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FREFACE

PURPOSE OF THE MANUAL

Since 1875, the Uniited States has experienced a large influx
cf refugees from Socutheast Asia. In 1975, the Attorney General
authorized the admission of refugees whe were fleeing the turmeil
and persecution of Southeast Asian countries in the aftermath of
American withdrawal from the war in Vietnam.! As of March 31,
1988, 1,158,456 refugees were admitted since 19%75. B859,515 werse
from Asia. Approximately 9,200 refugees live in Iowa.?® (See
Figure l.) Southeast Asian-Americans now comprise a variety cf
immigration statuses: refugees, orderly-departure immigrants,
permanent raesidents and citizens.

This manual is intended as a convenient reference for
helping professionals, paraprofessionals, and volunteers in Icwa
who work with Southeast Asian refugees. The manual will be
useful for helpers in settings of education, health, mental
health, religious organizations, and social services. It
provides four major penefits: (1) a general orientation to the
cultural characteristics and service needs of Scutheast Asian-
Americans; (2) suggestions about strategies for delivering
culturally relevant services; (3) listings of specific resources
in Iowa for enhancing service to Scutheast Asian refugees; (4)
references cited for those who wish to extend thelr knowledge of
Sputheast Asian refugee issues and service strategies., It is
hopaed that this manual will enable the helper to incresase the
effectiveness of service to Scutheast Asian refugees and also to
make rapid and convenient referrals to local specialists in
raefugee affairs.

Due to the contrasts between Southeast Asian cultures and
the predominant Eurc-American culture that controls the health
and mental health systems, there is often a problem of
incongruity between refugee needs and services being offered as
wall as between the culturally variant health and mental health
ccncepts underlying these services. This cultural incongrulty
and the resultant underutilization of mental health services by
Asians has been documented in the professional helping
literature.® Helping professionals have called for two gsneral
goals for reform of the service delivery system for Asians:
establishment of congruence between Asian-American clients' nesds
and the health and mental health services, and concommitantly,
abandonment of sterecotypes that blur the tremendous diversity of
personalities, culturss, and needs reprssented by the wvaried
Asian-American populaticns.* In this regard, it is cruclal to
taileor services to the unigue needs of each of the distinct
Southeast Asian refugee ethnic groups, the most numerous ones
nationwide being Vietnamese, Khmer (Cambodian), Lactian, Chinese-
Vietnamese, and Hmcng.



W]

Southeast Asian refugees face the prevalent problem of
prejudice confronting racial and ethnic minority groups in the
United States. But their difficulties are compounded by the
strasses resulting from trauma pricr to resettlement, as wall a=z
culture shock after their arrival. Considering the
responsibilities of helping professionals to eschew all forms of
discrimination and to keep the needs of the client primary, it is
logical and ethical to develop concepts and practices of
furthering the well-being of refugees that match their unique
characteristics and situations.® In effect, this results in a
pluralism of mental health concepts and techniques that is
appropriate for the ethnic pluralism of this naticn.® This
pluralistic approach not only benefits the clients; it also
henefits American society as a wheole, which can gain from
acceptance of diversity as a national resource that stimulates
creativity and enjoyment.’



Figure 1

Distribution of Refugees in Towa’
(Estimates for March 1988)

By Ethpic Groups Numbers
Viaetnamesa 2800
Tail Dam 2500
Lao 2300
¥hmer (Cambodian) 900
Hmong 340
Eastern Europe/Middle East 300
TOTAL 9200

By County (All Refugees Combined)

Polk (near Des Mcines) 4250
Woedburg (near Siloux city) 13860
Linn (near Cedar Rapids) 397
Johnson (near Iowa City) 251
Scott (near Davenport) 250
Muscatine (near West Liberty) 150
Des Moines (near Burlington) 83
Dispersed Throughout Other 85 Counties 2454
TOTAL 8200

"Estimates provided by the Bureau of Refugee Programs, lowa
Department of Human Services

“Total Quad cities Area = 800 rafugees



CHAPTER I

CUOLTURAL BACKGROUND

It is impossible to descrike adequately the richness and
diversity of Scutheast Asian cultures in a brief discussion such
as this. The following description is only an introductory
cverview. In order to provide a sense of the cultural diversity,
Hmonyg, Fhmer, Lao, Tai Dam, and Vietnamese cultures will be
discussed. Please note that the cultural generalizations
described in this manual are net intended to be used as
sterectypes. They are intended as brecad characterizations that
can provide cultural orientation and starting points for the
process of becoming acquainted with each client as an individual.

Hmonga

The Hmong probably migrated inte Southeast Asia from China
in the 18th and 19th centuries. They are a distinct ethnic
minority scattered in groups throughout the mountains of China,
Thailand, Lacs, and Vietnam. Most Hmong refugees in the Unitead
States came from Lacs.®

Traditionally, the Hmong combkined slash and burm
agriculture, livestock breeding, and hunting. The society is
organized according to patrilineal extended families groupaed inte
twalve clans. The eldest household head in each clan is regarded
as the highest authority.®

The traditional religion of the Hmong is animism. Religious
specialists of healing, both male and female shamans, assist the
people in rituals designed to maintain harmony between people and
the spirit powers, including ancestor spirits and nature spirits.
Many Hmong refugees have converted te Christianity. Yet
Christian and Shamanistic practices may be combined.l®

Although the Emong traditionally disdained military
activity, the United States successfully enlisted theilr support
for the war. During 15 years of combat until 1575, Hmong
casualities included cne tenth of their entire population in Laos
(approximately 30,000/300,000). Since that time, the Hmong have
been singled out for systematic genocide by the Pathet-Lac and
Communist Vietnamsse forces.l

T.ike other Southeast Asians, Hmong values emphasize respect
for elders and persens in authority, family and clan loyalty,
self-sacrifice, modesty, and harmeony with nature. However, the
complex animistic belisfs are distinctive, including a concept
that each person has multiple souls that can be afflicted or
lost, thus causing illrness. 2lsc, the patrilineal clan systen of
kinship is of great importance to social organization. Ancther
important distinction is that Emong culture is nonliterate: that



ie transmissicn of culture cccurs through oral communication
vather than through writing. According to a Hmong casaworker, a
writing system was invented in recent history, but less than half
of the Hmong are familiar with it. Many Hmong have learned to
speak Lao as a second language,

cne of the most puzzling aspects of the Hmong refugees!'
experience 1s the sudden death syndrome. The Hmong have the
highest incidence cf this afflicticon ameng refugees in the United
states.!? Sudden death occurs primarily among male adults while
asleep, Victims exhibit symptoms of choking and heart failure
despite a history of goed health. Some who have survived or
witnessed attacks described the victim as undergoing panic or
suffication by a spirit. There is no clear medical explanation
for the condition. Some investigators sugpect that sudden death
syndrome may be related to post-traumatic stress and culture
cshoek. Some traditional healers have suggested that prevention
should emphasize traditional religiocus and cultural supporta.

Ehmer (Cambedian)

The anclent Khmer-Mon agricultural society emerged from a
commingling of Indonesian and Melanesian-Australoid peoples
perhaps as early as 2,000 B.C.Y¥ Since the first century A.D.,
Tndian Hindulsm (Brahaminism) and Buddhism had a significant
impact on Knmer culture. At the end of the 12th century A.D.,
Mahayana Buddhism was established as the state religion; but
since the 14th century, Theravada Buddhism has prevailed. Fron
1864—-1553, Cambodia was held as a French protectorate, As a
rasult, Khmer culture reflects a mixture of Indian, French, and
indigenous animistic traditions.

From 1553-1970, Prince Sihanouk attempted to conduct the
affairs of the independent Cambodian state according to a
naticnalistic form of "Buddhist Socialism." A period of eccnomic
and political turmoil in the late 1560's led to the prince's
deposition by Lon Nol, who governed from 1970-1375, also
according to Buddhist nationalism. The pervasive civil wars and
international military interventions culminated in wictory by the
communist Khmer Rouge in 15%75. They actively persecuted
Buddhism. During ¥Ehmer Rouge ruls, hundreds of thousands of
Cambodian pecple were killed under the infamous Pol FPot regime.
Under the pretext of saving the Fhmer pecple from mass
destruction, Vietnam invaded Cambodia and esstablished an
cccupation government in 1279. Struggle continues between
various forces in Cambodia, causing loss of life and refuges
flight. Vietnam is presently considaring a withdrawal of trocps.

Mcdern Cambodia (Pecple's Republic of Kampuchea) occupies an
area of 66,000 square miles, bordered on the east by Vietnam, on
the nerth by Laocs, and on the northwest by Thailand.!® "The
majority of the population lives in rural villages.

cambodians uphecld a virtue of moderation in all activities
as required by the Theravada Buddhist principle of "the middle



way." The pursuit of pleasure and the exprassion of emotions
should not take on extreme forms. Cambodians tend to be very
concerned about the formal sxpression of politeness and the
maintenance of social mores. Mores emphasize group harmeny and
family well-being rather than individual autonomy.!® Many
Cambodians in the United States are faced with an intense form of
the psychosocial stresses, aespeclally FPost-Traumatic Stress
Discrder, described in Chapters 2 and 3, because of the severity
and pervasivenaess of the genocide carried ocut under the Pol Pot
regime and the Vietnamess occupation.

In their efforts to preserve their culture, many Cambodian
refugeea continue to utilize traditional healing methods, which
combine Buddhist, Shamanistic, and Ayurvedic treatments. Theszae
include Buddhist praver and meditation, spirit exorcism,
"ecoining" massage, herbal medicines, and moxibustien (medicinal
burning) ., In fact, health and mental health professicnals
working with EKhmer in refugee camps have found that an organized
effort to combine the advantages of traditional healing and
Western helping has provided benefits beyond what elther system
could accomplish alone.!® This suggests that similar efforts
should be attempted in the United States. Such a collaborative
cross—-cultural approach would not only enhance professional
helping, it would also support a sense of dignity and respect
among Cambodian-Americans for their own heritage.

Lao

The population of Lacs includes ethnic Lao and dozens of
other ethnic groups, including the Hmong and Tai Dam.' The
ethnic Lac are closely related to the Thai of Northern Thailand.
Laos (Lac People's Demecratic Republic) occupies an area of
91,429 square miles with approximately 3.8 million people, It is
hordered on the north by China and Vietnam, on the south by
Cambodia, on the west by Thailand, and on the east by Vietnam.

The Royal Xingdom of Laos was astablished in the fourteenth
century.?® From the 17th through the 19th canturies, Laos was
fragmented by internal political rivalries as well as incursions
by Thailand, Vietnam, and China. France took contrecl of Lacs
from 1893-1904, establishing a centralized state. In 1954, Laos
won liberation from France. War, internal pelitiecal rivalries
and international presssures rasulted in the collapse of the Royal
lao Goverrment in 1875, The Democratic Socialist Republic of Laos
was establishad.

The traditional model of society was founded upon a
coordinaticn between the authorities of Buddhism, the state, and
the king. Ethnic Laoc centinue to be influenced by Theravada
ABuddhism. Many Lac men, and some women, make retreats at
Buddhist temples in order to cultivate enlightenment, virtus and
family honor. Many homes include places for 3uddhist prayer and
meditation. Buddhist ceremonies are perfeormed to honor religicus
events, such as Buddha's kirthday, celebrate important lifs
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transitions, such as marriage, and aid in crisis intervention,
such as healing of sickness.?! Orthodox Buddhism iz combined
with animistic beliefs in practice. For example, a survey of
traditiconal folk explanations of mental illnass revealed the
following concepts: mischievious or retributional attack by
ancestor spirits, other chosts, and nature spirits; magical
curse; physical maladies; social conflict and stress; and mental
frailty.?*

The Lao extended family often includes both natal family and
in-laws.?*® Parents often prefer to live with their married
youngest daughter. This may result in an overlap of authority
between the son-in-law and father-in-law. As in Southeast Asian
cultures generally, women are expected to work primarily within
the home, Men are expected to support the family by work outside
the home.

Two virtues illustrate common Lao traits. EKengchai means
being deferent and respectful toward others, particularly in
regard to honoring social status. Piap refers to upholding
family honor and pride through conformance of individual
behavior to family needs and expectations.*

In many areas of the United States with large Lao refugee
populaticns, the Wat (Buddhist Temple) continues to provide an
impertant support. Lao people are helped by monks and lay
leaders in Buddhist Associations through material assistance,
cultural and artistic educaticn, religious ceremonies, and
recreational gatherings. Therefore, 1t i3 ecritical to involve
the Lac Buddhist temples in the total care delivery system for
refugess.

Tai Dam (or Tai)

Very little has been written about the Tal Dam people. Yat
it is particularly important to beacome familiar with them in
Towa, because more than 25% of all Tai Dam refugees in the United
States have been resettled here.®® Most of these live in the Des
Moines area. This unigue situation results from the willingness
of former governcr Robert Ray to sponsor their resettlement here
a5 a group.”® Tai Dam means "black Tai" raferring to the celor
of traditional wemens' dress. Actually, a Tai Dam caseworker
said that he prefers te bs callsd just "Tai," since various
subgroups of Tal people wore different dress colors and thesz no
longer serve as important distinctions in the United States. The
Tai are distantly related to the Thai of Thailand.

The Tal people originate from northern Vietnam, in an aresa
that was an autonomous state of French Indochina from 1947-
1959.%7 They lived in upland valleys, cultivating rice. Frem
1550-1354, the Tai assisted the Frznch military against
Vietnamase naticnalists. After the defeat of the Franch, many
Tai fled to Laos, where they lived for twenty years. After ths
victory of thsa Pathet-Lac communists in 1975, many Tai fled to
Thailand from where they were resettled primarily in France and



Iowa., Since the Tai have long sharad the travails of an ethnic
minority group in flight frem country to country, and now are
concentrated in a relatively small local ragion, the Tai
community is clesely ¥nit together by kinship and friendship.

Tai traditional religion is animistic, emphasizing family
bazed ceremonies to honor ancestors and healing by professiconal
shamans., Traditional healing addresses both naturalistic
illnesses (e.g. herbal medicines) and supernaturally-caused
illnesses (e.g. spirit possession, loss of one of a person's 32
souls, attack by spirits, or magical curse).*® There are also
Avurvedic and Chinese medical influences, due to contact with
other Southeast Asian groups. In Lacs and Viatnam, some Tal have
been exposed to Buddhism through Buddhist relief efforts and
general cross-cultural interaction.?® Likewise, French influence
has brought knowledge of Western medicine.

In the United States, many Tai have converted to
¢christianity, often through their association with Christian
resettlement sponscrs. Yet in both the areas of religion and
medicine, some Tai, particularly the elderly, combine

raditlional and Western practices.

Vietnamese

The Vietnamese pecple were subject to Chinese rule from 100
B.C. to 938 A.D. As a result, Vietnamese culture has been
shaped by strong Chinese influences.®*® Independent Vietnam
engaged in its own expansionist movement into Khmer territory.
From the 1500's until the 1800's, Portugquese, Dutch, and other
traders and missicnaries made incursions into Vietnam. 1In 18E8,
thae French celonized Vietnam along with the rest of "French
Indochina." Naticnalist resistance groups were united under Ho
Chi Minh by 1530. With the Garman defeat of the French 1n 1940,
Indechina came under the control of the Japanesa. After the
Japanese were defeated, France reasserted contrel. Ho Chi Minh's
forces continued to struggle againast tha celonizers until France
surrendered in 1954. Subseguently, North Vietnam, backed by
China and the Scviet Union, fought with South Vietnam, supported
by the United States and other nencommunist countries. The
country was officially unified in 1976, after the defeat oI the
American backed government in South Vistnam. Vietnam, now
includes approximately 130,000 scuare miles and 62 millien
people. The large majority of the population is Vietnamese.
However, there are also ethnic minoritises such as the Montagnarcs
(mountain tribes), ethnic Chinese, and Ehmer.?! Vietnam is
boardersed on the north by China, on the scuth and east by the
South China Sea, and on the west by Laos and Cambodia.

The traditiocnal religions of Vietnam reflect a combination
of Chirnese, Scutheast Asian, and Westsrn influence. Animism is
10sSt common among the Mcntagnards and is mixed with other
traditions, especially among rural Vietnamese. Taoism,
Confuciznism, and Mahayana Buddnism derive from Chinese
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influenca. Theravada Buddhism is less prevalent than Mahayana.
Cao Dai is a syncretistic religion established in 1219 which
convergas insights from Catholicism, Buddhism, Confucianism, and
Taocism.3? Cathelicism is the largest established and most
widespread Christian denomination.

In 1975, after the fall of Saigon, thousands of Vietnamese
refugees fled the country. These earliest arrivals in the United
States tended to be from urkan, upper class, Westernized segments
of the society. The later so-called "boat-people!" have been much
more divarse in demographic composition, including more rural,
and less Westernized Vietnamese and ethnic Chinese.

A common Vietnamese trait is tanh can cu which is a
combination of thrift, industriocusness, patience, determination,
and endurance. This trait is seen as a source of strength and
resiliency in Vietnamese refugees.¥ Vietnamese also tend to
have a high respect for scholarship, according to the Confucian
ideal of the sage. Vietnamese emphasize a gquality of "heart"
over "thought," which means that feelings and personal
relatedness are often given priority. This also relates to the
Cconfucian virtues of propriety and the Taoist virtue of harmeony
with nature. Additional details of Vietnamese culture will be
described in Chapter Two.

Vietnamese traditional healing includes a Chinese originated
system of herbal treatments and acupuncture, shamanistic
treatments such as exorcism, and Buddhist treatments such as
meditation and blessings by prayer.! Traditional Vietnamese
often seek help for minor health problems through extendsd family
support (including folk healing) and professional healers of
traditional systems. Vietnamese who are more Westernized,
especially from urban and upper class backgrounds, will tend to
seek Western style treatments from the outset. Most people will
saalt Western style treatment for savere acute problems in tha
hope of finding a rapid cure. The various approaches to healing
are often mixed, depending upon the patient's understandlng of
tha cause of the problem. For example, even if a physical
symptom is relieved by Western medicine, a traditicnal Vietnamese
person may seek further treatment for the underlying spiritual
cause (e.dg. disharmony with ancesters) or for a long term
underlying imbalance of yin and yang (am and duong, Vietnamese)
in the body.

Common_Cultural Characteristics

As the preceding discussion has shown, there are many
cultural variaticns among Scutheast Asian refugees. Some grouns
have bean closely asscciated as allies or enemies, and this
nistorical background may influence currsnt inter-ethnic
relations among refugees, In addition, differences within the
same ethnic group ofter relate to gender, class, education,
religion, rural or urban background, cccupation, length of stay
in the United States, and age, In fact, every perscn needs to ha



understoed as a distinct individual. Yet, it is useful for
helpers to be aware of broad cultural similarities among
Southeast Asian refugees, since these can sensitize the helper to
the cultural nuances cof approprizte care. These conmenalities
derive from the widespread influence of Indian and Chinese world
views, as well as from thousands of years of interaction among
southegst Asians. Scme of these commonalities are outlined
below.

Figure 2

Common Southeast Asian Cultural Characteristics

1. Personal identity is intimately linked with group membership
in extended family, clan, and ethnic group.

2. personal well-being is a reflection of the degree of
harmeny between oneself, one's socliety, nature, and the
cosmos as a whole.

3, Group loyalty is esteemed above individualism.

4. %in elders and authority figures are to be treated with
deference and respect.
5. Social relations are usually organized according to

complementary hierarchical (often patriarchal) statuses
and roles.

6. Direct experience and feelings are at least as lmportant as
raticnal logical thought.

7. Contrasting beliefs and behaviors can be combined in cordar
to achieve complementary and harmonious relaticnships.

B, Maintaining proper social etiguette and perscnal dignity is
extremely important.

9., Strong enotions are reserved for communicating with close
frusted personal relations and may be indirectly
expressed.

10. Nonmverbal cues may signify a contradiction of  verkal
=statement: both nonverbal and verbal cues must be
vunderstcod for the message to be recelved accurately.

11. Scheduling is subordinate to context and relaticnship, so
time-keeping is very flexible.

12. Heal=h is understood to be affected by spiritual and sccizal
rela=ional factors as well as physical and
psychological factors.
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CHAPTER 11

SERVICE NEEDS

Eealth and Mental Health Froblens

This chapter provides a brief overview of common problems
and recommendations for helping refugees that have been
identified in professional literature. These are summarized in
Flgura 3. Need assessments have been dona on faderal, state, and
local levela, These have focused variocusly on medical,
psychological, and sociological dimensions of refugee adjustment.
Research  metheodologies include impressionistic key informant
consultation, case studies, demographic and epidemioleogical
analyses, and participant observation of service providing
agencies. The author's intent is to present a convenilent summary
of literature for helpers who may not have time to conduct a
thorough literature review themselves. The references cited can
be examined for further informaticn.

The types of preblems presented here refer to the
distinctive stresses that Southeast Asian refugees typically
experience. These are superimposed upcn the expectable tasks of
develcpment throughout the life cycle that all pecple face. Thea
problems and symptoms presented are broad generalizations,
however; thelr presence or severity wvariles greatly for particular
individuala. Indead, most halping profassicnals hava been
impressed by the strength, courage, and resilisency of refugees.
Therefore, "problems" should be considered in positive terms as
c¢hallangas for growth and craativity, rather than liabilities.
The primary concern must be the unigue situation of each person.
Yet these generalizations about needs and services can be helpful
quides for understanding and asesisting the refugeea, Tt 12 alac
important to emphasize that the problems which are distinguished
and separated for the sake of conceptual clarity are actually
interactive aspects of the refugees' whole situation.

Biolegical, psychalegical, sccial, spiritual, and physical
environmental cenditions together compeosae the life situation of
the whole person.

Problem types can be classified under four major categoriaes:
those related to cross-cultural transition and acculturation
stress; those related to the snduring stress of traumatic
experiesnces and the gradual rssolution of traumatic feslings;
those related to physical dissases endemic to Scutheast Asia that
continue to afflict the refugee; and those reslated to psychiatric
disorders pre-existing transition to the United States. A&ltheoudgh
there is no reliable comparison of the numerical incidence of
these problem categories, the significance of the first two
categeries is most emphasized in the literaturs. Pre-existing
diseases and psychiatric disorders are important considerations,
but they have been less significant problems than many refugse
specialists expesctad,
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Fiqure 3

Commonly

identified SEA Refugee Problems and Servico Strakegies

Problem Types

aymptors of Interactive Probiems

Eacormendatinas for Pravantion and Problem Solwing

N R

Arculturation Stress

linquistic and non=
warbal comuenicabio
difficulkias
statusd/role demo-
tion

cxpoclotion vs,
realizetion incon=
qgruity
untamiliority with
aultural nprms and
1 dwis

social isolation
and stigmatization

Post=lraumatic Streass

mn

winlant, ahrupt ar
ambivalent separa=
Eian trom hemsland,
relatives, friends
experiencing and
witnaseing intense
sulTeriog ard hor-
rors of War, pares-
aulion

aralonoad and ofken
helpless wait in
reaflugas camps

Pra-Resettlement

Fsvchiakric Disorders

Pre-Resettlerent Niseas

Ainlogical

= parasites, tuberculosis, anemia, hepatitis, etec.

= stress relstad psychaganic disorders
[zomatization)

= misdiagnosed haalth neqieck ar abuse

= nonconpliance with medical treatments

Peychalogical

- severn deprassisn

= aggressive outbursts with risk for spouse or child
abuse

= anuieny

= loneliness

= damaged salf-concapt,

= frusLration

= oceasfonal psychosis

= post-troumstic stress disordar

lass of self-vstean

Social

= unemplovmant, undaremployrent

= alienation from mainstream social participatian

- marital and intergenaratioral conflict in family

= dependency wpon public and privabte sacial services

= underutilization af relping resources

= lack of matehing beblween cliznt needs and social
service dalivary svstem

= uninktentional legal transgressians

= nccasional criminality

Physieal Envircnmentz)
= housing and sanitalion inadequacy

- maladeptation te climete changes
- drastic change of life space, e.y. ruralfurban

Biclagical

= medical sceaaning e&nd early trestmant

= education of both refugees and medical stall Tos
mukual undarstanding

= tharouoh commuricalion Uhreugh Bieullural
interpreters

Payenolagical

= oculLurel Ty appropriate penbal health Lreatment
emobhasizing arpabhy, compatencs, knowladoe of
Fue ™ pasr

= respect ool dndividual ard ethnic uniqueneas by
spansars and professional helpers:  olient affir-
md L on

= Andfvidual and family thorapy

= paychatropic medicalions

= bean work with troditional healers [for
and payehossaial prablems)

= assist survival and ful filTment need sotisfee-
bian

mrdieal

Social

= English and ewployment Lrainingfessistance

= eoardination hetwean schoals, warkplace, chisch
spansars, sscidl service sysben resources

= family raund flcatfon

= Facilitale social coping skills

- encouraga snd fund abthnic moboal assistanca
asspieiabiong and infarma ] cowmani by petworse

= advocate federal and local policy Tmprovementy
for barefit of refugees [fund allozation, pro-
oram develapment}

Physfcal Covironmental

- aasisb uzngqrading of houszing

- @saisk in climéte adjustment

= resettle in environments matching retugee's
former 11fe spaee or present desire

*Comnpiled by the suthor from literatura raviaw and prafassional experience
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Aoculturation Stress

Acculturation stress is often intense for Southeast Asian
refugees, because they have usually fled their homelands withou®
adequate preparation for adjustment to a host country. In fact,
the final destination of the refugee may be beyond his or her
control, determined by events in the interim refugea camp. Lack
of English language skill and facility with American nonverbal
communication style presents a formidable barrier to smooth
acculturation, affecting everything from education to employment
and establishing amiable social relations with other Americans.
Often refugees who had well-established and respected social
roles and statuses in their native land have been forced to
accept a2 drastic demotion in the United States. This may be
because there are no comparable roles in this society., The
refugee may not have sufficient cultural familiarity to compete
successfully with other Americans, Upward mobile employment mavy
be unavailable or American racism and prejudice may lower self-
esteem and social class position. Refugees who had high
expectations for improvement of life style in the United States
may experience particularly strong frustration and disappointment
when faced with the difficult reality.3®

Unfamiliarity with cultural norms and laws may result in
unintenticnal transgressicns that stimulate additional ostracism
or punishment. The refugees often remain socially isoclated
mincrities in the host communities because of stigmatization by
the dominant scociety and a defensive self-containment by the
refugees themselves. Alsc, as children adeot mainstrean
American values and behaviors more quickly than the elders,
inter-generational cenflict may begin.

These problems may manifest in symptoms of acute and chronic
depression, loneliness, anxiety, aggressive tendencies, family
conflict, and ocecasionally psychoses.¥ Incengruancies and
conflicts between refugses' cultural orientations and the
predominant American cultural context exacerbate these problens.
If service providers impose inflexible ethnocentric approaches to
care on refugees, these problems are all intensified rather than
aneliorated.®

Just as a culturally inappropriate imposition of medical or
mental health concepts on refugees can increass their distress,
so also inappropriate religiocus indoctrination can be upsetting.
Many refugees are sponsored by church-based resettlemsent
programs. Some sponsors have a desire to convert refugees to
their Christian (most often) beliefs, because they sincerely
believe that the cne way to salvation is through Christ.
Sometimes sponsors actively prosyletize, condemn trzditional
Asian religious beliefs and practices, and pressure refugses to
attend their church. Often the sponsor simply makes a friendly
offer of Christian fellowship. Ewven when a noncoercive approach
is taken, however, many refugeas feel obligated to participate in
the sponsor's religious community out of deference and gratitude.



le

In traditicnal Southeast Asian manner, the refugee may
combine the benefits of Asian and Christian religions without a
sanse of contradiction. However, whan sponsors do not undersand
cr approve of such combination, refugses may be made to feel that
they must reject their traditions. This creates a stressful pull
hatween religiocus demands, adding tc confusion of roles and
cultural identity. In view of these problems, it would be
valuable for religicus sponsors to explore the possibility of
ecumenical and interreligious dialogue and cooperation as a facet
of cross-cultural relations.

Post-Traumatic Streass

Many refugees have undergone traumatic experiences that few
Americans can even comprehend. Mass murder, rapa, warfare,
torture, starvation, severance from family and friends, and
prolonged anxious waiting periods in refugee camps are just a faw
cf the commonly experienced sufferings.,’ Often refugees, unlike
immigrants, have departed their homelands unwillingly and wish
for an impossible return. Depression related to sense of loss,
and grieving, as well as anxiety over the welfare of loved cnes
left behind, are commen., Southeast Asian refugees may even fesl
guilty for having survived when so many others did not. To make
matters worse, Americans who erroneously blame lack of Jebs an
competition with rafugees can intensify feelings of guilt and
soclal isolaticn. Successful resolution of trauma often requires
a gradual healing of memories in a secure environment with social
auppert for cathartic emoticnal ralaaaa. Unfortunately, tha
refugees' situation Iin the new environment is often precarious
and insecura.

When post-traumatiec stragds results in severe psychosccial
dysfunction, it is classified as a mental disorder.* According
to the Diagnestic and Statistical Manual of Mental Discrders
(Third Edition, revised), this disorder involves symptems lasting
mora than one month in reponse to a2 traumatic event. The
traumatic event is often recalled in recurrent memories and
dreams, causing great distress. The person may act as though the
event 1s actually rs-cccuring in relation to delusions or
hallucinations. The person typically tries to cope with this by
aveidance of anything that recalls tha svent or by numbing
emotional reactions. Difficulties in sleesp and concentratien,
outursts of anger, and exaggerated startle responses are typical
symptoms. Post-traumatic stress disorder requires culturally
appropriate psychosocial treatment, incerporating family and
community suppert. Caution must pbe tzaken by mental health
professionals not to confuse PTSD with psycheotiec discorders such
as schirophrenia,.

Cther Envircnmental and Medical Stresses
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These stressors, combined with lack of English languagse
fluency and insufficient skills for American jobs, can make it a
challenge to obtain lucrative employment or any employment. For
arrivals early in the adjustment process with low sarned income
or dependence on public and private assistance, housing and
sanitation are often deficient. Refugses from rural backgrounds
may be forced to live in cities and urban refugees may be forced
to dwell in rural areas by resettlement practices, Myriad
pressures may lead to marital and parent-child conflict.4 The
professional helping systems, including medical and social
services, are often unaware or unprepared to raspond to the
unigue needs and expectatons of refugees. As a result, the
physical and social environment may increase feelings of
insecurity and alienation, making resolution of intrapsychio
problems difficult. If there are also undetacted or inadequately
treated physiclogical diseases, the refugee is assailed by
Stressors from every direction. Under these =zavera conditions,
it is not surprising that medical and mental health professionals
have reported frequent somatization of psychosocial stress., Tt
is clear from this summary of preblems that the maintenance and
enhancement or restoration of Southeast Asian-Americans' well-
being depends upon the establishment of a nurturing and
culturally congruent relationship with society as a whole aznd
particularly with those who wish to assist them.

Southeast Asian Concepts of Well-Being

As the review of cultural characteristics indicated,
traditional Southeast Asian religicns and philosophies have an
important influence on the understanding of human well-being. In
all cultures, concepts of causes of illness and problems are
linked with strategies for treatment and scluticns. Thus, the
Southeast Asian traditional perspective on well-being is linked
to concepts of ceosmic harmony, relations with ancestors and
ghosts, nature spirits, and magic such as 2orcery. These
concepts contrast markedly with the Euro-American scientific
understanding of well-being. Therefore it is important +o
consider these contrasting beliefs when designing effective
service stratagiss,

The more a refugee is acculturated to the Furo-American
world view, the more medical and secular concepts of well-being
predominate. Traditicnal Southeast Asians recognize all kinds of
natural causations (such as infection or injury) but they are
considersd less significant than supernatural causations.!? It
is important to Xeep in mind, howevar, that thes common Westarn
dichotomy between "natural" and "supernatural” is not upheld by
traditional Southeast Asians, The cosmos is envisioned as a
whole system ideally functioning with harmony among its physical
and nenphysical compenents. Human well-being iz one facst of
this system. When relations in the cosmos are disrupted, illness

results,
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There are many variations according to ethnic group and
individual idiosyncracy concerning baliefs about causes and
treatments of human problems. In crdsr to present an overview,
the general common base of health and mental health cosmology
derived from ancient Chinese influence will be described.
Several specific Vietnamese beliefs and practices will also be
presented as examples.®

Ancient Chinese cosmolegy had a tremendous impact upon the
development of all East Asian cultures. Until recently, the
societies of East Asia were either directly under Chinese
hegemony cor within an indirect sphere of influence. For example,
Vietnam was controlled by Chinese rule from 111 B.C. to 633
A.D."™ Dpuring this time, Vietnamese culture and political
crganizations were formed after a Chinese model. Even after this
time, the fundamentals of the ancient Chinese world view
persisted with variations according to historical development and
ethnic differences.

The most ancient cedification of fundamental cosmological
principles is found in the Chinese I Ching or Book of Changes.
The I Ching originated from a shamanistic-animistic context of
fortune-telling based upon the reading of omens that indicate tha
ausplcious or inauspicious character of circumstances. This
prognestication system became refined and expanded into an all
encompassing view of the procass of change in ralations between
people and the universe. The underlying concepts are harmony
between humankind and the universe, the conplementary
relationship and interactions between primary polar cpposites
that produce all creativity and change (ving/yang), the
periodicity and cyclical recurrence of change (e.g. tha cycle of
the saasona), and the conversicn into an oppoasita at the peak of
development (e.g. the wawxing and waning of the tides). These

rinciples were further refined in applications to human
relations by Confucianism, to relations with nature and
metaphysical reality by Tacism and the metaphysical
considerations (the discipline of censciousness and attainment of
enlightenment) by Sinicized Buddhism. These three religious
systems, inspired by the principles of the I Ching, in turn
affected other EZast Asian and Southeast 2sian cultures. Similar
principles are found in Ayurvedic medicine, which influences
Socutheast Asia through Hinduism and Theravada Buddhism, %

Humerous derivative principles undarlie South=ast Asian
concepts of well-being. One of the most significant 1is that the
well-being of the individual carnot be understood apart from the
degree of harmony in relations with ths soccisty, naturs, and
spiritual powers. There is strong emphasis upon corporate,
rather than individual, identity as primary. Interdependence is
viewad as a necessary and wvaluable aspsct of life,?®
Relationship within family, clan, class, state, and cosmosz are
the primary determinants of identity and personal well-being.
Therefore, when significant social relationships are severed or
disrupted, personal identity itself is at risk, since individual
autonony is not the supreme value. Accerdingly, helpsrs must be
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especially concerned about strengthening kinship and other social
support systems that have been disrupted by refugee flight and
resettlement.

In the context of a highly structured hierarchical social
system, individual achievement is considered to be enhanced by
obedience and cempliance with authority figures who hopefully
embody the Confucian virtues of wisdom and compassion toward
subordinates. The advisory and guiding roles of elders,
religious professionals, and healers are very significant to
Southeast Asians. Therefore, an authoritative style of
communication with clear guidelines and expectations from helping
professicnals is often preferred and expected rather than a non-
directive approach.

Many Scutheast Asians also believe in the law of karma,
derived from Hindu and Buddhist scurces. When a person acts
incorrectly, damaging relatiens with others, automatic
retribution is expected upon self or relatives; this may even
affect the course of future rebirths. Traditional healing
would therefore inveolve rites of ewxplation, acts of atonemant,
and purification. Helping professicnals working with refugees
should be alert for indications of guilt and somatization given
this conception. Treatmeant may be enhanced by including the
ritual assistance of a trusted traditional healer.

Since much Southeast Asian health care was provided by
elders, religious figures, and nonprofessional pharmacists or
injectionist, many refugees continue to emphasize self-care
rather than the use of conventional American treatments.
Unfortunately, healers who are well-qualified by traditional
standards are difficult to find. Given the frequency of self-
care, it could promote refugee well-being if conventional
helping professionals assisted them to find well-qualified
traditional healers in order to prevent medical hazard caused by
unskilled application of traditicnal healing techniques. Since
these traditional technigues ocften involve attempts to resclve
human and cosmic relational problems that underlis physical and
psycholegical symptoms, a holistic approach to health and mental
health treatment might be appropriate, especially invelving an
intercultural rapport betwsen helper and client. If this is neot
feasible, then an authoritative medical or problem-solving
approach is often effective for symptom alleviation. In
addition, ethnic community networking and traditional healing are
necessary aspects of assistance for higher level need
gsatisfaction.

Vietnamese will typically seek first a natural cbhvicus
causation for physical or mental illness, such as rotten food or
brain dyvsfunction. Spiritual causations may be considered alsc,
including spirit attack for transgressions, attack by sorcery,
fate, or karmic retribution. Traditional treatments for the=ze
supernatural causes, especially for rural Vistnamesa, coften
require the helping ministrations of shamans or Buddhist monks.
In general, many urban Vietnamese and those who have been
aducated with strong French and American influence tend to prefer



Western medical approachses to health care.

A common Southeast Asian view of health involves the
balancing of the hot and cold (yang and vin) polarity in the body
and diet. Adjustment of focd intake, herbal medicina remedies,
acupuncture, and mexibustion are all based upon this notion. The
intrusion of a harmful wind (phonga, Vietnamese) can also cause
illness. The wind may be released by forceful rubbing of the
skin or "cupping " with a heated glass, which causes abrasions.
Although these treatments generally pos2 no health threat and may
have psychegenic or other benefits, they are sonetimes
incorrectly criticized as abuse when applied to children. Such
misdiagnosis by helping professionals can cause severe family
disruption and resultant mental health hazards for the Vietnamess
refugees.

This overview of problems and service needs indicates that
services for refugees need to address multiple social system
levels (e.g. individual, family, c¢lan, community, national,
international) and service delivery institutions (e.g. legal,
medical, religious, social service, educational). Further, this
holistic appreoach must be relevant to the cultural orientations
of refugee clients. The following chapter offers suggestions for
providing holistic and culturally-sensitive services.
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CHAPTER III
CULTURALLY-RELEVANT SERVICE

lmportance of Cultyral Sensitivity

Predominant service delivery systems utilize a medical,
clinical, task-oriented, dichotomizing set of health or mental
health concepts and therapies. The review of Southeast Asian
refugees’' mental health needs and concepts demonstrates that
adequate service reguires a holistic, spirituality-attuned
apprecach. This incongruity can be resolved by matching the two
orientations, by forming a new transcultural synthesis.

Marsella and Higgenbotham present a valuable overview of current
attempts to accomplish this and guidelines for the future.+V
Although they refer to application of traditional Asian healing
te third world contexts, the observations and suggestions are
extremely relevant to mental health practice with traditionally
oriented minorities in the United States.

They adveocate for a shift away from the tendency of Western
helping professiocnals te impose their healing ideclogies,
techniques, and institutions upon members of other cultures and
ethnic groups. In contrast to this approach, which may be
exacerbating the underutilization of mental health services by
Aslan-American clients, there should be attempts to make helping
services culturally relevant. This requires incorporation of
Southeast Asian helping approaches within the philosephical and
technical aspects of Western healing.

Marsella and Higginbotham point out that there is a growing
discontent ameng contemporary Americans with the reductionist
medical medels that treat illness by physical manipulatiens. The
current rise of interest in holistic medicine and Eastern
philosophy and therapies ameng the American public makes thiz an
opportune time to explore points of congruence and synthesis,
They suggest several steps toward such a synthesis,

First, each helping professional must becone aware of the
all-pervasive effects on percepticn and behavior of culturs,
This inveolves awarensss of one's own cultural limitations and the
fact that werld view and standards for behavior are culturally
relative, Second, didactic and experiential medas of educating
helping professionals must be used to gain factual knowladge and
empathic understanding of clients'! cultures. This includes
learning about the client's concepts of illness and hsaling.
Third, the service delivery system must be asssssed in <erms of
its relevance and effectiveness for the client. Fourth,
noncenventicnal helpers, such as folk healers, shamans, monks, or
acupuncturists can be incorporated into the service delivery
system. Flnally, Western cocncepts and treatments for mental
health must themselves be broadened to incorporate the insights
of Asian perspectives.
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As a prerequisita, a helping professional who is able to
promete and implement such approaches needs to cultivate a
professional and personal orientation that Daniel Sanders calls
'multiculturalism.™

In essense, multiculturalism is an approach that affirms the
reality of cultural diversity, the need for tolerance and
appreciation of different cultures and 'the importance of
understanding the dynamics of cultural diversity and
interactions in work with people. Multiculturalism
signifies a perspective--a philoscphic approach--in which it
is possible for an individual to retain a falr amount of
what 1s distinctive and creative in his or her own cultural
tradition and at the same time to be able to draw from and
integrate the diverse cultural traditions of a pluralistic
society.4®

Multiculturalism views cultural differences positively and
is opposed to the concept of a single dominant culture.
Therefore it discredits the "melting pot" notion, which implies
that cultural diversity should be leveled out and homegenized to
the benefit of a supposedly dominant culture. Multiculturalism
Tavors the development of communities free to pursue their own
cultures without penalty. Interaction among such diverse groups
is highly wvalued.

Zepneral Service Recommendations

A multiculturally oriented service system would be capzhble
of responding to the full range of Southeast Asian-Americans'
survival and fulfillment needs. As the refugee continues in
the acculturation process and satisfles survival needs, there are
greater possibilities to help the person maximize the opportunity
to creativley benefit from the advantages of a pluralistic
soclety. Assuming that the health and mental helath system
itself achieves a multienltural orientaticn, it is possible to
suggest a sequence of progressively expanding modes of relating
with the client to enable maximum fulfillment cf potential.

Early in the acculturation process, the refuges is highly
vulnerable to the stresses depicted in Figure 3. He or she will
be atruggling to adapt his or her prasant menocultural abilities
and lifestyle to the demands of the new cultural envircnmment. 2at
this phase, it will be particularly important for the servica
system toc assist the refugee's medilecal and subsistence problsm-
solving by well structured directives interventions.
Simultaneocusly, secure support in an ethnic community netwerk
will be crucial. Ethnic elders and traditicnal healars should be
included in the refugee's support network. At this phase, ths
service system and refugee client system will be unfamiliar with
each ether, or even incongruent., Therefore, the problems of



ethnocentrism reviewed earlier must be avolided by carsful
pPlanning on the part of the service system,

Gradually, the clisnt may become more familiar with American
society, Ideally, acculturatien will Proceed to the point of +ha
Yaefugee's attainment of bicultural competence. This dees not
mean cenformity to Anglo-American standards, but rather a
capacity to operate flexibly within both the ethnic subculture
and the mainstream cultural contexts. Zach person attempts to
Work out satisfying degrees of integration and synthesis between
cultures. &s this process progresses, mutual understanding and
cocperation between the mental health system and the refugee will
be much easier to establish. The service system can maximize the
potential of this phase by making more in-depth psycho-sccial
therapies availabla, Insight oriented therapy may become more
feasible and desirable for the client, especially as a means ta
resolve the lingering effects of post-traumatic stress., The
client should be made aware of a wide range of service options
ranging from medical-pharmacological to psychedynamic and
traditional. The client can also be assisted to achieve a clear
sense of identity that includes bicultural competence and various
degrees of synthesis between traditional ang conventional
American world views.

A5 the person achieves a greater psychosoccial resolution of
survival, self-concept, and fulfillment issues, the client can ke
assisted to explore possiblities of multicultural awareness and
life style. At this rhase, the service system can offer a
holistic approach that synthesizes the advantages of a
biopsychosocial health view with the advantages of traditicnal
Asian concepts and practices that derive from a nondualistic and
spiritually attuned world wiew, A& synergistic relationship of
traditional helpers witn helping professionals can maximize the
benefits of both. Finally, refugee and non-refugee helpers
trained in each other's traditions of haaling can cooperata and
inspire each other within a converged, mutually embracing service
system. Implementation of the=e recommendations would require
long range planning, taking into account both servica delivery
davelopment toward multiculturalism and alsc +he refugses!
descendants! acculturative adjustment. This process inveolvas a
mutually beneficial relationship batwyeen cliant and helping
professicnale-~the needs of refugees prompt continued growth and
creativity in service delivery, which in turn benefit the
clients. The societal contaext as a2 whole is thus enriched by
these innovations of services and the cultural contributicns of
the new Southeast Asian Americans,

Specific Service Recommendztions

Most physiclogical problems can be corr=ctad and preventead
by careful medical evaluation and early treatment.?® Medical .
professicnals must be alert for the possible presence of endemic
Southeast Asian diseases. Vet treatment is often complicated by



a2 language barrier and contradictory assumptions abcut the
causation and correct treatment of disease betw=en medical
prefessionals and refugees. This means that bicultural/bilingual
translators must ke utilized during important medical
communications. Further, both patient and medical professional
must be educated about each cother's healing systems and agree to
mutual understanding and cooperation. This would likely

increase patient compliance and reduce will-intentioned mistakes
by service staff, such as when Vietnamese parents are accused
mistakenly of child abuse for employing the traditional folk
treatment cf abrasive rubbing (coin rubbing) on the child's skin.

Paychosocial treatment must be culturally appropriate.
Southeast Asians may be reluctant to express deep emotions to
professionals in an impersonal clincial setting. Practical needs
must be attended to first, establishing a basis for trust and
confidence. Threough empathic communication, geared to minimal
English or mediation by an interpreter if nacassary, refugees may
be helped to ventilate painful feelings.® Psychopharmacelogy
may be useful in treating the biochemical aspects of depression,
anxiety, and psychotic disorders. In fact, an authoritative
medical model approach may be congruent with some patients!
expectations and increase compliance.® An altermative approach,
which can be complementary, is to incorporate traditicnal refugee
concepts and technigues of treatment in psychotherapy or to
establish a team cooperation between traditional healers and
Western style helping professionals, In general, survival and
task-centared needs may be served best by a practical, well-
structured problem-solving appreocach. Higher level fulfillment
needs may be assisted by innovative therapies and cooperaticn
with ethnic support systems, such as mutual assistance
agssociations and traditional healers.

Self-esteem of refucees must be encouraged by client-
centered and affirming behaviors on the part of sponsors and
helping professionals. Ethnic variaticen must be understood and
censideraed in all assistance programs. Further, the individual
should always be considered as 2 wvaluable and unigue person.

The complex web of potential psychesocial problems must be
treated by helping activities that extend to interpersonal
relaticns, English as a Second Language training and preparation
for enployment are crucial programsa faor all refugees, Family
reunification efferts can alsc help alleviate anxiety and grief
while restoring the supportive network of kin relations. Family
therapy may be necessary in cases of sevara marital or
intergenerational conflict. Ethnic mutual assistance associatins
and infermal ethnic mutual support networks also deserve strong
support. AT the same time, cpportunities for social
mainstreaming, especially in schoocls and emplcyment, can be
ancouraged to lsssen social isclzticon znd augment the
acculturation process. Ethnic integrity can ke proncted together
with interethnic integration and harmony. Public education
programs to counter racist and ethnocentric attitudes in the
general community may help prevent mutual antagonism. Federal
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and local policies must be promcted which provide funding, staff,
and program development hecessary to implement these services.
Helping professicnals can also sarve as advocates who coordinate
and monitor the provision of services frem many sectors--schools,
church sponscrs, community organizations, public welfare,
hospitals, and other social service systems.

All of these recommendations for assistance depend upon the
establishment of connections and congruence between contrasting
ethnic orientations. At the foundation of this matching effort
is the need to form connections between world viaws and life
styles. Thia reguires fundamental realignment of Western helping
professiocnals' assumptions about the nature of reality as linked
to concepts and practices of helping and healing.

Multi-cultural Teamwork and Interpratation

It 1s impossible for any one persen to provide the complete
range of services recommeded for refugees in this manual. o one
has the time or multi-lingual, multi-cultural competence to meet
the needs of all refugees from all the ethnic groups. For this
reascn, Dr. Quan Cac recommends a multi-cultural teamwork
approach.® The multi-cultural team would includa experts in
various languages and types of service within an agency as well
as ongeing inter-agency collaborators. For example, an English-
only speaking psychotherapist might do counseling with the
assistance of a staff bilingual interpreter in consultation with
the client's resettlement sponsors. Ideally, intra- and inter-
agency teams would establish on-going strategies for cooperation
and cross-referral.

When helper and client do not share the same language,
service can be delivered cnly through the mediation of an
interpreter. Since this is often the case in refugee services,
it is important to utilize interpreters carefully.®® an
interpreter should be fully bilingual and bicultural,
particularly with regard to the specific problem baing addressed.
For example, a Lac and English speaking interpreter is not
necessarily fluent in psychiatric or medical terminology. The
interpratar needs to recsive training approprizte te the
interpretation setting. 1In addition, relatives and friends of
the client should be aveoided as interprsters, since the
interpersenal dynamics often complicate accurate interpretation
and the protection of confidentiality. Children, in particular,
should be avoided as interpresters for adults, since they lack
appropriate maturity and social status,

It is best for a service provider to establish a long-term
collaboration with specific interpreters, so that mutual
understanding and teamwork become well-developed. Before sach
interpreting session, the service provider should brief the
interpreter on relevant aspects of the case. A plan for
interviewing, geal attainment and role-cooperation should be
established. After the interview session, the provider and
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interpreter should meet to de-brief each othar on nuances of the
communication that may not have been explicit or clear during the
intarview. Planning for future sessions should be conducted.

Within the interview session, thrae styles of interpreting
are often uzed: simultaneous, summary, and consecutive.,®™ In
the simultaneous style, the interpreter attempts to convey all
information teo all parties at the same time as they are speaking,.
The speed and complexity of communication often makes this
unfeasible. In the summary style, the interpreter attempts to
convey only the most salient contents of bkrief sections of
dialogue teo each party in alternation. This style 1s easier, but
it may sacrifice valuable information. The consecutive style
combines the virtues of the other two: t attempts to convey all
information to all parties while pacing the dialogue according to
brief, alternating communications.

The bicultural interpreter can be a valuable scurce of
information for both the client and the service provider.
bicultural mediaticn, the interpreter establishes mutual
understanding about cultural information as well as linguistic
information. The bicultural mediator can alert the sarvice
provider to aspects of the client's socio-cultural context that
are significant for effective service delivery. Likewise, he or
she can help the client to understand the cultural and
professional context of the service being delivered. Such bi-
cultural mediation should occur within the plan of the overall
service strataegy deviesed in ceocperation between the primary
service provider, the client, the interpreter, and other relevant
members of the multi-cultural team.

Lh

The assessment of psychopathology in refugee clients is
complicated by linguistic, cultural, and socio-econcmic
varlables. Since it is not possible to address these issues in
detail here, the reader is encouraged %o examine the relevant
literature. However, a few words cf caution are appropriate.

Standard mental health assessment tools must be used with
cauticn since they seldom take into account cross-cultural
variability. BSome tools have been designed specifically for usa
with refugee clients, translated into their native languages.®
These teols should be used in the context of thorcugh,
culturally-sensitive evaluations and treatment planning.

Many mental health settings are reguired to use the DSM III-
R for psychiatric diagnosis and classification. This poses =
problem since, as the authors of DSM III-R point out in the
intreduction, the categories have not been scientifically tested
for cross-cultural reliability and wvalidity. The DSM III-R
authors state emphatically that it should be used with cautiecn in
cross-cultural settings. Behaviors that are considered normative
in specific religious or cultural contexts, such as wvisions aof
spirits in shamanistic cultures, should not be considered signs
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of psychepatholegy. Likewise, there may be culture-specific
syndromes that are not listed in the DSM III-R manual. It is
critical, therefore, that bicultural mediation and interpretation
ococur in the process of psychiatric diagnesis.

Given the service considerations of this chapter, the
following specific guidelines are recommended for evaluating and
implementing services. These guidelines are especially
important to consider in the case of erisis intervention with
Southeast Asian refugee clients, since the need for rapid
response must be combined with maximum use of avallable community
resources. Specific local resources which can be utilized in
implementing these guidelines are listed in Chapter Four, Refugees
Services Directory. In general, the Bureau of Refugee Programs
(Towa Department of Human Services) in Des Moines is an excellent
source of referral information, since it coordinates rafugee
services throughout the state. The Bureau cChief is Marvin
Waidnar; the Bureau Deputy Chief 1s Wayne Jchnson.

Figure 4

Guidelines for Service Delivery

Every contact with a Scutheast Asian refugee client needs to
include the following considerations. For culturally sensitive
assessment and treatment:

1, Cbtain sufficient knowledge about the client's cultural
background to determine how to conduct culturally-
relevant assessment and service.

2. Determine client's needs as stated by the client and
the client's significant others.

K3 Assasa client's needs according to professional
criteria.
4., Examine posaible differences between client self-

assessment and professional's assessment, especially
with regard to cultural differences.

5. Establish helping approach that is congruent with the
client's persconal and cultural orientation; where thers
are irreconcilable differsncss, clsarly explain ths
reascns to the client and attempt to maximize cliesnt
self-determination.
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£. Utilize a skilled bilingual/bicultural interpreter in
cases in which the helper and client do not share the
same language. Interpreters can be lcoccated through the
Iowa Department of Human Services Bureau of Refugee
Frograms in Des Moines, the Language Bank of the
University of Iowa Hospitals Interpreter Services, or
other resettlement agencies.

Ta Identify and cooperate with the refugee client's
rasattlement agency and sponscrs, This infermation and
consent can be obtained from the client during initial
assessmeant,

8, Consult with relevant resource persons whe are
knowledgeable in refugee services and cultures
pertaining to the client's specific needs. These can
be identified from the Refugee Services Directory or
the Iowa DHS Bureau of Refugee Programs.

9. Incorporate the support of ethnic community
systems such as family, friends, elders, religiocus
figures, traditional healers, and mutual assistance
assoclations. These can be identified through
interviews with the client and consultation with mutual
assistance associations listed in the Directory.

10. Coordinate the service being provided with the total
range of services the client may be receiving through
other agencies.

Implementing culturally sensitive service often requires a
willingness to relate to the client in his or her own 1ife gpace;
rigid adherence to formal office and hospital wisits pay increasc
the risk of client drop-cut.

Culturally sensitive helping is founded upon recognition of
2ll paraocns' common human needs and dignity, as well as zach
individual's distinctiveness. A sincere, empathic, and skillfull
helping relationship that takes into account both theses
dimensions is likely to be most beneficial for the client and
most satisfying for the professional helper.
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