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COUNSELING AMERICANS
OF SOUTHEAST ASIAN DESCEN:

The Impact of the Refugee Experience

Rita Chi-Ying Chung, Fred Bemak,
and Sumie Okazaki

Background

S ince 1975, more than 1.5 million Southeast Asians have fled

from their homes and sought refuge in the United States. The
mass exodus of Southeast Asian refugees, prompted by political
turmoil and genocide has caused them to become one of the fastest
growing ethnic groups in the United States. This population con-
sists of five main Southeast Asian groups: Cambodians, Chinese-
Vietnamese, Hmong, Laotians, and Vietnamese. The refugees have
settled in every state in the United States but are especially con-
centrated in California, Texas, and Washington, DC.

It is important to distinguish between refugee and immigrant
status. Murphy (1977) differentiated between ‘*‘forced versus
free,” or involuntary versus voluntary migration. According to this
definition, refugees are forced to leave their country of origin and
are displaced from their countries by events outside of their con-
trol, such as war or genocide, because it is dangerous to remain in
their home countries and impossible to continue their customary
way of life. The refugee population is therefore distinguished from
other migrants such as immigrants or sojourners due to their in-
voluntary and sudden departure. As is characteristic of refugees in
general, the Southeast Asian refugees were ill prepared for the
sudden departure from their familiar world and faced uncertainty,
confusion, high risk for personal safety, and complete disruption
of their normal lives. Such chaos often caused the loss of personal
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identi ss of reference groups such as family,
idencity ?ts vzzlllt:rse tgfxdl(:ountry (Bemak & Greenber.g, 19.94)..
commu}:“ y’t Asian ;efugees entcred the United States in pnman!y
i aves, with each wave having different .demggraphm
cha ma!gs:?’cs ar;d experiences before and a_ftcr migration. The
Vi of Southeast Asian refugees left Vietnam prior to the
e v;,aSvei on in 1975 and entered the United States directly or
::(I)In:) refa:lgee camps for the next few years. During the fall of

were better educated an

(Nguyen, 1982). As the political repression intensified in Cam-
bodia, Laos, and Vietnam after 1975 i

incarceration, torture, beatings, sexual abuse, rape, and starvation.
Many also witnessed killings and torture or were forced to commit
human atrocities themselves. These atrocities were not only con-
fined to countries of origin but also occurred during their escape

Saigon, due to their close association with the United_ Stacllte; an:/
. th Vietnamese forces, these refugees were assisted by the
Ar So'l::tan government and hastily evacuated by helicopters or sea-
i?ftms(.:r!l'his first wave was mainly Vietnimese agrc‘i ]ties?,ded to be
relatively well educated and able to spea .somef Ees e;,tered e
The second main wave of Southeast Asian re ug 5 cprered the
United States between 1978 sn\c;. 1t9§(;)n :sr::d %(;1251::0"(1 Cambo-
i mong, Laotians, an ietn . e of
:]t:?:;;el:escapgéd from their homes by sea or ma??th?;a;::ﬁs 10(:,2:-
neys through the jungle. Those from Vietnam el e uen,t e
crowded, and unseaworthy boats.. The boat people rcg e
countered brutal attacks by sea p(lirat:sl:i?l:g t(ng:zn:e& oo
to severe violence, or were raped o . B b
1991). The Cambodians., ngng, and La:iotlanisii le: a;:n e
through the jungle, crossing mine fields an la;f)s din i Mbushes by
military soldiers. They encquntered lt1rop|ca| olundiné Cea tr;uma,
ger, starvation, and exl?austlon: l.:ux;t er compf unding the trauma,
the escape from countries of origin for many o e secome
wave did not result in an immediate resettlement to a st country.
ese groups of refugees were .forced to wait i
il:j)tvi?:l(idt};nd ugnsat?itary refugee camps in nearby coutr}l‘tsng: :3::
as Thailand, the Philippines, or Hong Kong .for m(l)Jn S e
years before they were perman;ntly rcsc:itti:;i vl: ::fi ger:s  nerally
rast to the first wave, the secon . o
:le]nil(:?itto be less educated with no prior Engllshl-languaﬁt; (:l;iltltllse
Furthermore, many, especially those f.rom the rura a're::;ettlement
or no exposure to Western culture prior to arriving in
s ‘ ore
col—;-';,t; 'g:st wave of Southeast Asian refugees tendelil to ?g::‘i:;tr::ion
successfully than the second wave because of bt fe E L of
differences. Because they managed to escape ea(:lrma © d they
Saigon, they were exposed to less premigration tr )

and in the refugee camps.,

This chapter first dicusses the psychosocial adjustment and ad-
aptation of Southeast Asian refugees, their cultural beljef systems,
and their barriers to mental health services and use of traditional
methods. The chapter then looks at counseling services and pro-
vides an in-depth exploration of the Multi-Leve] Model as an

approach to psychotherapy with refugees and a case study illus-
trating the model’s use.

Psychosocial Adjustment and Adaptation

Two major factors are associated with Southeast Asian refugees’
psychosocial adjustment and adaptation in the United States. One
factor is the amount of Premigration trauma experienced in home
countries during the escape process and in the refugee camps.
Mollica, Wyshak, Coelho, and Lavelle (1985) classified the differ-
ent types of premigration trauma for refugees into four general
Categories: deprivation (e.g., food and shelter), physical injury and
torture, incarceration and reeducation camps, and witnessing kill-
ing and torture. The second factor is the level of difficulties expe-
rienced after the actual resettlement in adjusting to a country with

a culture significantly different from their home country (e.g., Be-

mak, 1989; Chung & Kagawa-Singer, 1993; Lin, Masuda, & Ta-

Zuma, 1982; Lin, Tazuma, & Masuda, 1979; Westermeyer, 1986)

The emotional survival mechanism used by the Southeast Asian
refugees to cope with experiences of torture, rape, and other hu-
mMan atrocities prior to migration was to act “dumb” (Mollica &
Jalbert, 1989). In order to survive, individuals had acted as if they
were deaf, dumb, foolish, confused, or stupid. They had also
learned to comply with orders obediently without question or
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i w that appearing smart resulted in a
complaint :’):?:tsif):‘?hlemfzar of beilr)lg killed or tortured has re-
torfurt:i (f)rr many refugees who continued to act dumb after reset-
ting i tge United States. They continue to be afraid to speak up
tllniln their true feelings (Mollica & Jalbert, 1989). Su.ch behav-
e amo the refugees, which originally served as survival skills,
e amonegar to be aversive, antisocial, or even pathological when
view 35) rv)'vithin' the culture of the host country (Stein, 1986).
VIeS“t,fldies have found group differences among the Southeast
Asian populations with respect to psychological :litrgss.l(éa.nt]bo-
dians have been found to experience more psycho 0gl1C;93 -li\/;eslf
compared to other groups (Chung 8( Kagawa-Smger.,b ; ,t t(})‘
lica, Wyshak, & Lavelle, 1987). This has bee.n attrlhute od bc
Cambodian refugees’ experience of the gcn.oade orc estrateh y
the Pol Pot regime. The Vietnamese and Chmesc-Vletn;mcse ave
been found to be the least distressed compared to the other grqups:i,
which Chung and Kagawa-Singer (1993) 'found was asl:'(;flat;
with higher levels of education, bettftr Enghsh langqalge skills, ¢ ;
fact that some had managed to arrive with financia assets, a?,
access into the already established Chinatown communities in the
Unl;t:sitst::rt::nt in a foreign country poses additional challenges
for Southeast Asian refugees. Premigration trauma may be exalc-
erbated by hardships cxperienccd. after resettlement. F(()ir ‘:xam'p cn,
Amerasian refugees (often with Vietnamese 'mot!\ers an me_lr};:ir

fathers) frequently experienced strong racism in l\‘lletnar(;l. hel
hopes that such discrimination will end are .often shattered as thz
find themselves once again facing prejudice and racism in ;
United States. Some Amerasian you'ths have responded a%gre:_
sively and sometimes violently, resulting in lggal prpblems. azre
bas and Pok (1983) found that problems with adjustment we <
more accentuated during the initial 1- to 2-year reseftlem;:‘n.t ptl:)n;)ic
during which refugees commonly focus on meeting t e"'b z(!’ ¢
needs of housing and employment. Bemak (1989) d‘?scnd t‘ew 2
three-phase developmental model of acculturation associate e
successful adjustment and adaptation to th'e host countryi‘e e
first phase, the refugee attempts to use skills to rpasterft now
environment and establish security and psychologlcal sa lfty. e
second phase follows after the successful completion of p :F;t; e
and is the integration of former skills that were develope

\
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home country with the newly acquired skills learned in the host
country. Phase three is achieved when the refugee develops a grow-
ing sense of the future. It is only after the mastery of culture,
language, and a sense of psychological safety that the refugee be-
gins to plan for future attainable goals and implement strategies
to achieve those goals.

During resettlement, refugees may become motivated to recover
what has been lost as they attempt to rebuild their lives. However,
they may also encounter a loss of control over decision making
with regard to basic life issues such as the geographical location
of where they will live in the resettlement country, job opportun-
ities, and social networks. These difficulties may hinder their en-
thusiasm to acculturate and create emotional and psychological
problems as they begin to confront the loss of their culture and
identity. Tasks such as catching a bus, handling money, and going
shopping, which were routine tasks in their home countries, may
become major ordeals in the process of acculturation (Chung &
Okazaki, 1991).

It is common for refugees to experience survivor’s guilt after
resettlement (Brown, 1982; Lin, Masuda, et al., 1982; Tobin &
Friedman, 1983). They are haunted by the guilt of successfully
escaping from their home country while leaving family, relatives,
and friends behind in a politically volatile country. Many refugees
have little or no information regarding those they left behind. The
lack of knowledge about their safety and well-being adds to the
already existing guilt. Furthermore, survivor’s guilt intensifies as
the refugee becomes more successful in the resettlement country, -

To rebuild one’s life in a foreign country is a difficult task. A
high percentage of Southeast Asian refugees remain dependent on
welfare even after being in the United States for a long period of
time (Chung & Bemak, 1995), largely due to unemployment. Ac-
quiring a job poses particular difficulties for refugees because ed-
ucational training and skills obtained in their home country are
most often not transferable to resettlement countries. This may
cause a dramatic change in socioeconomic status, causing some
refugees to take jobs for which they are overqualified. Chung and
Bemak (1995) indicated that there was a'tendency for refugee men
to remain unemployed and welfare dependent while waiting for a
suitable position that will match their skills because taking just
any employment may result in downward mobility and loss of




212 Di;'cction for Culturally Responsive Counseling

. in their ad-
ke remarkable progress n
_ Although refugees ma . | : )
§ta?rl:ent onlyga small percentage regain their lfor;;g; )socnoeco
lu;mic st;tus (Lin et al., 1979; Lin, .Masuda etal., 1 refugee ”
" English language skills play an important part in refugee ad-
- sement and are a key to gainful employment. Howgv l" for those
'u;o are illiterate in their own language, .Iearnmg ;lg f|s ‘:1 ues
y be a challenge. Chung and Kagawa-Singer (199I ) ouxas hat
t(:tendance in English as a second Ianguage (ES[:) c anse:hermori
a'ﬁcantly associated with distress in this populatlor:l. ur ; tim;
o otional and mental fatigue as well as memory anc ;(?sf:e{\ ;:\nin
:l'i?ﬁculties due to premigration trauma r;l;ggz;lso inhibit le g
i ica & Jalbert, .
mance in ESL (Mollica .
Perliz:ettlement for Southeast Asian refugeesfalso crelates Zl:‘:nag:;
ily st high rates of unemploym
i family structure. Due to _ m| |
s :l‘;emplozmcnt among Southeast Asian men, it IS oftefti\ nec?;l
u:r for women to work in order to provide ?dequat; nanca al
:an)\'ily support. While refugee men may experience a c(:v:n:vvard
turn in their SOCIOecCONOmic status, wome:\cnl:ay ex;;cgr;elt)\ Wgrking
ility in thei ioeconomic status (Chung, .
mobility in their socloec ! (Chung, @ e to Amer.
i mmunity and being €xp : ;
outside of the home and co _ posee 10 e
i may begin to ques
ican culture, refugee women e e cuch
' les and seek more indep e.
tional cultural gender ro Nt
ifts i i frequently cause marita .
shifts in roles and attitudes fr - o mily.
i ithin the Southeast Asian refug
Role shifts also occur within . fan e e e tend
i immigrants, children and ado
As is common among immigrants, . tend
to acculturate faster than their parents. Attendlgf SChot(l)\le:l:::lasses
ing exposure to nonrefugee children tl}rough E (:ir 3‘ * Americal;
i English language an rica
children are apt to learn the . : P
customs faster than their parents. This (?ftenhresu:tsolfna::aihgluage
i i i ildren assuming the role
family dynamics, with the childre ol e the
ir parents. When this happens,
and cultural translator for their p When this H D rom
i i sformation of their pa
children frequently witness a tran o
previously competent, autonomous caretakers to c!cprﬁssi):d,arems
whelmed, and dependent individuals. Confidence lr:l t ;:' . fhe nes
as caregivers and providers is inevitably undgrmme ,a e -
ditional family structure may change dramatlf:ally a; a ":'ed of' ot
thermore, some children may experience feelmg asha e Eng:
parents in the resettlement country bec:ubse hthelr ;::aci)e::i S o 5o non-
M [13 " e avc a
lish language skills, dress “funny,” an st
\)‘/estemg manners and customs. There may also be embarrassm
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speak publicly in their mother tongue with parents or family mem-
bers because peers in the resettlement country may laugh at them.

Another area of change within families may be in child-rearing

practices. Usual disciplinary measures used before migration such
as corporal punishment may be prohibited by the different laws in
the resettlement country. This issue presents a serious dilemma for
Southeast Asian refugee parents, who may already feel diminished
in their status as parents and constricted in raising their children
in ways that have been culturally acceptable for generations. In-
tergenerational conflict between parents and children may also
occur regarding issues such as dating, marriage, curfew, and/or
parental supervision. Many refugee children face the difficult po-
sition of bridging two worlds—acculturating and adopting the
customs and behaviors of their host country peer group while
maintaining the role as a child in a traditional family. In attempts
to keep their child from adopting patterns of behavior and values
incongruent with traditional values and beliefs, some refugee par-
ents try to maintain a strict traditional upbringing. Despite this,
many parents experience the loss of traditional authority and con-
trol as their children become more outspoken and challenge their
authority and the “old culture.”

Paralleling the home experience are the difficulties faced in
schools by many refugee children and adolescents. They may ex-
perience racial tension manifested in being punched, mimicked,
harassed, or robbed by non-Asian students (Huang, 1989). The
norms regulating classroom and school behavior are usually dif-
ferent than those in their home countries. Children wishing to
participate in extracurricular activitics may have difficulties be-
cause their Asian refugee parents see educational success as a tool
for upward mobility and can not understand this “foreign activity”
that does not emphasize studying or the relevance of extracurricula
activities. These issues, combined with the desire to belong so-
cially, may generate both internalized and externalized tensions
and conlflicts for refugee children and adolescents.

-~

Cultural Belief Systems

Studies suggest that Southeast Asian refugees express depression
and other psychological problems in a manner that is consistent
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i i e.g., Chung 8¢ Kagawa-Singer,
yvith the-l{,i;utlz;u;ﬁl r;%g.sﬁt:st: sst(ud[i,,es have i!o;ldicated that South-
o prt:Si,an refugeés, like other Asian populations, tend to express
ezlSthslo ical distress as neurasthenia, which is comprised pre-
Ssﬁi:anﬁy of somatic symptoms (€.8., headaches_, weakngss, pres(-I
s:re on the chest or head) but with some (.lepr.essmn, anxiety, :jm

hosocial dysfunction. Mental illness is highly stigmatized in

P Z ian cultures, and the expression of neurasthenic symptoms

mOStbesa culturally ;anctioned method of expn?ssing psychologn;al

r(?i:tyress (Cheung, 1982; Chung & Kagawa-Slpgcr, 1?96; Klein-

1982). In many Asian cultures, me'ntal illness is seen as a

refle he entire family line, including ancestors aqd future

known that an individtfnal v\lrithin a family gas. :

lem, the individual’s family is seen as undesir-

:]l;';tazlmhde a:l::: lr:::fl):ziageability of family members is drarqatllcz:i!ly

redl;ccd. The manner in which Asians lelxpn;;se ?zgfrlodl:flli: s;:[;

somatic symptoms may ailow di .

;\r:IS: trlt:;;glrlgi‘:lg physica{ cgmplaints, thereby avoiding .th.e ii::g::‘.

of seeking help for mental health problems. HOWCV;!‘,.IK is fupm:S
tant to acknowledge that although many Southeast Asian refug

exhibit distress through somatic channels, they are also capable of

discussing their problems in psychological terms (Cheung, 1982;

inzie et al., 1982; Mollica et al., 1987).. '
K|§2§t§east Asian refugees’ conceptualization of mental health

differs from the Western framework. Refugees’ he.lp}-‘sFekmi l:'c;
havior reflects their perception of th?—l probcl;::\,a v&\;te:: :;ry i
fluences expectations for treatment. Flow Tl i
therapist be effective with -thls population 1 tb ere e
arding the conceptualization of mental |llr}ess etween
:\gd cliengt? Itis critﬁ:al for the psycho{herapnst to be awar'eh(:lf1 at?\c:
understand the client’s conceptualization of problems wit in the
context of the client’s culture, and employ cplturally sel:lsmv Aol
apeutic interventions and skills (Kagawa-S‘mger & CGung, 1985:
Kleinman, Eisenberg, & Good, 1978; Klemmar} & Goo ’know :
Pedersen, 1988). Furthermore, the psyc'hothcraplst must acfamiliar
edge the fact that many Southeast Asian refugees aredun o
with Western mental health concepts because few ha ev::es i
exposed to mental health treatment in their hom_e cqunt:n o
& Masuda, 1983). Indeed, there were no psycbl?tnstsbtml o
South Vietnam had only a handful in 1975, and it is dou

reflection on th
offspring. If it is
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there were mental health professionals in Cambodia. Conse-
quently, when Southeast Asian refugees seek help from Western
psychotherapists; they expect a medical approach and quick symp-
tom relief. Given their view of mental illness as akin to physical
disorders, they often request injections or medication (Chung &
Okazaki, 1991).

Even so, many Southeast Asian refugees reject Western practices
and prefer traditional healing practices that involve belief in pos-
session, soul loss, and witchcraft. Rituals for exorcism, performed
by shamans and Taoist priests in Vietnam (Hickey, 1964) and by
Buddhist monks in Laos and Cambodia (Westermeyer, 1973), con-
sist of calling back the soul of individuals believed to be suffering
from soul loss and asking local guardian gods for protection. For-
tune-telling with cards and coins, the Chinese horoscope, and phy-
siognomy (palm reading and reading of facial features) are also
popular methods of treatment.

A major influence on the Southeast Asian belief system is
Chinese medical practices. Cambodians, Hmong, and Vietnamese
regularly use Chinese folk remedies, including herbal concoctions
and poultices, forms of acupuncture, accupressure and massage,
and the dermabrasive practices of cupping, pinching, rubbing, and
burning (Nguyen, Nguyen, & Nguyen, 1987). Because mental ill-
ness is seen as a disturbance of the internal vital energy, acupunc-
ture is often used as a remedy for depression and psychosis.

Although religious beliefs differ among Southeast Asian refugee
groups, health and mental health practices are influenced by reli-
gious and medical practices. For example, Vietnamese religious
beliefs combine Buddhism, Taoism, and Confucianism. Further,
Vietnamese values share commonalities with Chinese cultural con-
cepts such as filial piety, ancestor worship, interpersonal relation-
ships based on hierarchical roles and reciprocal obligations, high
regard for education, a strong family orientation, and loss of face.
Theravada Buddhism, in which the attainment of spiritual enlight-
enment is valued over the achievement of material success, plays
a central role in every aspect of a Cambodian’s life. Laotians
strongly believe in animism (the belief in supernatural, gods, de-
mons, and evil spirits) as an essential part of everyday life. Illnesses
are commonly treated by the shaman through practices such as

string tying, in which a cord is tied around the wrist to enable a
person to communicate with the spirit of decreased ancestors, or
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to prevent the loss of a sick person’s soul. The string may be
perceived as a symbol of a patient’s spiritual wholeness and his or
her social and familial support system (Muecke, 1983).

Barriers to Mainstream Mental Health Services
and Use of Traditional Methods

Due to premigration trauma, many Southea§t Asian refugees are
at high risk for developing severe psychological problems: Many
studies have stated the serious need of mental health services for
this population (e.g., Gong-Guy, 1987; Kinzie & Mansop, 1.983.;
Mollica et al., 1985), and some studies have revealed a high inci-
dence of depression and posttraumatic stress disorde.r (PTSD)
(Kinzie, Frederickson, Ben, Fleck, & Karls,1984; Moillica et al.,
1985). A number of older Cambodian refugee women have re-
ported incidences of nonorganic blindness in which the degree of
subjective visual impairment was found to be significantly related
tee the number of years the women experienced in the internment
camps, starvation, physical and sexual abuse, forced labor, and
witness of the execution of significant others (Rozee & Van Boe-
mel, 1989). Although the need for mental health services is great,
only a small percentage of this group utilizes mainstream mental
health services or even those services targeting Asian clients (Sue,
Fujino, Hu, Takeuchi, & Zane, 1991).

The main reason for the low utilization of mainstream mental .

health services is that these services are not culturally responsive
(Kagawa-Singer & Chung, 1994; Sue et al., 1991). When refugees
enter mainstream mental health services, the environment is un-
familiar to them. There may be not only a language barrier be-
tween the client and psychotherapist but also cultural differences
in both verbal (e.g., tone and volume of the speaking) and non-
verbal (e.g., eye contact and personal space) behaviors. For ex-
ample, if the therapist should happen to put his or her feet up on
a stool with the sole of the feet facing the Southeast Asian refugee
client or pat the head of a child, it will be considered extremel.y
offensive. The therapist may not be aware of the effect of this
nonverbal behavior. Poor accessibility may also be a hindrance to
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Kleinman, & Womack, 1982). Clinics and private offices are oft
located in places that can not easily be reached, and using pub
transportation to get to these places may be a difficult task |
Southeast Asian refugees, especially those individuals with pc
English skills. Simple tasks such as working out a bus timetable
bus route, or the payment may be highly stressful. Furthermo
many refugees may be unaware of the types and availability
mental health services (Van Deusen, 1982).

When considering or providing mainstream mental health st
vices for Southeast Asian refugees, the cultural frame of referen
must be kept in mind. Southeast Asian refugees’ help-seeking t
havior is influenced by culturally based attitudes (Van Deuse
1982; Vignes & Hall, 1979). For example, traditional beliefs, s
perstitions, and the belief in the supernatural are common barrie
to mainstream mental health care (Tung, 1983). This populatic
instead often relies on indigenous healers and folk medici
(Egawa & Tashima, 1982; Muecke, 1983; Yeatman & Dan
1980). Chung and Lin (1994) found that many Southeast Asi:
refugees reported concurrent utilization of both traditional ai
Western mainstream health care methods. This population of r¢
ugees in Chung and Lin’s study reportedly preferred to use trac
tional methods, and their utilization of mainstream services in tl
United States was a reflection of the unavailability of tradition
methods. Such behavior may suggest a desperate need for heal
and mental health services in this population.

Counseling Refugees

In view of the cultural beliefs and preference for the tradition:
health care methods, it is crucial that psychotherapists work cc
operatively with bilingual/bicultural mental health professional
community leaders, elders, and traditional healers (e.g., spiritu:
leaders, monks, priests, herbalists, and shamans). Bilingual/bicu
tural mental health professionals are not just interpreters or tran:
lators but serve as specialized mental health professionals who ar
familiar with both Western models of mental health and th
unique medical and psychological worldview of Southeast Asia
cultures. Bilingual/bicultural mental health professionals play a
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important role because they not only bridge.the language gap and
interpret subtle cultural messages l.x'etween clients anfi therapist but
also help establish a culturally sensitive treatment environment.

Because language differences pose a ma)or.barner to help seek-
ing for Southeast Asian refugees, using .tramed .translators and
interpreters is essential in areas .whcre blllpgual/blcultural mental
health professionals are not aval'lgble. Traln{ng 9f transla.tors and
interpreters is imperative to facilitate effectlve interventions and
to minimize inaccuracies in communications. For example, an un-
trained Southeast Asian translator may be too embarrassed to tell
the Western-trained psychotherapist that certain questions' may .be
culturally offensive to the Southeast Asian client. Sometlme§ in-
adequately trained translators may answer for the refugee client,
interpreting what they believe to be the. “right” answer or a re-
spectful response. Problems can also arise due to conﬁdenflallty,
poor paraphrasing of questions, and madeguate translation of
problems and psychological terms into the client’s language.

Even with accurate translations, misdiagnoses may occur be-
cause of cultural misunderstandings. In one instance, a Southeast
Asian man was committed to a psychiatric institution and was
heavily medicated because his sponsor reported that he kept refer-
ring to seeing dead relatives and speaking with thcrp. What the
sponsor failed to realize was that referring to the dead is a common
and accepted behavior among people from Southeast Asian cul-
tures (Chung & Okazaki, 1991).

Many of the principles for counseling Asian Americans also
apply to Southeast Asian refugees. In order to be effective, ps.yc.h.o-
therapists need to maintain both ascribed and achieved credibility
with their clients in order to continue with the counseling process
and avoid premature termination (Sue & Zane, 1987). Ascribed
credibility is determined by the psychotherapist’s status (e.g., age,
education, or gender), whereas achieved credibility or gaining the
trust and confidence of the client is determined by the psychother-
apist’s competency in the therapy sessions. Therefore, if the psy-
chotherapist initially has a low ascribed credibility, he or she can
acquire credibility by being culturally aware and sensitive. To
achieve trust and credibility, psychotherapists need to be aware Qf
the Southeast Asian refugee client’s premigration history, postmi-
gration adjustment issues, cultural belief systems pertaining to
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health and mental health, and the potential concurrent use of
traditional and Western methods of health care.

Refugee clients are frequently preoccupied, especially in earlier
sessions, with resolving problems associated with basic needs and
services rather than with working on more serious mental health
concerns. This may result in refugee clients requesting help for
social services such as an assistance with housing, employment,
and welfare. Responding to these requests rather than discounting
them as inappropriate in the process of psychotherapy will develop
trust and credibility. Psychotherapists should be aware that the
client’s need to address these problems may be associated with
personal desperation and fear concerning basic needs, which may
overshadow other therapeutic issues. Because these social prob-
lems about daily living are often presented to psychotherapists
rather than to other social service providers, there is a need for a
linkage between existing resettlement programs, social and human
service providers, and the mental health and counseling services.
It is important that psychotherapists understand the refugee
client’s unfamiliarity with the Western psychotherapeutic method
of talk therapy and the low credibility ascription of talk therapy.
Subsequently, one way of beginning counseling sessions with the
refugee client is to discuss everyday survival issues, such as asking
clients about their employment situation, housing, and income.
These discussions over critical life issues are natural ways to lead
into the pressing psychological problems, which are often associ-
ated with premigration trauma and postmigration adjustment is-
sues. The general aims of a psychotherapist working with South-
east Asian clients should be to (a) alleviate hopelessness, (b) instill
in clients faith in themselves and hope for the future, (c) identify
existing coping strategies, (d) explore new alternative coping strat-
egies, and (e) help clients attain a sense of mastery and confidence
over their lives.

The Multi-Level Model (MI.M): An Approach to
Psychotherapy With Refugees

In order to provide psychotherapy for Southeast Asian refugees
effectively, the psychotherapist must be culturally sensitive and
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understand the individuals’ and families’ v»forld\./iew,'prcm’lg}:'a;:op
history and experience, an(_i the extent of identification vant their
culture of origin. This requires not on.ly the knowledge o B.Vlgstegn
counseling and psychother.apy techmc!ues but also the' a lflty to
incorporate such theories into a multlcultqra.l counseling frame-
work. To work effectively with ref.ugees, it is also necessary to
understand the factors associated Yvnth severe trauma and to take
a multidisciplinary approach that incorporates constructs l";, psy-
chology, counseling,l anthropology, psychiatry, public health, so-
i and sociology.

Clallnw((::cll(ér to ::\ddressg );he complexity of these diverse bases of
knowledge and skills, Bemak, Chung, and Borne_mann (1996) have
designed a comprehensive approach to cpunselmg refugges c.alled
the Multi-Level Model. The MLM takes into account the intricacy
of the refugee’s historical background, past aqd present stressors,
the acculturation process and the psy_chpsocnal ram|ﬁcat|ops of
adapting to a new culture while provnc.lmg a psychoe.ducat_lonal
approach that includes cognitive, affect!ve, am’i behavioral inter-
ventions. Cultural foundations and their relation to community
" and social processes are critical in this model. The MLM includes
the following four levels: Level [—Mental Health Education; Level
ll—Individual, Group, and/or Family Psychptherapy; Lcyel H—
Cultural Empowerment; and Level IV—Indigenous Healing. The
four levels are interrelated, and there is no ﬁx.ed sequence for thglr
implementation, so that they may be use_d smultanepusly or in-
dependently. Although each level can be vgewed asan mdepepdent
unit, working with a client on all levels is essentlal‘ to attain t_he
desired goals of psychotherapy. The treatment planning emphasiz-
ing or using any one level or combination of levels must be based
on the assessment of the psychotherapist. Use of this model does
not require additional funding or resources, but rather the rpodcl
allows the psychotherapist to assume different and more diverse
roles as a helper. .

In Level I—Mental Health Education, the focus is on the psy-
chotherapist educating clients about mainstream mental hez}lth
services. Many refugees are not familiar with the types of services
available or with the process of mental health treatment. Thus the
psychotherapist must educate the client about issues such as the

norms of behavior in the physical environment of the mental
Lol it il iiicina Af tha intala accecement. the I'Oles and

Counseling Americans of Southeast Asian Descent 2.

expectations for the client and the psychotherapist, the role of tl
interpreter, the types and use of medications, and the appointme)
system. Such information helps the Southeast Asian refugee clies
understand the nature of a therapeutic relationship and formula
expectations for psychotherapy.
Level Il—Individual, Group, and/or Family Psychotherap
builds on the traditional Western techniques of psychotherap
The psychotherapist must make an assessment about the indivic
ual’s needs and then determine which type of psychotherap
(individual, group, or family) will be most suitable for the partic
ular client. Although traditional Western techniques are foreign t
Southeast Asian refugee clients, these traditional methods of ir
dividual and family therapy are also effective with Asian client
(Zane & Sue, 1991). In particular, some specific techniques hav
been identified to be effective in working with this population. Fo
example, the psychotherapist may take a more directive and activ.
role during counseling sessions with Southeast Asian refugees (Kin
zie, 1985). Cognitive-behavioral interventions have also been rec
ognized as being helpful with Southeast Asian refugees (Bemak &
Greenberg, 1994; Egli, Shiota, Ben-Porath, & Butcher, 1991), an
both De Silva (1985) and Mikulas (1981) have suggested tha
cognitive-behavioral intervention may be effective with refugee:
because of its compatability with Buddhist beliefs. However, Beise
(1987) maintained that cognitive-behavior interventions are help
ful to this population because the techniques assist them to reorien
to the present rather than to maintain a painful preoccupatior
with the past memories or to worry about an uncertain future.

Other techniques that can be incorporated into MLM Level ]
are storytelling and projective drawing. Pynoos and Eth ( 1984)
described how these techniques can assist children who have ex-
perienced trauma regain control over their response to the trau-
matic event. Bemak and Timm (1994) demonstrated the efficacy
of employing dream work in the therapeutic process with refugees.
Other techniques that may be used in individual counseling include
gestalt, relaxation, role-playing, and psychodrama.

Although group therapy has not been used extensively as a
therapeutic intervention with Southeast Asian refugees, several
studies have pointed toward its effectiveness with this population.
Friedman and Jaranson (1994) have indicated that highly trau-
matized refugees find solace in group therapy. Kinzie et al. (1988)
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have instituted a 1-year therapy group for So.utheast Asian ref;xgecs
that incorporates discussions about somatic symptoms, cul QPFaI
conflicts, and loss, with the group structure allowing for ﬂex}l‘ ility
with therapy session times and duration. Tht? group approach may
naturally lend itself to incluQe' psychoeducational information ses-
sions (MLM Level I), traditional group psychothcntapy (MLM
Level II), and cultural empowerment group meetings (MLM
lMl’,:‘(:)lrl;[gutheast Asian refugees, family is an impor.tant part of the
culture and all aspects of the individual’s I'nfe. This suggests that
family therapy is a natural means of focusing on systemic rather
than individual problems. It is important to note that. given the
emphasis on extended rather than nuclear family, family thera.py
for this population may include members of.the extended faml!y.
Mental health professionals have stated the importance of family
therapy with refugees, explaining that. the roots, experiences, and
subsequent family system problerps with acculturation make fam-
ily counseling an ideal intervention strategy (Bemak, 1989; Lee,
1989). Psychotherapists who use family therapy must have a clear
understanding and knowledge about the cultural background and
traditional relationships in the family. '

Level Ill—Cultural Empowerment provides another important
dimension in the healing of the refugee client. Cultura.l empower-
ment consists of assisting Southeast Asian refugee clients gain a
better sense of environmental mastery. Frequently, the psycho-
therapist unfamiliar with a multicultural framework may focus
exclusively on mental health concerns and neg!ect basic issues of
adaptation in daily life. But many psychqtheraplsts ﬁn.d themselst
faced with refugee clients who are initially more interested in
working on survival issues, such as housing and cmploymen.t. The
refugees may be trying to understand and make' sense of their nevc\;
environment, rather than discussing psycho§0§|a! adjustment an:l
interpersonal issues. As mentioned earlier, it is important to ad-
dress these issues as fundamental concerns before exploring other
psychological problems. Cultural empowerment directly addressgs
these adjustment issues. Psychotherapists must therefore be sens;
tive to the difficulties inherent in adjusting to a new gulture an
provide case management through assistance and guudapce th:lt
will lead to a sense of empowerment for the refugee clients. In
MLM Level 1ll—Cultural Empowerment, the psychotherapist is
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not expected to be a case manager for the client but rather to
assume the role of cultural guide in order to provide the client
with relevant information about how the American social service
system works, and answer questions about the host culture. In
addition, by serving as a cultural broker, the psychotherapist may
educate the refugee client about the legal system governing certain
practices that may be misunderstood by social agencies. For ex-
ample, school teachers and police have often mistaken coin rub-
bing, an Asian traditional medical treatment method that leaves
bruises on the skin, for child abuse (Nguyen, Nguyen, & Nguyen,
1987). The practice of coin rubbing is believed to bring negative
energy, the cause of physical and emotional problems, out of the
body and restore balance to body, mind, and spirit.

In Level IV—Indigenous Healing, the psychotherapist integrates
Western and traditional healing methodologies. The World Health
Organization (1992) described how an integration of indigenous
healing with Western traditional healing practices resulted in more
effective outcomes. Such integration may be best accomplished in
cooperation with indigenous healers who are known to refugee
community members. As indicated previously, Chung and Lin
(1994) found that Southeast Asian refugees prefer to utilize tra-
ditional methods of healing rather than Western psychotherapy
and that a large percentage of this population concurrently use
both traditional and Western methods. Psychotherapists working
with this population must not only acknowledge that their clients
may prefer traditional practices or want to combine traditional
and Western methods, but also must be willing to integrate the
refugee clients’ healing methods with the Western treatment tech-
niques. To this end, the psychotherapists of Southeast Asian ref-
ugees will benefit from approaching and working cooperatively
with healers or community elders in the treatment (Chan, 1987;
Hiegel, 1994). Note that not all traditional healers are legitimate,
and that it is important to use community members to assist in
identifying legitimate healefs.

The Case Study of Mrs. N

The case study and sample treatment plan using the MLM pre-
sented here illustrate the complex issues involved in counseling
Southeast Asian refugee clients. »




H Mrs. N does not ‘
icard that people placed in such camps were

1 conditions and the lac

24 Direction for Culwrally Responsive Counseling

i ho came to the United States in
. . 48-year-old Vietnamese woman w
e N S :nassyexodus from Southeast Asia. Her husband had wqucd- for the
|":2 o 2‘rnmcnt during the Vietmam War, and after the fall pf Saigon "|: 197“5
ve :
8 laced in a reeducation camp run by the North Vletna@ese. Al olt:gd
he Wl know the details of her husband’s camp experience, she ha
forced to work as laborers under

harsh conditions and were regularly tortured. According to an official, her hus-
ar !

4 of unknown causes while in the camp. .
banl(;p‘:)l:dle(;r:ing about her husband’s death, Mrs. N and her two children (at

i a small boat. Because of terrible travel
the time 2875 Y 3)kﬂ:: Z;::l‘;':t (})\')"giene and nutrition, Mrs. N’s 1-year-old
haby died on the boat. Mrs. N and her 3-year-old (?aughter 'ﬁnally a::::cz hl:
‘Thailand, where they stayed in a refugee camp l?opmg to gain entr):) inco th
United States as refugees. The living cond}tlons in the camp.|\.NereA[f>ter ; nd
Mrs. N and her daughter shared a tent VYlth two f)ther. families. fer znsor
and a half of waiting, church in San Diego, Cahforma, became her sp ,
and Mrs. N and her daughter relocated to the United States. 4o the

It has been over a decade since Mrs. N and her daughter m(l);/ed‘ oted it s
United States. Her daughter, now a teenager, :?ppears to be we Ma |u:] od wih
number of Vietnamese and non-Vietnamese fnends.‘ However, A rs; N cont
ues to have many problems. She still has frequent mghtmarc: a bo: evar
atrocities she witnessed and the deaths of her husband and her ! : yt.h I .A o
doesn’t share anything about her backgroum‘i or bad d.ream; with o e u.iedp
from attending special ceremonies and occasional parties, she remam:{ c:Win y
by herself or with two other single Vietnames? women her own:i age;j o §|ds
taken many ESL courses, Mrs. N's English skills have mpm:;e ,‘;ll;‘ sfre olds
a job as a janitor in a local office building. She often feels sa fzm as :“ve i
thoughts of ending her life. She explains that the only reason for stfayl\r;igemam-
her daughter. Mrs. N came to the clinic on the recommendation of a
ese coworker who was familiar with mental health treatment.

MLM Level —Mental Health Education. Although Mrs.lll\l can;st;
to the clinic through a referral of a ffnend, the psych.ot crell)l(n) ot
(Dr. A) wanted to assess her understanding and expe'cta‘glon; a o
counseling. Dr. A quickly determined that the friend w Onsel-
referred Mrs. N had provided a good overview about th;’cou e
ing process. One area that needed clarification was Dr. Iil rge oy
a psychotherapist. Mrs. N had assumed that Dl;.’ A W(I)\u 1 b
rective in “telling her what to do to feel better. Dr. ! ;:\ s
explained the collaborative nature of counseling and o et
would assist Mrs. N to gain a better understanding ©

experiences.

.
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MLM Level l—Individual, Group, and/or Family Psychotherapy.
In the assessment of Mrs. N it was clear to Dr. A that she was
experiencing a posttraumatic stress disorder (PTSD) and depres-
sion. Dr. A decided that initially Mrs. N could benefit from indi-
vidual short-term therapy to address her PTSD and depressive
symptoms. As Dr. A heard Mrs. N describing her loneliness and
lack of companionship, Dr. A thought about the Vietnamese cul-
ture and Mrs. N’s background. Exploring with Mrs. N about her
days in Vietnam, Dr. A learned that Mrs. N had many friends and
an active social life in Vietnam. Mrs. N commented, “I really
enjoyed this time . . . there was always someone to talk with then.”
Based on an understanding that the Vietnamese culture emphasizes
family and community, combined with the fact that Mrs. N was
lonely, Dr. A recommended that upon completion of short-term
individual psychotherapy, Mrs. N should continue her treatment
through group counseling to deal with unresolved issues related to

leaving her home country, losing her husband and a child, and
adapting to a new culture.

MLM Level lll—Cultural Empowerment. At the clinic, Dr. A was
also conducting an open membership group for refugee women
who had lost family members. Dr. A felt that the format, shared
experiences with peers, and interpersonal communication pro-
vided by this group should be beneficial for Mrs. N. The group
therapy sessions were comprised of bereavement and grief coun-
seling sessions. The structure of the group also allowed for an
exploration of issues relevant to its members’ experience so that
in later sessions Mrs. N could explore her forced migration from
Vietnam and the problems of adapting to a new culture. The group
sessions incorporated MLM Level 1ll—Cultural Empowerment,
which focuses on psychoeducational training to enhance accultur-
ation skills. Topics such as difficulties in adjusting to a foreign
culture; strategies for adaptation; cognitive, emotional, and be-

havioral responses to cultural and identity loss; and available re-

sources were presented and discussed during the group sessions.

Furthermore, Dr. A had established a relationship with one of the

Vietnamese community leaders who works in a resettlement

agency, and they periodically meet to discuss the general themes

emerging in the group (maintaining confidentiality) related to cul-

tural realities for widowed Vietnamese women.
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MLM Level IV—Indigenous Healing. Dr. A believed that it was
important to learn about the Vietnamese culture because she. had
been identified by the Vietnamese community as a professional
with cultural sensitivity and with an openness to the traditional
healing methods important to the Vietr.lamese community. Al-
though Dr. A was not a Buddhist and did not undersfand many
of the religious practices, she understood from her previous clients
and contacts with the community leader that there were practices
in the Buddhist religion that may play an important role in the
healing process. Despite her Western training as a psychotherapist,
she was open to incorporating traditional healing as a curative
element to help her Vietnamese clients. Thus Dr. A determined
that if Mrs. N believed in traditional practices, MLM Level IV—
Indigenous Healing could be introduced at any time during the
individual or group therapy. In fact, the Vietnamese community
lcader had told Dr. A about special ceremonies done by Buddhist
monks that gave peace to the deceased. In the counseling sessions,
Dr. A explored whether Mrs. N believed in this practice and
whether she would be interested in participating in the ceremony
with a Buddhist monk. Mrs N responded, ““l am afraid to finally
‘let go’ but | think it would be best for everyone if I did.”

Conclusion

The support and integration of cultural healing practices in con-
junction with Western psychotherapy practices are instrumental
in providing culturally sensitive treatment. The case of Mrs. N can
be viewed as typical for many Southeast Asian refugees. The im-
plementation of the MLM provides an important framework for
working with the Southeast Asian refugees. The model does not
require the psychotherapist to work sequentially on each level and
does not necessitate additional resources or funding. (For a more
in-depth understanding of the MLM regarding such issues as the
concurrent usage of multiple levels of the MLM, incorporation of
bilingual/bicultural mental health workers in the psychotherapeu-
tic process, gaining crosscultural understanding and awareness,
skill development in cross-cultural work, and selection of individ-
ual, group and/or family therapy as a method of treatment, see
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Bemak, Chung, Pedersen, & Bornemann, in press.) Utilizing the
MLM assists in expanding the psychotherapist’s role to incorpo-
rate culturally sensitive intervention strategies specific to Southeast
Asian refugees.
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