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Therapeutic Beliefs of Asian American Therapists:
Views from an Ethnic-Specific Clinic

KAREN L. ITO

University of California, Los Angeles

GLORIA G. MARAMBA

Pennsylvania State University

Abstract Ethnic-specific mental health services have been found to
improve ethnic minority use and retention. However, few studies have gone
beyond outcome-based studies and examined what elements of the services
distinguish them as ethnic-specific. This article is about what Asian
American therapists at one ethnic-specific clinic reported about their prac-
tices with their clients and what they believed their clients thought about
mental illness and treatment. Three major areas of concern emerged: mental
illness beliefs, treatment beliefs, and therapeutic relationships. Findings
indicated that ethnic-specific services require more than the bilingual/bicul-
tural matching of therapist and client, but entail constant negotiations
between therapist and client and also the types of services provided. In
addition, therapists reported a culturally congruent match between them-
selves and their ethnic-specific clinic, indicating a broader aspect of the
cultural match thesis.
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Introduction

Ethnic-specific services are a response to the need for more culturally
competent mental health services for ethnic minorities. Ethnic-specific
services have been operationally defined as those in which a majority of the
staff are of the same ethnicity as the majority of their clients (Takeuchi,
Sue, & Yeh, 1995). The rationale for hiring ethnic minority therapists is the
assumption that their culture and beliefs will be more comparable with
clients from the same culture than therapists from other cultures and they
will therefore provide more culturally congruent care. Such ethnic-specific
services have been shown to improve ethnic minority usage, retention
rates, improve outcomes, and decrease emergency or inpatient services
(Lau & Zane, 2000; O’Sullivan, Peterson, Cox, & Kirkeby, 1989; Snowden
& Hu, 1997; Snowden, Hu, & Jerrell, 1995; Takeuchi et al., 1995). However,
few studies have investigated the ethnic minority therapists’ beliefs or
‘accounts’ about what elements of their therapeutic practice can be defined
as culturally competent care, let alone direct observations of the thera-
peutic encounter between ethnically matched therapists and clients.

There have been many postulated explanations about why therapists of
the same ethnic background as the client offer more culturally competent
care. In general, it is presumed that such therapists will be a better ‘match’
with their clients’ beliefs about the purpose and goals of psychotherapy and
hence establish a better therapeutic alliance. Various models for a good
working alliance include the basic requirement of common beliefs
regarding illness, treatment, and client–therapist roles in the therapeutic
relationship (Bordin, 1979; Frank, 1974). The working alliance is a
consistent and robust predictor of positive psychotherapy outcome
(Horvath & Symonds, 1991).

Most of the literature about the problems Asian American clients face
with non-Asian American therapists is based on assumed inherent differ-
ences in belief systems between western-based therapeutic practices and
etiologies and minority clients’ beliefs and interpretations of the meaning
and treatment of mental illness (Katz, 1985; D. W. Sue et al., 1998). A large
portion of the materials on the beliefs of Asian American clients is based
on the substantial transcultural psychiatric literature on the relationship of
western psychotherapy to Asian cultures.1 Existing literature on the beliefs
of Asian Americans about psychotherapy is largely conceptual and rarely
supported empirically. Furthermore, the conceptual discourse is organized
around broadly drawn differences between eastern or traditional Asian
beliefs and western or conventional psychotherapy beliefs, which often
results in caricatures of opposition of cultural difference. There is little
research focus on Asian American beliefs or the variability between and
within the myriad of Asian American cultural groups. More research is
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required such as the studies conducted by Atkinson and Gim (1989),
Matsushima and Tashima (1982), Tracey, Leong, and Glidden (1986), or
Zane, Lau, and Gock (n.d.), which have demonstrated significant differ-
ences in problem perceptions, treatment methods, and outcomes among
various Asian American cultural groups and between recent immigrants
and more acculturated Asian Americans.

Another limitation of the existing literature is that it does not identify
what specific elements are utilized in therapeutic practice that make
ethnic-specific services culturally congruent with client beliefs and expect-
ations. Academics and practitioners alike endorse matching Asian
American clients with therapists of the same ethnicity in the belief that the
therapist’s culture and beliefs will more closely match those of the client.
However, few studies have investigated what Asian American therapists
specifically practice with Asian American clients. Therefore, a preliminary
investigation was conducted at one Asian American mental health clinic in
an attempt to begin to isolate some of those elements through the use of
open-ended interviews with clinic therapists.

Our introductory review of the relevant literature is organized accord-
ing to the findings of this study in which three important themes were
detected about Asian American therapists’ beliefs regarding: (i) mental
illness (etiology, symptoms, and responses); (ii) treatment (treatment
preferences, therapeutic modalities and techniques, goals, and cultural
‘match’ components); and (iii) the therapeutic roles and relationships (role
of therapist, of client, of family and dynamics between these elements).
Unfortunately, the literature is predominately Asian based. Although this
gives a biased view of Asian Americans, much of the research on Asian
Americans is informed by the Asian literature. In addition, since the client
population of the study clinic was primarily first generation, much of the
Asian literature is relevant as background.

Beliefs Regarding the Nature of Mental Illness

The nature of mental illness for Asian Americans is evident in their
culturally embedded ideas about etiologies and symptomatic expressions.
Culture, of course, is a deeply contested concept and is not adequately
defined in the mental health literature. The definition used here is culture
as a group of shared and negotiated interpretations of meanings of signifi-
cance for a group of people. A sub-set of culture is ‘a body of knowledge
and interpretation . . . called ethnopsychology . . . [which] . . . concerns a
people’s organized theories of motivation, behavior, intent, consciousness,
self, and standards of . . . proper behavior and emotions’ (Ito, 1999, p. 6).
In this article, we consider aspects of the ethnopsychology of Asian
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Americans at one ethnic-specific clinic but review the literature on both
Asian and Asian Americans.

Etiology
Etiological explanations vary within this group. The attribution of spiritual
causes of mental illness is not unknown among Chinese (J. Hsu, 1976;
Kendall, 1981; Li, 1976; K. M. Lin, 1981), Filipinos (Cabanilla, 1982;
Guthrie & Szanton, 1976; Lieban, 1967), Japanese (Kendall, 1981; Lebra,
1976), Koreans (Kendall, 1989; Kim, 1999), and South Asians (Chandra
shekar, 1989; Florsheim, 1990; Reddy, 1988). Anger from disappointments,
perceived unjustified insults, or unfulfilled expectations is attributed to be
the cause of a specific Korean mental illness called hwa byung (K. M. Lin,
1983; K. M. Lin et al., 1992; Pang, 1990).2 Genetic predisposition is also a
strongly endorsed etiology. However, the genetic link is not seen as a
biologically based predisposition but rather seen as a karmic retribution
for ancestral or parental misbehavior, particularly among Chinese and
Chinese Americans (K. M. Lin, 1981; T. Lin & Lin, 1981; Shon & Ja, 1982).
The importance of karma and reincarnation as an etiology of mental
illness also is a major consideration for Hindu South Asians (Hoch, 1990;
Surya, 1969; Varma 1988). Obviously, the ideas of ‘ye shall reap as ye shall
sow’ and ‘the sins of the father shall be visited on the son’ are also western
ideas with a long tradition and cultures around the world hold that illness
is a form of social retribution. However, the interesting cultural interpret-
ation as discussed in the literature for Asians is its genetic or biological
etiology through one’s lineage or a past life.

Various Asian medical systems (Ayurvedic, Chinese, and Unani) empha-
size the importance of homeostatic balance within one’s body, within one’s
social circle, and within the natural and spiritual worlds.3 Disharmony or
imbalance in any of these areas can generate many types of difficulties
including mental illness (Ananth, 1984; Basham, 1976; Bürgel, 1976;
Florsheim, 1990; Huang, 1991; K. M. Lin, 1981; T. Lin, 1985; T. Lin & Lin,
1981; Rangaswami, 1996; Surya, 1969; Tseng, 1973). Belief in the relation-
ship of health to harmonious social relations often leads Chinese and
Chinese Americans to look for solutions to mental distress in ‘relationships
with people rather than in themselves’ (T. Lin, 1985, p. 381).

Symptoms
Symptom expression among Asian Americans has many symbolic and
cultural elements and is often somatically expressed, something that is not
uncommon worldwide or in other American populations (Kirmayer &
Young, 1998; Kleinman & Kleinman, 1985). Somatic complaints have been
regarded by conventional psychotherapy as inefficient and ineffective
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expressions of distress (Kirmayer, 1987). However, for many Asian and
Asian Americans, somatization is a legitimate and complex symbolic
method of expressing psychological or emotional distress (Cheung, 1985;
Fugita, Ito, Abe, & Takeuchi, 1991; Kim, 1999; Kleinman, 1977; Kleinman
& Kleinman, 1985; K. M. Lin, 1981; Tseng, 1975). A recent epidemiologi-
cal study indicated that whereas Asian/Pacific Americans had lower average
number of lifetime somatic complaints than Whites, somatic complaining
may be an early step of recognition of distress and help-seeking that differ-
entiates within the Asian/Pacific American population (Zhang, Snowden,
& Sue, 1998). Although again, this does not mean this is a particularly
Asian or Asian American phenomenon, it appears there may be certain
culturally specific ‘idioms of distress’ or metaphors for experience
(Kirmayer & Young, 1998, pp. 423–426) that need to be more rigorously
investigated in Asian and Asian American communities. Kirmayer and
Young (1998) note a structural factor that may influence the somatization
of mental distress: the lack of psychiatric care or the lack of access in much
of the world may encourage people to emphasize somatic distress to ensure
some type of treatment.

In the Asian case, many of the somatic complaints are intricately
connected to the major indigenous medical systems: Chinese, Ayurvedic,
and Unani. The more sophisticated knowledge is the purview of experts
trained in these schools of medicine. For the layperson, these beliefs and
associations for health center around ideas of homeostatic balance within
oneself and in one’s relationships.

Responses
Asian Americans’ lay models and those of traditional psychotherapy also
differ in the weight put on distressing symptoms as indicators of mental
illness. Asian Americans appear able to tolerate symptoms of a greater
intensity for a longer period as long as the person is able to function at
work, thus obscuring the presence of mental distress (S. Sue & Zane, 1985).
This has been attributed to the strong work ethic of Asian Americans
(Kitano, 1982) and to the culturally valued suppression and control of
emotions (Desai, 1982; J. Hsu, 1985; T. Lin, 1985; Tung, 1985).

Shame and stigma have been much discussed in the literature on Asian
and Asian American responses to mental illness (Harvey & Chung, 1980;
J. Hsu, 1985; S. Sue & Morishima, 1982). Studies report that the delay or
avoidance of mental illness treatment is related to the shame the family or
individual feels and the fear of the social stigma if publicly exposed
(Atkinson & Gim, 1989; S. Sue & Morishima, 1982; Tracey et al., 1986;
Yamamoto, 1978). A serious problem with this research on shame and
stigma is the inadequate definitions or explorations of either complex
phenomenon. There is a tendency to refer to them in tandem and not
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consider the intensely emotional aspect of shame and the deeply social
nature of stigma.

Beliefs Regarding Treatment

Four areas important to the treatment of Asian American clients were:
treatment preferences, goals, therapeutic techniques, and cultural ‘match’
components.4

Treatment Preferences
Beliefs about the nature of mental illness affect how Asians and Asian
Americans think about proper treatment. If, as discussed in the previous
section, etiologies are based on ideas of homeostatic imbalances, inter-
personal disorder, and symptoms are somatically expressed with the
suppression of intense emotional expressions, one would expect to find a
preference for medical or physiological treatment solutions rather than
psychological ones (T. Lin, 1985). Indeed it has been noted that in Chinese,
Japanese, Korean, and South Asian populations, there is an avoidance of
mental health services and a preference for medical or alternative treat-
ments (Cheung, 1985; Harvey, 1976; Harvey & Chung, 1980; Hoch, 1974;
Kim, 1999; Lee & Hu, 1993).

Therapeutic Modalities and Techniques
In western therapies, the verbal direction is assumed to be primarily from
the client to the therapist (T. Lin, 1985), whereas in non-western therapies
the direction comes from the therapist, healer, guru, shaman, or other such
experts (Kennedy, 1973). Nonverbal or symbolic communication is also
relied upon more than in western psychotherapies (Kennedy, 1973; T. Lin,
1985).

In Asian and Asian American cultures, the ability to regulate one’s
emotion is a sign of maturity, especially if it is in the service of maintaining
interpersonal harmony (Florsheim, 1990; Leong, Wagner, & Kim, 1995; T.
Lin, 1985; Moy, 1992; Tung, 1985). Nevertheless, in the western practice of
psychotherapy, clients are encouraged to express their emotions verbally.
Hence, it employs terms such as ‘catharsis’ and ‘staying with the emotion’
(Chin, 1993).5 Among Asian and Asian Americans, overt verbal expression
of emotions is often perceived as counterproductive as it creates disharmony
(T. Lin, 1985) and is not viewed as a credible form of treatment (Chin, 1993).
Ananth noted that for South Asian immigrants in Canada who were under
psychiatric care, ‘Free expression of emotions creates a dysphoric milieu’
(1984, p. 490). Therefore, the therapeutic literature cautions against the
expectation that Asian and Asian American clients will be very emotionally
expressive or insightful (Desai, 1982; Huang, 1991; T. Lin, 1985; Tung, 1985).
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The literature is filled with suggestions that Asian American clients need
more directive and less insight-based techniques (Huang, 1991; Okamura
& Agbayani, 1991; Tung, 1985; Yamamoto, 1978). However, research with
more westernized, acculturated Asian Americans, indicates that directive
techniques will be less effective, indicating a need for more fine-grained
research on the various sub-populations within the various Asian
American communities (Atkinson & Gim, 1989; Gim, Atkinson, &
Whiteley, 1990; Matsushima & Tashima, 1982; Zane et al., n.d.).

Goals
The goal of psychotherapy as practiced in Asian countries has been stated
by Asian psychotherapists as the reintegration of the person back into their
social relationships rather than individual autonomy or personal growth
(Desai, 1982; Florsheim, 1990). Perceptions of effective intervention by
Asian American clients are the ability to work and to assume family roles
and responsibilities (Fugita et al., 1991). However, conventionally western-
trained therapists see this social reintegration as only an initial stabilizing
stage, with the analysis of the deeper emotional and psychodynamic
processes and etiologies required for effective intervention.

Cultural ‘Match’ Components
Cultural components of matching between therapists and clients go
beyond merely partnering individuals of the same cultural background
and linguistic capabilities. Indeed, the services must be modified in some
appropriate manner to respond to clients’ cultural needs and expectations
about mental health services (Tseng, 1999; Zane et al., n.d.). Although it
has been shown that ethnic-specific services are better used by their
targeted populations, and that better outcomes are documented, why that
is the case is still a nascent research area.

Beliefs Regarding Appropriate Roles and Relationships in
Treatment

There are certain basic elements of psychotherapy: the role of the therapist,
the role of the client, and the dynamics of that relationship. An additional
factor for Asian American clients is the role of the family in the therapeutic
process.

Role of the Therapist and Dynamics of Therapeutic Relationship
The literature suggests that Asian American clients attribute more credi-
bility to healers who are authority figures (Chin, 1993; Huang, 1991;
Okamura & Agbayani, 1991; Tung, 1985; Yamamoto, 1978). This is based
on the superior status afforded older or more learned people who are
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assumed will take the lead and give directions or concrete advice (J. Hsu,
1985). Many of these conclusions about Asian and Asian American prefer-
ence for authoritarian therapists or directive, concrete suggestions, are
modeled on research from Asia that investigates indigenous healing and
the healer’s role in the hierarchical nature of Asian society. However, in a
survey of 347 Asian/Pacific American therapists, it was found that
therapists reported that whereas they were more authoritative, directive,
and structured with traditionally oriented clients, with western-oriented
clients they used ‘the popular conceptualizations of counseling and
psychotherapy . . .’ (Matsushima & Tashima, 1982, p. 33). Atkinson and
Gim (1989) found similar treatment differences between more accultur-
ated Asian American students and their less acculturated peers. These
results highlight the limitations of the existing conceptual literature on
Asian Americans and their treatment preferences.

Role of the Client and Dynamics of Therapeutic Relationship
The western practice of therapy values an egalitarian relationship.
Although there is an inherent power differential in the client–therapist
relationship, therapists endeavor to establish an egalitarian relationship
with their clients. Ideally, the therapist tries to engage the client as a collab-
orator in the treatment. As pointed out, Asian tradition, in contrast,
promotes hierarchical relationships. Therefore, Asian clients will often
place the therapist in more familiar roles such as doctor or teacher; auth-
ority figures who prescribe remedies or instructions to receptive clients
who accept them without question (Chin, 1993).

Role of the Family and Dynamics of Therapeutic Relationship
For Asians and Asian Americans, the family is a critical part of an indi-
vidual’s sense of self and well-being (K. M. Lin, Miller, Poland, Nuccio, &
Yamaguchi, 1991; Okamura & Agbayani, 1991; Tung, 1972). Family
members are active in any treatment process. For example, K. M. Lin and
colleagues (1991) found significant differences between family involve-
ment of Euro-American and Asian American patients in treatment for
schizophrenia. They concluded that it is important to include Asian
American family members in all phases of the treatment – evaluation,
treatment plan, and continuing care – something they noted that clinicians
do not routinely do nor even welcome (K. M. Lin et al., 1991).

In Asian cultures, the mature individual is an interdependent member
of a family and a social group, whereas in American society, the mature
individual is viewed as autonomous and independent (DeVos, 1976; Doi,
1969; Florsheim, 1990; J. Hsu, 1976; K. M. Lin et al., 1991; Slote, 1972;
Surya, 1969). As such, western psychotherapy focuses its treatment on the
individual who is assumed to have goals of independence and autonomy
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(D. W. Sue et al., 1998). Within this rubric of western psychotherapy, inter-
dependent Asian American family members run the risk of being perceived
as overinvolved (Lefley, 1986) and Asian American clients run the risk of
being perceived as immature and dependent (D. W. Sue et al., 1998). While
such ideas of close, lifelong, interdependent relationships among family
members may be perceived by western therapists as immature, as noted by
Suruya about Hindu South Asians, ‘Independency longings can cause
neurotic anxiety’ (1969, p. 388).

Clearly, the conceptual literature on Asians and Asian Americans and the
various aspects of mental illness and its treatment is extensive. However,
few studies have directly investigated the practices and beliefs of Asian
American therapists and their clients concerning mental illness and its
treatment. The findings reported in this article are a preliminary step in
that direction. The present study was an exploratory investigation of how
Asian American therapists define the nature of ethno-specific care as they
provided it to Asian American clients.

Method

This was a descriptive study about what Asian American therapists at an
Asian American mental health clinic reported about their beliefs of Asian
American conceptualizations regarding: (i) mental illness and its etiolo-
gies, (ii) treatment practices, and (iii) therapist–client relationships. In
addition, therapists reported their interpretations or understandings of
what they thought their clients believed about elements of these three
themes.

Semi-structured interviews with open-ended questions were conducted
with 16 psychotherapists at the Asian/Pacific Family Center (APFC) in
Rosemead, California. Approximately 26 hours of interviews were
conducted from January 1996 to June 1997. All therapists on staff during
this period were interviewed.6 Preliminary interviews were conducted in
1995 with administrators, senior therapists, and clerical staff for a general
overview of clinic operations and philosophy. Interview sessions typically
lasted for one hour but they ranged from half an hour to one-and-
a-half hours. Therapists who were more experienced or were in
supervisory/training roles were interviewed more than once. In addition,
a separate, structured interview was conducted with each of the 16
therapists to obtain socio-demographic and professional backgrounds, as
well as specific treatment modalities and styles utilized. Participant obser-
vations and clerical staff interviews about the clinic’s operations and
ambiance were conducted throughout this two-year period.
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Setting

APFC was established in 1982, to serve the growing Asian/Pacific popu-
lation in the Los Angeles community of the greater San Gabriel Valley,
located in the city of Rosemead, California. This area is sometimes referred
to as either the New Chinatown or the Suburban Chinatown of Los Angeles
(Hong, 1997; Schwartz & Schwartz, 1999). The service population is largely
Chinese (63%) and Vietnamese (14%) (Pacific Clinics, 1997). Most of the
clients are recent immigrants. The core program at APFC is their
outpatient mental health services for the chronically and severely mentally
ill. In addition, the clinic offers programs such as community outreach,
child abuse prevention, family life enhancement education, as well as
school-based programs for crisis intervention, leadership training, and
drug and gang prevention. The overwhelming majority of the client popu-
lation is low income (91%) and the mental health services of over
two-thirds (71%) were paid for by Medi-Cal (California’s state medical
insurance).

Language capability is extensive with eight Asian languages and dialects
supported: Cantonese, Chui Chow (a dialect spoken by Chinese in Vietnam
and southern China), Japanese, Korean, Mandarin, Taiwanese, Toishan,
and Vietnamese. In fiscal year 1996–1997, they provided direct services
(such as psychotherapy, medication support, and case management) to
over 600 individuals and their families in the Mental Health Outpatient
Program (Terry Gock, personal communication).

The clinic is located in a new mini-mall and occupies the entire mall
building with the exception of one stand-alone fast food business and a
mortgage company. The interior is clean and pleasantly decorated with
pastel colors and attractive wall-to-wall carpeting. Paintings, drawings,
Asian clothing, and other items are thoughtfully displayed and well main-
tained.

The clinic hours are Monday, Wednesday, and Friday from 08.00 to
17.00; Tuesday and Thursday from 08.00 to 20.00; and Saturdays from
09.00 to 12.00 by special appointment. Multilingual receptionists answer
the phones, greet clients and visitors, and perform clerical tasks. Languages
and dialects covered at the front desk are English, Vietnamese, Cantonese,
Mandarin, and Fukienese. There are standardized procedures for recep-
tionists to refer telephone screenings, as well as crisis calls or walk-ins to
linguistically matched therapists.

Sample

This summary of the 16 therapists’ backgrounds from the structured inter-
view covers the total of those interviewed from 1996 to 1997. The total
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represents more than the number usually on staff at any given time. For
example, in June 1997, there were 12 therapists on the staff, both full- and
part-time.

Nine of the 16 therapists self-identified as Chinese (56%). The rest were
evenly divided between Korean, Vietnamese, and Japanese Americans
(12.5% or two each) and one individual self-identified as Vietnamese
Chinese, meaning she was Chinese born in Vietnam. One of the therapists
who self-identified as Chinese was also born in Vietnam. Since both had
Chinese and Vietnamese language and cultural skills, they were both
considered Vietnamese Chinese, leaving eight of the 16 therapists classified
as Chinese (50%). All of the therapists, with the exception of one Japanese
American therapist, were born outside the US with an average length of
U.S. residence of 14.5 years with a range between 8 and 30 years. Their
average age was 37.2 years but the men were older than the women, aver-
aging 44.5 and 34.8 years respectively. Seventy-five percent of the therapists
were women.

As for training, 53% had a MSW or a MFCC degree, 20% had doctor-
ates, 13% had a LCSW with a MSW, and 13% had only a BS or a BSW
degree. The years of clinical experience ranged from 6 months to 18 years
with an average of 6.2 years of experience. All therapists were fluent in
English and at least one other Asian language or dialect. The only Asian
languages not represented were any of the Filipino ones such as Tagalog or
Ilocano.

Method of Analysis

The primary interviews were open-ended and therapists could expand on
a topic or even develop different issues. However, rarely did therapists
directly develop different issues and most followed the questions. Unlike a
standardized interview schedule, the data collected varied from therapist
to therapist in both content and detail although the major topics were
maintained. Therefore, the interviews were treated like field notes and
coded in an ethnographic manner. Initially, a rough coding was carried out
according to themes or topics developed by the research director after
reading all the interviews, both open-ended and structured, and reviewing
field notes from interview-related participant observation. This is referred
to as pattern or thematic coding (Miles & Huberman, 1994). These ranged
from global themes such as ethnic-specific therapeutic techniques and
etiologies of mental illness to specific topics such as referral sources and
progression of clients through the therapeutic program. So-called non-
therapeutic elements, such as clinic ambiance and food issues, were also
coded. Following this initial pass, the excerpts under each category were re-
read and re-coded by the authors according to three major themes that
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emerged: beliefs about mental illness, beliefs about treatment, and beliefs
about the therapeutic relationship. Within each of these major themes,
sub-themes were developed via review, discussion, and re-coding between
the two authors. Codes for descriptive elements within the sub-themes
were developed as they were read by the two authors. An inter-rater
reliability check was made on a random sample of 10% of the interviews
coded between the second author and a trained research assistant. After
initial adjustments in their definitions and refinements in the codes in
consultation with the first author, they reported a final inter-rater
coefficient of agreement (kappa) of 0.78, indicating excellent agreement
(SPSS, 1998).

Findings

Although much of the conceptual literature on the beliefs of Asians and
Asian Americans about western-based therapy and about their conceptu-
alizations about mental illness was supported by the interviews, it was clear
that these findings were limited to the clinic’s client population of new
immigrants with chronic mental illness. Specifics are discussed in detail in
this section.

Two other secondary findings were made. The first regarded the
therapist’s active efforts to accommodate clients’ and families’ beliefs about
mental illness and the therapeutic process by making adjustments in their
therapeutic approaches. Therapists had clear perspectives about their own
beliefs concerning mental illness, treatment, and the therapeutic relation-
ship. But as they attempted to educate their clients, it appeared that it was
the therapists who found themselves adapting their practices to their
clients’ and clients’ families’ beliefs and preferences. Cultural commonal-
ties and language appeared to play a contextual factor, in that therapists
could understand why clients and their families had such differing beliefs
from their own professional training. Therapists would then make what
they felt were appropriate therapeutic adjustments and to give explan-
ations in an understandable manner to gain trust and cooperation from
clients and families, thereby establishing a long-term, working alliance. A
second auxiliary finding was related to the importance of a cultural match
between Asian American therapists and the culturally congruent APFC
clinical milieu. Both these findings are discussed further in the sections
below.

Mental Illness Beliefs

Therapists had their own explanations and responses to mental illness in
general but when specifically confronted with differing views by their
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clients, they were able to make adjustments to encourage clients to
maintain treatment.

Etiology
In general, therapists held strong views that chronic mental illness was
biologically based and an incurable persistent condition that required
continuous, lifelong pharmacological treatment.7 However, they reported
that their clients and clients’ families had difficulty accepting this. Families’
primary explanations for the cause of their adult offspring’s mental illness
were socio-environmental or psychosocial stressors: the difficulties of
adjusting to a new culture, too much pressure from schoolwork, bad
friends, the result of the war in Vietnam. Parents often felt responsible for
the onset of their offspring’s problems: perhaps paying too much attention
to earning a living, pushing them in school, bringing them to a new
country, doing something improper in caring for them as infants or
children, or accidents such as a trauma to the head. This appears to support
the argument in the literature that for Asians, health is related to balance
in one’s social relationships and environment but needs further direct
exploration with family members outside the clinic context.

Therapists did not report any client or family responses of a homeostatic
imbalance or spiritual causes as etiologies. It may be that clients and their
families used alternative remedies for these causes prior or parallel to
seeking help at APFC and if they did, may not have reported these activi-
ties to therapists, perhaps thinking this might be frowned upon. But again,
this requires further investigation with clients and their families using
participant observation and non-directive interviews outside the clinic
setting.

Symptoms
Therapists reported family members and clients made two distinctions
between symptoms of mental illness. For family members, positive
symptoms such as ‘talking to themselves, not eating, talking about some-
thing in a “crazy” way,’ were viewed as evidence of mental illness or being
‘crazy.’ However, negative symptoms, such as withdrawal from social
contact, low energy, or excessive sleeping, were viewed by parents as char-
acter flaws or poor motivation, i.e., ‘lazy.’ Therapists reported that clients,
like their families, did not see negative symptoms as possible psychological
problems. As described by a Chinese American female therapist: ‘If they are
restrained, sleeping all the time, not talking, they don’t think they have
mental problems.’

What is not known is how long family members or clients tolerated
dysfunctional symptoms before they came into contact with the mental
health system. Administrators at APFC indicated most of their clients were
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referred by hospitals or law enforcement agencies after a violent or injuri-
ous episode. One Chinese American male therapist reported that it was not
until one of his clients had kicked his father on two different occasions,
each time sending the father to the hospital that the family ‘realized that
they had to bring the client in.’ This therapist reported that generally, even
after a family member displayed bizarre or violent behaviors, ‘They just put
up with them until they really can’t take it.’ He added, ‘Each client is
different. One client . . . was sick for 20 years and he came to see us just
four years ago.’

In order to gain treatment compliance, some therapists, such as a male
Vietnamese American therapist, often reframed both positive and negative
symptoms as personal problems to convince the clients they needed to
come to the clinic for help and not because they were ‘crazy’ because, ‘in
Vietnam, only crazy people go to clinics and hospitals. So I have to explain
to them that they can come here [APFC] for symptoms such as lack of
appetite, sleeping problems, lack of concentration, headaches, and
angering easily.’ One Japanese American female therapist even refrained
from using the term ‘symptoms,’ preferring the term ‘reactions.’

To establish a working alliance, one senior Chinese American male
therapist said that he reframed not just symptoms but the entire illness as
‘a problem’:

I reassure them this is not an illness. They are not crazy but have problems
[speaker’s emphasis]: no job, can’t get along with people, can’t sleep, no
friends . . . they have to live with these problems; they won’t go away. My job
is to find the easiest way to help them with the problem. Clients find this
easier to accept [than the fact they have mental illness]. I align with the
client, we are on the same side. The goal is to align with the healthy ego to
take care of the bad self, to work on the unhealthy part, rather than attack
[and insist the client admit to mental illness].

This response to the families’ and clients’ resistance to the mental illness
label, indicates the therapists’ willingness to change their professional diag-
nosis into that of a more social or practical problem that clients and their
families can accept and work toward some alleviation of the distress with
the potential of a return to school, work, or better social relationships.

In a deviation from the literature, therapists did not report somatic
displacement or specific metaphoric use of body organs for emotional
distress. It is possible that, given the severity of the mental conditions
necessary for treatment at this clinic, and other county mental health
clinics, somatic complaints were superseded by the level of disturbance;
however, this remains to be further explored with clients outside the clinic
setting.
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Responses
The resistance of families and clients to the therapists’ explanation of a
biological cause was because of the taint it would give the entire family,
particularly in terms of the unmarriageablity of offspring or the family’s
ostracism.8 This was something therapists were attuned to as a cultural
reason for why clients and their families would not accept this etiology. For
example, a female Vietnamese Chinese therapist said that parents are ‘sort
of ashamed to let people know [that their child is mentally ill because] . . .
it has to do with the future of their children, the next generation. If other
people know that this family has a mentally ill person they may not want
to have anything to do with this family.’ Or more directly from a Chinese
American male therapist: ‘The fear is that if someone knows about the
mental illness, they will not be able to marry other children [people].’

To obtain treatment compliance, the APFC therapists attempted to
accommodate, not just the client’s conceptualization of shame and stigma
about mental illness, but the family’s conceptualizations as well. However,
there were mixed responses by therapists about the exact nature of the
shame and stigma that clients and their families felt. Although it was clear
there was a resistance to the biological etiology because of the heritability
issue, therapists ranged from feeling that clients and families were ashamed
because their symptoms ‘are not really normal’ to those who felt that both
clients and families disclaimed their mental illness because they truly
viewed it as transitory and generated by stress. Stress was also a way to
eschew the shameful and stigmatizing heritability issue. One of the more
sophisticated explanations came from a senior Chinese American female
therapist who discussed the difference between shame and stigma, the key
role of the family, and the importance of being a productive person for
APFC clients:

Shame is a personal judgment of feeling. Stigma is from the society . . . Some
people can have shame without stigma but usually the culture of family
values governs your shame . . . If the family members don’t understand,
continue to look at him differently, and think it is because he is lazy that he
is not working, then he would have a hard time. . . . The family is the major
reason [for the client’s acceptance of his or her mental illness] and it means
lots to them . . . I think ‘family work’ is very important because our Chinese
clients are very concerned about how their families think about them more
than how the society thinks [about them]. Because in many ways, I find our
clients do not identify themselves with this society, with being American . . .
So that is why we do a lot of family education.

She noted a further element of shame for clients

Of course, when you are not able to work in the society, you feel shameful.
Every one of them [clients] goes through this period, when they are not able
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to go to school or go to work – they are just like a useless person. It is very
shameful.

A Chinese American male therapist said the name of the clinic, Asian
Pacific Family Clinic, was purposely ambiguous, ‘as another way of dealing
with stigma.’ He noted wryly that this ambiguity has led to ‘some
confusion’ and people have contacted them thinking it was a family
planning clinic. However, the exact nature of the shame and stigma of
mental illness for these Asian American clients remains unclear and
requires specific community-based research to begin to clarify these
complex concepts.

Treatment Beliefs

Similar to mental illness beliefs, therapists reported personal preferences
for therapeutic treatment and modalities but attempted to accommodate
their clients’ and families’ lack of knowledge about therapy or inability to
accept certain therapeutic approaches.

Treatment Preferences
Therapists used physical illness metaphors as an attempt to get clients and
families to understand the need for medication. It was not clear if this
explanation gave clients an unrealistic expectation for cure or if it rein-
forced already held beliefs about the physiological basis of their condition,
but therapists reported that clients were disappointed or surprised that the
medication would not cure them. According to one Korean American
female therapist,

My Korean clients usually expect a total cure and it’s very disappointing for
them when they realize that they have to take medication for the rest of their
lives. They also expect a cure within a short period of time. They certainly
don’t expect counseling as a solution.

Again, this response to psychotherapy may be related to using the physical
illness metaphor or a lack of familiarity with psychotherapy. Yet some
clients actively resisted the need for medication because, as one Chinese
American therapist reported about her Chinese clients, ‘[They] think that
taking too much medicine will harm the body. This is the belief of Chinese
who don’t like to take medicine. I don’t like to take medicine either!’
However, this therapist noted that she works with the family to supervise
the medication: ‘Usually the parents are more motivated to keep them on
their medicine. Otherwise, they will be the one who experiences the
problem of their relapse.’

Therapists were not certain about their clients’ use of alternative
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treatments, in particular Chinese medicine and herbalists. Nor did most
therapists seem particularly interested or concerned about clients’ use of
alternative treatments.

Therapeutic Modalities and Techniques
According to the therapists, their client population had little understand-
ing of therapy or its goals, therapists and their function, or even the nature
of mental illness, particularly chronic mental illness. This affected the type
and styles of therapeutic treatment therapists could effectively use. The
major goal for therapists was to stabilize the clients and keep them on their
medications: ‘For treatment options, basically we just work on the current
problems; for example, to reduce their psychotic features and help them be
medication-compliant,’ said a Vietnamese Chinese female therapist.

Many of the therapists professed a preference for using various forms of
‘insight’ therapy but reported that most of their clients, as new immigrants,
were not even familiar with the concept or activity of therapy. Further,
there often was not a comparable word for therapy in many of the Asian
languages or dialects.

APFC therapists spent a great deal of time in case management issues
that preceded any therapeutic, analytical issues:

With the Vietnamese population, because they have a lot of basic needs, we
[therapists] have to deal with their everyday needs. It is hard for us to only
concentrate on the underlying issues [of their mental illness] because we
have to deal with many things they want us to do such as case management,
transportation problems.

When funding was available, the clinic employed a full-time case
manager and has had part-time case managers who also were engaged in
therapy. But more often than not, it was left to the therapists to handle case
management which included helping clients, and often their parents, apply
for Supplemental Security Income (SSI), Medi-Cal, a bus pass, or citizen-
ship; figure out a bill; translate an official looking letter and perhaps write
a letter of response; or find appropriate housing.9 These activities may
further blur the clients’ and families’ understandings of what the appro-
priate role of a therapist is.

APFC therapists also indicated that the client’s presenting problem or
diagnosis was an additional factor in the type of treatment modality they
used. A Korean American female therapist noted, ‘The therapeutic
[method] depends on the client. Schizophrenics require a more psycho-
educational approach because they have a history of non-compliance with
medication. With depressed patients, I do more psychodynamic therapy. It
is an individual situation with each case.’ This was consistent with one of
the conclusions of the Matsushima and Tashima study: ‘. . . for Asian/Pacific
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therapists, the use of specific modalities is flexible and highly dependent
on the specific configurations of the client’s situation’ (1982, pp. 40–41).

Support for another one of Matsushima and Tashima’s findings was
expressed by a Chinese American female therapist who distinguished the
need for different approaches for immigrant and U.S.-born Asian
American clients, ‘If the client is born here, like ABC [American Born
Chinese], she will not like my style because I am too directive with her.’
Other therapists who worked with both U.S.-born and non-U.S.-born
Asian American clients reported similar stylistic differences in working
with the two populations. However, because the vast majority of the APFC
client population and their families were new immigrants, therapists based
their responses on that group, unless specified otherwise.

Exactly how and what therapists did in terms of modifications were less
than clear. A senior Chinese American male therapist noted that although
they modified conventional western theories and methods to accommo-
date the needs of their Asian American clients, ‘it is hard to articulate [what
we do] because sometimes we are not aware of what we are actually
changing.’ This was confirmed, with a concrete example, by a Japanese
American male therapist who said:

We are sort of creating [ethnic-specific] therapies as we go along . . . In our
case management meetings, we always start with the theoretical or textbook
way of approaching the client’s problem but then we basically say [it won’t
work]. . . . For example, the textbooks say that with family therapy, one must
bring the whole family together for the first session but with Asian American
families, you can’t have a horizontal exchange in a hierarchical situation. So
the therapist must work with individuals or dyads such as the mother and
child to work up to the big event of having them all meet together. . . . We
feel we are spontaneously responding out of our own knowledge and sensi-
tivities.

Most of the therapists used directive treatment styles in response to their
Asian American clients’ and families’ expectations for concrete advice and
direction. When asked in the structured interview what various types of
treatment styles they employed, the most frequently chosen mode was
directive with 80% reporting that they used that style among others. For
example, therapists in the open-ended interview stated: ‘My style is very
directive, like giving them assignments, asking the family to give the clients
support, to help them;’ and ‘What I was taught in school is different from
what I am doing right now . . . [at APFC] I need to do a lot of coaching,
lectures, and [practical] problem solving.’ This last comment again reflects
that therapists were not using their full or preferred professional training
with this client population but made adjustments to accommodate client
needs.
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Many tempered their directive style with a psycho-social educational
approach for both clients and families: ‘I take a lot of time, particularly in
the first three months of therapy to explain things to the clients;’ ‘There is
a need to focus more on helping them build life skills on a very educational
basis. The role of the therapist is thus [to do] more teaching than reflective
[therapy];’ and ‘We do a lot of family education. So if the family under-
stands, they also help the client . . .’

As stated, therapists noted that insight-based therapies were not
applicable to their client population.10 Not only was APFC’s outpatient
population almost exclusively chronically mentally ill, conditions not
particularly responsive to insight-based, non-directive therapies (Pearson,
1999), but Asian proclivities to keep emotions under control, suppressed,
and somaticized were other factors in what types of treatment styles
therapists could provide. As noted by one of the Vietnamese Chinese
female therapists,

When we ask Asian clients how they feel, they tell you their physical
problems. . . . With the psychodynamic approach, if [the therapist] asks the
[Asian] client to associate some feeling with some incident, they probably
wouldn’t understand that question at all. . . . When they come here, they say
they came in to see the doctor and get the medication. Talking to me is like
talking to a nurse.

On the topic of emotions, she continued, ‘Because Asians are a group-
oriented people and not individual-oriented people, their feelings depend
on how other people treat them.’ This is what F. Hsu (1982) referred to as
the ‘situation-centered’ personality of the Chinese as opposed to the ‘indi-
vidual-centered’ (or ego-centered) personality of the American. While this
is a dated and stereotypical dichotomy of East/West national character, it
is of note that it had resonance for this Asian American therapist and she
found it useful in her understanding and treatment of her Asian American
clients.11

Another client factor consistent with the literature was that therapists
reported that their clients’ reliance on non-verbal or subtle communi-
cation inhibited the use of insight or psychodynamic therapies. According
to one of the Vietnamese Chinese female therapists: ‘The Asian population
is so subtle. Their communication is so indirect. They communicate
through their body language. During therapy, you have to read every-
thing. . . . They are normally very quiet. They don’t express their feelings.’
As noted in the introduction to this article, the literature suggests that
Asians abhor the open and intense expression of emotions, viewing this as
disruptive to not only interpersonal dynamics, but also to their own
internal homeostatic balance. One method therapists used to deal with
clients’ non-verbal or minimal articulation skills was to verbalize things for
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the clients then to check with the client to see if they were correct, as
explained by a Chinese American female therapist: ‘Many Asian American
clients are not very ‘confrontive’ and will not bring up problems or
disagreements. It is up to the therapist to interpret the underlying meaning
of the clients’ words.’

Therapists did profess a ‘stage’ approach and felt that after clients were
stabilized and were long-time, consistent clients, they would be able to
move to a more psychodyamic approach. However, when pressed by an
interviewer, one Vietnamese Chinese female therapist admitted that ‘only
a small percentage’ was treated with the more insight-oriented therapies.

The structured interview provided a list of modalities and asked
therapists to indicate all that they used. The two most frequently cited
modalities were cognitive/behavioral (93%) and psychodynamic (67%).
While this may seem contradictory to the emphasis on directive and
psychosocial educational styles, therapists reported that the psycho-
dynamic approach was used to aid their own conceptualization of the
problem, whereas the cognitive/behavioral approach was the treatment
modality used with the client.

Goals
Therapists and the clinic administration had very specific acculturation
goals after stabilization and case management issues according to the
senior therapist:

[Overall] for the new immigrants, we do want to help them to adjust to their
new society. We are working with the most chronically mentally ill popu-
lation to help them adjust themselves to the [American] mainstream. So, the
first of our goals, of course, is to relieve their symptoms, to help them to
maintain their well-being, so they can function in the community a little bit
more independently. The second goal is to improve the quality of their lives
[through activities in the socialization group].

Two therapists involved with the socialization group noted the goals for
this group: ‘to improve clients’ social skills, independence, and to gain
confidence through their work [in the group activities]’ and ‘the purpose
is to help clients have more interactions with each other [peers], improve
their social skills, and independent living skills.’

Therapists seemed less specific about what the clients’ goals were aside
from a total cure. Again, the issue of the relevance of therapy for the
clients’ was problematic: ‘In fact they don’t feel they have any need for
therapy. They just come because we ask them to do so . . . They need a job.
That’s all,’ said a Chinese American female therapist. Most of the
therapists who had prior experience working with non-Asian populations
felt there were important differences between their Asian and non-Asian
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clients in therapeutic goals. Therapists noted that they found non-Asian
American clients to be more goal oriented (‘I want to get a job,’ ‘I don’t
want to hear voices anymore.’) and that they specifically worked to achieve
these goals through therapy and pharmacological treatment. They felt that
Asian American clients were more vague or general about what they
wanted (‘I want to be more useful,’ ‘I want to feel better.’), less likely to
take their own initiative, and more dependent on their family or therapists
to assist them.

Cultural ‘Matching’ Components
As stated throughout, APFC made concerted efforts to match therapists
and clients by culture or language, with language being the most import-
ant if both criteria were not available in one therapist. As the senior
therapist stated: ‘It takes a while to develop trust but once we do “break
through” they treat staff as a family member . . . Language is important to
develop that trust. The number one thing.’ Furthermore, as demonstrated
here, building on that linguistic trust, therapists worked hard to change
their own approaches to accommodate clients’ and clients’ families’ expec-
tations and understandings about mental health treatment.

These Asian American therapists also found a better ‘fit’ working within
this Asian American clinic than at previous non-Asian clinics. Therapists
reported they found a ‘home’ for their own more Asian styles of interaction
and working. Various therapists talked about the differences in working in
a non-Asian setting with non-Asian clients and therapists: ‘When I worked
with non-Asians, my supervisor told me I was too polite, meaning that
when clients are talking, I don’t intrude into the conversations. He felt I
needed to step in and do some kind of intervention,’ or

Working with [therapists who are] non-Asians, I felt very intimidated
because they are very verbal, articulate. They talk a lot, so being with them,
I felt I was so quiet. They seem to pick up things so quickly from the clients
because the clients were very open; they say what they feel. But with Asian
clients, they are normally very quiet . . . We [Asian American therapists]
don’t interpret right away. We don’t articulate that much. So [it is also with]
co-workers [here at APFC]. I feel we are on the same level and we can under-
stand each other better. Maybe I am not so Americanized. I feel more
comfortable with Asian co-workers than non-Asian co-workers.

An important element in the establishment of the ambiance for cultural
familiarity and a sense of ‘match’ was in the decor and atmosphere of the
clinic. The clinic setting was purposely culturally coded with decorations,
prints, and photographs from various Asian countries. Administration,
therapists, and staff worked to create a more informal, personal atmos-
phere rather than the more neutral, professional atmosphere of a
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conventional western clinic. Clients could be found gathered in the waiting
room having informal discussions or using it as a central meeting place
even when they did not have an appointment or a group session. Recep-
tionists knew clients on sight and automatically buzzed them in, often
giving a personal greeting in their home language. A few clients had been
hired to do part-time clerical work so were both clients and staff. Other
clients forged long-standing friendships that continued outside the clinic.
All this led to a more informal, personal ambiance to the clinic.

The clinic’s culturally appropriate Asian decor was an important admin-
istrative decision. According to one of the Korean American female
therapists: ‘When the clinic first moved to this new facility [in 1994], there
was an advisory committee to decide on the types of decorations, pictures
on the walls, and such. One of the things that was very important was to
have some . . . ethnic themes that would be . . . familiar to people and make
them feel comfortable.’ So there are sections of the clinic, which is a long
series of offices along a meandering hallway, that are ethnic-specific repre-
senting different Asian nationalities: a Japanese hallway with decorative
clothing, a Korean themed area with masks, and a section with Vietnamese
drawings done by a client’s father. During specific festival times, the clinic
would be decorated appropriately for such events as the Lunar New Year
or the Chinese Moon Festival. There were therapeutic reasons for the decor
according to a Chinese American male therapist: ‘[When clients come to
the clinic] they see Asian faces, posters, announcements, materials,
decorations. It’s like coming home. It’s the right place for them. Not
foreign. They feel comfortable. Their defenses are reduced dramatically.
Ready to open up.’

Therapeutic Relationships

The dynamics of the therapist–client relationship appeared to be a
constant negotiation of roles and the boundaries of those roles. The
families were also active members in these negotiations.

Role of Therapists and Dynamics of Therapeutic Relationship
Basically, therapists reported two categories of roles that clients and their
families placed them: a family member (or close friend) and a professional
authority figure. However, there appeared to be constant client pressures
to move toward a more personal, familial, or friend relationship. Accord-
ing to a senior Chinese American female therapist, ‘Clients here [at APFC]
expect a closer relationship than westerners. Clients take the therapist as a
family member.’ There did not appear to be a contradiction for clients or
even therapists for professionals to be considered as fictive family or friend.
It only seemed to cause an awkwardness for therapists when clients behaved
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toward them as friend or family by giving them gifts, inviting them to
family events, or asking for their home telephone number. A Chinese
American male therapist who said that even though clients would address
him as ‘Doctor’ or used the more formal ‘Mister’ or honorific ‘Teacher,’ they
still desired a more personal relationship:

Some of them ask for my home phone number and address; I tell them about
confidentiality. And sometimes for Chinese New Year and Christmas, they
will give us gifts . . . like seasonal candy or cake, gifts to show their appreci-
ation. But because the agency has rules about gifts that say we can’t take this
kind of gift [I have to refuse it]. But they say, ‘We’re Chinese. It’s okay’.

In this case, clients offered the bond or collusion of their ethnic member-
ship as a rationale for the acceptance of a gift against clinic policy, another
method to establish a more personal rather than professional relationship.

There were varying ways in which therapists dealt with gifts, which
sometimes included money. If it were a substantial sum of money, they
would try to get the client to give it to the clinic as a donation but clients
usually resisted this. If it was the ‘lucky money’ in red envelopes for Chinese
New Year, the clinic policy was to accept those but to tell the clients they
were putting it into a group fund for a staff luncheon: ‘It is hard to refuse
the red packet because it is kind of a blessing and it is not good to return
the red packet to the one that gave it to you, that is why we accept it.’ The
awkward items were expensive gifts such as leather purses, exclusive make-
up, specialty chocolates, or costly Asian food items such as dried shark fin.
‘For the food, our policy is that sometimes it is okay but sometimes they
bring in too many things,’ according to a female Chinese American
therapist who elaborated further, ‘The food is very important. Food means
nurturance and caring . . . the parents usually give me food as a means of
thanking me. So all the time my room is full of food.’

Therapists sometimes offered what appeared to be contradictory
portrayals of their roles vis-à-vis clients and clients’ perceptions of them.
For example, one of the Chinese American female therapists stated: ‘For
many Asians, especially the older people, they have no boundaries. They
tell me sometimes, ‘Oh, I will invite you to have dim sum [Chinese
dumplings] on a Sunday. . . . They really see me like one of their friends.’12

However, later she noted pointedly: ‘I think they respect me as a pro-
fessional. So the relationship is hierarchical.’ Although this may sound
contradictory, it is understandable in an Asian system of hierarchies, which
includes family members. Even in spite of terms of reference or address that
may indicate the age differences between younger therapists and older
clients, therapists feel their professional status gives them a higher ranking
in relationship to the client. These cultural nuances are explained by one
of the Vietnamese Chinese female therapists:
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I think it [the relationship] would not be egalitarian because they always
think of us as a professional . . . even though I may call them uncle or aunt
. . . they still see me as someone higher than them, not as their equal [peer].

However, by these last two therapists’ comments, it appears that there was
a constant negotiation of the role and status; with therapists taking a more
professional stance, but allowing for a certain informality, whereas clients
were pushing for a more personal relationship but recognizing the
professional status.

Another boundary issue for therapists, which perhaps was caused by the
closer relationships with the clients combined with the cultural matching
of client and therapist, was that of disclosure. Unlike the gift giving or
personal invitations, this did not seem to cause difficulties for the
therapists, who in fact used it as a therapeutic tool. Consider these
comments from two therapists: ‘For the Vietnamese population, they are
on a more personal level. For example, they would like to tell me their
personal problems and family problems [but] they also expect to know
from me about my personal problems and family problems. I found out if
I disclose a little bit of my life, it helps them to open themselves a little more
. . .’ and ‘Because of my own background and experience as a Korean
American and having first-generation immigrant parents, there’s a lot of
self-disclosure I can do which could be a lot more therapeutic with Korean
clients than somebody who might not be Korean.’

Role of the Client and Dynamics of Therapeutic Relationship
As expressed in several prior sections, clients took a more passive, recep-
tive role rather than that of an active participant in the therapy sessions.
According to a Japanese American female therapist, the therapist deter-
mined the client’s role:

It depends on the relationship I have with them. If I’m taking the role of
teacher . . . then I probably will be directive. This role [of a student] is effec-
tive and maybe more effective than other roles because clients are comfort-
able. I know that they will be uncomfortable with being an active participant
as clients.

This was compounded by the therapists’ aforementioned report of client
reliance on non-verbal communication and a reluctance to discuss
emotional feelings.

Also, the role of client was an unfamiliar one and therapists spent time
teaching the client about what their role should be. Some examples of
comments made by therapists about this socialization process: ‘I educate
the client about the process, what to expect. What is your job, my job. . . .
Your job is to talk. My job is to help you understand yourself, issues’ or
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‘They definitely lack the information about the process of therapy. . . So I
try to explain about the role of a client and what therapy is all about and
how it can help people.’

Incorporation of Families and Dynamics of Therapeutic Relationship
A female Chinese American therapist said that the word ‘family’ was
prominent in the name of the clinic to purposely promote the importance
of the family in the therapeutic encounter: ‘The concept of family is very
important for Asians. With non-Asians, it’s more important to have a
professional relationship. Here we not only work with the family but try to
give a sense of the family [at the clinic].’ A senior Chinese American male
therapist detailed his methods of incorporating the family:

When the family accompanies the client, I don’t insist they cannot partici-
pate in the session. The Western practice is to shut them out citing issues of
client confidentiality and privilege. The Asian approach is to work with the
whole family not just the individual. Sometimes I will ask the client if he
wants the family to participate but the family input is sought rather than
solely the individual.

Therapists worked out various ways to accomplish this incorporation. As
noted early, one therapist first worked with individuals and key dyads
before he brought the entire family together, others automatically included
the family when they accompanied the client to their session. One therapist
noted that often it was the family who did the talking, not the client,
particularly at the first session when the client might be suffering delusions
or was too depressed to speak. Therapists worked with families to make
sure they could recognize early signs that the client was in distress and to
alert the therapist or clinic.

Therapists emphasized the need to include the family for cultural,
therapeutic, and practical reasons. The cultural reasons centered on the
closeness and interdependency of family members. Therapeutic reasons
have been touched on in previous sections: to assist in medication compli-
ance, to not blame or stigmatize their offspring or themselves, and to recog-
nize signs of decompensation. The clinic provided parenting classes and
parent support groups to assist parents in this learning process. The
practical reason was that most of the clients were living at home with their
parents, even as adult offspring. There were no residential facilities such as
board and care or rehabilitation that provided ethnic-specific services for
Asian-speaking clients. ‘So if the family rejects the client, there will be no
place for the client to go,’ according to a Chinese American male therapist.
However, therapists reported that rejection was rarely the case. Families
were very supportive of their mentally ill offspring. In fact, ‘Their parents
are willing to give them a place to stay and food no matter how hard the
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situation would be. They provide a safe place for the client even if they are
30- or 40-years old,’ according to a Chinese American female therapist.

This presented a double-edged sword as therapists recognized the
problem of conventional therapeutic definitions of dependency with goals
of independence, while they struggled with cultural definitions and goals of
interdependency. Compare these two comments by two therapists. First
from a Chinese American female therapist:

The parents’ overprotection is the big reason [for dependency]. The Chinese
parents tend to take care of their mentally ill children like little kids, even
though they are adults . . . They feel they should take care of their mentally
ill children until they die. Most of the parents do not want to spend time
helping the client rebuild their living skills . . . As a result, . . . the clients treat
themselves as children too and are dependent on their parents like a child.

And according to a Japanese American female therapist:

For the mainstream population, the goals would be independence from the
family, but when it comes to Asian Pacific families, I don’t know if that’s
really applicable or not, whether that’s really acceptable to the families . . . I
don’t know if it’s really necessary for them to become independent at this
point in time.

Some therapists wondered if the family atmosphere promoted by the
clinic also added to the dependency of the clients on the clinic: ‘Some of
the problems resulting from the style of the clinic includes dependency
issues. The numerous amount of activities may create dependency with
many of our clients who will tend to stay and not integrate into the larger
community’ and ‘We don’t mean to nurture dependency, but if there is
anything they need us to do, we would try to do it.’ Another therapist
pointed out that it was only natural that clients would be with the clinic
for a long time because they were chronically mentally ill and needed long-
term medication and monitoring.

Another issue a few therapists raised was the fostering of dependency by
the therapists themselves in counter-transference: ‘Asian therapists are very
– we want our clients to get well and make progress as if we are raising a
child and wanting them to excel in school,’ and ‘The dependency some-
times starts from the therapists themselves. The therapists have some need
to feel the clients need them. It is like the mother sometimes has a hard
time letting their young children go.’

In sum, the therapist–client relationship deviated from the conventional
western one: a culturally familiar clinic décor and informality; the
conscious, active incorporation of family members into the therapeutic
treatment; and while fictive, friendly relationships with clients were
supported by therapists, so too was the hierarchical nature of those
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relationships, with therapists in positions of respect and authority, giving
concrete directives and clients accepting them. Similarly, as mentioned in
previous sections, therapists worked hard to modify elements of what
they had learned as standard therapeutic methods and approaches to
accommodate their Asian American clients’ and families’ pre-conceptual-
izations and resistance to mental illness and therapeutic treatment.

Cultural Elements

In the introduction, it was noted that while there is agreement that ethnic-
specific mental health services have shown certain outcome benefits, there
is a paucity of information about what particular elements of such therapy
are efficacious. This preliminary, descriptive study focused on Asian
American therapists’ self-reports at one Asian American clinic about how
they conducted ethnic-specific therapy with their Asian American clients
and what they thought were their clients’ and families’ interpretations of
their psychological condition and the therapeutic process. While several
areas of importance can be identified as part of the mix that makes the
therapeutic process productive for Asian American clients and their
therapists at this clinic, because it was an exploratory study based on
therapist interviews and not a combination of interviews with therapists,
clients, their families, and systematic observations of the therapeutic
process, the areas can only be defined in a broad way for future research.
The vagaries of the specifics of the therapeutic techniques used are echoed
in an earlier therapist comment: ‘. . . we are not aware of what we are
actually changing.’

In this study, the conceptual literature introduced in the beginning was
largely confirmed about beliefs about mental illness, treatment, and thera-
peutic relationships. For example, clients and families believed that mental
illness was not due to a genetic or biological predisposition, there was a
general lack of understanding of mental illness by clients and families, the
family was important in therapy. There was interdependence between
family members rather than independence, a reticence to divulge
emotional responses, a reliance on non-verbal communication, and the use
of more directive, authoritarian forms of therapeutic techniques. However,
a primary question is, what is so Asian or Asian American about this treat-
ment? As Tseng (1999) has pointed out, there is a complicated relationship
between culture and psychotherapy. For example, things that appear
distinctly Asian, like the importance of family, are relevant to many other
cultures as well. What is key to understand is the cultural specifics of that
dimension, be it family dynamics, transference, communication, or coping
patterns.

Three areas appeared to be most culturally relevant from this
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investigation: baseline cultural match, beliefs about treatment, and the
therapeutic relationship. Baseline cultural match consisted of three inter-
locking areas: clinic ambiance, client–therapist cultural and linguistic
match, and therapist–clinic cultural match. Key cultural areas in treatment
beliefs appeared to be modification of therapeutic modalities and the
reading and checking of non-verbal cues. Regarding the therapeutic
relationship, culturally relevant areas appeared to be: negotiation of
therapist role, gifts, disclosure, integration of family into therapeutic activi-
ties, issues of dependence, and countertransference regarding dependence
issues. Beliefs about mental illness appeared to have the least Asian-specific
elements. This does not mean that mental illness beliefs were not culturally
relevant to Asian American therapy. It does mean it warrants further direct
investigation with clients and their families. For example, some elements
of mental illness beliefs such as shame, stigma or symptom recognition
may inform and act as background understanding for acceptance of treat-
ment or modification of therapeutic modalities. Nevertheless, in this
preliminary study, the results were inconclusive in this area of mental
health beliefs.

This seems to indicate that process issues of client–therapist modifi-
cation, negotiation, and interpretation were richer cultural areas for
elements of ethnic-specific services than the more static beliefs about
mental illness.

Baseline Cultural Match

There were two ethnic-specific entry portals at this clinic to establish a
therapeutic relationship: clinic ambiance and culture/language match. For
example, there was a culturally appropriate décor and more relaxed,
informal environment at the clinic. There was an attempt to immediately
link a new client with someone who was both of the same cultural back-
ground or nationality and fluent in the same language. In addition, there
was an unplanned, but serendipitous, match of experiential backgrounds:
with the exception of one of the therapists, all were first generation Asian
Americans like the vast majority of their clients, allowing for a first-hand
empathy and knowledge of that experience.

In an unexpected finding, therapists themselves felt a cultural match
with the clinic and the interaction styles of their colleagues. In previous
experiences working in non-Asian clinics, APFC therapists reported that
they were encouraged or pushed to be more verbal than they were comfort-
able with in their interactions with clients and during case review sessions.
They were also told by non-Asian supervisors to be more aggressive with
verbal interventions while clients were talking. One therapist reported
feeling intimidated in the non-Asian environment and that she was much
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more at ease at APFC. This indicated that cultural matching is not only
relevant on the client dimension.

This combination of Asian décor, languages, interaction styles, mutual
immigrant experiences, and faces, as stated by one therapist, is an import-
ant therapeutic entree: ‘It’s like coming home . . . Their defenses are
reduced dramatically. Ready to open up.’

Treatment Beliefs

Modification of Therapeutic Modalities
Therapists were remarkably creative in modifying what techniques and
conceptualizations they had been trained in to accommodate clients’ and
clients’ families’ beliefs and desires. Tseng (1999) postulated three levels of
adjustments needed to obtain culturally relevant therapy: technical, theor-
etical, and philosophical. The area that APFC therapists made the most
direct adjustments was in the technical. Technical adjustments must be
made by therapists to accommodate client cultural characteristics and
therapeutic understandings (Tseng, 1999). For example, therapists must
make adjustments that facilitate culturally appropriate development of the
therapist–client relationship, communication and interpretations, and
therapeutic approaches. The Asian American therapists at APFC made
adjustments for their clients’ lack of understanding of therapy or its goals,
therapists and their function, or the nature of their illness, by providing
primarily directive therapy and case management. They reported that the
provision of directive therapy and assistance also was in direct response to
client and family expectations of advice and direction. Several experienced
therapists noted that these adjustments were specific to their Asian
American, immigrant, chronically mentally ill population, and could not
be extended to more acculturated U.S.-born populations, Asian or other-
wise. Again, what the therapists did that was particularly culturally specific
is not known and needs to be investigated with direct observations of the
therapeutic encounter and interviews with both clients and therapists.

Non-verbal Cues
Every culture has specific patterns of non-verbal communication.
However, the specific manner and meaning of the Asian American non-
verbal patterns, particularly among the chronically mentally ill, need to be
investigated. Therapists at APFC felt strongly that they needed to monitor
non-verbal cues and verbally check with their Asian American clients to
adequately provide appropriate therapeutic direction. This again indicates
a negotiation process rather than a codified format. The specifics of that
process require documentation by direct observations and videotape
analysis to see what specific cultural patterns may exist.
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Therapeutic Relationship

Therapist Role
While therapists reported clients put them in either or both the roles of
fictive family member (or close friend) or professional authority figure, it
was clear that this was a constantly negotiated role as clients tried to
become more personal with the therapists by inviting them for a meal or
expressing strong disappointment at not being invited to a rite of passage
such as a therapist’s wedding, with the therapists resisting by trying to
maintain and explain their professional need for distance and boundary
maintenance. The more informal, friendly aspects of the clinic, plus the
racially familiar therapists, may invoke the clients’ desire for a more
personal relationship. This may be exacerbated by the tremendous amount
of case management therapists do for clients. This social service in addition
to the therapy, may give clients a sense of personal assistance beyond the
solely professional one of therapy, and encourage clients to push for a more
personal relationship. However, this needs to be studied further with
research directed also at the clients and their families.

Gift Giving and Receiving
Gift giving is a complex phenomenon and long a staple of social science
research as ‘exchange theory.’ Gifts can be offerings or weapons, obligatory
or spontaneous, ceremonial or informal, inter- or intragroup but they
always have a social meaning. Naturally, gifts do not have to be tangible
items but can be social obligations, favors, or an artistic performance. The
import of gift items from clients to therapists is heavily debated in the
therapeutic, and sometimes medical, literature as well, but usually with a
different emphasis on ethics, motive, and treatment. Obviously, gift giving
by clients to their therapists is not particularly Asian. However, the nature
of the items, their cultural meaning, reciprocal expectations, appropriate
acceptance, factors of ‘face’ or reputation, need to be explored in a
comparative manner with non-Asian clients and their therapists, to
properly understand their cultural functions and importance in the thera-
peutic relationship. Also, because treatment for the clients is almost always
covered by various federal, state or local assistance, there may be the sense
that they need to give something to show their appreciation for the
improvement in their mental health, the health of their adult offspring, or
the quality of their lives. Therapists at APFC used their instinctive cultural
knowledge about the meanings of gifts, particularly the ‘lucky money,’ as
to how to accept or deflect them (and by no means always to the client’s or
their family’s satisfaction, as they reported) but this was in no way codified
knowledge. The clinic attempted a general policy but largely operated in a
laissez faire manner and left it to the discretion of the therapists and their
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relationships with their clients and families, judging by reports by
therapists and items in their offices.

Disclosure
Therapists noted their use of disclosure diverged from their training.
Therapists felt that because they were of the same ethnic or cultural group
as their clients with similar background experiences of being new Asian
immigrants in the US, they used more personal disclosures with their
clients and families than they would with non-Asians. This is an area worth
more systematic investigation as a culturally specific method of establish-
ing or strengthening the therapeutic alliance.

Family Involvement in Therapy
Unlike conventional individual, non-family-based therapies, the APFC
therapists worked actively to engage the families in their adult offspring’s
treatment. The clinic’s name, the ambiance, and the therapists, all rein-
forced the familial nature of the therapy. In addition, as one therapist had
said, ‘In the Asian community, the family is so much a part of the client’s
life, we need to work with the family more.’ As stated before, therapists
engaged families for cultural, therapeutic, and practical reasons. Cultural
reasons referred to the interdependence of family members, therapeutic
reasons to the provision of medication maintenance and decompensation
alerts, and practical reasons referred to the fact that adult clients largely
lived with their parents and there were no culturally appropriate
alternatives.

Dependency Issues
Unlike the general population of the chronically mentally ill, the adult
clients of APFC mainly lived at home. One of the main reasons therapists
gave was language: clients were largely monolingual Asian speakers. There
were no board and care or halfway homes for Asian language mentally ill,
nor were there workshops where they could earn money. In ethnographic
research with a group of 33 clients, it was found that almost all lived with
their parents or other family members (Dong, 1997–2000, field notes,
author’s files). Even among the few males who lived independently, almost
all went home regularly for meals and social contact. A few individuals had
unskilled jobs in family businesses or earned money babysitting for family
members. Most of the parents were retired, widowed, or disabled them-
selves and depended on Social Security Insurance for their income, as well
as support from their working adult children. In addition, parents did not
extend housing only to their mentally incapacitated offspring but to other
grown family members as well. In one case, a married son, his expectant
wife, and their small children, moved back home to his parents’ home for

Ito & Maramba: Therapeutic Beliefs

63

02 Ito (jr/d)  20/2/02  10:32 am  Page 63

 © 2002 McGill University. All rights reserved. Not for commercial use or unauthorized distribution.
 at SAGE Publications on July 19, 2007 http://tps.sagepub.comDownloaded from 

http://tps.sagepub.com


childcare, while the APFC client gladly moved out of his room to the sofa,
pleased with the extended family additions. This seemed to indicate that
the there was a permeable nature to the family boundaries and members
could break off and live independently but then return with no oppro-
brium. While this could be identified as a dependency problem, the litera-
ture suggests a more interdependent nature of Asian families and a desire
for this type of family constellation and movement with the pooling of
resources – labor as well as monetary. Therapists reported this long-term
care by parents and were concerned that perhaps because they understood
this family dynamic and did not encourage independent living, they were
condoning this (inter)dependent lifestyle. Nevertheless, they felt this was
the only alternative for their clients because a lack of other community
choices in independent living for their monolingual immigrant clients.
Finally, some therapists wondered if the clinic ambiance as a more
informal, family-like setting, also fostered dependence, but all these depen-
dency issues require further specific investigation.

Countertransference
A few therapists raised the possibility that they may be fostering depen-
dence because of countertransference. This may be related to the more
directive, educational forms of therapy the therapists use plus their over-
identification with their clients, creating their own parent–child dynamic.
As stated by two therapists, they thought of their clients as children and
both wanted them to do well and to need their assistance. A telling remark
was by another therapist: ‘We don’t mean to nurture dependency, but if
there is anything they need us to do, we would try to do it.’

Conclusion

Adjustments by administrators, therapists, and staff in the services
provided for their new immigrant Asian American clients and families
indicated that ethnic-specific services are more than the mere matching of
therapist and client by language and cultural background but entail on-
going modifications in the quality and type of services provided. These
changes differ from mainstream, western services in such areas as case
management assistance, clinic ambiance, accommodation of families,
therapeutic relationships, and therapeutic adjustments. Furthermore, it is
clear that ethnic-specific services are not merely a laundry list of attributes
but a process of constant cultural negotiations and modifications between
clients and therapists.

This study was limited by the fact it was based on self-report by Asian
American therapists about what they thought they were doing and what
they thought their Asian American clients’ and the clients’ families’
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assumed. Future studies need to include: (i) the viewpoints of the clients
and their families; (ii) direct observation and analysis of therapeutic
sessions to discern exactly what and how culturally appropriate accom-
modations occur; (iii) participant observation and informal discussions
with clients and their families outside the clinic setting to understand their
perceptions of the clinic, mental illness, etiology, and proper treatment
expectations; and (iv) community-based studies with a non-clinic popu-
lation to discern such factors as shame and stigma, ideas about mental
illness, help-seeking behaviors and preferences.
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Notes

1. See Tseng (1999) for an excellent review of that literature from the perspec-
tives of many different cultures.

2. Much of the work on different symptom expressions of emotions in other
cultures is based on the anthropological and transcultural psychiatric research
on culture-bound syndromes (Hughes, 1996; Simons & Hughes, 1985). See
the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV)
(American Psychiatric Association, 1994), for a glossary of culture-bound
syndromes mentioned in DSM-IV and Hughes (1996), Littlewood (1996),
Wintrob (1996), and Pincus (1996) for commentary and critique.

3. The Ayurvedic medical system originated in India with Hindu origins and the
Unani or Yunani has Greek and Arabic or Persian origins and through the
spread of Islam is important in Malaysia, Indonesia, Pakistan, and other
Muslim populations throughout the Indian subcontinent (Basham, 1976;
Bürgel, 1976; Good & Good, 1996; Landerman, 1992). Ayurvedic, Unani, and
Chinese medical systems are based in humoral theories (Leslie, 1976).

4. There is a great deal of literature on the therapeutic techniques of alternative,
indigenous therapies in Asian cultures and Asian American communities
(such as Chinese medicine, Morita therapy or Qi-gong) but will not be
discussed here (Ahern, 1975; Harvey, 1976; J. Hsu, 1976; Kondo, 1976; Lee &
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Hu, 1993; Lim & Lin, 1996; Lock, 1980; Murase, 1976; Ohnuki-Tierney, 1984;
Phan & Silove, 1999; Seaman, 1992; Tseng, 1976; Veith, 1966; Wu, 1982).
Therapists in this study were questioned about various indigenous therapies
but they reported that none proved relevant to their own therapeutic work.

5. In addition, a cathartic emotional purging is based on Christian beliefs in the
power of confession and penance; a difficult concept for Asians who come
from non-Christian faiths (Hoch, 1990; Varma, 1988).

6. There were also five psychiatrists on the staff who were employed for only a
few hours per week to confirm diagnoses and prescribe and monitor medi-
cations for clients. All major languages were covered by the psychiatrists,
particularly the various Chinese dialects, plus Vietnamese and Korean.
However, since they did not supply therapeutic services, they were not inter-
viewed.

7. This was in spite of longitudinal research demonstrating that the condition
of a majority of schizophrenics levels off, improves, or even undergoes full
recovery (Edgerton & Cohen, 1994).

8. One senior Chinese American female therapist mentioned that non-Asian
American clients were more likely to embrace the genetic predisposition or
biological explanation because this removed the onus of responsibility from
themselves: ‘Westerners are comforted that they can put the responsibility for
their illness on their families while this is seen as stigmatizing for Asians.’

9. This case management is also referred to as ‘parallel services’ (Takeuchi &
Uehara, 1996).

10. See Amador and David (1998) for a comprehensive review of the role of
insight in psychotic conditions.

11. See Ito (1999, pp. 76–79) on the false dichotomy between the socio-centric
non-West and the egocentric West as well as examples of non-western
traditions of individuality.

12. Desai (1982) gives a similar case with a South Asian American woman from
India whom he treated in the US.
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