values and process in maintaining
and restoring family and group relaionships, and emphasizes the infuson of spiritudity throughout the
process.

The after-school day support program is prevention focused and utilizes collaborative partner-
ships with school personnd and other professionds to provide recreationd activities in the areas of
prosocid skills/behaviors and anger management.

The adolescent day trestment program is a trangtiona school program that combines treat-
ment and education with the god of returning youths to their home schoals.

Thergpeutic foster homes provide youths with apostive home environment and maintain children and
adolescents in community fadlities rather than in out-of-community or out-of-state facilities so that
reunification with biologica families can be expedited.

Culturally Competent Initiativesor Strategies

Theinfusion of cultura values and practicesevident inthe clinical programs of HNP is congstent with
its philosophy, misson, and adminigirative governance and the geographica accessihility of facilities
The philosophy of HNP is that a system of care that draws from the strengths of its diverse cultura
community is in the best position to prosper and contribute to its congtituents well-being. This
philosophy isevident inthe missonstatement: “to provide without prejudice, withina cultura and social
context, acontinuum of care whichincudes preventionand emergency interventionfor adults, children
and adolescents with mentd illnesses, emationd disturbances and substance abuse problems; to
empower them to live in the community, pursuing life gods of their own choosing.”

Adminigrative governance by HNP is culturdly unique. All members of the Board of Directors are
fromthe Wai“anae community and represent diverse professiona backgrounds, including internationa
human rights work, community development, nursing, speech pathology, theology, teeching, law, and
law enforcement. They also reflect the multiculturd diversity of the community, including Native
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Hawaiian, Filipino, Caucasian, Japanese, and Chinese cultures. The staff of HNP are dso of diverse
culturd origins, and they recognize the important ramifications of culture in mental hedth service
delivery. The gaff conssts of interdisciplinary professionds from the fields of psychiatry, psychology,
nurdng, and socia work and other mental hedth workers with expertise in subsistence farming,
nutrition, and culturd activities. HNP actively recruits staff members who have gone through the
graduateinternship training programs (e.g., socid work) sponsored jointly by HNP and the University
of Hawaii. HNP aso actively recruits consumers of servicesto work withinthe agency, ether asboard
or saff members.

Themultistefadilitiesof HNP are easly accessible to the community. Most saff and servicesarebased
at two primary sites. The programa so operates a school, aclubhouse, and two residentid facilities for
youth and adults. In addition, many program activities are provided in the home or in naturd
environments such as the mountains or ocean.

Collabor ative Efforts

I nkeeping withits community-based philosophy, HNP iscommitted to collaborative partnershipswith
other networks and organizations. HNP workswithdepartments of health, socid services, education,
and crimind justice to address the needs of this community. Theorganizationa so mantains anindusve
approachby invitingcommunitymembersto St on the advisory councils of the various dinicd programs
and by enabling HNP board and staff members reciprocally to gt on the advisory councils of other
community organizations such as the American Cancer Society, Domestic Awareness Codition, and
the Special Olympics. HNP regularly provides educationon mentd hedlthissuesinthe public schools,
publishes and didributes a weekly newdetter on mental health, and participates in a weekly radio
program that increases avareness of menta hedth issues.

HNP's commitment to community empowerment is also reflected in the organization’s efforts to
support other ancillary menta heelth groups. It has provided adminidrative support and free use of
office space to other community support programs addressng legd services for children, charter
schools, and dternative community development modds (e.g., aqua-culture fish tanks).

Funding

HNP services are funded by the Hawaii Department of Hedlth through contracts and grants, and by
private insurance reimbursements. Origindly relying entirdly on state funding, HNP has aggressvely
pursued third-party hilling. Today revenues received from hillings exceed state support and have
fogtered, through financia accountability, the impetus to continuoudy refine and expand services.
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Evaluation Efforts and Results

HNP is committed to excellence in the provison of mental hedlth services It isthe firs menta hedth
center inHawali to receive nationd accreditation by the CommissononAccreditationof Rehabilitation
Fadilities for mentad hedth case management and outpatient services. It has been accredited
continuoudy since1995. There are multiple indicators of effectivenessfor each of the clinica programs,
induding percentagesof consumers achieving treetment objectives, consumers improvement inGlobal
Assessment of Functioning (DSM-1V) scores, improvement in youth school atendance and
performance, and generd satisfaction ratings from individuas and families.

Contact Information

Poka Laenui, Esg., Executive Director
Hale Na'au Pono

88-226 Farrington Highway

Wai anae, HI 96792

Phone: (808) 696-4211

Fax: (808) 696-5516
www.wcemhc.org

emall: Webmaster @WCCMHC.ORG
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bisexual and transgender persons. Alexandria, VA: Nationa Technica Assistance Center for State
Menta Hedth Planning.

Nationa Technica Assgtance Center for State Mental Health Planning. (1998). Cultural diversity
series: Meeting the mental health needs of African Americans. Alexandria, VA: Author.

National Technical Assistance Center for State Mental Hedlth Planning. (2000). Examplesfromthe
field: Programmatic efforts to improve cultural competence in mental health services.
Alexandria, VA: Author.

Nationa Technica Assistance Center for State Mental Hedlth Planning. (2001). Cultural diversity
series: Creating culturally competent mental health systems for Latinos: perspectives froman
expert panel. Alexandria, VA: Author.

Cultural Diversity Series (volumesin development):

Meeting the mental health needs of American Indians and Alaskan Natives.

Other Suggested Readings:

American Counseling Association. Journal of Multicultural Counseling and Development.

Arredondo, P., Toporek, R., & Brown, S, et d. (1996). Operationalization of multicultural
counseling competencies. Alexandria, VA: Associationof Multicultura Counsdingand Devel opment.

Atkinson, D., & Hackett, G. (1997). Counseling diverse populations. New Y ork: McGraw-Hill
College Divison.

Atkinson, D., Morten, G., & Sue, D. (1998). Counseling American minorities: A cross-cultural
per spective (5th edition). New Y ork: McGraw-Hill.

Bernd, G. Bonilla, J., & Bdido, C. (1995). Ecologicd vdidity and culturd sengtivity foroutcome
research: | ssuesfor the cultura adaptation and development of psychosocia treatmentswithHispanics.
Journal of Abnormal Child Psychology 23, 67-82.
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Center for Mental Hedlth Services. (2000). Cultural competence standards in managed mental
health care services. Four underserved/underrepresented racial/ethnic groups. Rockville, MD:
Substance Abuse and Menta Health Services Adminigration, U.S. Department of Heglth and Human
Services. (See www.mentd hedlth.org/publications/al pubs/SMA00-3457.)

Center for Menta Hedlth Services, Refugee Mental Hedlth Branch. (1994). Lessons learned from
regional wor kgroup meetings on programsfor Vietnamese former political prisoners. Rockville,
MD: Author.

Daugherty, D., & Stanhope, V. (Eds.). (1998). Pathwaysto tolerance: Student diversity. Bethesda,
MD: Nationd Association of School Psychologists.

Davis, K. (1997). Exploring the intersection between cultural competency and managed
behavioral health care: Implications for state and county mental health agencies. Alexandria,
VA: Nationa Technicd Assgtance Center for State Menta Hedlth Planning.

Droby, R. M. (2000). With the wind and the waves. A guide for non-native mental health
professionals working within Alaska Native communities. Nome, AK: Norton Sound Hedth
Corporation.

Escobar, J., Hoyos-Nervi, C., & Gara, M. (2000). Immigrationand menta hedlth: MexicanAmericans
in the United States. Harvard Review of Psychiatry 8: 64-72.

Gaw, A. (Ed.). (1993). Culture, ethnicityand mental illness. Washington, DC: American Psychiatric
Press.

Gay, Leshian, Bisexual and Transgender Health Access Project. (1999). Community standards of
practice for provison of quality health care services for gay, lesbian, bisexual and
transgendered clients Boston: Massachusetts Department of Mental Hedlth.

Glickmen, N., & Harvey, M. (1996). Culturally affirmative psychotherapy with deaf persons.
Mahwah, NJ: Lawrence Erlbaum Associates.

Hindley, P., & Kitson, N. (Eds.). (2000). Mental health and deafness. London: Whurr Publishers.
Isaacs, M., & Benjamin, M. (1991). Towards a culturally competent system of care: Volume 1.

Washington, DC: Center for Child Health and Mental Hedlth Policy, Georgetown University Child
Development Center.
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Isaacs, M., & Benjamin, M. (1998). Towards a culturally competent system of care: Volumelll.
Washington, DC: Center for Child Health and Mental Hedlth Policy, Georgetown University Child
Development Center.

Isaacs Shockley, M. (1997). Stateof the states: Responsesto cultural competence and diversity
inchildmental health. Washington, DC: National Technica Assstance Center for Children’ sMental
Hedth.

Lee, E. (Ed.) (1997). Working with Asian Americans: A guidefor clinicians. New Y ork: Guilford
Press.

Lee L.C., & Zane, N.W. S. (Eds.) (1998). Handbook of Asian American psychology. Thousand
Oaks, CA: Sage Publications.

Lopez, S, & Hernandez, P. (1986). How culture is consdered in the evaluaion of mental
hedlth patients. Journal of Nervous and Mental Disease 174: 598-606.

Lynch, E., & Hanson, M. (1998). Developing cross-cultural competence: A guide for working
with children and their families. Badtimore, MD: Paul H. Brookes Publishing Co.

Miller, C., Peck, L., Shuman, J., & Yrn-Cdenti, C. (1995). Building bridges: Toolsfor developing
an organization’s cultural competence. Tucson, AZ: La Frontera.

Munoz, R., & Sanchez, M. (1997). Developing culturally competent systems of care for state
mental health services. Boulder, CO: Western Interstate Commission for Higher Education.

New Y ork State Office of Mental Hedlth. (1998). Cultural competence perfor mance measuresfor
managed behavioral healthcare programs. Albany: Author.

Office of Refugee Resattlement. (1991). Promoting mental health services for refugees. A
handbook on model practices. Washington, DC: U.S. Department of Health and Human Services,
Family Support Adminigtration.

Ohio Department of Mental Heal thOffice of Consumer Services, OutcomesManagement Group, Ltd.,
and Innovative Consultants Internationd, Inc. (1998). Cultural competence in mental health: A
study of nine mental health programsin Ohio. Columbus State Printing.

Phillips D., Leff, H., Kaniagty, E., Carter, M., Paret, M., Conley, T. & Manisha, S. (1999). Culture,
raceand ethnicity (c/r/e) in performance measurement: A compendiumof resources. Cambridge,
MA: The Evauation Center @HSRI.
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Pollard, R. Q. (1998). Psychopathology. In M. Marschark & D. Clark. (Eds.), Psychological
per spective on deafness, Vol. 2. pp. 171-197. Mahwah, NJ. Lawrence Erlbaum, Inc.

Ponterotto, J. (1995). Handbook of multicultural counseling. Thousand Oaks, CA: Sage
Publications.

Ponterotto, J., & Pedersen, P. (1993). Preventing prejudice: A guide for counselors and
educators. Multi-cultural aspects of counseling, Vol. 2. Thousand Oaks, CA: Sage Publications.

Roizner, M. (1996). A practical guide for the assessment of cultural competence in children’s
mental health organizations. Boston: Judge Baker Children’s Center, Technicad Assstance Center
for the Evaduation of Children’s Menta Hedlth Systems.

Ryan, C., & Futterman, D. (1998). Lesbian and gay youth: Care and counseling. New Y ork:
Columbia Universty Press.

Substance Abuse and Mental Health Services Adminigtration, Center for Mental Health Services.
(2000). Creating a vision for the 21% century: Proceedings of the National Congress for
Hispanic Mental Health. Rockville, MD: Author.

Sue, S. (1983). The mental health of Asian Americans. San Francisco: Jossey-Bass Publishers.
Sue, S, Fujino, D., Hy, L., & Takeuchi, D. (1991). Community mental health services for ethnic
minority groups. A test of the cultura responsiveness hypothesis. Journal of Consulting and Clinical
Psychology 59: 533-540.

Sue, D., Ivey, A., Pederson, P., et d. (1996). A theory of multicultural counseling and therapy.
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Transgender EducationNetwork. (1998). Determining barriersto treatment for transsexualsand
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Guilford Press.

U.S. Depatment of Hedth and Human Services. (2001). Mental health: Culture, race, and
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Department of Hedth and Human Services, Substance Abuse and Mental Hedlth Services
Adminigration, Center for Mental Health Services.

Vera, M., Alegria, M., Freeman, D., Robles R., Pescosolido, B., & Pena, M. (1998). Help seeking
for mental hedlth care among poor Puerto Ricans Problem recognition, service use, and type of
provider. Medical Care 36(7): 1047-1056.

White, J., & Parham, T. (1990). The psychology of Blacks. An African American perspective
Upper Saddler River, NJ. Prentice Hall.

Organizational Resour ces

Action Council for Cross-Cultural Mental Health
and Human Services, Inc.

The Action Council

P.O. Box 1695

Columbia, SC 29202

(803) 898-8619

Fax: (803) 898-8624

Contact: Dolores Macey

The Action Coundil for Cross-Culturd Mental Hedlth and Human Services, Inc., is a voluntary
organization dedicated to enhancing the involvement of minority citizens in the management, ddlivery,
and utilization of menta hedlth and human services. A dues-collecting membership organization, the
Action Council provides programmatic and policy consultation and training for managers and
decisonmakers and promotes education in understanding diverse cultures. The Action Council
sponsors an annud conference in conjunction with the South Carolina Department of Mental Hedlth
and other organizations.

African American Family Services
2616 Nicollet Avenue South
Minneapolis, MN 55408

(612) 871-7878

Fax: (612) 871-2567

www.aafs.net

Contact: Tassdlean Parker

The missionof African American Family Servicesisto hdp the AfricanAmericanindividud, family, and
community reach a greater sense of well-being through the delivery of community- based, culturdly
specific chemicd hedth, mentd hedth, and family preservation services.
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AIDS Mental Health Training Program

UCLA Center for Health Promotion and Disease Prevention
Center for Hedlth Sciences, Room 61-236

10833 LeConte Avenue, Box 951772

Los Angeles, CA 90095-1772

(310) 794-7130

Fax: (310) 206-5717

www.medsch.ucla.edu/ai dsingt/education/edprograms/index.html
Contact: Thomas Donochoe

The Center for Menta Hedlth Services-funded AIDS Mentd Hedth Training Program (AMHTP) a
UCLA offersHIV knowledge- and skill-based training tailored to menta hedth providers and hedth
educators who work with people with serious mentd illness AMHTP training programs provide
extensve information about HIV and AIDS, aswell as experientia training to practice prevention and
intervention skills AMHTP trainings are provided in English and Spanish and address the unique
chdlenges of communicating about and treating HIV-related concerns among menta hedlth service
consumers.

American Counseling Association

Association for Multicultura Counsding and Development (AMCD)
P.O. Box 2256

Sacramento, CA 95812-2256

(916) 424-8959

Fax: (916) 424-3985

www.counsdling.org/multi_diversty

Contact: Dr. Marcelett Henry

Edtablished in 1972 under the American Counsding Association, the AMCD works to develop an
efficient and effective systlem of organizationd management, enhance exigting professond standards,
and promote and expand culturally competent research and knowledge.

American Psychiatric Association (APA)
Committee on Gay, L esbian and Bisexual |ssues
1400 K Street, NW

Washington, DC 20005

(202) 682-6097

Fax: (202) 682-6837

Contact: Janice Taylor
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The APA Committee on Gay, Leshian and Bisexud Issues is charged to investigate problems and
issuesthat affect the menta hedthof the gay, leshian, and bisexud populations, such asdiscrimination
and sigmatizetion; develop teaching programsto help correct the inadequate training of psychiatrists
about homaosexual issues, and promote the education of the APA membership and the generd public
about homosexudity.

American Psychological Association (APA)

Divison 44

Society for the Psychologica Study of Leshbian,
Gay and Bisexud |ssues

729 Boylston Street, 4th Floor

Boston, MA 02116

(617) 262-0315

www.gpa.org/about/divison/div44.html
Contact: Douglas M. Deville, Psy.D.

The APA Division 44, addressing gay, leshian, and bisexua concerns, focuses on the diversty of
human sexua orientations by supporting research, promoting relevant education, and addressing
professona and public policy. It has committees and task forces on accreditation, bisexudlity,
education, public policy, youth and families ethnic/racia diversity issues, and science and research.
Divison 44 publishes a newdetter three times ayear and aprogramdescribing Divison44's activities
for digribution &t the annua APA convention.

American Psychological Association
Divison 22

Rehabilitation Psychology

Divison 22 Adminigrative Office

750 First Street, NE

Washington, DC 20002-4242

(202) 336-6013

Fax: (202) 218-3599
www.gpa.org/divisongdiv22

Contact: Dawn Ehde, Ph.D., Membership Chair

The APA Divison 22 focuses on the psychologica aspects of disability and rehabilitation, providing
public information about these issues and promoting high standards and effective practices for
professiond psychologists in this field. The divison publishes a quarterly journa, Rehabilitation
Psychology, and aquarterly newdetter, Rehabilitation Psychology News. Membersareinvolvedin
clinica service, research, teaching, and adminigtration.
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American Psychological Association (APA)
Office of Ethnic Minority Affairs

750 First Street, NE

Washington, DC 20002-4242

(202) 336-5500

Fax: (202) 336-6040

www.apa.org/pi/oema

Contact: Alberto Figueroa

The APA Officeof Ethnic Minority Affars(OEMA) promotes scientific understanding of the influences
of culture and ethnicity on behavior, encourages increased public knowledge of the specia
psychological resources and menta hedth needs of communities of color, and increases the number
and participation of ethnic minority psychologistsin the discipline and the Association. In support of
these objectives, OEM A’ s attivities indlude maintaining and editing the Directory of Ethnic Minority
Professionals in Psychology, operating a minority job bank, and
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publishing Guidelines for Providers of Psychological Services to Ethnic, Linguistic, and
Culturally Diverse Populations.

Asan and Pacific |Idander American Health Forum

942 Market Street, Suite 200 Washington, DC, area:

San Francisco, CA 94102 440 First Street, NW, Suite 430
(415) 954-9955 Washington, DC 20001

Fax: (415) 944-9999 (202) 624-0007
www.apiahf.org Fax: (202) 624-9488

Contact: Tesse Guillermo

A nationda advocacy, policy, and research organizationdedicated to improving the hedlth of Asanand
Padific Idander Americans. The Health Forum offers publications and fact sheets on al aspects of
Adsan and Padfic Idander hedth, induding menta health. The Forum aso maintains a closed and
moderated malling lig asaninformationand referral point for individuas and organizations that provide
acohol, substance abuse, and mental health services.

Association of Asan Pacific Community Health Organizations (AAPCHO)
439 23rd Street

Oakland, CA 94612

(510) 272-9536

Fax: (510) 272-0817

www.aapcho.org

Contact: Jeffery B. Caballero, M.P.H.

The Associationof As anPeacific Community Heal thOrganizations (AAPCHO) is a national association
representing community health organizations dedicated to promoting advocacy, collaboration, and
leadership that improves the hedlth status and access of Asan Americans, Native Hawaiians, and
Padific Idanderswithinthe United States, its territories, and freely associated states, primarily through
member community hedlth clinics. Formed in 1987, AAPCHO advocates for policies and programs
that will improve the provisionof hedthcare servicesthat are community driven, financidly affordable,
linguigtically accessible, and culturdly appropriate. As a unified voice of its membership, AAPCHO
shares its collective knowledge and experiences with policymakers at the nationd, state, and loca
levels

Center for Hispanic Mental Health Research
Graduate School of Socia Service

Fordham University

113 West 60" Street
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New York, NY 19923-7484
(212) 636-7085
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Fax: (212) 636-7079
Contact: Luis Zayas, Ph.D., Director

Egtablished in 1999 with a grant fromthe National Inditute of Menta Hedlth, the Center for Hispanic
Menta Hedlth Research at Fordham University’ s Graduate School of Socia Service conducts applied
research focusng on Higpanic populations to generate new knowledge leading to improved menta
health servicesfor this growing segment of the U.S. population. Among the center’ sprimary objectives
areto conduct epidemiologica researchidentifying the mental healthneeds of diverse Hispanic groups,;
conduct studies into ways that standard assessment, treatment, and prevention Strategies can be
modified to enhance menta hedlth outcomes for Hispanics; conduct psychotherapeutic intervention
sudies that test the efficacy and effectiveness of new, culturaly competent psychosocia services, and
disseminate informationabout researchfindings through avariety of publications and other forums. In
addition, the center is dedicated to increasing the number of researchers, both faculty and students, in
the fidd of mental hedlth. The center’ sresearch activitiesfocus on menta hedth issues that particularly
affect Higpanics in the northeastern United States but that aso have implications for Hispanic and
Latino populations throughout the nation.

Deaf Wellness Center

Universty of Rochester School of Medicine

Department of Psychiatry

601 Elmwood Avenue

Rochester, NY 14642

(585) 275-3544 (Voiceor TTY)

Fax: (585) 273-1117

www.urmc.rochester.edw/smd/psych/Education/psychol ogy/predoc/psycho_deaf.htm
Contact: Robert Q Pollard, Jr., Ph.D., Director

The Deaf WelIness Center, inadditionto providing outpatient servicesto persons who are deaf or hard
of hearing in the Rochester, New Y ork, area, serves primaily asatraining center for professonds
pursuing careers in mental health and deafness. The center trains deaf and sign-proficient hearing
individuals for leadership and unusua dedication to excdlence in the mental health professons, and it
promotes and contributesto suchtraining in other hedlth care professions. The center’ s primary training
objectiveisto prepare deaf professonds for careersof scholarship and dinicd service excdlence. The
center dso trains hearing individuas who work with deaf professonds or deaf consumers, fostering
their comprehension of and respect for deaf people and sgn language and their ability to work with
deaf people in an effective and mutudly enriching manner. Training content is informed by the latest
relevant research and addresses the spectrum of biologica, psychologicd, socid, linguigtic, and cultura
factors that have an impact on the lives of persons who are deef.
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European Society for Mental Health and Deafness
“Daylesford,” Stokeinteignhead, Devon, TQ12 4QD
United Kingdom

+44 1626 873332

Fax: +44 1626 873332

bob.clowes@esmhd.org
www.esmhd.org/intro-page.html

Contact: Bob Clowes, Executive Director

Much of the current state-of-the-art research and dinicd initiaivesin the area of mental hedth and
deafness is occurring outsde the United States. Prominent among worldwide organizations is the
European Society for Mentd Hedth and Deafness (ESMHD), an internationa nongovernmentd
organizationthat promotesthe menta hedth of deaf personsin Europe. Intheview of thisorganization,
mental healthencompasses the promotion of healthy emationd, psychological, and socia devel opment
and the prevention and trestment of mentd ilinessand other disorders. ESMHD’ s primary focusis on
people who were born deaf or for whom deafness occurred in early childhood, and whose firg or
preferred language is Sgn language. However, the organization is dso interested in the mental hedlth
of dl deaf persons, whatever the age of onset or degree of deafness. ESMHD’s gods include
encouraging (1) the provisionof menta hedth practicesappropriateto deaf people’ sneeds; (2) access
to specidized menta health services for deaf persons with menta health problems; (3) specidized
habilitationand/or rehabilitationservicesfor deaf people who have been deprived of opportunitiesfor
the development or maintenance of life kills, (4) research into mental health and deafness; (5)
opportunities for deaf people to provide mentd hedth services for other deaf people; (6) the
development of networks of interested people in each country; (7) information collection and
disssmination on the menta hedlth care of deaf people; (8) respect for deaf peopl€e's language and
culture; and (9) exchange of ideas and support among individuas and organizations with an interest in
mental healthand deafness. ESVIHD publications are available from Forest Bookshop, 8 St John St.,
Coleford, Gloucestershire, GL16 8AR United Kingdom.

Gay, Lesbian, Bisexual and Transgender Health Access Project
Jugtice Research Indtitute Hedth

100 Boylston Street, Suite # 815

Boston, MA 02116

(617) 988-2605

Fax: (617) 988-8708

www.glbthedth.org

Contact: Mary Clark, Director

The Gay, Leshian, Bisexud and Transgender (GLBT) Hedth AccessProject, in partnership with the
Massachusetts Department of Public Hedlth, works to foster the development of comprehensive,
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culturaly appropriate health promotion policiesand hedlthcare servicesfor gay, leshian, bisexud, and
transgender people through a variety of venues, including community education, policy development,
advocacy, direct service, and prevention programs. GLBT Hedth Access recently published
“Community Standardsof Practice for the Provision of Quality Health Care Servicesfor Gay, Lesbian,
Bisexud and Transgender Clients.” These Community Standards offer detailed guidelines for making
healthand menta health services accessible and culturdly appropriate for GLBT persons. Training and
technical assistance regarding the use of these guiddines is provided to service settings throughout
Massachusetts through the Fenway Community Hedlth Center.

Geor getown University Child Development Center

National Technical Assistance Center for Children’sMental Health
3307 M Street, NW, Suite 401

Washington, DC 20007

(202) 687-5000

Fax: (202) 687-1954

www.gucdc.georgetown.edu

Contact: Joan Dodge, Ph.D.

The misson of the Georgetown Universty Child Development Center isto improve the qudity of life
for children with specid needs and ther families Products and services include information packets,
issue briefs, and monographs on children and adolescents with serious emotiona disturbances;
conferences and training inditutes on planning, ddivery, and financing of services and on increasing
culturd competence in mental hedlth service ddivery; consultation on systems change and services
development and ddlivery; and agency and organizationd collaboration.

Multi-Ethnic Behavioral Health Resource
and Training Center

17 S. High Street, Suite 500

Columbus, OH 43215

(614) 228-2220

Fax: (614) 228-2285

www.mebhc.com

Contact: Marty Miller

The Traning Center provides advocacy and training on cutura diversity and menta hedlth issues
relevant to the needs of African American, Asan, Higpanic, and Native American residents of Ohio.

National Alliancefor Hispanic Health
1501 16th Street, NW
Washington, DC 20036
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www.hispanichealth.org
Contact: Jane Delgado, President

The National Alliancefor Higpanic hedthisthe oldest and largest network of hedlthand humanservice
providers, sarvicing over 10 millionHigpanic consumers throughout the United States. Since 1973 the
Nationa Alliance for Higpanic Hedth has grown from a small coalition of visonary menta hedth
providersto alarge, dynamic, and strong group of organizations and individuas whose missonisto
inform and mobilize consumers; support hedth and human service providersin the delivery of qudity
care; improve the science base for accurate decis onmaking; promote appropriate use of technology;
and ensure accountability and advocate on behdf of Hispanics.

National Asan American and Pacific |dander
Mental Health Association

565 South High Street

Denver, CO 80209

(303) 298-7910

Fax: (303) 298-8180

www.NAAPIMHA .org

Contact: D.J. Ida, Ph.D.

TheNationa AsanAmericanand Padific Idander Mental HedlthAssociation’ s(NAAPIMHA) misson
isto promote the menta hedlthand well-being of Asan Americans and Pecific Idanders. NAAPIMHA
advocates on behdf of API menta health issues as well as servesas aforum for effective collaboration
and networking betweenstakehol dersof community-based organizations, consumers, family members,
service providers, program developers, evauators, and policy makers representing the various ethnic
and regiond differences. NAAPIMHA focuses on the following areas, recognizing that cultura
competency will bereflected a dl levels (1) enhance collection of appropriate and accurate data; (2)
identify current best practices and service modds, (3) increase capacity building, which includes
providing technical ass stanceand training of serviceproviders, bothprofessiond, and paraprofessond;
(4) conduct research and eva uation; and (5) work to engage consumers and families.

National Asian Pacific American Families
Against Substance Abuse

340 East Second Street, Suite 409

Los Angeles, CA 90012

(213) 625-5795

Fax: (213) 625-5796

www.napafasa.org
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Nationad Agan Padific American Families Agang Substance Abuse (NAPAFASA) is a private,
nonprofit, 501(c)(3) membership organization dedicated to addressng mentd hedth and substance
abuse concerns of Adan and Pacific Idander populations in the continenta United States, Hawalii, the
sx Padific Idand jurisdictions, and elsewhere. Founded in 1988, NAPAFASA involves service
providers, families and youthineffortsto reach APl communities to promote health and socid justice
and reduce substance abuse and related problems.

National Association of Social Workers (NASW)
National Committee on L esbian, Gay

and Bisexual Issues (NCLGB)

750 First Street, NE, Suite 700

Washington, DC 20002-4241

(202) 408-8600

Fax: (202) 336-8310

www.sociaworkers.org

Contact: Evelyn P. Tomaszewski, ACSW

NCLGB works to promote the development of knowledge, theory and practice as related to gay,
leshian, and bisexud issues; to identify ways to diminate homophobic socia work practices and
policies(e.g., so-called reparative thergpies); and to assst the association and the larger professionin
developing leshian, gay, and bisaxud-affirming policies, procedures, and programs. NASW supports
curriculumcontent that affirms leshian, gay, and bisexua people; encouragesimplementationof relevant
continuing educetion; drives for full representation of lesbian, gay, and bisexud people at dl levels of
leadership and employment in socia work; and advocates for and encourages effortsto end violence
and discrimination toward gay, leshian, and bisexud people.

National Center for American Indian and
Alaskan Native Mental Health Resear ch
Universty of Colorado Health Sciences Center
Department of Psychiatry

4455 Eagt Twdfth Avenue

Campus Box A011-13

Denver, CO 80220

(303) 315-9232

Fax: (303) 315-9579
www.uchsc.edu/sm/ai/ncaianmhr/

Contact: Spero Manson, Ph.D., Director

Funded by the National Inditute of Mental Hedlth, the National Center for American Indian and
Alaskan Naive Mentd Hedth Research focuses on research, research training, information
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dissemination, and technical assistance for American Indian and Alaskan Native populations. The
Center has devel oped a computerized bibliography on Indian and Alaskan Native menta hedth and
aresource directory thatinventoriesindividuas, programs, and agencieswithexpertiseinmenta hedlth
research, service, and education specific to Indian and Alaskan Native communities.

National Council of La Raza (La Raza)

111-19th Street, NW, Suite 1000

Washington, DC 20036

(202) 785-1670

Fax: (202) 776-1792

www.nclr.org

Contact: Helen Coronado

LaRazaisaprivate, nonprofit organization established in 1968 to reduce poverty and discrimination
and improve opportunitiesfor Higpanic Americans. La Raza workstoward this god primarily through
capacity-building assstance to support and strengthen Higpanic community-based organizations;
promoting applied research, policyandyss, and advocacy to provide a Higpanic perspective onissues
such as educetion, housng, and health; and encouraging the adoption of programs and policies that
equitably serve Hispanics.

National Latino Behavioral Health Association (NLBHA)
P.O. Box 387

Berthoud, CO 80513

(970) 532-7210

Fax: (970) 532-7209

Contact: Marie Sanchez, B.SW.

The roots for the National Latino Behavioral Health Association began on March 2000 as over 100
key Higpanic community leaders and key partners met at a historical Nationa Congress for Hispanic
Menta Health convened by the Substance Abuse and Mental Hedlth Services Administration
(SAMHSA). A nationa agendaand an action plan to improve menta hedth services for the Latino
community were crafted at the Congress. As part of its misson, NLBHA will use the agenda and
action plan as guideposts in improving the menta hedlth and substance abuse needs of the Latino
population.

National MultiCultural Institute (NMCI)
3000 Connecticut Avenue, NW, Suite 438
Washington, DC 20008-2556

(202) 483-0700

Fax: (202) 483-5233

WWW.Nnmci.org
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Contact: Elizabeth P. Sdlett

A nonprofit organization located in Washington, DC, NMCI offers organizational consulting and
training—induding diverstytraining and organi zationa devel opment initiatives—sponsors multiculturd
conferences, produces educational resource materias, and provides multicultural counsding and
referral services,

National Research Center on Asian American Mental Health
Department of Psychology—Universty of Cdiforniaat Davis

One Shidlds Avenue

Davis, CA 95616-8686

(530) 752-1400

Fax: (530) 752-3747

http://psychology.ucdavis.edu/as anamerican/

Contact: Stanley Sue, Ph.D.; Nolan Zane, Ph.D.

The National Research Center on Asan American Mental Health (NRCAAMH) was established in
1988 with a grant from the Nationa Ingtitute of Mental Hedth. NRCAAMH pridesitsdf on being a
nationa and multidisciplinary leader in Asan American and Pecific Idander mental hedlth research.
NRCAAMH was founded in response to the need for programmatic research addressing the mentd
health concerns of Asan Americans and Pecific Idanders. The Center seeks to contributetheoretical
and gpplied research that has an impact on mental health policy and service ddivery for Adan
Americans and Pecific Idanders.

Office of Minority Health Resour ce Center
P.O. Box 37337

Washington, DC 20013-7337

(800) 444-6472

Fax: (301) 230-7198

TTY: (301) 230-7199
www.omhrc.gov/omhrc/index.htm

Contact: Jose Tarciso M. Carneiro, M.P.A., Ed.D.

The Minority Hedlth Resource Center is a nationa resource and referral service for minority hedlth
issuesthat providesinformationon fundingsourcesand community programs. The Center’ snewdetter,
Closing the Gap, isavailable free of charge. A customized database searches hedth resources for
African Americans, Asan Americans, Pacific Idanders, Latinos, and Native American populations.

The Program for Research on Black Americans
5062 Indtitute for Social Research
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P.O. Box 1248

Ann Arbor, M| 48106-1248

(734) 763-0045

Fax: (734) 763-0044
www.isr.umich.edu/rcgd/prba

Contact: Susan Frazier-Kouass, Ph..D.

The Program for Research on Black Americans (PRBA), higtoricaly characterized by itsvison and
innovation, has undertaken a number of important studies focusing on the menta hedth of African
Americans. In1998, PRBA received funding fromthe Nationa Inditute of Mental Healthto create the
AfricanAmericanMental HedlthResearch Program (AAMHRP). The overal objectivesof AAMHRP
areto introduce anew period of growth and implement a consolidetion of the intellectud, scholarly,
research, and training cgpabilities of the PRBA in studying menta health problems and serious menta
disorders among African American populations.

TransGender Education Network

JRI Hedth, TEN

100 Boylston Street, Suite 860

Boston, MA 02116

(617) 988-2605, ext. 211

Fax: (617) 988-2629

wWww.jri.org/ten.html

Contact: Daviko Marcel, Program Director

TEN is an HIV prevention and health promotion initigtive aimed at Greater Boston's  transgender
community. The project worksin three ways. by providing education for medica and human service
providers outlining the health and socia service needs of transgendered persons, community-building
events for the transgender community to foster self-esteem and an awareness of each person’sright
to medicaly and culturdly appropriatehed thand socia services, and outreachthat linkstransgendered
persons to the services and resources they need.

Western Inter ssate Commission on
Higher Education (WICHE)
Mental Health Program

P.O. Box 9752

Boulder, CO 80301-9752

(303) 541-0250

Fax: (303) 541-0291
www.wiche.edu/mental hedth/
Contact: Jm Stockdill, Ph..D.
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WICHE is a public interstate agency established to promote and facilitate resource sharing,
collaboration, and cooperative planning among the western states for higher educationand work- force
needs. Member and affiliate states include Alaska, Arizona, California, Colorado, Hawaii, 1daho,
Montana, Nevada, New Mexico, North Dakota, Oregon, South Dakota, Utah, Washington, and
Wyoming. WICHE has been involved, through contracts with SAMHSA, in key nationd efforts to
improve cultural competence inmentd hedlth care services, and wasingrumentd in efforts to generate
dandards of care for culturdly competent mentd hedlth care service provison to members of
underserved/underrepresented racia ethnic groups.
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