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ABSTRACT 

 

 It is well documented that Asian Americans exhibit the lowest utilization rates of 

mental health services compared to the general population.  Despite the infrequent use of 

mental health services, the Asian American community demonstrates a need for such 

services.  The majority of research on Asian Americans and mental health have primarily 

focused on identifying cultural factors associated with underuse, but limited research 

exists to explain how culture affects mental health and the ways in which culture 

influences the process of illness.  This review examines culture’s dynamic influence on 

the development, progression, and treatment of mental illness for Asian Americans and 

recommends strategies to improve outreach and delivery of services.  
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Introduction 

The delivery of culturally competent services to Asian Americans and other 

ethnic minority groups is a significant concern for mental health officials in the United 

States due to continued reports of ethnic disparities in the service use of mental health 

programs (U.S. DHHS, 1999, 2001).  Currently, Asian Americans are the most rapidly 

growing ethnic minority group in the country and have seen the highest percentage 

growth of any race group since 2000 (U.S. Census Bureau, 2009).  Despite this group’s 

relatively large population, Asian Americans exhibit the lowest rates of utilization of 

mental health services compared to the general population (U.S. DHHS, 2007).  

Moreover, the proportion of Asian Americans who employed mental health services were 

approximately one third of what might be expected given their population proportion 

(Yang, Phelan, & Link, 2008).  Although efforts are underway to explore this 

underutilization and understand the cultural factors influencing the mental health and 

help-seeking attitudes of Asian Americans, it is too early to determine their effectiveness 

in improving mental health services, as research in this area is relatively recent and 

scarce. 

Historically, research on the mental health of Asian Americans has been limited 

due to two major assumptions about the psychological adjustment of this group.  First, 

researchers believed successful psychological adjustment was linked to high 

socioeconomic status and educational achievement and subsequently built a case for the 

successful psychological adjustment of Asian Americans based on these two criteria.  

Today, the median household income for Asian Americans is among the highest of all 
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race groups, and Asian Americans have the highest proportion of college graduates of 

any race or ethnic group in the country (U.S. Census Bureau, 2009).  Second, in addition 

to economic and educational measures, researchers attributed lower rates of 

underutilization and psychopathology to the absence of mental health disturbances among 

Asian Americans (Sue, S., Sue, D., & Sue, D. W., 1975).  However, low rates of 

utilization do not necessarily indicate lower rates of psychopathology and superior 

psychological adjustment (Hsu & Alden, 2008; Sue et al., 1975; Yang et al., 2008).  This 

assumption results from the faulty inference that people who do not seek mental health 

services are psychologically well-adjusted, and therefore, Asian Americans must be 

psychologically well-adjusted because they underutilize mental health services. 

This is simply not the case.  Recent studies and events challenge the validity of 

previous findings and demonstrate that Asian Americans in North America do experience 

as many, and as serious, mental health disturbances as European Americans.  

Additionally, those who do seek treatment frequently suffer from more severe disorders 

than individuals from other cultural backgrounds and tend to routinely delay treatment 

until conditions require serious clinical attention (Hsu & Alden, 2008).  Asian Americans 

are also reported to enter treatment at lower levels of functioning and are diagnosed with 

greater percentages of psychotic disorders.  This is a concern because treatment efficacy 

is diminished when clients access mental health care late in the course of a disorder 

(Yang et al., 2008).  The implication here is not that Asian Americans develop more 

severe mental illnesses but, rather, mild cases go unreported.  In a recent report by the 

Surgeon General, only 17% of Asian Americans with a psychological problem accessed 
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some type of assistance and less than 6% obtained such services from a mental health 

provider (U.S. DHHS, 2001).  Approximately one-third of Asian Americans who 

requested an intake appointment from a mental health provider failed to show for the first 

session (Akutsu, Tsuru, & Chu, 2004) and attrition rates following the intake ranged from 

10% to 22% (as cited in Akutsu & Chu, 2006).  While these figures are comparative to 

pre-intake attrition rates of 15% to 55% (as cited in Akutsu & Chu, 2006) and post-intake 

attrition rates of 23% to 49% (as cited in Akutsu & Chu, 2006) for general client 

populations at multiple clinical settings, the previous figures reported for Asian 

Americans were gathered at ethnic-specific programs, which were developed exclusively 

to deliver the most culturally appropriate services to this population.    

Despite infrequent use of mental health services, the Asian American community 

demonstrates a need for such services.   Given the high income of Asian Americans, it is 

unlikely that affordability is an issue.  Moreover, research has consistently shown that 

mental health coverage does not seem to increase treatment-seeking as much for Asian 

Americans than for whites, eliminating financial barriers as a possible cause (Hwang, 

Myers, Abe-Kim, & Ting, 2008).  Therefore, other factors underlying underutilization are 

required to explain lower rates of mental health use.  To understand underutilization of 

mental health services by Asian Americans, it is not sufficient to simply acknowledge the 

impact of culture on mental health use.  The majority of research on Asian Americans 

and mental health care use have primarily focused on identifying cultural factors 

associated with underuse, such as stigma and conflict between Asian cultural values and 

Western psychotherapy process (Akutsu & Chu, 2006).  However, limited research exists 
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to explain how culture affects mental health and the ways in which culture influences the 

process of illness.  Recent efforts have been made to address this gap.  Hwang et al. 

(2008) argue the need for a conceptual framework to guide mental health practitioners in 

their work with diverse clients.  The Cultural Influences on Mental Health (CIMH) model 

(Hwang et al., 2008) is a response to this need.  This review aims to (1) employ the 

CIMH model (Hwang et al., 2008) to improve our understanding of the illness process, 

(2) recommend strategies to improve outreach and delivery of services, and (3) discuss 

the current status of culturally-based interventions for Asian Americans. 

Caveats 

 

 One issue affecting receptivity to mental health care use among Asian Americans 

is within-group heterogeneity.  The U.S. Census classification of Asian Americans 

comprises people from the Far East, Southeast Asia, the Indian subcontinent, and the 

Pacific islands, but for the purposes of the review, ―Asian American‖ shall refer to 

anyone of East and Southeast Asian descent living in North America.  The decision to 

aggregate across East and Southeast Asian ethnic groups is informed by scholarly 

observations of common heritage roots in Confucian traditions that shape 

conceptualizations of mental health (Lau, Fung, Wang, & Kang, 2009).  While East and 

Southeast Asians share a Confucian heritage, there is still a great deal of within-group 

heterogeneity.  The diversity of Asian Americans is marked by the number of distinct 

ethnic groups, languages, customs, their socio-political histories, what they bring with 

them, and their differing interactions with mainstream American society.  Beyond the 

diversity among ethnicities, there is also great variation within each ethnicity based on 
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generation and the ―ethnic experience‖ of each cohort.  Ethnic experience is the lens 

through which a member of an ethnic minority perceives and understands reality.  

Everyday experiences, ranging from school to work to community interactions, are 

filtered through this lens (Maki & Kitano, 2002).   

 Another issue that should be kept in mind is that receptivity to mental health care 

use varies by level of acculturation.  Although the overall rates of underutilization are 

lower for Asian Americans, research has demonstrated a positive correlation between 

level of acculturation and receptiveness to mental health services.  In the National Latino 

and Asian American Study (Abe-Kim, Takeuchi, Hong, Zane, Sue, Spencer et al., 2007), 

researchers found that the rates were lower among immigrants than among their U.S.-

born counterparts.  It has been supported that individuals exposed to and influenced by 

Western norms and practices held more positive attitudes toward seeking professional 

help and utilize more mental health services.  However, it is worth noting that Chinese 

individuals form the largest subgroup of Asian Americans in the United States and is 

composed of new immigrants—70.8% in 2000 were foreign-born and 75.6% of the 

previous figure had immigrated to the United States since 1980 (U.S. Census Bureau, 

2004).  Nearly half of the Chinese American community is linguistically separated from 

mainstream society—49.6% of Chinese American households do not contain an adult 

who demonstrates fluency in English (as cited in Yang et al., 2008).  Given the large 

population of Chinese immigrants and lower rates of use among immigrants, the need to 

better understand culture's impact on mental health is ever more urgent.   
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The diversity among Asian ethnicities presents a complicated challenge for 

mental health professionals.  As mental health professionals increase their knowledge and 

competency in the Asian American population, they can begin to adjust their counseling 

styles and design therapeutic interventions to confidently serve the needs of this 

population.  
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The Cultural Influences on Mental Health (CIMH) Model 

 

 In this section, I will provide an overview of the Cultural Influences on Mental 

Health model's background and theoretical orientation.  The Cultural Influences on 

Mental Health (CIMH) model (Hwang et al., 2008) was developed to provide students 

and professionals with a conceptual model that illustrates the complexities involved in 

culture's influence on the illness process.  The dearth of clear conceptual frameworks 

only perpetuates the impoverished understanding that most mental health professionals 

have about cultural influences on mental health and continues to under-prepare them in 

addressing widening national mental health disparities.  Mental health practitioners are 

often left with a simplistic understanding of culture's impact, recognizing that culture 

matters, but struggle to understand culture's dynamic influence on the development, 

progression, and treatment of mental illness for all groups, including Asian Americans 

(Hwang et al., 2008). 

Hwang et al. (2008) defines culture in two parts.  The first includes the set of 

attitudes, values, beliefs, and behaviors shared by a group of people.  The second 

encompasses the culture-related experiences such as those related to acculturation and 

being an ethnic minority.  The CIMH model (Hwang et al., 2008) posits that culture 

permeates and affects several core domains of the illness process and contributes to 

variations in (a) etiology and course of disease, (b) expression of distress, (c) prevalence 

of mental illness, (d) diagnostic and assessment issues, (e) coping styles and help-seeking 

pathways, and (f) treatment and intervention issues.  Due to the host of ways that culture 

can impact mental health, these domains are far from exhaustive; nonetheless, they are 
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intended to serve as a point of departure for understanding the more perceptible ways in 

which culture influences the development and treatment of psychopathology.   

 Culture influences each domain.  Due to the systematic interrelatedness of the 

domains, how culture affects one domain can overlap with others.  For instance, cultural 

differences in the expression of distress (e.g., physical symptoms or psychological 

symptoms) can give rise to diagnostic accuracy issues.  This can compromise a mental 

health professional’s ability to make reliable estimates for the prevalence of a condition 

in different communities.  One's belief of the causes of one's problems (e.g., bodily 

problems causing depression or depression causing bodily problems) determines where 

one goes to seek treatment (e.g., primary care or mental health care).  One’s conception 

of causation also affects one’s confidence in the efficacy of treatment (e.g., belief that 

verbalizing one's concerns is effective versus belief that talking worsens conditions) 

(Hwang et al., 2008).  In the following section, I will discuss how the domains of the 

CIMH model (Hwang et al., 2008) can be used to frame the illness process for Asian 

Americans and to increase our awareness of East Asian culture's impact on mental health.   

Etiology and course of disease 

 

 It is well understood that immigration history, cultural background, and individual 

characteristics play a significant role in the etiology and development of mental 

dysfunction (Maki & Kitano, 2002).  Therefore, it is crucial that mental health 

professionals are familiar with unique cultural issues that have been found to have a 

detrimental effect on mental health, including refugee status, acculturative stress, and 

racism and discrimination. 
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 The day to day experiences of people from diverse backgrounds may vary 

dramatically.  The stressful experiences that Asian Americans are exposed to are unique 

to their ethnic backgrounds.  The daily realities of many Southeast Asians are shaped by 

their refugee background.  Nearly 10% of the US population is comprised of refugees (as 

cited in Hickey, 2005).  The past three decades have witnessed a high proportion of U.S. 

refugees who escaped from their homelands in Southeast Asia.  More than 1.5 million of 

these refugees resettled in the United States as a result of the Vietnam War (as cited in 

Hickey, 2005).  A more recent wave of refugees sought asylum in the U.S. as a result of 

civil unrest in Myanmar (Hickey, 2005).  Chung and Lin (1994) noted memories of pre-

migration trauma, including war, genocide, famine, political persecution to be significant 

predictors of psychological stress.  In addition, the psychological trauma of these 

experiences becomes transmitted from generation to generation.  It has been argued that 

traumatic experiences are culture-universal in that anyone exposed to such stressors 

would likely to be negatively affected.  However, refugees are much more likely than the 

general population to experience traumas (Gong-guy et al., 1991; Williams & Berry, 

1991).  As a result, their vulnerability to developing psychological problems increases 

with accumulated stress. 

 Apart from refugee status, Asian Americans also experience acculturative stress 

when adapting to a new cultural environment that those in the majority population are 

unlikely to face (Kim & Omizo, 2005).  Acculturative stress is defined as stress related to 

transitioning and adapting to a new environment, including language barriers, pressures 

to assimilate, separation from family and loss of support system, experiences with 
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discrimination, and acculturation-related intergenerational family conflicts (Hwang et al., 

2008).  A growing literature on ethnic differences in the experience of social anxiety 

reveals Asians in North America to consistently self-report higher levels of social anxiety 

compared to their European-heritage counterparts.  These ethnic differences in social 

anxiety appear across methods of detection (i.e. self-report questionnaires, daily diary 

reports, emotion ratings during social performance tasks, and structured diagnostic 

interviews) (Hsu & Alden, 2007; Lee, Okazaki, & Yoo, 2006).  Although some cross-

national data suggests that social anxiety may be viewed as normative, consistent with 

socialization goals, and distinct from other adjustment difficulties in Asian cultures (Lau 

et al., 2009), findings on Asian Americans suggests that their experience of social anxiety 

is linked to both subjective distress and functional impairment (Hsu & Alden, 2007).  

Social anxiety is particularly relevant to adjustment as individuals transition between 

cultures.  Feelings of loneliness and social isolation, which are typically experienced by 

individuals with social anxiety, are common to the immigrant experience, and the ability 

to relate to others comfortably appears to be vital to cultural transition and acculturative 

stress (Ryder, Alden, & Paulhus, 2000).  Given that rates of social anxiety are lower 

among Asian nationals than among Asian Americans, it stands to reason that the 

experience of being a minority in the American cultural environment may place strains 

on Asian Americans, taxing their capacity for intercultural social interactions (Lau et al., 

2009). 

 Immigrant issues aside, Asian Americans are also subjected to experiences of 

racism and discrimination regardless of their degree of acculturation and assimilation.  
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Racial discrimination, whether overt, covert, or perceived, is likely to have a negative 

impact on mental health, leaving people with feelings of anger, disempowerment, fear, 

loss of control, and helplessness (Sue, Bucceri, Lin, Nadal, & Torino, 2007).  Sue et al. 

(2007) discuss the detrimental psychological impacts of racial microaggressions on the 

Asian American experience.  The study provides strong support that microaggressions are 

not minimally harmful.  Instead, racial microaggressions can exert chronic damage to the 

psychological well-being of Asian Americans.  Based on responses of participants, eight 

microaggressive themes were identified:  alien in own land, ascription of intelligence, 

denial of racial reality, exoticization of Asian American women, invalidation of 

interethnic differences, pathologizing cultural values/communication styles, second class 

citizenship, and invisibility (Sue et al., 2007).  The power of racial microaggressions lies 

in their invisibility to the perpetrator and to the recipient.  For the recipient, the nagging 

question of whether an attack occurred remains.  As a result, microaggressions can 

generate immense psychological distress for Asian Americans. 

Jiverly Wong is a defining example.  The gunman in the Binghamton massacre on 

April 3
rd

, 2009, Jiverly Wong shot thirteen people and himself.  In his sister’s explanation 

of Wong’s situation, she revealed noticing that Wong had been depressed for quite some 

time after losing his job but would not discuss his feelings with the family.  In a letter he 

left behind, Wong expressed his bitterness and frustration at being teased at work and 

eventually fired for his limited English.  He also described the harassment and 

disparagement he suffered from police officers telling him to go back to his country 

(Siemaszko, 2009).  When one analyzes Wong’s situation in light of racial 
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microaggressions, it is not difficult to see how he may have felt like an alien in his own 

land.  Wong’s struggle with learning English and maintaining his livelihood in the United 

States also speak to the acculturative stress experienced by Asian Americans.   

Expression of distress and help-seeking pathways 

 

The cultural backgrounds of Asian Americans not only affect the development of 

mental illness but also play a role in defining the sociocultural meanings of illness.  The 

sociocultural meanings, in turn, are shaped by cultural norms and beliefs, and ultimately 

serve as a filter to shape the manner in which distress is expressed (Hwang et al., 2008).  

Although symptom profiles for major disorders are similar (DHHS, 2001), differences 

exist in the ways in which illness is communicated, experienced, and whether they are 

expressed (Hwang et al., 2008).  There are two factors that guide the expression and 

experience of distress:  the Asian understanding of health and stigma against mental 

illness. 

In Asian cultures, somatization of distress is commonplace.  Whereas mind-body 

dualism is a Western assumption about mental health (Fernandez & Kleinman, 1994), the 

mind and body are treated as one in Traditional Chinese Medicine (TCM).  Previous 

studies suggest that the use of TCM prior to Western mental health services occurs 

commonly among Chinese groups.  Why Chinese groups utilize TCM in this fashion is in 

part because psychological symptoms have been treated in this system of healing since 

the time of its earliest medical texts in the 5
th
 century (Xu, 1982).  Moreover, no special 

division for psychiatry exists (Liu, 1981).  Thus, Chinese community groups commonly 

view the treatment of mental disorders as within the purview of TCM practitioners who 
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are regarded as primary care practitioners rather than alternative health practitioners in 

China.  Although TCM originated in China, Chinese culture has historically been 

extremely influential through the East and Southeast Asian region.  As a result, these 

beliefs, together with Confucianism, have been adopted by many East and Southeast 

Asian ethnic groups.  Knowledge of TCM is critical in order to achieve a thorough 

understanding of how Asian culture conceptualizes health.   

TCM is holistic and requires an understanding of the energy systems in the body.  

Two primary forces, yin and yang, represent the life force, known as qi.  These energies 

express the interrelatedness of opposing forces:  male/female, day/night, heaven/earth, 

expansion/contraction, and so on.  Illness or disease is classified as either yang (hot, in 

excess) or yin (cold, deficient).  Both external and internal factors, such as environmental 

and climatic factors, emotions, tensions, and diet, can affect illness and well-being.  The 

system of diagnosis is quite specific; particular types of climates and emotions are 

understood to affect specific organs.  For example, cold and damp can injure the lungs; 

hot and dry affects the heart; emotionally suppressed anger can injure the liver; while 

excess fear can endanger the kidneys.  Health, mental and physical, is maintained by a 

balance of yin and yang energies.  An imbalance, then, results in health problems, and all 

health problems result from some type of imbalance, characterized by excess or 

deficiency (Fukuyama & Sevig, 2002).  The focus of TCM treatments, then, is to restore 

the balance.   

For instance, rather than referring to a fever as a fever, the Chinese will refer to 

the condition as an ―excess of yang energy/hot.‖  As mentioned earlier, imbalances occur  
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in specific organs.  An imbalance occurring in the liver will produce both physical and 

psychological symptoms.  The physical symptoms may include fatigue and loss of 

appetite, and the psychological symptoms may include irritability and depression.  From 

this perspective, depression itself is not regarded as a condition in itself but as a symptom 

of an imbalance.  The prescribed treatment for such an imbalance would be physical in 

form.  Unlike the Asian conception of causation, people in the West believe that an 

underlying psychological cause can be responsible for physical symptoms (Xu, 1982). 

How psychological or emotional distress is expressed can also be culturally 

incongruent and lead to social or self-criticism.  Asian cultures tend to stigmatize mental 

disturbances and regard it as a lack of will power, the ability to control one’s morbid 

thoughts.  Because mental illness is seen as a personal weakness, expression is often 

discouraged (Akutsu & Chu, 2006).  As a result, the individual somaticizes psychological 

distress, but it is difficult to know whether an individual is conscious that the conversion 

took place.  A somatic expression of distress elicits empathy and support because people 

believe an individual has a real medical problem (Chen & Mak, 2008).   

Although some mental health concerns can be rectified via TCM or Western 

medication, more severe cases may not respond to either type of treatment.  In these 

situations, the disorder may become increasingly worse.  Due to the shame and stigma 

associated with mental illness, individuals under these circumstances may continue to 

live as they are until symptoms become impossible to ignore.   

Those who believe his or her problem is psychological will obviously seek help 

from a mental health professional.  Correspondingly, those who believe his or her 
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problem results from an imbalance within the body will seek treatment from a primary 

care physician, and in this case, a TCM practitioner.  One key attitudinal variable that 

may explain why Chinese Americans utilize TCM prior to Western mental health care are 

beliefs of efficacy.  As mentioned previously, if one perceives mental disorders as being 

caused by disequilibrium of qi, TCM may be seen as more effective than Western 

psychiatric care (Yang et al., 2008).   

 Research has also demonstrated that Asian Americans are more likely to seek help 

from a primary care physician than a mental health professional, even if they are not 

experiencing any physical symptoms of distress (Akutsu, Castillo, & Snowden, 2007).  

For example, depressed Chinese Americans seeking health in primary care rarely 

reported depressed mood spontaneously and only 10% of patients labeled their illness as 

a psychiatric condition and 3.5% sought care from a mental health professional for their 

depression.  Most of these patients sought help from primary care, lay help, and relied on 

TCM (Yeung, Chang, Gresham, Nierenberg, & Fava, 2004). 

Diagnostic accuracy issues and prevalence of illness 

 

The ability to accurately identify and classify illness is an essential part of 

providing quality health care.  Accurate diagnoses help practitioners properly identify the 

problem, prescribe an appropriate treatment, and understand the cause, course, and 

prognosis of the illness.  Moreover, the ability to accurately diagnose also helps 

determine the prevalence of different illnesses and assess the public health needs of 

different populations.  As described in the previous section, cultural differences in the 

expression of distress challenge the effectiveness of Western diagnostic and assessment 
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practices and compromise the ability of mental health practitioners to make reliable 

estimates.  Western diagnostic systems, which are based on Western conceptualizations 

of mental illness, may not be appropriate for diagnosing those from the Asian 

backgrounds (Hwang et al., 2008).  In fact, there is much literature documenting the fact 

that ethnic minorities are more likely to be misdiagnosed than whites.  Apart from 

misdiagnosis, mental health professionals occasionally fail to detect emerging signs of 

psychopathology in ethnic populations as well (Smedley, Stith, & Nelson, 2003; DHHS, 

2001).   

When diagnosing Asian Americans, practitioners must possess the knowledge to 

ascertain whether symptoms and behaviors are culturally normative.  Currently, most of 

our knowledge about clinical disorders in Asian American communities has come from 

two sources:  epidemiological surveys on community samples and treated cases from 

mental health systems.  However, researchers have scrutinized inconsistencies in data 

from both areas and suggest both sets of data may not reflect an accurate picture of the 

types of mental health problems that would motivate Asian Americans to seek mental 

health care (Akutsu & Chu, 2006).  For instance, epidemiological studies assessing the 

rates of depression among Chinese Americans found lower rates of depression than the 

general U.S. population.  However, community-based studies of Asian Americans found 

higher rates of depressive symptoms among Asian Americans than White Americans (as 

cited in Hwang et al., 2008).  More research in this area is required to identify additional 

inconsistencies. 
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Interventions and Treatments 

 

How an individual understands, experiences, and interprets an illness is embedded 

within a larger cultural milieu and affects the who, why, when, how, and if people seek 

help and cope with problems.  Given the issues highlighted by the model and relevant 

literature, we can formulate a number of strategies for improving outreach and service 

delivery. 

First, if we know that Asian Americans are likely to seek primary care or a TCM 

practitioner (Yang et al., 2008; Akutsu et al., 2007), a stronger coordination of services 

can be established and educational brochures and resources could be placed in strategic 

locales.  Due to the Asian conception of causation as organic, Asian Americans are likely 

to visit a doctor to receive treatment for physical symptoms.  Doctors are highly 

respected in Asian culture and regarded as trusted confidantes to families, but this only 

applies to doctors who share the same ethnic background as the patient.  However, as 

mental health professionals, we can still collaborate with them and ask them to advocate 

for us.  We can capitalize on the status doctors hold.  This could potentially improve the 

likelihood of Asian Americans in listening and following through with referrals to a 

counseling service.   

Second, knowing that Asian Americans may delay treatment-seeking and are 

more likely to be severely ill at point of entry, more effort should be placed on ensuring 

that the initial contact is culturally sensitive, and that a smooth transition is made in 

referring clients to service centers that may be better suited for their needs.  In a recent 

study by Akutsu et al. (2007) that confirmed previous findings on referral pattern among 
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Chinese, Japanese, Filipino, and Korean Americans, Asian Americans as a group tend to 

prefer referrals to ethnic-specific programs compared to mainstream programs.  It is 

worth noting that this study found Chinese Americans to most prefer referral ethnic-

specific programs as this subgroup is the largest of all East Asian ethnic groups in the 

United States.  Therefore, there is an urgent need to meet the needs of this ethnic group.  

However, due to limited literature on referral patterns for Asian Americans, additional 

studies are necessary before any meaningful interventions can be implemented. 

Third, because stigma plays such a large role in the reason Asian Americans do 

not seek care, more efforts need to be placed on psychoeducation and breaking down 

common stereotypes and misperceptions of mental illness and its treatment.  In addition, 

greater emphasis on orienting clients to mental health services should help decrease 

stigma, misperceptions, and comfort in treatment which will hopefully reduce existing 

treatment outcomes.  Hwang (2006) stressed the importance of orienting Asian American 

clients to therapy prior to the first session.  Orientation helps prepare clients and 

demystify the therapy process.  Many Asian American clients reported a sense of unease 

during their initial sessions and eventually terminated treatment because they were 

unclear of how they should conduct themselves in front of a therapist.  Because many 

Asian American clients may be severely ill by the time they seek treatment, mental health 

practitioners must meet their expectations for immediate symptom relief and provide 

more structure, direct advice, goal-setting and problem-solving (Hwang, 2006). 

 Since the cultural orientation of ethnic-specific programs may cause Asian 

Americans to anticipate more culturally relevant treatment and better outcomes (Akutsu 
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et al., 2007), white mental health professionals can then collaborate with Asian American 

mental health professionals and Asian American mental health organizations by 

arranging workshops and participating in their conferences and other educational 

programs.  Networking with mental health professionals from other cultures is especially 

crucial for professional development nowadays in our profession.   

Fifth, integration of mental health services with primary care is also one of the 

possible ways to break the resistance of individuals seeking specialty care.  Asian 

Americans can then access mental health care without having to explicitly seek mental 

health services.  This service arrangement can possibly reduce the stigma attached to 

mental illness by people regarding mental health issues as part of their overall health 

concerns.  This arrangement also seems more in tune with the view of health by TCM.  

Chen and Mak (2008) have noted the effectiveness of such integrated services in Chinese 

American communities in New York and Boston.  Such integration can also be 

experimented on and tested in university health centers in the United States.   

Last, besides integration with health services, mental health services can also be 

incorporated into academic advising, career counseling, programs for international 

students in universities, and programs for social services in the communities (Chen & 

Mak, 2008). 

Cognitive-behavioral therapy for Asian Americans 

This section is an overview of the current status of culturally-based interventions 

and therapy adaptations for Asian Americans, with a specific focus on cognitive-

behavioral therapy.  While the previous discussion focused more generally on a variety of 
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interventions and treatments, this section will concentrate on CBT in counseling Asian 

Americans. 

 In recent years, the American Psychological Association has undertaken an 

initiative to establish, define, and validate empirically supported treatments (ESTs) in the 

United States (American Psychological Association [APA] Task Force on Psychological 

Intervention Guidelines, 1995; Task Force on Promotion and Dissemination of 

Psychological Procedures, 1995).  This initiative arose from the need to establish and 

define efficacious treatments due to contrasting results between efficacious outcomes of 

clinical interventions conducted in controlled research environments versus interventions 

conducted in community-based practice settings (Hwang, 2006).  However, although 

impressive progress has been observed in establishing and defining efficacious treatments 

for the general population, few studies have examined or demonstrated the efficacy of 

ESTs for ethnic minorities, particularly Asian Americans.  Recent reports from the 

Surgeon General and the Institute of Medicine reveal that ethnic minorities continue to be 

absent from the research from which ESTs are drawn (Smedley, Stith, & Nelson, 2003; 

DHHS, 2001).  As a result, mental health professionals must determine whether to adapt 

existing ESTs to suit the needs of Asian American clients or to develop novel, culture-

specific ESTs for Asian Americans.  Although admirable, developing new ethnic-specific 

interventions for Asian Americans can be expensive and time-consuming, and therefore 

not a practical option in light of the urgent need to address trends of current mental health 

care use among Asian Americans.  Although adaptations have been attempted, such as 

Chinese Taoist cognitive psychotherapy for Chinese clients with generalized anxiety 
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disorder (Zhang et al., 2002) and Morita therapy and Naikan therapy for Japanese clients 

(Morita, 1998; Reynolds, 1980), the dearth of empirical support for the superiority of 

adapted treatments question whether the additional cost of developing them and training 

mental health professionals to deliver such services is justified.  Moreover, few studies 

have defined how they went about adapting treatments, but lack of methodological vigor 

weakens conclusions that can be drawn (Hwang, 2006).   

 Given the state of affairs, it would be beneficial for researchers to develop a clear 

conceptual framework that mental health practitioners can employ to guide the adaptation 

of ESTs.  Although many mental health practitioners already make their own personal 

modifications to therapy to improve service delivery, these modifications may not be 

systematic or driven by a clear conceptual framework (Hwang, 2006).  However, it is 

worth noting that some Western therapeutic frameworks are intrinsically more amenable 

to Asian American clients due to compatibility between framework principles and East 

Asian cultural values.  Cognitive-behavioral therapy (CBT) is one that has received more 

attention than others, and empirical studies have supported its effectiveness in treating 

and self-esteem among Asian Americans (Chen & Davenport, 2005).  Thus, this 

adaptation deserves special attention in this review. 

 The following section examines the adaptation of CBT in counseling Asian 

American clients.  The premise of CBT is that psychological distress is largely a function 

of disturbances in cognitive processes.  It is not the activating event but, rather, the 

person’s belief system that causes the emotional reaction and consequent behavior.  

Accordingly, CBT focuses on changing cognitions in order to produce desired changes in 
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affect and behavior.  CBT is generally a time-limited and educational treatment focusing 

on specific and structured targeted problems (Archer & McCarthy, 2007).  Scott and 

Dryden (1996) suggested that the process of CBT can be categorized into three phases:  

identification of the particular cognitive content of the presenting disorder, development 

of a goal for therapy to facilitate change, and formulation of detailed plans for 

implementing the therapeutic goal and evaluation from this implementation.  The role of 

a CBT therapist is to educate, facilitate, and encourage clients to learn new coping and 

problem-solving skills and to restructure and reframe their cognitions, thoughts, and 

interpretations in order to change their irrationality to rationality and their maladaptive 

behaviors to functional behaviors.  CBT also incorporates specific behavioral and 

cognitive strategies into the therapy process, including assertiveness training, anger 

management training, and the like to eliminate or modify the client's interpersonal and 

emotional deficits that contribute to enhanced stress and emotional dysfunction.  These 

strategies reduce the likelihood that these deficits will result in maladaptive behaviors 

such as anxiety, depression, and substance abuse (Scott & Dryden, 1996). 

Researchers have also observed parallels between Asian cultural norms and the 

philosophy of CBT, including the value of logical thinking, preference for practical 

solutions, and the importance of the therapist’s role as expert teacher (Chen & Davenport, 

2005).  In Asian culture, people must understand their purpose for doing something 

before they act (Chen, 1995).  For example, there is a Japanese proverb, ―When you’re in 

a hurry, take the long way,‖ which reflects the belief that people should always think 

thoroughly about a decision and use commonly accepted cultural standards to evaluate its 
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rationality.  What may seem like a shortcut at the moment may not be the best route.  If 

the decision is not found to be rational, they are advised not to act on it (Chen, 1995). 

According to Chen (1995), Asian people also strongly believe that a person's 

perception of the situation is much more important in determining one's reaction than the 

real situation.  A well-known Chinese proverb, ―Originally there is no disturbance in the 

world, but people make themselves feel worried.‖  This saying indicates that people 

condition themselves to disturbances by inventing disturbing thoughts, a notion that 

precisely mirrors the basic concept of CBT. 

 Asian American individuals, when compared with dominant and other ethnic 

groups, display a lower tolerance for ambiguity, show great respect for authority, and 

prefer structural, directive, practical, and immediate solutions to problems (Chen & 

Davenport, 2005).  These preferences are well-suited to the therapeutic relationship of a 

CBT approach, in which the therapist acts as a teacher who shows full acceptance and 

tolerance of the client.   

The role of ―teacher‖ has long been respected in Asian societies (Chen, 1995).  

The image of a teacher is always associated with knowledge and expertise.  In short, a 

teacher is a resourceful person whom people can trust, someone on whom they can count, 

and someone from whom they can receive valuable advice.  As leaders in the therapy 

session, CBT therapists demonstrate their expertise and knowledge by introducing clients 

to problem-solving strategies (Lin, 2002).  The active, didactic teaching that is basic to 

CBT is viewed by the Asian client as a very normal and desirable approach to the 

therapeutic process; it also enhances Asian clients' initial level of trust in the therapist and 
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in perceived therapist effectiveness during the process of therapy (Chen, 1995; Lin, 

2002).   

Again, it is imperative that mental health professionals understand how nativity 

and generational statuses can modify Asian American clients’ adherence to cultural 

norms.  While these cultural norms provide information that may be reflected in the 

backgrounds of different generations of Asian Americans, the behaviors of individual 

Asian Americans may differ.  There are, however, limitations when using CBT with 

Asian American clients, of which practitioners need to be aware.  The next section is 

devoted to identifying these limitations and providing modifications to make CBT more 

applicable to the Asian American population. 

Because the CBT therapist acts as a teacher in therapy sessions and the role of 

―teacher‖ has long been respected in Chinese society, the client may be reluctant to 

disagree with the therapist (Chen & Davenport, 2005) or to express concerns regarding 

the therapeutic relationship.  In addition, when Chinese clients come to therapy, they 

usually carry a high expectation of meeting an ―expert.‖  If the client does not receive 

active responses from the therapist, he or she may perceive the therapist as professionally 

incompetent (Chen, 1995).  These two situations are both likely to lead to a premature 

termination of the therapeutic relationship. 

It has been stressed that when working with Asian American clients, educating 

them about the therapy process will help clients to be less anxious and to have realistic 

expectations of the therapy process (Moy, 1992).  Similarly, D. W. Sue and Sue (1999) 
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also emphasized that it is necessary to educate Asian American clients about the role of 

the therapist and the process of therapy. 

Other than vocational and academic counseling, therapy is still a relatively new 

concept to many traditional Chinese American families and often has a stigma attached to 

it.  Accordingly, it is the therapist's responsibility to set up a supportive, warm, directive, 

and open atmosphere for therapy.  This can be achieved by explaining and reframing the 

roles of the therapist and the client in the beginning phase of therapy, emphasizing that 

the therapist's role is as an expert in therapy, whereas the client is the expert in his or her 

life.  To help the client achieve the most progress, the therapist should explain that the 

client needs to assist the therapist in understanding his or her definition of the problems, 

expectations of the therapist and the therapy process, and any concerns he or she has 

during the courses of therapy.  In other words, instead of the therapist taking on the role 

as a teacher and the client as a student, which is often adopted when working with 

Chinese individuals, a client is more likely to benefit from a framework in which the 

therapist is the expert and the client acts as an assistant collaborator (Hwang, 2006; Chen 

& Davenport, 2005; D.W. Sue & Sue, 1999). 
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Conclusion 

 The need to close disparities in mental health care use has become increasingly 

more urgent in the field of mental health.  While all minority groups exhibit some level of 

disparity in mental health care use, it is well established that Asian Americans tend to 

underutilize traditional mental health services the most relative to their population size.  

A number of reasons have contributed to the lack of understanding of Asian Americans in 

the United States.  Historical explanations for lower rates of psychopathology, 

heterogeneity of East and Southeast Asia, and general lack of research on the influence of 

culture on mental health have complicated strides towards increased understanding of this 

group.  New frameworks, such as the CIMH model (Hwang et al., 2008), remain fresh 

and eager to be employed by researchers in their work with Asian American clients.  In 

addition, a concerted effort on the part of mental health professionals is required to 

advance and expand their understanding of the various interconnected ways culture 

influences mental health based on new research.  This necessitates both researchers and 

mental health practitioners to dialogue with more frequency in order to meet the speed at 

which the Asian American population is growing in the United States.  Furthermore, 

there is a need for ethnic minorities to be included in the research on empirically 

supported treatments, and more Asian American researchers to step in and attempt to 

provide useful modifications to Western therapeutic frameworks.  The majority of the 

research this review is supported by is conducted by Asian American researchers, most of 

whom have observed that research done by and about Asian Americans remains sorely 

needed.  Therefore, it is of utmost importance for graduate programs in psychology and 
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counseling to solicit more Asian American students to take part in addressing this gap in 

the field of counseling psychology.  Only through welcoming more representatives of 

different cultural groups into the mental health field can this field grow in diversity, 

improve its service delivery, and increase customer satisfaction. 
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