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           Guide to Psychological Assessment 
with Asians: An Introduction    

 The American Psychological Association    (APA, 
 2005 ) defi nes evidence-based practice in psychol-
ogy (EBPP) as “the integration of the best avail-
able research with clinical expertise in the context 
of patient characteristics, culture, and prefer-
ences.”    This philosophy aligns well with both the 
goal and organization of this book. While some 
experts have questioned the use of EBPP with eth-

nic minority individuals due to the underrepresen-
tation of such individuals in the scientifi c literature 
(Bernal & Scharró-del-Río,  2001 ) the extent to 
which EBPP applies to most ethnic groups has not 
been extensively researched. A review of the 
extant literature revealed that empirical evidence 
that contradicts the use of EBPP with ethnic 
minority clients is mostly absent (Benuto & 
O’Donohue,  Submitted/Under Review ). This text 
offers an overview of EBPP specifi c to psycho-
logical assessment with Asians in a US context. To 
this end, we identifi ed experts from the fi eld of 
psychology to write the chapters that together 
make-up this book. It was up to each individual 
author to determine the most commonly used and/
or frequently researched assessment measures and 
as each author was selected based on their exper-
tise on the topic in question, it was at their discre-
tion to determine what measures to review. 

 The purpose of this book is to provide clinical 
psychologists with an understanding of the litera-
ture and best practices for working with Asian eth-
nic groups in the USA. Readers who regularly 
interact with Asian groups as well as those unfa-
miliar with cross-cultural guidelines with Asian 
minorities will fi nd the information in these chap-
ters helpful in delivering services to Asian- 
Americans. While the majority of the studies 
reviewed focus primarily on Asian-Americans, we 
also discuss relevant guidelines pertinent to recent 
immigrants to the USA and other Westernized 
countries, as well as cross-cultural guidelines from 
an international perspective. International research 
was examined particularly when there was an 
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absence of national research. The fi ndings on 
international research also can be helpful in under-
standing the assessment differences and chal-
lenges when working fi rst- generation immigrants. 

 In terms of organization, the fi rst part of this 
book constitutes chapters on some of the cultural 
groups that make-up the Asian panoramic of the 
USA. We recognize that Asian-Americans are a 
diverse group that includes 24 ethnicities recognized 
by the US Census Bureau ( 2000 ; see Table  1.1 ). 
These chapters intend to provide cross-cultural 
recommendations pertinent to some ethnic 
groups subsumed with the Asian- American cate-
gory including Japanese, Chinese, Korean, and 
Asian Indian Americans. We acknowledge that 
these chapters are inadequate in fully character-
izing each of these groups and neglect to account 
for other Asian-American groups that are repre-
sented in the USA including Filipino, Vietnamese, 
Cambodian, Hmong, Pakistani, and Thai 
Americans, among others. The decision to focus 
on only a sample of Asian- American ethnicities 

was not an easy one to make, but was made based 
on the following: (1) the available EBPP literature 
predominantly focuses on these groups; (2) there 
was a desire to balance breadth and depth in this 
book by describing EBPP not just for specifi c 
ethnicities/nationalities, but also to do so across 
clinical populations in a variety of settings; and 
(3) where appropriate and possible best practices 
for other groups are provided.

   The remainder of this book is structured such 
that there is a chapter specifi c to the types of tests 
psychologists administer (e.g., self-report, IQ); 
where appropriate chapters relevant to certain 
types of psychological assessment (e.g., forensic, 
neuropsychological, school-based); and chapters 
aligned with most of the major diagnostic catego-
ries (e.g., eating disorders, mood disorders etc.) in 
the Diagnostic and Statistical Manual of Mental 
Disorders IV-Text Revision (DSM-IV- TR: APA, 
 2000 ) are also included. It is important to note 
that as this book is being fi nalized (June, 2013) 
the DSM-V has come to press. While several 
authors inquired as to the extent to which they 
should align their chapters with the DSM-V, given 
that the updated criteria for each disorder is only 
just now (June, 2013) being released, psychologi-
cal assessments that align with the new diagnostic 
criteria have not even been created making it dif-
fi cult to discuss these measures, particularly as 
research on these measures and ethnic minorities 
is largely absent. Each chapter contains a general 
overview of cultural considerations that should be 
made when assessing the Asian-American client 
and then a specifi c exploration of the most com-
monly used and/or frequently researched assess-
ment measures and the research that has been 
conducted on these measures with Asian-
American participants. Conclusions are drawn 
and guidelines are provided. 

    Psychological Assessment 

 The purpose of assessment is to examine an indi-
vidual across domains of psychosocial function-
ing and to describe his or her functioning within 
these specifi c domains. Typically there is a pre-
senting problem that guides this assessment pro-

   Table 1.1    Asian-American Ethnicities as per the 2000 
US Census Bureau   

 Ethnicity 
 Total (rounded 
to thousands)  Percentage 

 Asian Indian  1,899,000  15.5 
 Bangladeshi  57,000  <1.0 
 Burman  17,000  <1.0 
 Cambodian  207,000  1.6 
 Chinese  2,735,000  22.3 
 Filipino  2,365,000  19.3 
 Hmong  186,000  1.5 
 Indonesian  63,000  <1.0 
 Japanese  1,149,000  9.4 
 Korean  1,228,000  10.0 
 Laotian  198,000  1.6 
 Malaysian  19,000  <1.0 
 Nepalese  9,000  <1.0 
 Okinawan  11,000  <1.0 
 Pakistani  204,000  1.7 
 Singaporean  2,000  <1.0 
 Sri Lankan  25,000  <1.0 
 Taiwanese  145,000  1.2 
 Thai  150,000  1.2 
 Vietnamese  1,224,000  10.0 
 Other Asian  369,000  3.0 

   Note : Includes individuals reporting one or more ethnicities  

L.T. Benuto et al.



3

cess, and the goal is to provide a holistic picture 
of the individual. The fi nal evaluation should 
identify the level and pattern of functioning 
across domains, in order to identify a diagnosis 
(or in some cases to rule out diagnoses), and pro-
vide recommendations for intervention(s). In 
order to provide an accurate diagnosis, as well as 
corresponding prognostic and intervention rec-
ommendations, one must choose assessment 
measures that are appropriate for the presenting 
problem and have good validity and reliability. 

 The general question about what constitutes a 
“good” test is not as easy as it may seem. There 
has been much discussion about what constitutes 
such a test, with varying classifi cation schemes 
that rely on the presence or absence of features 
considered to be necessary for a “good” test 
(e.g. cultural sensitivity and “suitability” includ-
ing cost, and administration time; Bickman, 
Nurcombe, Twonsend, Belle, Schut, & Karver, 
 1999 ) as well as those that rely on classifi cation 
by subject matter experts. Such experts rate the 
quality of a psychological test based on a “pre-
ponderance of the evidence” for psychometric 
properties as well as for more subjective criteria 
such as the ability to measure treatment effective-
ness and clinical utility (Hunsley & Mash,  2008 ). 
Thus, determining selection criteria for a test is 
challenging. Wong and Fuji ( 2004 )  suggested that 
intra-individual consistency for test selection and 
interpretation is more important than inter-indi-
vidual consistency, as the former would suggest that 
the individual professional is not taking a rational 
or scientifi cally informed approach (while this is 
specifi c to neuropsychological assessment there is 
general practical value in the global realm of 
assessment). 

 Thus challenges to providing a culturally 
appropriate assessment can occur at several 
different points, and in addition to the general 
psychometric considerations, an appropriate 
understanding of the referral question can be 
diffi cult due to specifi c cultural factors. Several 
chapters in this book describe the differential pre-
sentation that may occur within various ethnic 
groups, depending largely on the individual’s 
acculturation. Additionally, each chapter in this 
edited book has identifi ed language as a potential 

barrier for accurate assessment. Language can not 
only interfere with expected results but can frus-
trate the process of comprehending the presenting 
problem, as well as create challenges in selecting 
reliable and valid measures during the assessment 
process. A lack of available measures that are cul-
turally appropriate does not necessarily preclude 
one from providing necessary assessment. Rather, 
the psychologist should initially make attempts to 
refer to a more appropriate provider (one who is 
specifi cally capable with regards to the presenting 
client). If such a referral is unavailable, the psy-
chologist should seek appropriate consultation. 
The course of action is based not just on ethical 
guidelines, but also on the stake for the evalua-
tion. This is to say that an assessment that is trying 
to establish a diagnosis for treatment is much less 
of a stake (although not unimportant) than an 
evaluation for the same client for criminal respon-
sibility or competency. Thus, the stakes of the 
evaluation should play a prominent role in the 
heuristics of the decision to provide assessment 
services as well as the assessment selection and 
resulting interpretation.  

    The Cultural Sensitivity Movement 
(CSM) and EBPP 

 The Cultural Sensitivity Movement (CSM) is 
focused on the provision of “culturally sensitive” 
psychological services to cultural minorities. 
This movement is not new; the CSM surfaced in 
1920s when Arthur ( 1926 ) attempted to construct 
a scale of individual performance tests that could 
differentiate ranges of intelligence irrespective of 
race, nationality, or culture. Since then, a plenti-
tude of resources have been dedicated to this 
movement; positions specifi c for “diversity 
experts” in training programs and treatment facil-
ities are plenty; government funds are allocated 
yearly in the form of grant monies to advance this 
movement; and researchers and academicians 
have made entire careers in this movement. 

 Specifi c to the cultural sensitivity movement 
are issues related to race and ethnicity; accultura-
tion; socioeconomic status (SES); and language. 
These constructs are discussed in many of the 
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chapters of this text (with a lesser focus on SES 
as this construct applies across cultures). As indi-
cated at the outset of this chapter the APA ( 2005 ) 
defi ned EBPP as “the integration of the best 
available research with clinical expertise in the 
context of patient characteristics, culture, and 
preferences.” Both parts of this defi nition fall in 
alignment with this book. First, our goal was to 
discuss at length the best available research in the 
fi eld of psychological assessment that is specifi c 
to the cultural groups of interest in this book. We 
selected expert authors so that both clinical 
expertise and knowledge of relevant research 
could be combined within each chapter. In terms 
of the second component of the defi nition of 
EBPP—“patient characteristics, culture, and 
preferences,” the APA ( 2005 ) asserted that psy-
chological services are most effective when they 
are personalized to the individual client’s prob-
lems, strengths, personality, sociocultural con-
text, and preferences. The crux of this book is 
focused on socio cultural  context and within each 
chapter ample discussion on the research avail-
able for the specifi c cultural group is included 
and specifi c and practical recommendations are 
made. Moreover, in the chapters that are specifi c 
to a disorder, there is most typically a discussion 
on cultural variations in how disorders can pres-
ent, etiological considerations, and relevant epi-
demiological data. Last but not least, chapters 
specifi c to developmental status and life stage 
and how these factors can play into psychological 
assessment are also included. In sum, this book 
attempts to integrate the tenets of the CSM with 
the parameters of EPPP.  

    Trends and Themes in EPPP 
with Asians in a US Context 

 Through the editing (and authoring) process a 
number of trends and themes were observed. 
First, although the Asian population  is one of the 
fastest growing minority groups in the United 
States, with a projected growth of 8 % of the US 
population by 2050 (   US Census Bureau,  2004 ), 
the empirical literature is not representative of 
this prevalence. Identifying experts for many of 

the chapters was a challenge given the limited 
number of researchers and clinicians who spe-
cialize in working with this population. This was 
perhaps most evident when approaching authors 
to cover cross-cultural guidelines pertinent to 
Southeast Asian, Pacifi c Islander, and Pakistani 
clients. It is of particular concern that there were 
few experts available on cross-cultural issues 
with Filipino Americans, as this ethnicity as the 
second highest population in the USA following 
Chinese Americans. Moreover, as the reader will 
see, for many domains the research is very lim-
ited. In many studies Asians are not listed as par-
ticipants (the elusive “other” category is often 
included but it is unknown to what extent Asians 
are included in this category) and when they are 
listed they constitute a small minority of the 
research samples. Studies that are exclusively 
focused on Asians are few and far in between. In 
addition, the Asian panoramic in the USA (and 
worldwide) is highly diverse though for the most 
part Asians are “lumped” together in a single cat-
egory within both research studies and clinical 
practice guidelines. 

 Defi ning specifi c guidelines towards any 
minority group can be controversial. As experts 
who completed doctoral and post-doctoral train-
ing specifi c to cultural sensitivity, the editors 
were surprised by the degree to which our 
training on cross-cultural issues often relied on 
reductionist and overly simplistic heuristics that 
were designed to “capture” a group. For example, 
while it is true that many Asian-Americans have 
an emphasis on the family unit, deference to 
elders, and high values towards educational and 
occupational achievement, the prevailing attitude 
of these generalizations is to simply state these as 
essentialist truths and then move on. Experts 
have noted that there can iatrogenic effects when 
explicitly altering psychological services (e.g., 
directly referencing a client’s ethnicity/race; 
Benuto & O’Donohue,  Submitted/Under Review ; 
Huey,  2014 /Submitted) and therefore cultural 
considerations should not be solely focused on 
the applications of stereotypes. Clinicians and 
researchers should keep in mind that the term 
“diversity” can be infi nitely expansive or minute 
depending on the user’s intent of the word. In our 
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view, diversity permeates all aspects of our fi eld 
and each person, regardless of race, ethnicity, and 
other demographic background, has unique con-
siderations that necessitate tailoring of treatment. 
Therefore, readers are urged to always take gen-
eral cross-cultural guidelines with a grain of salt; 
while they have their place and can be educa-
tional and informative, they are simply what they 
claim to be—guidelines. Practitioners must avoid 
falling into the easy trap of using guidelines to 
shape stereotypes, and rather use them instead to 
shape hypotheses that then can be tested and, as 
is often the case, refuted. 

 In our experience,  ethnicity  is less of a deter-
minant than  acculturation  is in infl uencing 
behavior. As all immigrants have varying degrees 
of acculturation to the USA and this, along with 
language profi ciency, may be the most crucial 
issue in cross-cultural assessment with Asian 
populations. Therefore, while there may be tre-
mendous variability in individual clients, ethnic 
subgroups, nationalities, and personal ethnic 
identity, the astute reader will fi nd a common 
thread in the EBPP literature: level of accultura-
tion is a key determinant in infl uencing the nature 
and degree of individual tailoring that may be 
required of a specifi c assessment/setting. This 
may be the best application of cross-cultural gen-
eralization; it is more likely that a recent Thai 
immigrant will face similar obstacles pertinent to  
assessment with recent Chinese, Hmong, Indian, 
and other minority immigrants than he or she 
would with a second-generation Thai youth. 

 Another relevant issue is the degree to which 
testing results should be altered, adapted or dis-
counted with Asian-American individuals. As the 
literature in later chapters indicates, well- 
validated measures appear to generalize ade-
quately when used cross-culturally as long as the 
method of administration is appropriate. Cross- 
cultural challenges such as language barriers, 
unfamiliarity with the testing setting, and limited 
Western education may limit comprehension, 
cooperation, and rapport and thereby call into 
question the appropriateness of some measures, 
but these issues must be considered on an indi-
vidual basis. Chapters will not. Normative popu-
lation standards of psychometric test data is a 

related issue, as many test batteries have norms 
that have limited inclusion of Asian-Americans. 
While we agree that interpretation of such scores 
is more diffi cult with individuals who are not rep-
resented in the standardization sample, we 
acknowledge the inherent diffi culty of obtaining 
comprehensive norms that account for each indi-
vidual variable that may infl uence test perfor-
mance. We encourage the use of standard norms 
when no better ones are available, with the caveat 
that psychologists must be aware of the potential 
impact that culture and acculturation may have 
on performance. Lastly, as previously noted by 
Benuto ( 2013 ) there are instances in which cul-
tural caveats are more important than in other 
instances. For example in a context where crimi-
nal proceedings are pending on a psychological 
evaluation or a person’s capacity for fi nancial 
decision-making is being questioned, cultural 
caveats could make a major difference in a per-
son’s life. Conversely in a context of assessing 
(e.g., using the Beck Depression Inventory) to 
track treatment progress the stakes are less and 
cultural caveats may require less emphasis. 

 The impetus for this work was an overarching 
sense (or concern) that an unintended conse-
quence of the CSM, was that individuals were not 
being provided psychological services for fear of 
being perceived as culturally insensitive. As all 
three editors doctorial clinical training took place 
in a rural state and two of the three editors prac-
tice in rural communities, the concern is more 
prominent. This increased concern is not only 
due to the fi rst hand experience with the chal-
lenges in a rural setting for fi nding providers as a 
whole, but the increased challenge for fi nding 
providers that have specifi c training with such a 
broad range of cultural groups. Thankfully 
through this process we have encountered 
research practitioners such as Tony Wong and 
Daryl Fuji (among many others) that seem to 
share this same concern. While specifi c to neuro-
psychological assessment (Wong & Fuji,  2004 ) 
they provide practical, common sense recom-
mendations that can be applied to assessment in 
general and balance the APA’s mandate for 
appropriate assessment practices with our obli-
gation to provide services to those in need.      
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           Cross-Cultural Considerations 
with Chinese-American Clients: 
A Perspective on Psychological 
Assessment 

    The US Census Bureau ( 2010 ) reports that 
Chinese Americans (3.8 million) are the largest 
Asian group in the United States, followed by 
Filipinos (3.4 million), Asian Indians (3.2 mil-
lion), Vietnamese (1.7 million), Koreans (1.7 
million), and Japanese (1.3 million). The major-
ity of Chinese Americans are immigrants and 
descendants from Mainland China, Hong Kong, 
Macau, Taiwan, Malaysia, Singapore, Southeast 
Asia, with some Chinese Americans coming 
from countries in Latin America. The USA 
denotes Taiwanese (0.2 million) as a separate 
and unique subgroup of Chinese Americans. 
Chinese Americans constitute a rapidly growing 

population showing an increase of over one mil-
lion since the 2000 Census, thus compromising 
1.2 % of the US population, and 25.9 % of 
Asian- American populations. Approximately 
36 % of Chinese Americans are US born and 
64 % are foreign-born (University of Maryland, 
 2011 ; US Census Bureau,  2010 ). 

    Brief History of Chinese Americans 
in the USA 

 Historically, the fi rst Chinese arrived to the USA 
in the 1820s. Between the two decades from 1840 
to 1860, approximately 20,000 Chinese migrated 
to the USA due to excessive population growth 
or/and township battles in China, drawn to the 
Western US states due to the lure of the Gold 
Rush (Spector,  1996 ). Chinese miners and mer-
chants contributed heavily to a large number of 
small mining towns by building productive irri-
gation and mining systems in Nevada and eastern 
Oregon, even while there existed high anti- 
Chinese sentiments throughout the country, espe-
cially in large European American-dominated 
mining towns (Chung,  2011 ). Asians, in particu-
lar the Chinese, worked well and contributed to 
building the Central Pacifi c Railroad as part of 
the transcontinental railroad, developing commu-
nities, and forming Chinatowns along the way. 
After the US economic recession in 1869, 
Chinese were victims of discrimination and faced 
labor and political assaults. In 1871, the Chinese 
were proclaimed ineligible for US citizenship. 
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Moreover, in 1882, the Chinese Exclusion Act 
prohibited future migration into the USA, forcing 
many Chinese to leave the country. Those who 
remained in the USA were recipients of institu-
tional racism, violence, and loss of property 
(Chen & Yoo,  2010 ). This Chinese Exclusion Act 
was not abolished until 1943. 

 In 1965, the Immigration Reform Act was 
enacted and between 1965 and 1977, many 
Chinese immigrated from Hong Kong and Taiwan 
and developed the local Chinatowns in all major 
cities around the USA Approximately 50 % of 
these immigrants worked at labor- intensive and 
low-paying jobs such as making or selling gar-
ments, clothes, shoes, bags, and toys (Liu,  2001 ). 
In 1978, after diplomatic relations were restored 
between the USA and People’s Republic of China, 
20,000 immigrants entered the USA yearly from 
Taiwan, 20,000 more from mainland China, and 
an additional large number from Hong Kong who 
came on student visas. Many of them have stayed, 
worked, become citizens, and been educated 
while obtaining various professional degrees and 
jobs (Lee & Mock,  1996 ; Liu,  2001 ). Ethnic 
Chinese from war- ravaged countries, such as 
Vietnam, Laos, and Cambodia also immigrated to 
the USA and many of these war refugees survived 
starvation, rape, internment camps, forced reloca-
tion, and torture (Liu,  2001 ).  

    Language, Education, 
and Socioeconomic Status (SES) 

 Chinese Americans are vastly heterogeneous with 
regard to language, education, and socioeconomic 
status (American Community Survey,  2008 –2010; 
Chen & Yoo,  2010 ). They predominately speak 
English and an array of Chinese languages and 
dialects including Mandarin Chinese, Yue Chinese 
(Cantonese, Taishanese), Hakka, Wu Chinese, and 
Min Chinese. The American Community Survey, 
 2008 –2010 estimated that 84 % of fi rst-generation 
Chinese immigrants speak more than one of the 
Chinese dialects, and 46 % speak English less than 
“very well.” This demographic data points to the 
importance of appropriate language accessibility 
for services in Chinese American communities as 

just the  linguistic heterogeneity within Chinese 
groups clearly poses a communication challenge. 
More functionally, Tsai, Simeonova, and Watanabe 
( 2004 ) reported that Chinese Americans utilize 
somatic and contextually appropriate socially 
laden language to express their emotions rather 
than affectively laden, concretized, and descriptive 
verbal communication similar to Western 
European decent and North American individuals. 
Communication styles between Chinese 
Americans and European descent cultures are dif-
ferent. Chinese Americans express their emotions 
by using somatic and social languages (   Tsai et al., 
 2004 ) and often rely on nonverbal communication 
styles such as facial expressions, gestures, voice 
tone, eye-contacts, and body-distance. Chinese 
also prefer to verbally communicate less, do so 
indirectly and allowing for direct and indirect 
actions to reinforce their oral communications. 
Sue and Sue ( 1987 ) indicated that Chinese Asians 
believe that silence is a sign of respect and the 
desire to continue speaking after having made a 
point during conversations is impolite and 
disrespectful. 

 Learning English can be a challenge for 
Chinese native speakers since English and 
Chinese belong to two different language families 
and have many signifi cant linguistic differences. 
Language barriers have been commonly cited by 
Chinese American immigrants (Sung,  1985 ). 
However, acculturated immigrants are mostly 
bilingual and can be profi cient at both English and 
their native Chinese dialects. Additionally, some 
American-born Chinese who grew up within a 
Chinese family with monolingual parents and 
grandparents are able to communicate with their 
family members in their Chinese language and 
dialect (   Liu,  2001 ). As compared to oral commu-
nication, written Chinese uses the same picto-
graphically developed writing across all Chinese 
cultural groups and language families. However, 
there are two primary styles that are used in the 
written Chinese language. The “traditional” text 
which is more pictographic and intricate is pri-
marily used in Taiwan, Hong Kong, Singapore, 
and enclaves of Chinese who historically have 
viewed themselves separate and independent 
from the current government of the People’s 
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Republic of China (PRC), while the “simplifi ed” 
text developed by the PRC has become recog-
nized as the offi cial modernized writing for the 
country and all its affi liates. 

 Given the diversity in communication, one 
converging area for Chinese Americans is the 
pursuit of education. In the area of educational 
achievement, Chinese Americans are one of the 
most highly educated groups among all ethnic 
groups (University of Maryland,  2011 ), but 
there are signifi cant differences based on age and 
 gender. Among young Chinese Americans 
 (25–35 years old) who were raised in the USA, 
6.3 % have not completed a high school (HS) 
diploma and 71 % had more than college degrees 
while among senior Chinese Americans (>65 
years old), 40 % have not completed a HS 
diploma and 30 % had more education beyond a 
4-year college degree (US Census Bureau,  2010 ). 
It appears that when looking at education, no 
gender differences are found among young 
Chinese adults under 35 years old but signifi cant 
gender difference have been found with older 
Chinese adults where males have more education 
than female Chinese older adults (US Census 
Bureau,  2010 ). This may refl ect an immigration 
history and cohort effects for many of these indi-
viduals as newly arrived adults tend to pursue 
employment to sustain family needs and send 
their young children to school. 

 Socioeconomic success has often been tied to 
the Chinese as they have always been included in 
the Myth of the Model Minority (Takaki,  1998 ). 
Chinese Americans can be described as having a 
wide range of success and affl uence (Barringer, 
Takeuchi, & Levin,  1995 ): some have achieved 
the highest desirable and attractive occupations to 
realize the American success story while others 
are invisible and concentrated in the lowest levels 
of society. Socioeconomic success has histori-
cally been peppered with residential geography 
and economic opportunities. Many Chinese 
enclaves have historically sprouted along the 
tracks of the intercontinental railways and large 
port cities originally being points of entry for the 
Chinese seeking the American dream (Takaki, 
 1998 ). Today more than half of Chinese Americans 
in the USA live in California and New York, 

 followed by Texas, New Jersey, and Massachusetts. 
Poverty rates for Chinese Americans parallel 
those of other ethnic minorities as they were 
approximately 9.5 % for “all families” and among 
those with female head of households, the rate 
was 23 %. Ten percent of Chinese American chil-
dren (under 18 years old), and 14.9 % of Chinese 
American older adults (over 65 years) live in pov-
erty (US Census Bureau,  2010 ). 

 In addition to this brief introduction to the his-
tory and current status of Chinese Americans in 
the US, this chapter reviews: (1) family, lan-
guage, acculturation, education, religion, and 
socioeconomic status (SES) in relationship to 
medical and mental health issues for Chinese 
American individuals; (2) “signifi cant and practi-
cal” issues that should be considered when 
assessing and treating Chinese American clients 
while considering culture-bound syndromes and 
cultural symptom expressions; and (3) useful rec-
ommendations for assessing and treating Chinese 
American clients by highlighting these in a clini-
cal case vignette.   

    Cultural Issues of Chinese American 
Clients 

    Chinese Custom and Values 

 Chinese customs, believes, values, and practices 
are structurally founded on Confucianism with 
emphases on harmony, duty, honor, and respect. 
Confucian philosophy guides the behaviors of 
many Chinese. They follow the principle of 
“Ren,” which means goodness, benevolence, 
humanity, and kindheartedness. Along the same 
concept of “Ren,” many Chinese Americans 
believe that having good virtues such as endur-
ance and patience when faced with hardships will 
lead one to achieve one’s goals in life (Nan, 
Yeung, & Nguyen,  2007 ). Additionally, the 
Chinese strive to achieve balance between the 
“yin” and “yang” so that the body or “chi” does 
not become disturbed and become susceptible to 
illnesses (Liu,  2001 ). 

 The traditional Chinese family has many 
unique characteristics. Respect for elders and fi lial 
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piety are highly valued and the family is the most 
important social and economic unit of society 
among Chinese (Ho,  1996 ; Liu,  2001 ). Family 
interactions are defi ned by hierarchical roles, 
obligation, and duties. The Chinese family is 
patriarchal where males in the family have domi-
nant roles, particularly the father and eldest son. 
Grandparents and extended family also signifi -
cantly infl uence family life. Distinguished family 
dyads are observed in the Chinese family, where 
the spousal relationship is held secondary to the 
parent–child relationship, with the father–son 
dyad as the most elevated (Lee,  1997 ). 

 Immigration often brings changes to family 
roles and dynamics (Foner,  1997 ). General obser-
vations of contemporary Chinese Americans 
show that some traditional extended Chinese 
families have gradually moved towards a nuclear 
system and that husband and wife share equal 
familial decision-making roles and earning 
power. The husband-wife dyad often becomes 
more important than parent–child and father–son 
dyads (Lee,  1997 ). Although there have been 
shifts to the Chinese family systems due to eco-
nomic, political changes, and acculturation, it is 
important to also recognize that there are con-
temporary Chinese Americans who still hold 
some traditional customs and values (Liu,  2001 ).  

    Attitudes and Beliefs Towards 
Mental Illness 

 Help seeking behaviors and attitudes toward seek-
ing medical or mental health treatment are heavily 
infl uenced by how individuals perceive and 
understand their distress. Social stigma is one of 
the most well-researched barriers in obtaining 
professional treatment for mental health issues 
(Lee et al.,  2007 a; Lee, Tsang, Chui, Kwok & 
Cheung,  2007 b; Leong & Lau,  2001 ; Parker, 
Gladstone & Chee,  2001 ). According to Givens, 
Houston, Van Voorhees, Ford, and Cooper ( 2007 ) 
Asian-Americans have the highest percentage of 
respondents that indicated they were concerned 
with many sources of stigma including employ-
ers, friends, and family as compared to other 
racial ethnic groups. Parker et al. ( 2001 ) indicated 

that negative attitudes and beliefs towards 
experiencing psychological distress may lead 
an individual to not fully disclose emotional 
distress to medical and mental health profes-
sionals, and thus be less likely to seek treat-
ment for mental illness. 

 Additionally, mental illness is not positively 
perceived in Chinese communities and negative 
views are usually associated with a sense of 
shame (Nan et al.,  2007 ). The family of the 
affl icted individual is implicated in the shame 
and loss of face due to the individual’s mental 
health issues (Uba,  1994 ). Individuals with men-
tal illness are considered shameful to the family 
and as a burden to society in general (Lee et al., 
 2007 a; Nan et al.,  2007 ; Parker et al.,  2001 ). 
Mental illness can be seen as a disgrace that 
exposes the family to social criticism. Thus, it is 
not surprising that individuals with disabilities or 
mental illnesses are likely to be cared for by the 
family and these issues are discussed privately 
within the family (Lee,  1997 ). Generally it is 
only when family members can no longer cope 
with the symptoms of the individual that they 
seek treatment from a physician or professional 
(Lin, Inui, Kleinman, & Womack,  1982 ). When 
mental health services are sought outside the 
family, they tend to be for more severe issues 
as compared to European Americans who use 
similar services (Brown, Huang, Harris, & Stein, 
 1973 ; Duvasula & Sue,  1996 ; Zhang, Snowden, 
& Sue,  1998 ). This stigma related to social per-
ception and judgmental views is barriers for 
seeking professional mental health treatment. 
However, younger Chinese Americans often have 
a better understanding of mental illness and are 
more accepting of those with mental illness than 
persons from older generations (   Corrigan & 
Penn,  1999 ). Consequently, Liu ( 2001 ) purports 
that while older- and middle-generation Chinese 
Americans still maintain some traditional values 
and practices, younger generations of Chinese 
Americans have often tended to reject traditional 
conventions.    Nan et al. ( 2007 ) state that younger 
and more acculturated Chinese American genera-
tions may have greater awareness and acceptance 
of mental illness since they have better access to 
health and mental health educational programs, 
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outreach, and stigma reduction effort as com-
pared to older generation of Chinese Americans. 

 The study by Abe-Kim et al. ( 2007 ) indicated 
generational differences in the help-seeking pat-
terns and utilization rate of mental health services 
among Asian-Americans. Abe-Kim et al. ( 2007 ) 
explored the use of mental health-related services 
among immigrant and US-born Asian-Americans 
using archival data derived from the National 
Latino and Asian American Study (2002–2003) 
with the objectives to (1) examine rates of mental 
health service use among immigrant and US-born 
Asian-Americans during a 12-month period, 
(2) identify patterns of help-seeking as they varied 
by need and immigration-related characteristics, 
(3) explore perceptions of satisfaction with care 
and helpfulness, and (4) compare differences in 
patterns of mental health related service use among 
individuals who had a probable need for services 
and those who had no probable need for services. 
Findings from this study indicated that overall, 
Asian-Americans appear to have lower rates of 
mental health related service use compared with 
the general population. Of the total national sam-
ple of Asian-Americans ( N  = 2095), 8.6 % sought 
any mental health services; 4.4 % sought help 
from general medical providers, 3.1 % sought help 
from mental health providers, and 34.1 % of indi-
vidual who had a probable diagnosis sought any 
services. Rates of mental health-related services 
use, subjective satisfaction, and perceived helpful-
ness varied by birthplace and by generation. 
US-born Asian-Americans demonstrated higher 
rates of service use than did immigrants. Third-
generation or later individuals who had a DSM-IV 
diagnosis during the 12 months sought help from 
any services at signifi cantly higher rates (62.6 %) 
than individuals who were fi rst- (30.4 %) or 
second- (28.8 %) generation Asian-Americans. 
Overall, the fi ndings in this study indicate that 
important differences exist in service utilization 
between immigrants and US-born Asians. 
Interestingly, second generation Asians are more 
similar to their immigrant parents in their utiliza-
tion of mental health services than to third genera-
tion Asians who were more similar in the pattern 
of mental health related service use to the general 
population sampled in this study.   

    Signifi cant and Practical Issues 
When Assessing and Treating 
Chinese Americans 

 When assessing Chinese American clients, one 
needs to consider the heterogeneity inherent in 
each Chinese Americans’ immigrant history, lan-
guage, education, socioeconomic status, and 
acculturation levels, as these signifi cant impact 
the clinical outcomes of each of these individuals. 
Acculturation and transgenerational struggles 
appear to have an especially large role in demon-
strating differential impacts in individual and 
transgenerational distresses (Abe-Kim et al., 
 2007 ). When Chinese American individuals are 
the subject of cognitive testing, results often show 
their scores to be higher on the quantitative mea-
sures as compared with the verbal measures in 
relation to their levels of English language abili-
ties and acculturation (Hsia & Peng,  1998 ). 
Okazaki and Sue ( 2000 ) addressed the issue of 
nonexisting or inadequate test reliability and 
validity of the Wechsler Adult Intelligent Scale- 
Third Edition (WAIS-III: Wechsler,  1997 ) when 
assessing nonnative English speaking individuals 
born in the USA. In particular, the degree and lev-
els of acculturation, linguistic conceptualizations 
and expressions, and other culturally relevant fac-
tors such as disparate quality of educational 
access within the USA and country of origin, SES 
levels, and opportunities to interact with Western 
cultures and learn cultural values, geographic 
 residence in the USA, and differential cultural 
exposure to American culture outside of ethnic 
enclaves tend to affect the overall results of cogni-
tive testing for Chinese Americans. 

 While assessing acculturation with non-US- 
born Chinese Americans and recently arrived 
Chinese, examiners need to consider the Chinese 
values of maintaining harmony among family 
and social groups and respect toward authorities, 
in particular with individuals who come to reside 
in primary ethnic enclaves in various geographic 
locations in the USA. These cultural values sig-
nifi cantly impact the depth of expression and 
communication of individual needs via minimi-
zation, preference toward controlling emotions in 
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the sanctioned practice of maintaining “face,” 
and unwillingness to seeking available mental 
health services until symptoms and conditions 
are more complex and deteriorated (Beach et al., 
 2006 ; Duvasula & Sue,  1996 ; Tseng & Wu, 
 1985 ). Thus, traditional Chinese Americans may 
not talk about or easily willing to share personal 
stories with mental health professionals as they 
are considered external to the family and kinship 
group and prefer to save such disclosures for 
family members, close friends, primary care pro-
viders (PCP), and traditional healers. PCP and 
traditional healers are recognized as physical 
health and traditional medicine professionals and 
therefore somatic focused health concerns are 
addressed even if their etiology may stem from 
psychological distress. Many recently immi-
grated individuals have never been exposed to 
mental or behavioral health services in their 
countries of origin and are often not accustomed 
to view behavioral health as part of the contin-
uum of healthcare services practiced in the USA. 
However, once they are acculturated and more 
open to psychotherapy, Tseng,  ( 2005 ) empha-
sized that Chinese American clients are more 
psychologically minded than originally per-
ceived, as they understand very well about family 
and social dynamics, unspoken communication 
or high context communication, and work well 
with the insight or interpersonal oriented 
psychotherapists. 

 In accordance with these evidences, some 
Chinese American clients may prefer brief 
solution- focused therapies to limit expressing their 
emotional experience, to maintain them among 
family members and to achieve harmony (   Chu, 
Huynh, & Aréan,  2011 ), though other Chinese 
American clients may prefer psychodynamic ther-
apy to understand intra- and inter- psychological 
experiences and enact their past experiences well 
(Tung,  1991 ; Varvin & Gerlach,  2011 ). 

 Moreover, Okazaki, Okazaki, and Sue ( 2009 ) 
comprehensively summarized the status of clinical 
personality assessment for Asian-Americans. 
Although additional studies are needed to better 
understand and resolve issues of validity of con-
cepts and assessment tools used to assess Chinese 
Americans, their comprehensive reviews showed 

that less acculturated Asian-Americans  demonstrate 
slightly higher level of current symptoms on Scales 
F, 1, 2, 3, and 8 on the MMPI and the MMPI-2 
studies when compared with acculturated Asian-
Americans (e.g., Cheung & Song ( 1989 ), 
Cheung, Song, & Zhang ( 1996 ), Sue, Keefe, 
Enomoto, Durvasula, & Chao ( 1996 ),    Tsai & 
Pike ( 2000 )). This difference suggests that clini-
cians should assess levels and sources of current 
distress and to manage these stresses at the ini-
tial stages of treatment for less acculturated 
Chinese American clients in order to obtain a 
better overall treatment outcome. These research 
fi ndings allow clinicians to understand some 
unique characteristics of symptoms expression 
from less acculturated Asian-Americans and 
consider the likelihood of culture-bounded syn-
drome expression for these clients. 

    Cognitive Test Assessment Problems 

 Cognitive tests have been utilized to assess pro-
cessing and developmental matters at the educa-
tional systems, problem solving at health and 
mental health clinics, memory, and concentration 
problems at senior settings and so on in order to 
accommodate individual treatment needs based 
on testing results. Various forms of IQ tests such 
as Wechsler Intelligence Scales, Stanford-Binet, 
and nonverbal tests such as Raven’s Progressive 
Matrices have been utilized in a variety of set-
tings as standard measures with Asian-Americans. 
Based on these assessment strategies, Chinese 
American clients tend to perform well on quanti-
tative measures as compared to verbal measures 
in relations to levels of English language profi -
ciency and acculturation (Hsia & Peng,  1998 ). 
However, research suggests that interpretation of 
assessment results need to consider one major 
and importance issue, this being the infl uence of 
cultural cognitions on these performances. 

 Okazaki and Sue ( 2000 ) addressed the lack or 
inadequate test reliability and validity of these IQ 
measures for Chinese American clients. They 
examined the normative samples of WAIS-III and 
found no published data on the reliability and 
 validity of these measures to Asian-Americans, 
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especially since Asian Americans were categorized 
as part of the ”Other” category grouped with other 
ethnic groups including the Native Americans and 
Pacifi c Islanders, which constituted under 2 % of 
population used for the standardization of the com-
parison groups. Moreover, two thirds of Chinese 
Americans in the sample were born in a foreign 
country of their origins, and these considerations 
were not represented in these sampling processes. 
Okazaki and Sue ( 2000 ) suggest collecting large 
normative data for Asian-Americans similar to the 
process utilized with African and Latino Americans 
for the standardization process, using test modera-
tor variables, or starting collecting culturally rele-
vant data (i.e., testing condition, demographic and 
cultural characteristics, refl ecting community sam-
ples) as future test revision efforts to ensure the 
validity and reliability of test applicability and 
results interpretation with Asian-Americans. 

 Moreover, researchers and testers are becom-
ing more aware of cultural cognitions in accor-
dance with increasing cross-cultural studies. 
Nisbett ( 2003 ) has uniquely and technologically 
demonstrated cognitive differences between 
European and Asian-Americans by assessing 
basic cognitive processes such as categorization, 
learning, causal reasons, and attention/perception. 
He found that Asian-Americans, who have more 
collectivist cultures, tend to endorse group harmony 
and contextual understanding of situations holisti-
cally in contrast with European Americans who 
tend to be more analytic and attend to individual 
objects and categories. Lee, Hong, Cheong, and 
Oh ( 2008 ) also conducted and supported these 
cognitive differences when comparing Chinese, 
Korean, and European Americans. These fi ndings 
regarding problem solving and conceptualization 
are consistent with results from psychotherapy 
research attending to differential coping styles 
between Asians and European Americans; coping 
styles were matched to clinical interventions in 
psychotherapy to optimize individuals’ ability to 
cope effectively with their presenting treatment 
issues (Beutler & Clarkin,  1990 , Tseng,  2005 ). 
Cultural cognitions are important factors to con-
sider include and examine when developing stan-
dardized cognitive testing instruments for Chinese 
American clients.  

    Complexity and Chronicity 
of Psychological Problems 

 Traditional Chinese American clients place a high 
value on maintaining harmony among family 
members to whom they show fi lial piety to 
emphasize maintaining the family hierarchical 
structure; they follow well-ordered structures 
among groups, try to reduce individual needs, and 
may seek mental health treatments when symp-
toms are more chronic, complex, or severe (Beach 
et al.,  2006 ; Duvasula & Sue,  1996 ). These clients 
most likely seek help and support for behavioral 
and emotional problems from close friends or 
family fi rst. If this approach is ineffective, they 
seek treatment from their primary care providers 
for perceived accelerated cures. They may also 
use traditional healing methods for their familiar 
remedies for distress and holistic illnesses (e.g. 
Chinese herbal medicines, coining, cupping, acu-
puncture, religious and spiritual strategies, and 
traditional foods). They often practice these 
healthcare strategies as adjunctive treatments to 
on-going Western medicine rather than adhere 
strictly to biological treatments and explanations 
of the cause of mental illness from a Eurocentric 
perspective. Lin ( 1986 ) emphasizes that help 
seeking from a Western trained mental health pro-
fessional may take as long at 10–20 years to 
engage as these problems are often kept within 
the family. In situations where stigma is a barrier 
to seek services, the provision of psychoeducation 
about mental health issues and the available treat-
ment to Chinese American communities with 
 linguistic and culturally competent providers is 
indispensable. 

 Beutler and Harwood ( 2002 ) described the 
importance of empirically support interven-
tions to help patients with chronic and/or com-
plex problems to achieve better treatment 
outcomes. Clinicians are fi rst required to assess 
the degree of complexity the problem presents, 
understand the duration and chronicity of the 
condition, be knowledgeable of their relapse 
history, assess existing comorbidity of the client’s 
presenting problems, and understand the broad 
disruption to interpersonal relationships in their 
micro, meso, and macro sociocultural systems. 
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During the evaluation process, clinicians must 
be able to estimate the degree to which client’s 
problems impair specifi c areas of functioning 
(work, relationship, school, family, culture, 
etc.) and areas in which clients’ strengths pre-
vent them from developing more complex and/
or chronic problems (Norcross & Beutler, 
 2011 ). As a result of this in-depth degree of 
these assessments, clinicians can utilize the cli-
ent’s own strengths and personal resources to 
deliver treatment modalities comprised of clini-
cal interventions from a multi-therapy approach 
(e.g., pharmacotherapy, group or family ther-
apy, social support, community engagement, 
etc.) and include individual therapy. Chu and 
Sue ( 2011 ) have emphasized these collabora-
tively working relationships between mental 
health providers and other support resources to 
induce fewer stigmas in the treatment process 
than solely providing professional mental 
health services. These multidisciplinary col-
laborations may include care provision from pro-
fessionals as primary care providers, culturally 
sanctioned healers, preferred community leaders, 
and religious leaders. For instance, a treatment 
team comprised of a licensed mental health pro-
fessional might team up with a Yue Chinese para-
professional and cultural broker; if the licensed 
professional does not speak Yue or a dialect 
the client speaks to provide culturally sensitive 
and respectful support for Posttraumatic Stress 
Disorder to Yue Chinese speaking victims of 
domestic violence. A team approach is often bet-
ter received in collectivistic cultures.  

    Levels of Loss of Face 
and Interpersonal Compliance 

 Chinese American clients may avoid situations 
and behaviors which are associated with  loss of 
face , or in other words, with the need to maintain 
their own social dignity (Zane & Mak,  2003 ) 
when the relationship involves help-seeking for 
personal problems (   Shon & Ja,  1982 ). Abe-Kim, 
Okazaki, and Goto ( 2001 ) conducted a study on 
relatively less acculturated ( N  = 335) Asian 

American college students in order to assess 
 levels of loss of face. Results showed that less 
acculturated Asian-Americans are more con-
cerned about loss of face than more acculturated 
students. The fear of losing face appears to inter-
fere with psychological interventions as well as 
compliance with treatment if clinicians provoke 
this perception. Although loss of face and its 
matching interventions require further studies, 
there may be something learning and applications 
from these studies on US majority populations in 
terms of motivational levels to engage in treat-
ment as well as resistance to engage in treatment. 

 Norcross and Beutler ( 2011 ) recommend that 
clients with high resistance levels, expressed 
through therapeutic interventions, might best be 
treated by culturally competent and sensitive 
clinicians who understand their cultural back-
grounds, adopt a stance that does not provoke 
resistance, and utilize indirect ways of commu-
nicating about diffi cult topics. Zane and Yeh 
( 2002 ) emphasize that the importance of face is 
a key element to maintain interpersonal har-
mony, and provoking loss of face in self- 
disclosing for individuals or signifi cant others 
interferes with the effectiveness of therapy if 
executed insensitively to the client’s cultural 
values. Cultural competencies in understanding 
social dynamics and becoming sensitive to 
the client’s loss of face in a cultural context 
are essential for clinicians treating Chinese 
American clients, particularly since Western 
therapies tend to emphasize individualistic 
rather than collectivist perspectives (Sue,  2006 ). 
Zane and Yeh ( 2002 ) also raise additional con-
siderations in pointing out that extreme levels of 
loss of face may neglect the others’ wellbeing 
and provoke domestic violence, child/depen-
dent adult/senior abuse, interpersonal relation-
ship, or fi nancial issues among family members. 
In these cases, the clinician must be extra cau-
tious in conducting clinical assessments to 
develop properly designed and culturally inter-
ventions while maintaining and respecting the 
client’s confi dentiality and self-integrity. 

 Norcross and Beutler ( 2011 ) emphasize that 
interpersonal compliance is a more productive 
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stance for patients than resistance during therapy, 
and illustrate how the clinician’s approach can 
provoke or reduce resistance in the client’s 
behaviors. For example, in order for a Chinese 
client to feel safe, be willing to work toward solv-
ing problems, and to be open and willing to 
understand one’s self and others, the Chinese cli-
ent often must trust in those professionals who 
seem to have a greater professional authority than 
they have about themselves. Compliance with a 
treatment recommendation or even the decision 
to enter treatment requires three considerations 
by the client: (1) a level of interpersonal trust, (2) 
the ability to restrain one’s impulses to protect 
themselves when others disagree with them; and 
(3) a readiness to comply with expert’s sugges-
tions while facing their own impulses of emo-
tional avoidance. Assessing levels of resistance 
and rolling with them is an essential technique 
for therapists to enhance effectiveness of psycho-
therapy while considering clients’ cultural under-
standing of the process and the context in which 
therapy is being conducted.  

    Levels of Subjective Distress 

 Okazaki et al. ( 2009 ) conducted comprehensive 
reviews of clinical personality assessments 
including signifi cant studies using the Chinese 
versions of MMPI and the MMPI-2 from Hong 
Kong, Taiwan and mainland China, and com-
pared fi ndings to the USA. They found that sig-
nifi cant response differences resulted from the 
examinees’ perceived understanding of the con-
textual and cultural meaning attributed to each of 
the translated items on the MMPI/MMP-2, fi nd-
ings also supported previously in the literature 
(Cheung & Song,  1989 ; Cheung et al.,  1996 ; 
Kwan, 2000; Stevens, Kwan, & Graybill,  1993 ; 
Sue et al.,  1996 ). Less acculturated Asian- 
Americans demonstrated slightly higher levels 
on symptom scales for schizophrenia, somatiza-
tion, depression, and neurotic disorders (e.g., 
Cheung et al. ( 1996 ), Cheung & Song ( 1989 ), 
Sue et al. ( 1996 ), Tsai & Pike ( 2000 )). Thus, 
assessing levels of current distress and managing 

these stresses in their cultural contexts seem to be 
important at the beginning of any clinical inter-
ventions for Chinese American clients despite 
their acculturation levels. 

 Norcross and Beutler ( 2011 ) summarized 
results from clinical outcome studies of both 
inpatients and outpatients, totaling over 1,250 
different psychological and health disorders and 
treatments, including both psychological and 
pharmacological interventions, and concluded 
that the levels of observed symptoms are infl u-
enced by clients’ self-perception and motivation. 
For instance, Chinese American professionals in 
the mental health fi eld who fail their attempt to 
pass their professional licensing exam, often due 
to language and cultural challenges posed by the 
test format, are able to manage their failed 
attempts and levels of stress effectively and 
retake the test until they are successful at passing 
it. These Chinese American professionals are 
able to perceive success as a matter of persever-
ance while understanding some of the cultural 
and linguistic limitations. Others who may sub-
sequently avoid taking the exam and give up per-
ceive their failed attempts as scripted by as fate. 
Mid-ranges of subjective distress seem to 
improve clients’ performance: successful inter-
ventions leveraging this mid-level distress factor 
include those which (1) increase motivation by 
making a client aware his or her diffi culties or 
(2) reduce the distress to manageable levels by 
teaching coping skills (Norcross & Beutler, 
 2011 ). These conceptual interventions are con-
sistent with the  Stages of Change  (Prochaska 
& Norcross,  2001 ). When clients are on the 
Contemplation Stage, clinicians use  Motivational 
Interviewing —a technique effective to raise 
aware of the client’s own diffi culties, especially 
for clients with addictive or unhealthy behaviors. 
In addition,    Harwood and Beutler ( 2008 ,  2009 ) 
emphasized that to improve the effectiveness of 
psychotherapeutic outcomes, a clinician needs to 
consider both dimensions of the clients’ func-
tional levels. These levels include the objective 
(functional impairment and resources) and sub-
jective (dysphoria, euthymia, and felt support) 
dimensions.  
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    Coping Styles 

 Tseng and Wu ( 1985 ) pointed to traditional 
Chinese American values of achieving harmony 
and the social value given to acting in proper 
ways toward others and respecting authorities as 
being a dominant coping style. Zane and Yeh 
( 2002 ) point to the importance of face as a key 
element in maintaining interpersonal harmony. 
Likewise, Tseng ( 2005 ) have concluded that 
Chinese American clients are more psychologi-
cally minded than European American individu-
als. It has also been posited that these Chinese 
American researchers better understand and is 
extremely more aware of indirect relationships, 
hierarchical positioning, and nonverbal commu-
nications between interacting social and family 
members, as well as, family and social group 
dynamics. The ability to understand these high 
context systemic communications, subtle cultur-
ally sensitive relationships and complex interac-
tions requires special training in cultural 
competencies on the part of any treating clini-
cians (Sue,  2006 ). Some clients may choose to 
not self-disclose if they perceive the clinicians 
are not knowledgeable and respectful of their 
immigrant history, as well as of their client’s cul-
tural adaptations. Clinicians must be aware of the 
value their clients place on interpersonal har-
mony, loss of face, and social dynamics. 
Clinicians must be able skillfully deal with cli-
ents’ presenting problems in both nonverbal and 
verbal contexts. For instance, they must be skill-
ful to know when not to ask or when to ask emo-
tionally laden questions to not offend and shame 
the clients. They must also be skillful to recog-
nize when Chinese American clients are bending 
their expressions of personal preferences in ways 
that are designed to maintain interpersonal 
 harmony, while at the same time clinically assess-
ing the impairment associated with the clinical 
problems present for treatment and evaluate the 
personal and environmental resources needed to 
address these client presenting problems. This 
complex web of multirelational and multileveled 
understanding must be done without sacrifi cing 
clinician’s understanding of their clients’ percep-
tions of the problems that exist within the family, 

the social dynamics invoked to protect these 
 perceptions, the therapeutic alliance, and the 
motivation needed to help the client therapeuti-
cally and respectfully. 

 While fostering clinicians’ critical under-
standing of the Asian patient’s cultural values, 
beliefs, and social dynamics, cultural competen-
cies must include being aware of the differences 
that exist among culturally similar groups. A cli-
nician must appreciate the vast heterogeneity that 
characterizes Chinese American clients. Beutler, 
Harwood, Kimpara, Verdirame, and Blau ( 2011 ) 
have described cultural and stylistic variations 
that exist across Asian individuals’  coping styles  
(i.e., externalizing and internalizing) and the 
implications these stylistic variations suggest for 
matching best fi t interventions to individual 
patients. Characteristically, people who have 
come from traditional Chinese cultures tend to 
rely heavily on internalizing coping styles to con-
trol their emotions. This internalizing coping 
style leads Chinese clients to confi ne their feel-
ings and impulses while avoiding personal con-
fl icts in order to achieve and maintain harmony. 
At the beginning of the treatment sessions, in 
order to achieve family or social harmony, brief 
solution focused interventions may be conducive 
to learning adaptive behaviors in these internal-
izing contexts. Traditional Chinese clients may 
be satisfi ed with these types of adaptive learning 
interventions since the solutions maintain one’s 
social acceptability and social position with oth-
ers (Tseng & Wu,  1985 ). However, if Chinese 
American clients are more acculturated and open 
to psychotherapy as a way of seeking and devel-
oping more solid relationships with others, the 
culturally competent therapists must be able to 
identify and determine these coping styles within 
their cultural contexts. Among these internalizing 
patients, interpersonal and insight oriented psy-
chotherapy will provide more growth-producing 
therapeutic effects and a better match to coping 
styles of Chinese American clients (Beutler & 
Harwood,  2002 ). 

 In Western (individualistic) contexts or for 
more acculturated Chinese Americans in the 
USA, individuals with externalizing coping styles 
(those who tend to blame others and project their 
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feelings onto others, as well as those who tend 
toward being undercontrolled) will be receptive to 
behavioral interventions to enhance healthy behav-
ioral choices. This treatment approach contrasts the 
optimal intervention approach for individuals with 
internalizing coping styles (those who tend to blame 
themselves and remove themselves emotionally). It 
is a better fi t with the use of interpersonal/insight 
oriented psychotherapy to increase understandings 
of their emotional experiences. In general, most 
individuals have both internalizing and externaliz-
ing characteristics to different degrees and it will 
require the culturally competent therapist to learn 
and match with relative reliance these strategies 
with corresponding balances between insight and 
behaviorally focused interventions to obtain opti-
mal effects (Beutler & Clarkin,  1990 ; Beutler, 
Clarkin, & Bongar,  2000 ; Beutler & Harwood, 
 2002 ; Castonguay & Beutler,  2006 ).  

    Unique Characteristics of Symptoms 
for Chinese Americans 

    Somatic and Vegetative Symptoms 
and Depression/Anxiety 
 Unapparent causal links exist between a 
patient’s coping style and the manifestation of 
depressive mood states. Culturally driven cop-
ing styles often determine how depression 
symptoms are expressed. Chinese American cli-
ents predominately express somatic/vegetative 
symptoms over simple depressive mood symp-
toms when compared to European Americans 
(Kleinman & Sung,  1979 ;    Leong & Lau,  2001 ; 
Sue & Sue,  1974 ). Mak and Zane ( 2004 ) con-
ducted analyses examining somatization for 
Chinese Americans by using a large and multi-
stage household  sample designs. They found 
that anxiety, depression, gender, age, education, 
psychosocial stressors, and social support were 
signifi cantly linked to somatization but not 
acculturation or length of residence in the USA. 
They identifi ed “a stress response” which is 
manifested with an increased distress, severity, 
and psychosocial stressors beyond those com-
monly expressed only though psychosomatic 
complains. This evidence supports the notion 

that degrees of social stressors and the levels of 
perceived worries (psychological stressors) are 
taken into consideration in the development for 
the treatments of somatization. 

 Cultural conceptualizations of depression for 
Chinese Americans include the identifi cation of 
somatic symptoms with depression, which in turn 
express depression as expressions of poor physical 
health. Tseng and Wu ( 1985 ) highlighted reasons 
for this form of symptom  transmigration: tradi-
tional Chinese medicines emphasize organ-oriented 
concepts of overall health to include mental health 
conditions (e.g., results of weak kidneys, hot intes-
tines, and  qi  energy imbalances) while expression 
of somatic complains were considered more 
socially acceptable and much easily received than 
emotional complains without somatic anchors. The 
expression of emotions was considered as an inter-
ference with achieving harmony.  

    Culture-Bounded Syndromes 
for Chinese Americans 
 The Diagnostic and Statistical Manual of mental 
health disorders fourth edition (DSM-IV: APA, 
 2000 ) describes four different kinds of Chinese 
culturally-bounded syndromes including  Koro ,  Qi 
gong Psychotic Reaction ,  Shenjing Shuariro , and 
 Shenkui  as systematically studied conditions. 
These aberrant behaviors with circumscribed 
somatic symptoms, unique development and 
onset, and elicited set of particular social responses 
are affected by specifi c indigenous factors and 
specifi c societal or cultural groups. Although 
these prescribed symptom specifi c behavioral set 
may be seen as unique to these conditions, similar 
DSM-IV symptomology and behaviors are seen 
throughout the world (APA,  2000 ). 

  Koro  ( in Malaysia )  Suk - yeong  ( in Cantonese 
Chinese ),  or suo - yang  ( Mandarin - speaking 
Chinese ) is a syndrome described by a complaint 
about genital retraction with a fear of impending 
death. Culturally specifi ed beliefs (e.g., excessive 
intercourse, ghosts of the dead, and contaminated 
food) are also present. For examples, a person 
with  koro  may complain that his penis is 
shrinking and as a result this condition will kill 
him (Gaw,  1993 ).  Qigong Psychotic Reaction  
is reported as dissociative paranoia, or other 
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psychotic or nonpsychotic symptoms experi-
enced acutely and in a time-limited fashion after 
practicing traditional Chinese practice of  Qigong  
(exercise of  qi  energy).  Shenjing Shuariro or 
neurasthenia  is characterized by symptoms of 
physiological and mental fatigue, dizziness, 
headache, other pains, concentration diffi culties, 
sleep disturbance, memory loss, gastrointestinal 
problems, sexual dysfunction, irritability, excit-
ability, and various imbalances of autonomic ner-
vous systems. These symptoms are diagnosed as 
 neurasthenia  in the People’s Republic of China. 
 Shenkui  is described as anxiety or panic symp-
toms that occur concomitantly with somatic com-
plains such as dizziness, backache, fatigability, 
general weakness, insomnia, frequent dreams, 
and complaints of sexual dysfunction. For 
instance, excessive loss of ejaculate is a manifest 
source of worry largely because it represents the 
concurrent belief that losing one’s sexual potency 
represents the loss of one’s essential core and 
therefore can be lethal.   

    Cultural Impacts on Alcoholism 
or Problem Gambling 

 Lin ( 1986 ) has described how, historically, alco-
holism has not been considered a social or a psy-
chiatric problem in Chinese societies. Social 
attitudes such as the traditional value of loss of 
face have been ascribed as protective factors 
from alcohol abuse and dependence. Chinese 
Americans overall show consistent low rates of 
alcohol abuse in treatment samples (Wong, 
 2002 ). However, when evaluating incidents of 
binge drinking, Asians Americans have been 
shown to have higher incident rates as compared 
to other ethnic groups (Wong,  2002 ) and Chinese 
Americans are often underrepresented in alcohol 
related research. Alcohol consumption is per-
ceived favorably as a social activity culturally 
practiced in health and medicinal settings, cook-
ing, signifi cant social engagements, and religious 
purposes embedded into their everyday lives 
(Chu,  1972 ; Singer,  1974 ). Some studies support 
the fi ndings that US-born or more acculturated 
Chinese Americans consume more alcohol than 

immigrant Americans or low acculturated 
Chinese Americans (Hendershot, Dillworth, 
Neighbors, & George,  2008 , Huff & Kline,  1999 ; 
Sue, Zane, & Ito,  1979 ). However, Wong ( 2002 ) 
found that immigrant Asians tend to binge and 
consume alcohol at higher rates and volume dur-
ing cultural festivities and celebrations (wed-
dings and banquets) compared to more 
acculturated or US-born Asians who tended to 
consume higher amounts of alcohol more fre-
quently over time (happy hours and regular social 
gatherings). Therefore, the fi ndings about Asians 
and alcohol continue to be mixed in the literature. 
Moreover, rates of alcoholism for Chinese 
Americans have been correlated to one of the 
highest rates of Hepatitis B, liver cancer, and cir-
rhosis among US ethnic and racial populations. 
Studies by the Northern California Cancer Center 
(NCCC) have shown high associations among 
Hepatitis B, deterioration of liver functions, and 
excessive alcohol consumptions among Chinese 
Americans and require preventative education 
about the effects of Hepatitis B and C, and alco-
holism on health (NCCC,  2007 ). 

 Culture impacts other addictive behaviors, 
such as problematic gambling, among Chinese 
Americans. Glionna ( 2006 ) postulates that 
Chinese Americans consider gambling to be an 
acceptable social and recreational activity, 
especially when conducted at home and during 
cultural celebrations (New Year’s, holiday fes-
tivities, and weddings). Gambling can also 
facilitate long supernatural beliefs of improv-
ing luck, prosperity, and good fate. Chinese 
youths are often socialized to gamble for lucky 
money with their aunts, uncles, and their grand-
parents during extended family gatherings, or 
they may bet on events such as weather condi-
tions with their peers at schools. Despite these 
cultural practices, the continued lack of preva-
lence studies of problem gambling for Chinese 
Americans is a concern. A large informal study 
in San Francisco’s Chinatown by NICOS 
Chinese Health Coalition ( 1997 ), identifi ed 
70 % of 1,808 participants ranked gambling as 
the number 1 community problem and 21 % of 
those respondents met the criteria and were 
classifi ed as pathological gamblers. 
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 Fong et al. ( 2010 ) described problem gam-
bling as associated with co-occurring substance 
use disorders, mood disorders, personality disor-
ders, higher rates of suicidality, and domestic 
violence, in addition to increased fi nancial, 
social, and interpersonal problems. In particular, 
their study points to Asian-Americans as one of 
most vulnerable populations to problem gam-
bling. Several reasons were discussed in their 
study including, (1) major gambling industries 
began to target and satisfy Asian-Americans’ 
preferences for food, gambling games, and pref-
erence for communal atmospheres; (2) social iso-
lation resulting from immigration processes 
often separates families and makes gambling an 
appealing surrogate culturally accepted practice, 
especially when peers are betting or they are wel-
comed in their primary language; and (3) gam-
bling itself is culturally accepted and approved as 
a nonstigmatizing social practice. These com-
pounded factors and multilayered culturally 
accepted practices for Chinese and Chinese 
American gamblers should be considered when 
assessing and treating Chinese and Chinese 
American problem gamblers.  

    Case Description 

 Lam’s wife Mei looked for a Chinese American 
male therapist who spoke Cantonese because her 
friends and family strongly recommended it. She 
found the therapist through 1-800-GAMBLER 
(California Council of Problem Gambling). 
Lam’s wife called and talked to the therapist, not-
ing that Lam has been addicted to gambling for 
more than 15 years. She also explained that she 
had discovered last year that their savings had 
evaporated and Lam had started borrowing 
money from family and friends to support his 
habit. Mei explained that they had been arguing 
incessantly and had talked to their friends and 
extended family to fi nd someone who could help 
Lam stop gambling. While Lam had listened, he 
did so without taking any actions to improve his 
addictive behavior. Finally, Mei explained to the 
therapist that she had threatened to leave Lam if 
he does not seek help from a therapist. 

 Lam agreed to talk to the therapist via phone. 
From this conversation, the therapist learned that 
Lam was a 56 year-old Chinese American male 
with 14 years of education and has been married 
for about 28 years. He and Mei have one son who 
is 26 years old. Lam immigrated from Hong 
Kong in 1981 to the USA with his parents and 
some extended family members. He has been 
working as an electrician for over 20 years with 
the same company. Lam also reported he started 
having severe headaches 2–3 times a week begin-
ning about 10 months ago, and recently they have 
become more frequent, especially when he feels 
overwhelmed. Lam also admitted that he was 
tired of telling lies to friends and family about his 
gambling because he had done so to the point that 
they do not trust him any longer. When asked to 
describe how much of a debt he has accumulated, 
he avoided conveying details and verbally dis-
tracted the conversation, though the therapist was 
able to deduce it was more than what he was will-
ing to share at the moment. 

 Lam was 20 min late for the initial intake 
interview. The interview and subsequent inter-
ventions were conducted in Cantonese due to 
Lam’s preference for his primary language. 
While greeting and escorting Lam to the therapy 
room, the therapist noticed that Lam responded 
with simple yes or no answers and was very 
guarded. The therapist started by describing his 
education and credentials, his cultural back-
ground, the practice of confi dentiality, and the 
nature of psychotherapy. He continued to educate 
Lam about the typical behaviors associated with 
gambling addiction that have been found prob-
lematic and cause much family disruptions along 
with the interventions used at the clinic. The ther-
apist also emphasized the roles each of them 
would take in treatment and how individual dif-
ferences affect the therapeutic outcomes. Then, 
the therapist checked in with Lam as to whether 
he felt comfortable enough to answer more clini-
cal inquires. Once the therapeutic process and the 
treatment expectations were explained, Lam was 
asked if he was willing to work with therapist 
now he was more informed as to what he had 
agreed to engage in. Lam responded, “Yes, I need 
to work on this since my wife threatens to leave 
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me if I do not go to therapy,” and appeared to 
show a reduction of tension in the session. As a 
fi nal step during the initial session, the therapist 
took time to answer Lam’s additional questions 
about psychotherapy and the clinic’s procedures, 
an important and necessary psychoeducational 
step since Lam had no previous psychotherapy 
experience. 

 During this interview, the therapist learned 
that Lam was still gambling 2–3 times a month, 
but keeping it secret from his wife, family, and 
friends. Gambling was costing him over $1,000 
per visit, and he had been borrowing money to 
pay these debts amounting to over $50,000 to 
local casinos, family, and friends. By his report, 
Lam started gambling 16 years ago. In the begin-
ning, he just needed to go to a place to feel wel-
comed and normalized. However, in a short 
period, Lam started gambling regularly and 
developed an addiction that kept him going to the 
casinos regularly. The more Lam lost, the more 
he chased his losses, which would culminate him 
waging $1,000 within a couple of hours. 
Beginning 5 years ago, Lam started to withdraw 
money from his joint-savings account and would 
lie to Mei to cover this up. Lam lost all of their 
savings just last year. He started borrowing 
money secretly and shared with no one the actual 
amount of his debt to date. When asked to 
describe his readiness to change and engage in 
treatment, Lam stated he was ready to stop but he 
did not know how since he really wanted to 
improve his marital relationship and regain the 
trust of his wife. He did not want to divorce Mei. 

 Lam recalled that he had stopped gambling for 
2 months after Mei initially found out their sav-
ings account had been depleted and after his 
 family and extended friends had become involved 
in discussions about Lam owing them money. 
Lam further recalled that he had started gambling 
again because playing slot machines gave him a 
feeling of fulfi llment. Playing slot machines was 
a familiar feel, like being with “close friends” 
where everyone knew each other and no one criti-
cized anyone for their individual fl aws. When 
asked if he actually had close friends, Lam indi-
cated that he did not, but asserted that he some-
times called and talked to one cousin who is very 

supportive and lives 600 miles away. Based on 
this initial interview, Lam was diagnosed with 
severe pathological gambling as assessed by 
using the National Option Research Center DSM 
Screen for Problem Gambling (NODS) assess-
ment with a Full Score of 10. 

 In addition to his pathological gambling, Lam 
reported an increasing number of headaches, 4–5 
times a week, causing him to wake up early 2–3 
times a week for nearly a year. He also disclosed 
that he currently was separately from Mei and 
living with his brother’s family. Lam earned 
$45,000 annually and more than half of his salary 
was spent on gambling. Lam denied any sub-
stance abuse or preoccupation with death when 
asked but these latter ideations were persistent 
thoughts occurring 1–2 times a month. He told no 
one in his family about them but becoming tired 
of keeping these ideations secret. However, Lam 
maintained that because he wanted to save his 
marriage and was fearful of how his wife may 
view these suicidal thoughts. He described that 
these protective factors prevented him from any 
suicidal attempts or make plans. 

 Lam was raised by his biological parents and 
had an older brother and sister. His father and 
older brother did not get along. After moving to 
the USA, his brother committed suicide and since 
that time, Lam had become increasingly isolated 
from others. It was also following this event that 
Lam started gambling. Lam shared that his father 
drank almost every night until he was hospital-
ized due to chronic hepatitis and stopped drink-
ing 10 years ago. When Lam was young, he often 
witnessed his father physically abusing his 
mother and brother. However, he does not 
remember if his father was abusive toward him as 
well. He attributed his lack of memory about any 
abuse by his father as being the result of having 
decided to emotionally ignore him.  

    Summaries and Case Formulation 

•      Complexity and Chronicity of Psychological 
Problem : Lam displayed a moderately high 
level of impairment as indicated by his chronic 
history of gambling addiction, symptoms of 
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somatization, sleeping problems, interpersonal 
problems with his wife, family, and friends, 
feelings of isolation, and signifi cant amounts 
of debts. A multi-faceted, intensive treatment 
strategy was recommended, consisting of 
weekly individual therapy to be conducted by 
a Cantonese-speaking therapist, and enroll-
ment in a weekly Gambling Anonymous (GA) 
group. In addition, he was referred to the Self-
Exclusion program at each of the casinos he 
frequented where he could voluntarily and be 
legally informed to exclude himself from the 
gambling premises for 1 year, 5, or indefi -
nitely. A free fi nancial counseling available 
online class was also recommended. The pri-
mary goals of therapy and the initial focus of 
treatment were to reduce Lam’s self- destructive 
behaviors (i.e. gambling addiction and suicidal 
thoughts) by structuring his environment to 
reduce triggering cues to gambling and depres-
sion, and to increase his available social sup-
port in the community since family and friends 
were not providing suffi cient support and trust.  

•    Levels of Loss of Face and Interpersonal 
Compliance : At the beginning of intake, Lam 
demonstrated a moderate level of  loss of face 
and resistance  as noted by his low level 
responsiveness in the waiting room. However, 
the therapist was knowledgeable and aware of 
the cultural issues that were likely to be at 
work and skillfully was able to deal with 
Lam’s fi rst psychotherapy experience, nor-
malize gambling behaviors among Chinese 
Americans and to refl ect Lam’s expectation of 
treatment goals. Since Lam responded with a 
strong desire and commitment to stop 
 gambling, the therapist was able to help forge 
a strong therapeutic alliance. This resulted in 
good treatment compliance and relatively lit-
tle manifestation of resistance.  

•    Levels of Subjective Distress : Lam displayed a 
moderately high level of subjective distress as 
indicated by several symptoms of somatiza-
tion, his report of feeling tired of misleading 
others about his depression and gambling, his 
estrangement, isolation, and distancing from 
others. The therapist emphasized that both 
objective (e.g., fi nancial coaching, setting 

 limitations to access gambling facilities, and 
social increased support from his cousin) and 
subjective (e.g., the therapist’s positive regard, 
the encouragement of self-soothing behaviors, 
and his learning and controlling environmen-
tal triggers/alternative skills) were important 
to achieve improvement in psychotherapy.  

•    Coping Styles : Lam displayed a dominantly 
internalizing coping style as indicated by 
gambling activity with much guilt and anxiety. 
He had few interactions with others and had 
turned to gambling to feel validated. He also 
showed low self-esteem, deference to author-
ity (his parents and extended family), but these 
internalizing processes were offset to some 
degree by externalizing coping styles. He had 
become argumentative with his wife and 
engaged in some externalized blaming. At the 
beginning of the interventions, the therapist 
helped the patient begin the processes of 
adapting a short solution-focused intervention 
including instructions for talking to his Mei 
with a softer voice, and improvement of his 
listening and conversational skills. After man-
aging a level of subjective distress in this way, 
the therapist began to focus on the construc-
tive use of insight oriented procedures to gain 
an understanding of how Lam had begun to 
develop gambling habits. The therapist also 
provided grief-oriented counseling and 
encouraged Lam to enact his desired image of 
self, examined his beliefs, explored his memo-
ries, and linked his emotions to his affective 
states. This therapeutic work drew the focus of 
therapy to refl ect on the patient’s relationship 
with his father.  

•    Additional Considerations : Since 20 % of 
pathological gamblers have made suicidal 
attempts, the therapist kept in mind the impor-
tance of conducting repeated suicidal assess-
ments whenever Lam had increased suicide 
ideation and considering the self-statements 
of “he not wanting to live.” As he became 
aware of the possibility that he may have been 
physical abused by his father, the therapist 
also kept an eye out for possible symptoms of 
dissociative behaviors and fragmented memo-
ries and other possible symptoms of Post 
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Traumatic Stress Disorder (PTSD). 
Sometimes, Lam did not want to talk about his 
fi nancial debts or the other interpersonal prob-
lems, and whenever these omissions were 
noted, the therapist utilized available cultur-
ally sensitive resources to facilitate his own 
understanding of these relationship problems.    
 In accordance with these evidence-based prin-

ciples (Beutler & Harwood,  2002 ; Castonguay & 
Beutler,  2006 ; Tseng,  2005 ), the therapist was 
aware that Chinese American clients are more 
“collectivistic” or “interpersonally” minded than 
European Americans, and they understand more 
complexly the interface between family and social 
dynamics at the same level of understanding as, 
European Americans understand self-reliance, crit-
ical thinking, and assertive communications. Sue 
( 2006 ) emphasizes that these culturally sensitive 
and complex considerations require special cul-
tural competencies on the part of clinicians. The 
clinician working with Lam found it helpful to 
have listened to a many past diverse narratives from 
Chinese Americans and it was important for the 
therapist to understand how these narratives pro-
vided by previous patients their diverse histories, 
experiences of discrimination, and  loss of face . The 
therapist’s increased understanding of Lam’s lan-
guage, cultural history, and clinical presentation 
led to an increased capacity to identify external 
objective resources that might be helpful to the 
patient, as well as to help refl ect Lam’s own emo-
tional experiences accurately. The uses of narrative 
experiences and integrating them effectively with 
clients is challenging to learn and use  effectively 
without becoming authoritative in the therapy ses-
sion, but experienced clinicians appreciate all nar-
ratives from our diverse communities and utilize in 
combination with evidence-based principles to 
help clients gain their optimal coping abilities.   

    Summary and Conclusions 

     1.    Chinese Americans are the largest Asian 
group in the United States coming from the 
most diverse countries of origin and with over 
200 years of immigration history. Chinese 
Americans are vastly heterogeneous in terms 

of language, education, and social economic 
statuses. Clinicians should carefully recog-
nize these varied issues within the Chinese 
American population as, reasonable accom-
modations on assessment approaches, case con-
ceptualization, and treatment planning, need to 
account for different levels of acculturation. 
Functionally, fi rst- and second- generation cli-
ents may utilize somatic and contextually appro-
priate socially laden language to express their 
emotions while acculturated clients use affec-
tively laden, concretized, and descriptive verbal 
communication similar to Western European 
decent and North American individuals.   

   2.    Chinese customs, beliefs, values, and prac-
tices are structurally founded on Confucianism. 
Confucian ideals emphasizes harmony, duty, 
honor, and respect. Therefore, the traditional 
Chinese family respect for elders, fi lial piety, 
and family have signifi cant roles in social and 
economic units of society. However immigra-
tion often brings change to family roles and 
dynamics. While the contemporary family 
holds some traditional customs and values, 
the Chinese family has moved towards a new 
clearer system where the new structure 
includes the husband and wife sharing equal 
familial decision-making roles and having 
more equal earning potential.   

   3.    Mental illness is not positively viewed in 
Chinese communities and negative views are 
generally associated with a sense of shame and 
loss of face. Chinese Americans tend to seek 
help from close friends or family members 
fi rst and suppress their needs via minimiza-
tion. They prefer controlling their emotions in 
the sanctioned practice of maintaining “face.” 
Thus, when they seek mental health services 
outside the family, they tend to be for more 
complex and severe issues as compared to 
European Americans who use similar services 
for less severe and pathological conditions.   

   4.    Chinese Americans clients may prefer brief 
solution-focused therapies to limit expressing 
their emotional experiences in order to maintain 
family harmony. However, more acculturated 
Chinese American clients tend to be more 
open and understand better family and social 
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dynamics, unspoken communication, high con-
text communication, and work well with insight 
or interpersonal oriented psychotherapy.   

   5.    Using cognitive assessments with Chinese 
American clients, the assessor needs to under-
stand that this population will tend to perform 
very well on quantitative measures as com-
pared to verbal measures, as a function related 
to levels of English language profi ciency and 
levels of acculturation. Okazaki and Sue ( 2000 ) 
addressed the lack or inadequate test reliability 
and validity when utilizing these existing 
Intelligence Quotient (IQ) measures.    Nisbett 
( 2003 ) addressed cultural cognitions: Chinese 
Americans tend to endorse group harmony and 
contextual understanding of situations while 
European Americans tend to be more analytic 
and attend to individual objects and categories.   

   6.    While considering levels of acculturations, 
one needs to be sensitive and understand tot 
diverse Chinese cultural customs, beliefs, val-
ues, and practices, evidence-based principles 
(   Beutler & Clarkin,  1990 ; Beutler et al.,  2000 ; 
Beutler & Harwood,  2002 ) such as complex-
ity and chronicity of psychological problems, 
levels of loss of face and interpersonal com-
pliance, levels of subjective distress, coping 
styles are addressed to enhance outcome of 
psychotherapy optimally by  tailoring individ-
ual dispositional characteristic differences 
and matching interventions.   

   7.    In addition, unique symptoms characteristics 
for Chinese Americans include culture-bound 
syndromes such as  Koro ,  Qi gong Psychotic 
Reaction ,  Shenjing Shuariro , and  Shenkui . 
These conditions share common cultural 
expressions favoring more somatic qualities 
over affective qualities. Chinese American cli-
ents predominately express somatic/ vegetative 
symptoms more frequently than simple depres-
sive mood symptoms when compared to 
European Americans. Chinese sociocultural 
practices also serve to maintain and reinforce 
less favorable behaviors such as alcoholism or 
problem gambling, as these activities are 
favorably perceived in social  celebratory 
 gatherings such as wedding, New Year, and 

 holiday festivities. It is the  behavioral or 
somatic component of the social activity 
which is the primary reinforcement to the 
clinical condition and/or syndrome.   

   8.    In conclusion, the case study provided a clini-
cal case to help clinicians work more cultur-
ally informed with Chinese American clients. 
Clinician’s increased understanding of the 
 client’s culture (e.g., languages, immigration 
history, customs, values, experiences of dis-
crimination, idioms of distress, etc.) leads to 
an increased capacity to identify external 
objective resources that may be helpful to 
the patient, as well as to help refl ect the cli-
ent’s own emotional experiences more accu-
rately. Therefore, these cultural competencies 
strengthen the therapeutic alliances and 
evidence- based principles guide clinicians to 
enhance the effectiveness of the psychother-
apy process and experience.         
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        From the early migrants of the Hawaiian sugar 
plantations at the turn of the century to the 442 
infantry heroes of World War II, to contempo-
rary immigrants for business and education, 
Japanese have immigrated to and lived in the 
United States for over a hundred years. 
According to the U.S. Census Bureau ( 2010 ), 
there are now an estimated 1,304,000 individu-
als living in the United States who identify as 
Japanese American, with the majority living in 
California (395,000) and Hawaii (297,000). 
Although the Japanese have a relatively long 
tenure in the U.S., they have been misunderstood 
by many in the majority culture. Complicating 
this is the intra- ethnic diversity within the 
Japanese American community due to intergen-
erational and acculturation effects. 

 This chapter focuses on general cross-cul-
tural considerations pertinent to the assessment 
of and psychotherapy with Japanese American 
clients. In addition, some of guidelines provided 

in this chapter pertain to Japanese nationals who 
have recently immigrated or temporarily moved 
to the United States. Both broad issues relevant 
to all immigrant groups, as well as specifi c cul-
turally bound symptoms specifi c to Japanese 
Americans, are covered. First we review tradi-
tional Japanese customs and values, including 
attitudes towards mental illness. Next accultura-
tion issues that can infl uence experience, expres-
sion, or internalization of values are described. 
Recommendations for assessment and treatment 
are then provided, followed by a section on the 
reasons for a myth of the model minority. The 
literature on several clinical disorders is 
reviewed. The chapter ends with a case sample 
and chapter summary. As with any set of guide-
lines developed to provide better understanding 
and treatment for a particular group of individu-
als, the following should only serve to provide 
initial direction. It is the responsibility of the 
psychologist to ascertain the relevance of apply-
ing these guidelines to his or her individual 
clients. 

    Traditional Japanese Customs 
and Values 

 In a traditional Japanese family, gender and fam-
ily roles are hierarchical with the father serving 
as the leader and patriarch of the family. Outward 
displays of affection and emotion are not typi-
cally encouraged, especially among Japanese 
men, while women are traditionally viewed as 
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homemakers and nurturers. As with many indi-
viduals raised in a collectivist society, the empha-
sis is placed on the group and specifi cally the 
family unit (Kagawa-Singer & Chung,  2002 ). 
This loyalty extends beyond family to one’s 
occupation, with many Japanese companies guar-
anteeing employment for life in exchange for 
unquestioned group loyalty, and to one’s country 
(Roland,  1988 ). Children are extremely impor-
tant in the family unit, with the oldest son gener-
ally treasured as the most privileged child. Young 
children are often showered with affection, even 
beyond what is expected in Western culture, but 
this affection diminishes for older children who 
are expected to be dutiful and obedient to the 
family unit (Matsuyoshi,  2001 ). 

 The collectivist emphasis in Japanese society 
manifests through indirect communication that 
endeavors to maintain interpersonal harmony 
within a group (Roland,  1988 ). Empathy and sen-
sitivity to others’ thoughts and feelings are 
encouraged, and cooperation is preferred over 
direct confrontation. When there is confl ict, with-
drawal and silence are generally encouraged over 
overt and aggressive behaviors. Individuals often 
keep personal thoughts to themselves, which is 
recognized in Japanese culture as a private and 
distinct aspect of the self that is not revealed to 
others (Doi,  1985 ). Japanese individuals are 
expected to experience and privately carry some 
degree of unhappiness and discomfort, and this is 
encouraged to be endured stoically and without 
complaint. Negative emotions such as sadness 
and anger are expected to be withheld, and there-
fore often manifest through somatic symptoms 
(Nakao, Yamanaka, & Kuboki,  2001 ). 

 Japanese customs and values are strongly infl u-
enced by Eastern philosophies and religions and 
should be understood within this context. Emphasis 
on interpersonal harmony can be traced to both 
Shintoism, the indigenous religion of Japan, and 
Zen Buddhism which emphasize both interdepen-
dence and harmony with nature. Japanese stoicism 
and endurance of unhappiness can be traced to 
Buddhism whose basic tenet states that life is suf-
fering caused by desire. Thus the road to enlight-
enment entails absolving oneself of worldly 
desires. Confucian infl uence is evident in the hier-

archal and structured nature of the family  system, 
as well as the strong loyalty to the group or state. 
The latter is also echoed in Shinto beliefs of honor-
ing the family and ancestors.  

    Attitudes Towards Mental Illness 

 There is a strong shame or stigma associated with 
mental illness in Japan (Desapriya & Nobutada, 
 2002 ) that is greater than other countries (Griffi ths 
et al.,  2006 ). This reaction is not surprising as 
Japanese are strongly motivated to avoid behaviors 
that would bring “hazukashii” or shame to the fam-
ily name ( Tanabe , n.d.). Other purported reasons 
for the stigma include the perception that mental 
illness is a loss over personal control in a culture 
where self-control is stressed (Munakata,  1986 ), 
and mentally ill deviate from the norm in a culture 
that values conformity (Griffi ths et al.,  2006 ). 

 Given the stigma associated with mental ill-
ness, it is not surprising that Japanese are less 
likely to seek treatment for mental illness in com-
parison to Westerners, and when they do seek 
treatment it is for more severe forms of mental 
illness (Kawakami et al.,  2005 ; Uomoto & 
Gorsuch,  1984 ). This help seeking pattern is infl u-
enced by the shame associated with mental illness 
and also societal expectations that family care for 
the mentally ill, and therefore it is not a condition 
requiring professional treatment (Desapriya & 
Nobutada,  2002 ). Moderating variables for higher 
levels of seeking professional treatment include 
female gender, younger age, plans for moving to a 
different neighborhood (Yamawaki, Pulsipher, 
Moses, Rasmuse, & Ringger,  2011 ), and higher 
levels of education (Kawakami et al.,  2005 ).  

    Characteristics Affecting 
Acculturation 

 The extent to which a Japanese American patient 
is infl uenced by traditional customs is highly 
dependent upon acculturation to American 
 values. Characteristics that infl uence accultura-
tion include generational status, the social envi-
ronment, and English profi ciency. Generational 

N.S. Thaler and D.E.M. Fujii



29

status is an important characteristic for Japanese, so 
much so that there are distinct labels assigned to 
the separate generations of Japanese Americans. 
Individuals who immigrated to the United States 
are referred as  Issei  (fi rst generation), while their 
children are known as  Nissei  (second genera-
tion). Following the  Nissei  are the  Sansei  (third 
generation), then  Yonsei  and  Gosei  (fourth and 
fi fth generations). Each generation represents a 
cohort of individuals who, overall, have within-
group similarities in terms of age, education, pro-
fi ciency of the English language, and other 
variables of acculturation that distin guish 
them from other generations (Tsushima, 
Tsushima, & Fujii,  2011 ). 

 English profi ciency is another measure of 
acculturation. Japanese Americans on average 
demonstrate a higher level of familiarity with the 
English language compared to other Asian ethnic 
groups, with only an estimated 10 % reporting 
less-than-profi cient competency (U.S. Census 
Bureau,  2010 ). The majority of this 10 % are most 
likely  Issei  Japanese American immigrants. Recent 
Japanese immigrants, as well as older Nisei, likely 
demonstrate different levels of bilingualism, 
whereas Sansei on average are fl uent in English 
and less likely to be as profi cient in Japanese. 

 Acculturation is also strongly affected by the 
social environment. For example, the Japanese 
have historically been one of the largest ethnic 
groups living in Hawaii (Hishinuma, Miyamoto, 
Nishimura, & Nahulu,  2000 ). As a majority pop-
ulation, Japanese Americans have had a large 
degree of social, cultural, and political infl uence 
in this state (Matsuyoshi,  2001 ). By contrast, 
Japanese living in the West Coast were and are a 
minority population that have historically faced 
discrimination, including the Johnson-Reed Act 
of 1924, and most famously Executive Order 
9066, which relocated over 120,000 Japanese 
Americans to internment camps during the 
Pacifi c War. Many  Issei  and  Nissei  Japanese liv-
ing today were directly impacted by this incident. 
Within this time period there were a group of 
Japanese men who refused to serve in the US 
army and forswore allegiance to the Japanese 
government, not due to pervading loyalty to 
Japan but generally to take a stand for their 

assumed rights within the USA. These “no-no” 
boys represent a small but culturally signifi cant 
population of Japanese Americans.  

    Recommendations for Assessment 

 Providing a competent psychological evaluation 
for a client of Japanese heritage can be challeng-
ing if the psychologist is not aware of the cultural 
differences that can impact presentation and 
communication. The following are general rec-
ommendations for conducting a psychological 
evaluation. 

 As mentioned, mental illness carries much 
stigma in Japan as it is associated with shame for 
the family; thus if a Japanese client voluntarily 
seeks treatment or brings a family member for an 
assessment or treatment, he/she is likely experi-
encing a signifi cant amount of stress (Fujii, 
Fukushima, & Yamamoto,  1996 ). Given the stoic 
nature observed in many traditional Japanese 
Americans, there may be a disconnect between 
the stress experienced and the client’s presenta-
tion. Psychologists should be aware that many 
Japanese clients are more likely to communicate 
indirectly or tangentially due to a reluctance to 
disclose symptoms. At the same time, the family 
may seek to minimize or cover for the client 
given the combination of the social stigma of 
therapy and the emphasis on cohesiveness within 
the family unit. Thus any admission of suffering 
would likely refl ect a “cry for help.” The Japanese 
client may also express distress through nonver-
bal cues or through somatic complaints, so psy-
chologists are encouraged to pay close attention 
to such cues. 

 When working with Japanese American cli-
ents, psychologists should be aware of their cli-
ents’ generational identity and family background 
in the United States, which are moderating fac-
tors for acculturation and can guide initial assess-
ment approaches. For example,  Issei  tend to be 
older and include Japanese wives of servicemen 
during the Allied occupation of World War II, or 
younger Japanese businessmen on temporary 
assignments in the USA for a fi nite period of time 
(Matsuyoshi,  2001 ). The former group, now an 
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aging cohort, has been described as having an 
increased proclivity towards mental illness, per-
haps due to additional stressors related to marry-
ing during wartime (Marden,  1992 ). The latter 
group, while not “Japanese American” per se, 
may still be encountered by the practitioner and 
require a broader knowledge of Japanese cross-
cultural issues to effectively treat. 

  Nisei  and  Sansei  individuals typically are 
exposed to both cultures, and so discrepancies 
between generations grappling with traditional 
Japanese and western values may be a source of 
family confl ict and distress (for a review see 
Suinn,  2010 ). Exposure of Japanese language 
within the household and bilingualism will vary. 
By contrast, those who are  Yonsei  or  Gosei  are 
more likely to be fully Americanized, speak pri-
marily English, and identify minimally with their 
Japanese culture, though there is substantial varia-
tion across individuals. Suffi ce to say, English 
profi ciency is a signifi cant issue with both non-
English speakers and bilinguals as it directly 
impacts a client’s ability to comprehend and val-
idly respond to psychological assessment tools 
including psychodiagnostic interviews, self-
report forms, and neuropsychological tests 
(Artiola i Fortuny,  2004 ). When working with 
bilingual clients, psychologists should keep in 
mind that conversational fl uency does not neces-
sarily equate a full understanding of subtleties in 
context. Indeed, some bilingual individuals may 
struggle in fully understanding either Japanese or 
English (Yoshida,  1990 ), which may relate to an 
overall lower fund of vocabulary knowledge 
(Bialystok, Luk, Peets, & Yang,  2010 ). Interpreters 
should be used when necessary, though family 
members should not serve this role. Japanese 
individuals often have an academic knowledge 
of English and demonstrate reading and writing 
skills that extend beyond their verbal communi-
cation skills (Tsushima et al.,  2011 ). 

 Many Japanese patients are socialized to be 
agreeable and avoid direct expression of opinions 
as to not offend (Honma-True,  1997 ). They may 
answer yes or nod if a question is not fully under-
stood or even when in disagreement to avoid con-
fl ict (Kitano,  1993 ). Clients who are unfamiliar 
with mental health in general may also be wary of 

feedback and reluctant to request further clarifi ca-
tion if something is misunderstood. Thus when 
providing feedback, psychologists should take 
care to ensure that their patients fully understand 
the implication of test results, their diagnoses and 
treatment plans even going beyond normal efforts 
of communication to ensure understanding.  

    Recommendations for Therapy 

 As with many Asian cultures, not only are 
Japanese reluctant to seek treatment for mental 
disorders due to shame and stigma, they are also 
more likely to terminate treatment early. It would 
not be uncommon for a psychologist to feel a ses-
sion went well only to fi nd that the Japanese client 
failed to return for the follow up session, as the 
client was too polite to directly communicate dis-
comfort, unhappiness, or perplexity with the treat-
ment. Chu and Sue ( 2011 ) cite several reasons for 
early termination in Asians including discomfort 
with emotional displays and personal disclosures 
that may be perceived as disloyalty to the family 
or a sign of personal weakness, unfamiliarity with 
western psychotherapy, lack of cultural under-
standing by the therapist, and language barriers. 
To overcome this tendency, psychotherapists 
should be aware of strategies to reduce shame, 
develop trust and rapport, and make psychother-
apy more understandable and useful. 

 Establishing a therapeutic alliance is essential 
for any form of psychotherapy. For Japanese cli-
ents, addressing issues of shame is an important 
component for placing them at ease and develop-
ing rapport. Te Pou ( 2010 ) suggest the following 
strategies for reducing feelings of shame in Asian 
clients: (1) demonstrating acceptance through 
creation of a warm supportive atmosphere, (2) 
avoiding intense personal questioning during the 
initial session, (3) focusing on practical goals that 
do not focus on emotions, (4) normalizing prob-
lems by sharing instances where others have 
experienced the same situations, (5) reinforcing 
the confi dentiality of therapy, (6) complimenting 
the client for their strength and concern for their 
family by seeking treatment, (7) positively 
reframing situations, 8) focusing on problems 
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versus  personal  weaknesses, and (9) medicaliz-
ing problems by providing information on the 
biological basis of mental disorders. 

 Hwang ( 2006 ) provides additional strategies to 
make psychotherapy more comfortable for Asians 
clients within his Psychotherapy Adaptation and 
Modifi cation Framework (PAMF).   These strate-
gies include orienting a client to therapy by 
explaining processes and expectations can reduce 
anxiety due to unfamiliarity with psychotherapy; 
asking about family background and migration 
history would be useful for developing rapport 
with Issei and Nisei clients; integrating cultural 
strengths such as emphasis on education and 
family involvement to make therapy more cultur-
ally relevant; and fi nally, being aware Asians 
often experience somatic symptoms when dis-
tressed facilitates communication and provides a 
focus for treatment relief. 

 Other suggestions for therapy include using 
humor, gently questioning attitudes or beliefs, and 
paying close attention to nonverbal communica-
tion as a guide towards successful treatment 
(Matsuyoshi,  2001 ). It can also be helpful to be 
mindful of the family dynamic during case con-
ceptualization and treatment planning, and involv-
ing the family as feasibly as possible. In addition, 
a subset of Issei patients may have been exposed 
to Morita and Naikan therapies, which incorpo-
rate more introspection than traditional behavioral 
therapy. These techniques are accepted in 
Japanese society though there is limited scientifi c 
support for their effi cacy (Isomura-Motoki & 
Mimura,  2011 ).  

    Myth of the Model Minority 

 Education and class are important factors to con-
sider during a psychological assessment. In gen-
eral, Japanese Americans are exposed to a 
relatively high quality of education compared to 
their peers, with an estimated 40.8 % holding at 
minimal a college degree and 4.6 % with an 
advanced degree (U.S. Census Bureau,  2010 ). 
This accomplishment is likely a refl ection of the 
emphasis placed on education in Japanese culture, 

which promotes rigorous memorization of facts in 
 preparation for entrance exams, an extended 
school calendar, and a focus on both academic and 
moral education, with the latter emphasizing the 
importance of putting forward maximum effort on 
all tasks (Cooke,  2005 ). Japanese Americans also 
enjoy a greater degree of occupational and fi nan-
cial success than the average US citizen, with a 
median family income of $61,630, in contrast to 
the median family income of $48,500 for Euro-
Americans (U.S. Census Bureau,  2010 ). 

 Taken together, Japanese Americans as a 
whole enjoy a socioeconomic quality of life that 
is similar to that of Euro-Americans. This accom-
plishment is partially due to the fact that many 
Japanese American families have lived several 
generations in the USA, and are therefore more 
assimilated than recent immigrant groups, and 
also related to the emphasis placed on education 
ingrained within the Japanese culture. 

 The relative success of many Japanese 
Americans within the U.S. may in turn be respon-
sible for the “model minority” myth, or that ste-
reotype in which Japanese Americans, as well as 
many other Asian ethnicities, represent minori-
ties who have “succeeded” in the United States. 
Japanese Americans experience the same chal-
lenges that other model minority labeled groups 
often face, as such individuals are often expected, 
both by their own group and by the others, to suc-
ceed academically and fi nancially. Historically, 
the model minority myth once extended towards 
psychological well-being with the stereotype that 
Asian Americans exhibited little to no psycho-
logical distress, though this has since been dis-
credited (Jung,  1985 ). It is now apparent that the 
implications associated with the model minority 
myth are inaccurate and inimical towards 
Japanese Americans and other minority groups 
(Chao, Chiu, Chan, Mendoza-Denton, & Kwok, 
 2013 ; Hurh & Kim,  1989 ; Yoshihama,  2001 ). 
Therefore, while Japanese Americans may have a 
quality of life equitable to that of Euro- 
Americans, when examined through the lens of 
socioeconomic status and education, there are 
additional risk factors in play which may contrib-
ute to psychological distress.  
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    Clinical Disorders 

    Depression 

 To date, few studies have examined prevalence 
rates of major depressive disorder (MDD) in 
Japanese Americans, though rates for Asian 
Americans as a whole are at least as high as those 
of their Euro-American counterparts (Kuo, 
 1984 ). There is evidence that different genera-
tional cohorts experience depression in distinct 
ways (Yanagida & Marsella,  1978 ). For example, 
fi rst-generation Japanese Americans are more 
likely to resemble Japanese nationals in their 
manifestation of depressive symptomatology 
while second-generation individuals may face 
psychosocial stressors affi liated with a dual cul-
tural background. It is important to review 
Japanese concepts of depression and other forms 
of psychopathology that may be relevant for ear-
lier generations and recent immigrants. 

 Underlying factors of depression, such as 
anhedonia, guilt, agitation, somatic symptoms, 
insomnia, and appetite changes are cross- 
culturally relevant for Japanese, European, and 
North American populations (Furukawa et al., 
 2005 ). From a diagnostic and treatment perspec-
tive, this fi nding provides support that several of 
the core diagnostic features of MDD as deter-
mined by the  Diagnostic and Statistical Manual , 
 fourth Edition  (APA,  2000 ) are indeed generaliz-
able across these cultures. Somatic symptoms 
appear to be particularly tied to the expression of 
depression in Japanese clients (Nakao et al., 
 2001 ; Waza, Graham, Zyzanski, & Inoue,  1999 ), 
as has been found with other Asian populations 
(Lee, Lei, & Sue,  2001 ). Both Japanese nationals 
and Japanese Americans report lower levels of 
positive affect compared to Euro-Americans 
(Kanazawa, White, & Hampson,  2007 ), though it 
is uncertain if this directly translates to increased 
prevalence of MDD. While self-esteem was 
found to equally predict emotional distress in 
Japanese and American college students, 
 cohesion of the family unit accounted for more 
variance with the Japanese group, suggesting that 
the family unit may play a more important role in 
psychological functioning (Abe,  2004 ). 

 Linguistically, Japanese-nationals are also 
more likely to associate metaphorical or somatic 
terms with their depression (e.g. “rainy,” 
“fatigue”) compared to Japanese and Euro- 
Americans who are more likely to label internal 
mood states (e.g. “sad,” “lonely”) (Tanaka- 
Matsumi & Marsella,  1976 ). Japanese nationals 
with depression prefer a combination of psycho-
therapy and medication in treatment despite the 
increased costs (Okumura & Sakamoto,  2012 ), 
which may be related to ambiguous attitudes in 
Japan towards the practice of clinical psychology 
as a whole (Isomura-Motoki & Mimura,  2011 ). 

 Japanese Americans who identify strongly with 
their Japanese culture appear to have a resiliency 
towards depression, and this fi nding has been con-
sistent for youth, adults, and geriatric groups 
(Harada et al.,  2012 ; Iwamasa,  1997 ; Williams 
et al.,  2005 ). In contrast, mixed-race Japanese 
American youth may experience additional stress 
due to additional confl icts with their identity for-
mation (Williams et al.,  2002 ). Geriatric Japanese 
Americans who are interdependent on their fami-
lies for care are at an increased risk for depression 
(Shibusawa & Mui,  2001 ) and yet are more likely 
to underreport symptoms of functional decline 
(McCurry et al.,  2002 ). 

 In summary, research indicates that depres-
sion is accepted as a real condition in Japanese 
culture, though individuals who are less accultur-
ated to the United States may more frequently 
express their depression through somatic com-
plaints, and may be less amenable to therapy. 
Resiliency factors such as self-identifi cation 
towards the client’s cultural heritage and the 
cohesion of his or her family unit should be eval-
uated. Treatment options should be reviewed 
with the client to determine attitudes towards 
psychotherapy and the client’s preference for 
alternative treatments, including medication, 
should be factored in case conceptualization.  

    Anxiety Disorders 

 Some manifestations of anxiety in Japanese clients 
are distinct from that observed in American clients, 
as illustrated by the DSM-IV recognized culture-
bound syndromes  taijin kyofusho  (Morita,  1974 ) 
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and  hikikomori  (Saito,  1998 ).  Taijin kyofusho  is a 
form of social anxiety characterized by a marked 
fear of offending other people, often due to poor 
interpersonal skills or some perceived physical 
deformity, and is most typically found in younger 
men. Four subtypes of this disorder are recognized 
including  sekimen - kyofu , or fear of blushing, 
 shubo - kyofu , or fear of a deformed face or body, 
 jiko - shu - kyofu , or a fear of one’s own body odor, 
and  jiko - shisen - kyofu , or fear of one’s own glance 
towards others. As discussed by Iwata and col-
leagues ( 2011 ), the fi rst two of these subtypes can 
be subsumed under DSM-IV diagnoses of social 
phobia and body dysmorphic disorder respectively, 
while the third subtype can be interpreted as a type 
of olfactory reference syndrome (Begum & 
McKenna,  2011 ), leaving  jiko -shisen    - kyofu     as a 
relatively isolated East Asian culture-bound mani-
festation of anxiety. Regardless of their cross-cul-
tural generalizability, these manifestations of social 
anxiety symptoms are more prevalent in Japanese 
than Western society. 

  Hikikomori  is a separate culture-bound syn-
drome of anxiety characterized by severe social 
withdrawal, most typically found in adolescents 
and young adults (Saito,  1998 ). Although  hikiko-
mori  can arguably be classifi ed as a severe form 
of social phobia, it is most frequently found in 
Japanese culture and has been theorized to be 
linked to culture-specifi c anxiety regarding one’s 
presentation of his or her self in society (Teo & 
Gaw,  2010 ). Japanese, in comparison to 
Americans, appear more anxious in interpersonal 
relationships and more vigilant to disapproval 
(Ishii, Miyamoto, Mayama, & Niedenthal,  2011 ), 
providing additional support that social anxiety 
relating to interpersonal relationships is more 
prevalent in this population. It is uncertain how 
prevalent  hikikomori  and  taijin kyofusho  are in 
the United States, but as these two disorders are 
culturally linked with Japanese nationals and not 
Japanese Americans, they may be rarely if ever 
observed by Western practitioners. Psychologists 
are most likely to observe either of these disor-
ders with recent and younger immigrants, in con-
trast to geriatric  Issei  clients or later generational 
cohorts given that both youth and a Japanese cul-
tural background are primary risk factors for 
these conditions. If a psychologist does work 

with a client who is presenting with either of 
these disorders, he or she is encouraged to be par-
ticularly aware of the therapist-client relation-
ship, given that the core features of these disorders 
focus on interpersonal relationships. Those who 
are unfamiliar with these disorders should seek 
outside consultation and review literature on 
treatment (e.g. Nagata et al.,  2006 ; Saito,  2003 ). 

 As was found with depression, Japanese 
American youth in Hawaii who strongly identify 
with their cultural background are at less risk for 
experiencing anxiety compared to their counter-
parts who identify less so, including those who 
are of mixed-race (Williams et al.,  2002 ), although 
Japanese American youth as a whole reported 
experiencing less anxiety than their Euro-
American and Hawaiian counterparts (Hishinuma 
et al.,  2000 ). Senior Japanese American adults 
were found to conceptualize anxiety to include 
depressive symptoms, and also reported more 
cognitive symptoms than somatic symptoms 
(Hilliard & Iwamasa,  2001 ). Additional research 
on the prevalence and manifestation of anxiety 
disorders within Japanese American populations 
is currently lacking.  

    Alcohol and Drug Use 

 Alcohol abuse is prevalent in Japanese society, 
with an estimated 22.7 % of men and 4.9 % of 
women reporting a regular pattern of heavy/binge 
drinking (World Health Organization,  2004 ). 
Japanese Americans exhibit the highest frequency 
of alcohol abuse among all Asian American 
groups (Iwamoto, Takamatsu, & Castellanos, 
 2012 ; Wong, Klingle, & Price,  2004 ), with preva-
lence rates comparable to Euro- Americans. 
Similarities to mainstream behaviors in the United 
States are not surprising, as Japanese Americans 
are on average more acculturated than other Asian 
minority groups. Supporting this the drinking 
patterns of Asian Americans in general are higher 
for those born in the U.S. compared to those who 
are foreign born (Makimoto,  1998 ). Acculturation 
to the U.S. is therefore a signifi cant risk factor for 
increased alcohol consumption. Resiliency fac-
tors include an increased sense of ethnic identity 
and a genetic  predisposition for an increased 
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 sensitivity to alcohol’s effects (Iwamoto et al., 
 2012 ; Nakawatase, Yamamoto, & Sasao,  1993 ). 
Despite high levels of drinking behaviors, 
Japanese Americans are underrepresented in alco-
hol treatment centers, perhaps due to a reluctance 
to utilize such services (Zane & Huh-Kim,  1998 ). 

 Though drinking patterns may differ between 
Japanese Americans and Japanese nationals, there 
is also a positive cultural attitude towards drink-
ing in Japanese society that psychologists may 
encounter when treating alcohol dependence. 
Japanese draw a distinction between work and lei-
sure, and during periods of leisure, drinking is 
viewed as a positive and even obligated behavior 
among men. Japanese society tolerates public 
intoxication to a greater degree than Western soci-
ety. These and other cultural aspects of drinking 
may bias Japanese nationals from seeking treat-
ment for alcohol dependence (Matsuyoshi,  2001 ). 
Psychologists treating alcohol dependence are 
encouraged to assess their clients’ attitudes 
towards their drinking behaviors and ascertain if 
there is a strong cultural tie to such behavior, 
whether expressed socially, occupationally, or 
otherwise. Motivational interviewing and other 
directive therapies that have demonstrated to 
effect change in other populations may prove use-
ful when working with Japanese clients, though 
as of this publication there is a dearth of literature 
on the topic. 

 In contrast to alcohol use the prevalence rate 
of illicit and psychotropic drug use in Japan is 
lower than that of the USA and other countries 
(Tominaga et al.,  2009 ). Regarding prevalence 
rates of Japanese Americans, it can be extrapo-
lated from studies on alcohol consumption that 
individuals who are more acculturated to the 
United States are at an increased risk for sub-
stance abuse. Consistent with this hypothesis, it 
has been found Japanese Americans have the 
highest prevalence of marijuana and cocaine use 
among Asian American groups (Sasao,  1991 ). 
In addition, Japanese American adolescents, 
along with Korean American adolescents, 
exhibit the highest prevalence of smoking 
among all Asian American groups (Unger, 
Trinidad, Weiss, & Rohrbach,  2004 ). The stigma 
associated with drug use in Japan may be a 

 preventive factor among Japanese nationals and 
Japanese Americans, though it is evident that 
this changes over generations. Psychologists 
must also be mindful of the increasing use of 
stimulant abuse on college campuses (Gomes, 
Song, Godwin, & Toriello,  2011 ). Although 
there has yet to be a specifi c link between 
Japanese American students and stimulant 
abuse, it is possible that certain youth may be at 
risk, particularly those who are more accultur-
ated to the United States and are facing pres-
sures to academically excel.  

    Major Psychiatric Illnesses 

 Major psychiatric illnesses including bipolar dis-
order and schizophrenia are popular areas of 
research among psychiatrists and psychologists 
in Japan (Kishi et al.,  2011 ). It is likely that the 
neurobiological and genetic traits associated with 
these disorders and the necessity of pharmaceuti-
cal intervention make these conditions more 
readily recognized as a “medical” illness, thus 
more interesting to medical Japanese profession-
als. Despite the academic interest, schizophrenia 
is viewed very negatively by Japanese as it is per-
ceived to result from a “weakness of character” 
(Nakane et al.,  2005 ). Even mental health profes-
sionals frequently use derogatory terminology 
when describing persons with schizophrenia 
(Takei, Takagai, & Mori,  2005 ). The social 
stigma of general mental illness in Japan may be 
related to a cultural fear that MDD or anxiety dis-
orders are similar in etiology and prognosis to 
these more severe disorders. 

 Schizophrenia and other psychiatric illnesses 
have a large impact on Japanese families, where 
care giving for dependents is a cultural expecta-
tion that is a dutiful burden one endures with res-
ignation (Hanzawa et al.,  2010 ). Interestingly, 
this expectation does not always apply to persons 
with schizophrenia, as Japan’s institutionalized 
rate for patients with schizophrenia is the highest 
in the world (Hanzawa et al.,  2010 ). This discrep-
ancy between obligation and actual behavior is 
likely to cause distress within the family. 
Psychologists working with Japanese American 
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patients with major mental illnesses should 
 therefore be aware of the specifi c positive and 
negative impacts that the caregiver role has on 
such patients as well as their families. 

 Major mental illnesses have some unique pre-
sentations in Japanese culture with a few culture- 
bound syndromes. For example, studies on 
culture-bound psychosis in Japan found that com-
pared to other groups, Japanese patients exhibit 
more delusions of reference such as being slan-
dered, which may tie in with the strong emphasis 
on interpersonal relationships within Japanese 
culture (Tateyama, Asai, Kamisada, & Hashimoto, 
 1993 ). A unique presentation of conversion disor-
der is the Paris syndrome (Katada,  1998 ), a rare 
condition that affects approximately 20 Japanese 
tourists a year who experience mental break-
downs upon visiting Paris, France. Specifi c 
research on the cultural impact of a Japanese 
background on conversation disorders is currently 
lacking, but given the emphasis on restraint and 
avoidance of emotional expressivity within 
Japanese culture, along with increased rates of 
somatization in place of affective depression, it is 
certainly likely that such an impact does exist and 
can be quite signifi cant for some individuals.  

    Eating Disorders 

 Eating disorders are particularly infl uenced by 
culture and societal pressures, and although 
anorexia and bulimia nervosa were once thought 
to be less common in Japan compared to the 
United States, it is becoming evident that their 
prevalence is on the rise, with an estimated sixfold 
increase over the past 25 years (Pike & Borovoy, 
 2004 ). This increase appears related to the dis-
semination of Western perceptions of ideal weight 
and beauty to other countries, including Japan. 
Japanese adolescent women are the most vulner-
able to developing an eating disorder, although 
men and older women are also at risk. The current 
Japanese media focuses on an idealization of thin-
ness that is unforgiving of any sort of weight gain 
and Japanese society celebrates thinness as 
beauty. Expectedly, there is an ever-increasing 
commercial demand for dietary and weight loss 

products that promises the individual can reach or 
maintain this ideal (Nakamura,  2011 ). 

 The value for thinness and strong society pres-
sure for conformity can signifi cantly impact how 
overweight persons are treated by their peers and 
family. For example, Japanese girls whose moth-
ers frequently discuss food, weight, and dieting 
are at an increased risk of developing an eating 
disorder (Mukai, Crago, & Shisslak,  1994 ). As 
Japanese culture emphasizes the importance of 
the family unit, it is easy to understand how such 
critical attitudes may lead to eating disorders, 
along with other psychological problems. In a 
similar vein, Japanese society places an emphasis 
on cultural and physical homogenization, and so 
overweight individuals may particularly stand 
out and be vulnerable targets for ridicule. 

 Differences in dietary practices and ideal per-
ceptions of beauty between Japan and the United 
States appear to affect the clinical presentation of 
anorexia and bulimia. For example, Japanese 
women with eating disorders appear to exhibit 
additional fears towards maturity that may be 
related to the traditional Japanese practice of liv-
ing with one’s parents well into the thirties (Pike 
& Mizushima,  2005 ). While perfectionism and 
thinness remain inherent issues for Japanese indi-
viduals with eating disorders, there is also evi-
dence that their magnitude of severity is less than 
that than individuals living in the U.S. and Europe 
(Kayano et al.,  2008 ; Pike & Mizushima,  2005 ). 
It may be that Japanese individuals with eating 
disorders do so for reasons that are somewhat dis-
tinct from their Western counterparts, such as a 
desire to remain “child-like” and youthful and to 
remain dependent on others for care, though the 
behavioral acts of restricting food intake and/or 
binging and purging appear similar. 

 To date, little research has examined the 
prevalence and manifestation of eating disor-
ders among Japanese Americans, although 
Japanese Americans who were raised in the U.S. 
are at elevated risk for developing eating disor-
ders at rates comparable to their Euro-American 
counterparts (Furukawa,  1994 ). As with other dis-
orders, symptom presentation appears to resemble 
Euro-American symptom presentation as accul-
turation increases over generations. The stereo-
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type that Japanese individuals have dietary and 
genetic resiliency factors towards eating disor-
ders is erroneous. First, Japanese individuals who 
are thin are not exempt from developing eating 
disorders, as clearly demonstrated by extremely 
thin persons all over the world who still distort 
their body image. Second, as Japanese Americans 
become more acculturated to the United States, 
so do their dietary habits, and so consequent 
health and weight problems may manifest at 
comparable rates. Additional research is required 
to establish the prevalence, attitudes, and clinical 
presentation of Japanese Americans, particularly 
those whose acculturation levels are somewhat 
between Japanese nationals and fully accultur-
ated individuals.   

    Case Sample 

 JH is a 23-year-old fourth-generation Japanese 
American male who was referred to a psycholo-
gist in Torrance, California, by his mother to 
assess for possible depression relating to recent 
career struggles. JH recently graduated college at 
UC Irvine with a 3.8 GPA in biology. He applied 
to several graduate programs in microbiology last 
year and received two offers, both out of the state. 
Although JH initially accepted an offer to a pres-
tigious university in Michigan, he unexpectedly 
recanted his offer for reasons that are not well 
understood. Since declining, he has become 
somewhat reclusive at home, staying up at night 
playing video games and sleeping during the day. 
When he does go out, he spends time with a 
group of friends who mostly play basketball or 
video games at each other’s houses. JH’s father 
was reportedly livid when JH declined graduate 
school, and now refuses to speak to him. His 
mother tries to reach out to him, but JH is sullen 
and refuses to communicate. He replies “I don’t 
know,” when asked about his career goals. His 
older sister is an artist living in Los Angeles and 
he is close to her, though lately he’s even been 
ignoring her phone calls. JH’s mother took him to 
see his physician, who ruled out no medical prob-
lems. The physician referred JH to see a psychol-
ogist to rule out depression or another disorder. 

 JH and his mother arrived promptly on time. 
He presented as a well-groomed young man of 
below average height. Eye contact was variable 
and he spoke monosyllabically and without much 
affect to his tone. Rapport was slowly but gradu-
ally attained during the intake and the psycholo-
gist was able to elicit from JH that he was feeling 
somewhat down, and this was mostly related to 
the fact that he has no girlfriend. His mother, who 
is a third-generation Japanese American, was 
unsure what to do with her son but seemed will-
ing to have him attend psychotherapy sessions. 
She related in a separate collateral interview that 
her husband, who is a fi rst-generation Japanese 
immigrant, speaks English only somewhat well. 
She reported that he was accepting of his son 
attending therapy, because he wants him “cured” 
of whatever happened to him. She also reported 
that her husband and her son haven’t gotten along 
for years, but it has worsened when JH declined 
graduate school. 

 JH scored only an eight on the BDI-II, indicat-
ing minimal depression. He did respond that he 
felt worthless and sad, but denied any somatic 
complaints, changes in sleep or appetite, or sui-
cidal ideations. JH’s State-Trait Anxiety score 
was higher and in the 98th percentile for State, 
and 85th percentile for Trait. Based on the inter-
view and these initial scores, the psychologist 
made a tentative diagnosis of Adjustment 
Disorder with Mixed Depression and Anxiety 
and recommended that JH attend 12 sessions of 
cognitive-behavioral therapy to treat his condi-
tion. With JH’s permission, his mother was pres-
ent while the psychologist explicitly explained 
the basics of CBT to them. JH was fairly nonre-
sponsive while listening to this, while his mother 
took careful notes. After the explanation, JH’s 
mother profusely thanked the therapist and 
seemed very hopeful to the treatment outcome, 
while JH himself appeared nonchalant. 

 JH regularly attended sessions, with his mother 
calling ahead to cancel when they couldn’t make 
it. He proved to be restrained and unforthcoming 
of information, other than he felt like a “loser” 
because he couldn’t get a girlfriend. He also 
admitted insecurities with his height and anxiety 
about talking to girls. The psychologist sensed 
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that there was more to the case than JH’s initial 
complaints, as he observed that JH’s father was 
never involved or mentioned in therapy, while his 
mother was perhaps too involved for a 23-year-
old man. However, to maintain rapport he elected 
to focus on JH’s initial problems. He challenged 
JH’s negative beliefs about himself and attempted 
behavioral activation to encourage JH to spend 
less time on video games, and more time engag-
ing in more healthy, alternative activities. While 
JH appeared willing to discount some of his black 
and white thinking about himself, he proved 
reluctant to complete homework and continued to 
play video games throughout the night. After four 
sessions, the psychologist shifted his strategy and 
played off JH’s desire to date more. He encour-
aged JH to join a Japanese cultural group in 
Torrance, which JH started attending with some 
regularity. The group allowed him to get in touch 
with his heritage, which JH confessed at the sixth 
session to not really be aware of. JH related dur-
ing this session that his father had never made 
Japan seem appealing to him and so he was never 
interested in exploring this side of his culture. 
However, he did enjoy the weekly activities and 
made a few acquaintances. 

 JH stated during the seventh session that he 
declined graduate school because he was ques-
tioning whether he wanted to pursue microbiol-
ogy as a career. He added that his parents had 
always pressured him to go into medicine or 
medical research, but he himself was unsure if 
that was what he wanted to do. He also did not 
welcome the prospect of moving to Michigan, 
where he had no connections or friends. He didn’t 
want to leave his family, particularly his sister, 
and friends behind. He added somewhat cau-
tiously that he thinks his mother is overbearing 
and babies him too much, but he doesn’t know 
how to stop it. He continued to shut down in ther-
apy when asked about his father. The psycholo-
gist explored possible options for JH including 
moving out of his parents’ home, and considering 
alternate career plans. By the ninth session, JH 
agreed that he needs to move out on his own, but 
is unsure how to do it. The psychologist and he 
worked on realistic ways to live on one’s own, 
including joining a temp agency and applying for 

jobs that would fi t his major. By the tenth session, 
JH appeared to have found his own solution—
moving in temporarily with his sister. He stated 
that his mother is cautiously accepting of this 
idea. When asked about his father, JH shut down 
again. The psychologist decided to risk the alli-
ance by broaching the subject of his father. 
Fortunately, JH was responsive to questions and 
readily admitted that his father has always been 
emotionally distant and was only approving of 
JH’s academic achievements. Since declining 
graduate school, his father has become even more 
distant and when he speaks to JH, it is often accu-
satory of his “laziness.” The psychologist gently 
challenged his father’s statements about JH and 
worked with JH to ensure he was not turning 
these labels into his own cognitive distortions. 

 The last few sessions continued on this line, 
and by the twelfth session, JH reported that he 
was making plans to move in a few weeks to Los 
Angeles with his sister, and that his sister had sev-
eral contacts in the city who might give him some 
initial work. He was still attending the cultural 
group, and though he hadn’t started dating, there 
were three girls there who he liked. He also added 
that he was interested in perhaps visiting Japan, 
and the group regularly talked about saving up to 
go someday. He thanked the psychologist for 
working with him and seemed hopeful and some-
what optimistic about the future. His BDI-II was a 
six, essentially unchanged, though his State-Trait 
Anxiety scores dropped to the 66th and 73rd per-
centiles respectively. The psychologist lifted the 
Adjustment Disorder diagnosis and encouraged 
JH to contact his offi ce anytime. Though JH 
promised he would, the psychologist did not hear 
him from him again. Unexpectedly, he received a 
call from JH’s mother 2 weeks later. His mother 
was very optimistic and grateful over the phone 
and stated that JH was doing “great” living with 
his sister. She also asked several personal ques-
tions about JH’s progress through therapy, which 
the psychologist politely declined to detail. He 
explained HIPAA guidelines to JH’s mother, who 
appeared to understand and thanked the psycholo-
gist one last time. 

 The preceding case study details a relatively 
straightforward progression of how psychotherapy 
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may treat a young man who is feeling somewhat 
lost in his early twenties. However, JH’s cultural 
background does factor into play at key points. 
Unlike his parents, JH is highly acculturated to 
the United States, to the point that he does not 
strongly identify with his Japanese background. 
This appears to be a source of some of the tension 
between JH and his father, who is a fi rst-genera-
tion immigrant. Though JH’s relationship with 
his father was not explicitly addressed in therapy, 
the psychologist was able to address his self-
esteem which was lowered by his father’s cutting 
remarks. JH was also encouraged to partake in a 
Japanese cultural group, where he demonstrated 
a rapid interest in his heritage. This sense of com-
munity and belonging appeared benefi cial to JH’s 
self-esteem and was followed by some marked 
changes in his attitude and behavior. JH’s mother 
also appeared to be quite involved with her son, 
which may stem from her own anxieties as well 
the Japanese cultural duty of keeping adult chil-
dren within the home until they strike out on their 
own. JH’s own closeness to his family may in 
part explain his reluctance to leave California for 
an unfamiliar place. This clashes with the expec-
tation by his parents he would attend a graduate 
program in microbiology, which appears related 
to his withdrawal and anxiety. By addressing how 
these events impact JH’s self-esteem, and by 
encouraging him to engage in activities such as 
his Japanese cultural group, the psychologist was 
able to effectively address some of this young 
man’s problems.  

    Summary and Conclusions 

     1.    Japanese have been immigrating to the USA 
for over a hundred years. Thus there is much 
generational heterogeneity with individuals 
ranging from fi rst to fi fth generation. Given 
the generational diversity, psychologists 
should be cognizant of their clients’ genera-
tional cohort for assessment, case conceptual-
ization, and treatment planning. First and 
second-generation clients will more closely 
resemble Japanese nationals in behavior, 
beliefs, and values, while later generations 

will more resemble their Euro-American 
peers. Psychologists should take care to use 
generational status as an initial guideline only, 
and pay attention to how their clients self- 
identify themselves.   

   2.    Japanese Americans enjoy relatively high lev-
els of SES and education compared to other 
Asian Americans. These accomplishments 
can have a positive impact on psychological 
assessment. For example, many Japanese 
Americans will score comparably to Euro- 
Americans on IQ and neuropsychological 
measures. However, equivalent performance 
does not mean that cross-cultural consider-
ations in assessment do not exist.   

   3.    Japanese culture emphasizes allegiance to the 
group and indirect communication, which can 
be unfamiliar behavior to some Western psy-
chologists. Japanese clients may therefore not 
be particularly direct in assessment or therapy, 
nor may they be forthcoming about psycho-
logical issues. This is also related to the nega-
tive stigma associated with mental illness in 
Japanese society.   

   4.    A strong emphasis is placed on the family 
unit, and so Japanese clients may wish to have 
their family involved in the therapeutic pro-
cess. Psychologists should also be mindful of 
how intergenerational differences in values, 
experiences, and expectations may factor in to 
the presenting problems.   

   5.    Depression may be presented through soma-
tization rather than outward displays of 
affective sadness. Japanese individuals are 
taught to suppress and outwardly minimize 
any negative feelings of distress. Japanese 
men are particularly encouraged to behave 
stoically within and outside of the home. A 
connection to Japanese culture can be a 
strong resiliency factor against depression 
for Japanese Americans.   

   6.    Anxiety disorders have culturally bound 
symptoms that are unique to Japan, as evi-
denced by disorders such as  hikikomori  and 
 taijin kyofusho . These disorders appear related 
to the Japanese emphasis on preserving inter-
personal harmony, working as a group, and 
saving individual face whenever possible. 
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These disorders are less prevalent amongst 
Japanese Americans, though psychologists 
should be aware of the importance placed on 
interpersonal interactions and how this may 
impact the therapist-client alliance.   

   7.    Alcohol use is widely prevalent amongst 
Japanese nationals and Japanese Americans. 
Drinking alcohol is a culturally acceptable 
and encouraged behavior in Japan and so 
some Japanese nationals may see little need 
for change, even when faced with severe 
consequences. Japanese Americans appear to 
use alcohol and illicit drugs more as they 
become acculturated to the mainstream use 
within the United States.   

   8.    Major mental illnesses such as schizophrenia 
are accepted as real medical disorders in 
Japan, but also have a large negative stigma. 
It is likely because to this stigma that other 
lesser clinical disorders are feared and denied. 
Japanese families are willing to care for 
members affl icted with major illnesses, 
though this is affi liated with great shame and 
burden.   

   9.    Eating disorders are becoming increasingly 
prevalent in Japan, largely due to a spread of 
Western ideals for thinness and beauty. 
Japanese Americans who are acculturated to 
the USA appear to have similar symptom pre-
sentations of anorexia and bulimia as their 
Euro-American peers.         
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        The Korean American population was the fast-
est growing of all Asian groups between 1990 
and 2000, from 799,000 to 1,073,000 individu-
als, a 35 % increase (   US Bureau of the Census, 
 2004 ). Persons of Korean descent compose over 
10 % of the Asian Americans and Pacifi c 
Islanders (AAPIs) in the USA (US Bureau of 
the Census,  2004 ). Currently, Korean Americans 
rank among the largest AAPI subgroup in the 
USA (US Bureau of the Census,  2004 ). While 
other ethnic groups have been in the USA for 
several generations, more than two out of three 
Korean Americans are foreign-born, fi rst gen-
eration immigrants (US Bureau of the Census, 
 2008 ). Given that Korean Americans have a 

relatively shorter immigration history compared 
to other ethnic groups, this may impact their 
familiarity with and assimilation into American 
culture. As such, greater research on immigra-
tion stress, discrimination, and psychological 
adjustment is needed for Korean American 
families. 

 The Sino-Japanese War, which took place in 
Korea, initiated Korea’s fi rst wave of immigration 
to the USA (Kitano & Daniels,  1995 ). Between 
1903 and 1905, approximately 7,000 Koreans 
immigrated to Hawaii for better living conditions 
than that existed in Korea at the time (Hing, 
 1993 ) and the Japanese annexation in Korea 
brought Korean women as picture brides (Zia, 
 2000 ). On the islands of Hawaii, there was a need 
for laborers to work on the sugar plantations. 
However, during this time, the lower-class 
Korean Americans who made the initial move 
faced poverty and hardship in Hawaii (Hing, 
 1993 ). In the early twentieth century, Korean 
immigrants moved to the mainland to work on 
farms and railroads. 

 The second wave of Korean immigrants 
arrived in the USA after the Korean War in 1953. 
These immigrants were predominantly the wives 
of servicemen, war orphans, and a number of 
them were students and professionals. While 
many immigrants at this time were professionally 
skilled in medicine or engineering, language 
barriers and racial discrimination prevented 
many immigrants from obtaining professional 
positions (Hing,  1993 ). In order to make a living, 
many Korean immigrants instead chose to open 
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small businesses, such as groceries, dry cleaners, 
and restaurants. This downward shift from pro-
fessionally skilled occupations to skilled labor 
jobs affected professional opportunities and 
fi nancial livelihood, which in turn had psycho-
logical, physical, and inherently cultural effects 
on Koreans living in the USA. 

    Cross-Cultural Recommendations 
for Assessment and Therapy 

    Acculturation and Depression 

 Acculturation, the process of cultural adaptation 
by individuals, has been conceptualized as a cen-
tral component in understanding the varied expe-
rience of ethnic and cultural minorities (Berry, 
 2005 ). It is a potentially stressful period, during 
which personal and interpersonal problems often 
arise in the process of attempting to resolve or 
minimize cultural differences between them-
selves and the host culture. Berry and Kim ( 1986 ) 
identifi ed this as acculturative stress. 

 A review of the studies on Korean Americans 
and depression indicates that the prevalence of 
depression may vary according to acculturation 
levels. Assessing for acculturation levels may 
assist in establishing factors contributing to mood 
disorders (Jang, Kim, & Chiriboga,  2005 ). Given 
the high rates of immigration within the last 
50 years, Korean Americans have to navigate a 
new host country and may be more prone to expe-
riencing depressive symptoms (Takeuchi et al., 
 2007 ). In Jang et al.’s ( 2005 ) study, after control-
ling for the effects of demographic variables and 
chronic conditions, low acculturation levels 
remained a signifi cant risk factor of high depres-
sive symptoms for Korean Americans. Korean 
older adults in particular were found to manifest 
relatively more symptoms of depression. 

 Similarly, Oh, Koeske, and Sales ( 2002 ) 
reported that Korean participants who indicated 
abandonment of Korean traditions and values were 
more vulnerable to depressive symptoms. 
Furthermore, maintaining Korean traditions and 
adjusting to American culture adds a layer of psy-
chological stress that nonimmigrant populations 

do not face (Aldwin & Greenberger,  1987 ; Oh 
et al.,  2002 ). 

 The high rate of depression reported among 
Korean immigrants is strongly correlated specifi -
cally to increased rates of acculturative stress 
(Hurh & Kim,  1990 ; Kim & Rew,  1994 ; Oh et al., 
 2002 ). In a study examining the link between 
intergenerational acculturation confl ict and 
depression symptoms, Kim ( 2011 ) found that 
increased depressive symptoms were related to 
incongruent cultural values. In fact, there is a pos-
itive correlation between depression and level of 
acculturative stress among Korean immigrants 
(Choi,  1997 ; Shin,  1994 ) suggesting that accul-
turated individuals may function better in the host 
culture and this contributes to their psychological 
well-being (Berry & Kim,  1986 ). However, lon-
ger residence in the USA and higher acculturation 
levels does not provide complete immunity from 
depression. Findings for the impact of accultura-
tion levels (typically strong indicators of genera-
tional status) on psychological well-being have 
been inconsistent. The process of acculturation is 
a complex process for Asian immigrants with 
multiple factors infl uencing adjustment that could 
lead to increases in both levels of well-being and 
distress (Shin, Han, & Kim,  2007 ). 

 Social support plays an important role in 
adjusting to a new culture, decreasing accultura-
tive stress, and reducing the risk of depression 
(Berry, Kim, Minde, & Mok,  1987 ; Choi,  1997 ; 
Kim, Han, Shin, Kim, & Lee,  2005 ; Shin,  1994 ). 
Family support and good family relations are 
associated with decreased levels of depression in 
Korean immigrants (Lee, Moon, & Knight,  2004 ; 
Mui,  2001 ). Similarly, Korean immigrants who 
are affi liated with a Korean church reported less 
depression (Hurh & Kim,  1990 ; Lee et al.,  2004 ). 
Korean churches are an established social net-
work, providing spiritual support, social services, 
counseling, cultural activities, and have become 
an important community for Korean immigrants 
in the USA (Hurh,  1998 ). Seventy percent of all 
Koreans living in America attend a Christian 
church. In some Christian-belief systems, mental 
illness is understood as a symbol of inherent evil 
(Kim-Goh,  1993 ). Korean clergy have reportedly 
advised church members not to seek professional 
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help for mental health issues and instead recom-
mend alternative treatments such as fasting, pray-
ing, or performing exorcisms. Outreach efforts 
have been made to educate Korean clergy mem-
bers about mental health issues and to collaborate 
with them when working with Korean patients. 
As such, psychologists may want to consider 
working collaboratively with spiritual mentors 
and pastors in the client’s life.  

    Acculturation and the Family 
Structure 

 Korean families value fi lial piety, clearly defi ned 
family roles (with the male as the head of the 
 family), collectivism and interdependence, and 
education (Kitano & Daniels,  1988 ). A Confucian 
proverb known in the Korean culture demon-
strates this mindset, the “law of the three obedi-
ences”: obeying the father before marriage, 
obeying the husband following marriage, and 
obeying the oldest son after the husband’s death 
(Kim-Goh,  1998 ). These values are largely intact 
in immigrant families; however as children of 
immigrant parents become acculturated into west-
ernized society, family discord ensues. In Korean 
American families seeking mental health services, 
counselors may see a higher frequency of family 
confl ict due to strain shifting family roles, com-
munication diffi culties, a gap in parent–child val-
ues, and parents’ expectations in the areas of 
academic achievement, dating, and marriage. 

 For Korean immigrant males, there is often-
times a shift of work related factors, as many 
immigrate as professionals and transition to 
occupations that require long hours spent at work 
in order to maintain an income. Among immi-
grant males, occupation, income and job satisfac-
tion show the strongest correlation with mental 
well-being (Hurh,  1998 ). Many highly educated 
Korean males who are unable to fi nd professional 
employment may develop substance abuse prob-
lems (Min,  2001 ). In addition, often becomes dif-
fi cult to suppress feelings of anger and resentment 
given their social role shifts to a more egalitarian 
way of life and the diffi culty in maintaining 
fi nancial stability (Min,  2001 ). 

 Despite the fact that men are oftentimes the 
 primary breadwinners in an immigrant house-
hold, Korean American women have had to 
work in the family businesses out of necessity 
(Kim & Kim,  1998 ). More than 75 % of Korean 
American women are employed full-time out-
side of the home (Hurh,  1998 ) and are also 
expected to perform all household and child-
rearing tasks (Kim & Rew,  1994 ; Um & Dancy, 
 1999 ). This is contrary to life in Korea, where 
domestic responsibility belongs to women and 
fi scal responsibility belongs to men. Given the 
multiple roles women are required to fulfi ll and 
managing confl icts that arise at home and at 
work, they are subject to severe strain and stress 
(Kim & Rew,  1994 ). Considering this strain 
during the adjustment period following immi-
gration, employed and married Korean immi-
grant women may also be at higher risk for 
depression and may face more barriers to seek-
ing services due to cultural attitudes and expec-
tations (Miller & Chandler,  2002 ; Noh & 
Avison,  1996 ; Shin,  1994 ). These fi nancial, 
social-role, and legitimacy shifts for Korean 
immigrants are factors that create stress and 
psychological maladjustment for Korean 
American families, which may contribute to the 
high rate of domestic violence within the home 
(Rhee,  1997 ). 

 There are a number young children and ado-
lescents who immigrated to the USA with their 
parents (the 1.5 generation). These youth often 
face similar challenges as American-born chil-
dren of Korean immigrants, especially when 
faced with a confl icting set of demands. They are 
often encouraged by their middle-class parents 
toward upward mobility by attaining a better edu-
cation and well-paying professions (Novas, Cao, 
& Silva,  2004 ). This orientation towards aca-
demic achievement creates a signifi cant demand 
for success, and in turn a dynamic wrought in 
perfectionism in Korean American adolescents 
(Kim,  2005 ). 

 Research on Korean American children and 
their relationship with their parents is limited. Of 
the studies on Korean American children and 
their parents, a vast majority are with college age 
populations. Studies predominately focused on 
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the gap that forms between parents and their chil-
dren due to differential rates of acculturation and 
its effects on distress. In a study of examining the 
nature of parent–child confl icts and the use of 
coping strategies, a large majority of Korean 
American college students in the study reported 
having less adherence to cultural values than 
their parents (Ahn, Kim, & Park,  2008 ). As a 
result, when there was a greater parent–child val-
ues gap, there was a higher likelihood of parent–
child confl ict. When these confl icts occurred, 
Korean college students reported using problem 
solving as a coping strategy more frequently than 
social support. Confl icts that were most often 
cited included family expectations and confl icts 
regarding dating and marriage (Ahn et al.,  2008 ). 

 With regard to parental strain, Choi, Dancy, 
Faan, and Lee ( 2012 ) found in a qualitative study 
that the main stresses that parents encountered 
while raising their adolescent children in the 
USA were inability to advocate for children, feel-
ing uneasy and insecure about incompatible 
American culture, ambivalence towards chil-
dren’s ethnic identities, and feelings of alien-
ation. Parents reported perceiving American 
culture to be liberal and individualized as opposed 
to Korean culture, which is perceived to be con-
servative and oriented towards familial, group, 
and community advancement, i.e. where the indi-
vidual is subordinated in favor of the group. 
Parents felt that their children became more self-
ish and less respectful to adults the longer they 
lived in the USA (Choi et al.,  2012 ). Due to living 
in two cultures, incongruent cultural values and 
confl icts between parents and children may 
increase over time and may place families at risk 
for mental health issues (Hwang,  2006 ). 

 Psychologists may want to consider address-
ing these aspects through a twofold approach con-
sidering the strains on both the parent(s) and the 
child as distinct but intertwined. Family therapy 
in particular can be a unique way for all parties to 
hear how the same strain has differing effects but 
result in distress nonetheless. Moreover there is 
oftentimes a third aspect and cultural value in a 
Korean American household, which includes the 
cultural practice as a caregiver to the elderly. 
The responsibility of caring for the elderly is 

often placed on adult children and can be an 
added stressor. As such, this burden is a risk fac-
tor for the mental health of the caretaker (Lee & 
Farran,  2004 ).  

    Korean Adoptees 

 The end of the Korean War in 1953 brought 
about the fi rst Korean adoptees into the USA. 
Most Korean War orphans were adopted by US 
families (   Kim,  1995b ). Korean children adopted 
by American families accounted for approxi-
mately 20 % of all foreign adoptions in the 
10-year period following the Korean War 
amounting to 4,163 children in the USA. By 
1986, 6,150 Korean children were adopted, rep-
resenting 59 % of all foreign children adopted in 
the USA, according to the annual report of the 
US Immigration and Naturalization Service 
(1992). There are now an estimated 110,000 
children adopted by American families between 
1953 and 2001 (Evan B. Donaldson Adoption 
Institute,  2007 ). 

 Several researchers (Lee,  2003 ; Lee & 
Quintana,  2005 ; Yoon,  2004 ) have noted that 
being adopted and ethnically different from 
other members of one’s own family as well as 
from majority members of society can make the 
process of identity formation more complex for 
transracial adoptees. Although many Korean 
transracial adoptees have Caucasian family 
members, their racial features place them in the 
minority group. As such, they are forced to nav-
igate the meanings of race and culture from two 
reference groups, the majority Euro-American 
group, and the Korean American group. A 
Korean adoptees’ racial identity is also a chal-
lenging issue because they must both develop a 
sense of internal (family) identity while simul-
taneously attempting to come to some under-
standing of negotiating their external identity, 
as experienced by others (Randolph & 
Holtzman,  2010 ). In addition to racial identity, 
the development of a strong ethnic identity is 
also an important aspect of transracial adoptees’ 
psychological well-being (Basow, Lilley, 
Bookwala, & McGillicuddy-Delisi,  2008 ). 
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 However, research studies focusing on iden-
tity development and comfort with racial and eth-
nic identities present an inconsistent picture. In a 
longitudinal study with 366 transracially adopted 
Korean Americans in the 1970s in the Midwest, 
most adult adoptees were comfortable with their 
racial identity (Simon & Altstein,  2000 ). 
However, another study indicates that earlier 
generations of Korean adoptees did not identify 
strongly with their ethnic culture, viewing them-
selves as Caucasian or White children (Freundlich 
& Lieberthal,  2000 ). In situations where adoptees 
simply want to fi t in with their majority Euro- 
American peers during childhood and adoles-
cence, they may adopt a color-blind position by 
identifying more strongly with being “just a per-
son” or American (Lee & Miller, 2009). In a 
similar vein, Johnson and Kim-Johnson ( 1998 –
1999) found that Korean transracially adoptees in 
Minnesota reported instances of “identity disso-
nance,” experiences of indirect racism, and 
expressed the wish to be “just American.” Kim, 
Suyemoto, and Turner ( 2010 ) explored the 
impact of sense of belonging and exclusion on 
racial and ethnic identity. They found that Korean 
transracially adoptees’ individual identities are 
not solely choices made by individuals’ internal 
decisions. Rather, social experiences with both 
White and the Korean American groups and 
responses from signifi cant others and societies at 
large have infl uential roles in identity develop-
ment (Kim et al.,  2010 ). 

 Another important aspect to assess when 
examining psychological well-being in transra-
cial adoptees is level of cultural socialization 
(Lee,  2003 ). In other words, it is important to 
consider the amount a Korean adoptee has been 
exposed to the cultural norms and expectations of 
one’s birth culture and has internalized those cul-
tural norms and expectations. Given that some 
Korean-born adoptees are raised by Caucasian 
families, they are exposed to and socialized into 
the dominant culture. Contact with other mem-
bers of their racial group and/or exposure to an 
Asian ethnic culture may be minimal because of 
homogeneous neighborhoods, or because their 
family did not make an effort to expose them to 
their ethnic heritage (Lee,  2003 ). In particular, 

ethnic language knowledge is one of the most 
salient markers of cultural knowledge. 

 The role of adoptive parents is particularly 
crucial in the cultural socialization of their Korean 
adopted children. Parents make decisions regard-
ing the degree to which they will, intentionally or 
unintentionally, affi rm or discount the cultural 
and racial group memberships of their children 
and inherently infl uencing their child’s identity 
formation process (Randolph & Holtzman,  2010 ). 
Korean “heritage” camps have been one approach 
to providing this experience. Generally, fostering 
an open environment that validates adoptees’ 
racial experiences and educating adoptees about 
the possibility of encountering exclusion based 
on race and ethnicity is important.   

    Diagnoses, Treatment, 
and Assessment 

    Depression 

 Korean Americans have higher rates of depres-
sion when compared to Japanese Americans, 
Filipino Americans, and Chinese Americans. 
Depression is one of the most prevalent mental 
health issues among Korean Americans (Huang, 
Wong, Ronzio, & Yu,  2007 ; Kuo,  1984 ; Min, 
Moon, & Lubben,  2005 ; Shin,  2002 ; Yeh & 
Inose,  2002 ). Two particular studies report that 
30–49 % of Korean Americans in their samples 
endorse depressive symptoms (Huang et al., 
 2007 ; Kim & Rew,  1994 ). This high rate of 
depression among Korean immigrants has con-
tinued for several decades (Hurh & Kim,  1990 ; 
Min et al.,  2005 ; Shin,  1993 ). Despite the high 
prevalence of depression in the Korean American 
community, few speak about their depressive 
symptoms (Kim & Rew,  1994 ). Mental illness is 
viewed as stigmatizing and brings disgrace to the 
entire family (Kim,  1997 ). Wanting to “save 
face” on behalf of the family and a lack of cultur-
ally responsive treatments maintains a culture of 
underutilization of mental health services in the 
Korean American community (Shin,  2002 ). 

 In previous studies, depression was empiri-
cally linked to stressful life events (Choi,  1997 ; 
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Oh et al.,  2002 ; Shin,  1994 ). In Korean Americans, 
depressive symptoms are linked to several fac-
tors, including aging, being female and changes 
in gender roles, divorce, or separation from fam-
ily members, lower education level, low socio-
economic status, defi cient social support, 
discrimination, rejecting acculturation, and lan-
guage barriers (Choi,  1997 ; Im & Meleis,  2001 ; 
Kim,  1999 ; Koh,  1998 ). 

 A depression instrument was developed for 
use with Korean Americans: the Kim Depression 
Scale for Korean Americans (KDSKA). It cap-
tures the four domains of depression (affective, 
behavioral, cognitive, somatic) in a 25 item, 
four-point Likert-like scale. The questions were 
designed to be consistent with culturally salient 
descriptions of depression, such as “I cannot 
laugh with my whole heart.” This instrument 
does have some clinical limitations that should 
be noted. The KDSKA is not intended to be a 
diagnostic tool because of its limited ability to 
delineate the severity of depression. It was 
designed as a screening tool based on the fre-
quency of symptoms rather than severity. 
Additionally, this instrument does not have 
established norms or cutoff points and larger 
scale validation studies are required to establish 
these numbers (Kim,  2002 ). 

 Given the high rates of depression amongst 
Korean immigrants, it is alarming that this pop-
ulation rarely seeks the treatment they need 
(Kim & Rew,  1994 ). It has been reported that 
self- treatment for depression and other mental 
health issues results in increasing rates of alco-
hol abuse in Koreans (Duranceaux et al.,  2008 ; 
Helzer et al.,  1990 ). Untreated depression also 
affects the family unit making it a source of 
stress and nonsupport. Additionally, it has been 
found that depressive symptoms in parents neg-
atively impact parenting (Lovejoy, Graxzyk, 
O’Hare, & Neuman,  2000 ). Depressed parents 
tend to be more hostile, coercive, less nurtur-
ing, less involved (Benner & Kim,  2010 ), and 
less supportive of their adolescents (Barrera & 
Garrison- Jones,  1992 ). However, despite the 
high rates of depression for Koreans, psycholo-
gists should fi rst explore the way in which 
emotions and depressive symptoms are 
expressed and manifest.  

    Expression of Emotion 
and Depression 

 It has been found that Korean Americans experi-
ence, conceptualize, and express emotional prob-
lems differently than those in the dominant 
American culture (   Kim,  1995a ; McCollaum & 
Lester,  1997 ). In Korean culture, there is no dif-
ferentiation between psychological and physical 
functioning. Based on classical Chinese beliefs 
and medicine, physical and emotional health are 
viewed in a holistic manner (Kim,  1995a ). 
Emotional states and suffering are often inter-
changeable with physical sensations. Therefore, 
somatization is thought to be an important mode 
of expressing emotional problems for Korean 
Americans (Kim & Rew,  1994 ). Depressed 
Korean Americans often describe bodily sensa-
tion such as digestive distress, tightness in the 
chest, dizziness, constipation, back pain, and 
headaches. Studies have found that there is no 
clear distinction between body and mind; instead 
somatic metaphors are used to express affective 
states (Pang,  2000 ). For example, Pang ( 1998 ) 
found that Korean immigrants seemed to be 
describing somatic complaints when describing 
emotions, but instead were actually expressing 
emotional and psychological distress using 
somatic idioms or metaphors. Depression was 
described metaphorically using phrases like “My 
mind is wrapped with fog” (as cited in Pang, 1988, 
p. 105). Another notable difference in the expres-
sion of depression is using the color “black” 
rather than “blue” to depict negative emotions. 

 Furthermore, in the Korean dialect, there is no 
direct translation for “depression.” The phrase 
that most closely describes the experience of 
depression is  woo-ul-jeuing  (Yi,  1990 ). This is a 
condition in which ones self is out of balance 
(Shin,  2010 ). Based on the Chinese philosophy 
of yin yang (the two forces in nature), the body, 
mind, and environment lacks balance or are not 
in harmony. When looking for “balance,” it is dif-
fi cult to differentiate and identify a single source 
of suffering, either through physical or mental ill-
ness (Choi, Stafford, Meininger, Roberts, & 
Smith,  2002 ; Shin,  2010 ). 

 Less acculturated Korean adults may adhere 
to more traditional Confucian values of modesty 
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and for this reason, may be reluctant to express 
positive emotions such as happiness and satisfac-
tion. In contrast, those who are more acculturated 
may be more accepting of Westernized ways of 
thinking and expression and are more likely to 
reveal and express themselves in a positive man-
ner (Jang et al.,  2005 ). A growing knowledge and 
exposure to Western culture may also be an indi-
cator of successful coping or adaptability, which 
in turn has been linked to positive emotional 
states (Jang, Chiriboga, & Kim,  2006 ). Jang et al. 
( 2005 ) questions whether reported depression 
symptoms are indicative of true emotional states 
or result from a cultural response style. In this 
way, a reluctance to express positive emotions 
may be more of an indication of cultural norms 
rather than symptoms of depression. 

 Korean culture also discourages expression of 
emotional problems, especially amongst Korean 
men. Koreans believe this is an important compo-
nent of keeping harmony in a family unit or soci-
ety and that a person’s maturity is measured by 
the ability to control one’s feelings (Kim,  1995a ). 
Additionally, most Koreans believe that the 
acceptance of suffering is a way of life (Pang, 
 1998 ; Yamashiro & Matsuoka,  1997 ). Based on 
Taoist and Buddhist infl uences, Korean 
Americans attempt to overcome emotional dis-
tress by personal willpower and believe that emo-
tional diffi culties are situationally limited. To 
publicly express emotional suffering is a sign of 
weakness (Shin,  2010 ). Consequently, individu-
als hesitate to seek help from a mental health pro-
fessional or member outside of their family 
(McCollaum & Lester,  1997 ). Physical com-
plaints are socially accepted, but mental com-
plaints are stigmatized (Cho & Kim,  1998 ; Pang, 
 1994 ). These cultural traits have been thought to 
infl uence the rate of somatization identifi ed in 
East Asian individuals (Hsu & Folstein,  1997 ; 
Kleinman,  1982 ).  

    Substance Abuse in Korean 
Americans 

 In Korean culture, drinking alcohol is common, 
particularly during social gatherings, celebra-
tions, and on holidays. Alcoholism and substance 

abuse were not viewed as social and legal 
 problems in Korea until the last 20 years (Kwon-
Ahn,  2011 ). Many Korean immigrants who 
arrived in the U. S. in the 1990s, may hold the 
same attitudes towards alcohol consumption and 
other substance use. As such, Korean Americans 
living in the USA may be unaware of the mental 
health consequences of alcoholism, cigarette 
smoking, and other substance use. 

 Social norms tend to dictate alcohol con-
sumption (Cook, Hofstetter, Kang, Hovell, & 
Irvin,  2009 ). Based on the collectivist nature of 
Korean culture, when one is offered a drink, it is 
often considered rude not to accept it (Kwon-
Ahn,  2011 ). Typically, the act is reciprocated 
until both or all those present in the same party 
have consumed a number of drinks. For women 
or deferential males, there is a different set of 
social norms. When they are in the presence of 
males or elders, they must turn away and con-
sume their drink discreetly. Furthermore, it is 
disrespectful for women to smoke cigarettes in 
front of elders and males. For younger males, it 
is disrespectful to smoke in front of their elders. 
Gender differences may preclude women from 
having higher rates of alcohol and cigarette use. 
In the past, Korean males were reported to have 
higher rates of drinking than females (Lubben, 
Chi, & Kitano,  1989 ). Compared to other Asian 
subgroups, Korean Americans also have a 
higher rate of cigarette smoking. In particular, 
males tend to have a higher rate of cigarette use 
and addiction than females (Hahm, Lahiff, & 
Guterman,  2004 ). 

 Social norms may also infl uence the onset of 
fi rst alcohol and cigarette use in Korean youth. 
There may be a greater potential for Korean 
American adolescents to experiment at an earlier 
age with alcohol, cigarettes, and illicit drugs with 
their same ethnic peers (Cook et al.,  2009 ). 
Similar to other immigrant groups, peer infl uence 
is a signifi cant factor associated with drinking 
behavior and other substance use in Korean 
American adolescents (Hahm et al.,  2004 ). 
Studies have also examined acculturation levels 
as possible factors infl uencing early use of alco-
hol and cigarettes (Cook et al.,  2009 ; Hendershot, 
Dillworth, Neighbors, & George,  2008 ; Unger, 
Trinidad, Weiss, & Rohrbach,  2004 ). 
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 In the USA, there are few culturally appropriate 
counseling services to specifi cally treat Korean 
Americans with substance abuse. Several barriers 
exist in providing culturally appropriate substance 
abuse treatment to Korean Americans. One major 
obstacle is language barriers. Locating clinics that 
offer translation services, if necessary, may be 
more challenging. The second is in addressing cul-
tural differences. For a culture that believes that 
hard work and willpower will overcome any addic-
tion, psychoeducation for Korean Americans may 
be required to inform clients and their families that 
addiction may be related to biological, social, and/
or environmental factors. For example, studies 
indicate that many Asian Americans and particu-
larly Korean Americans lack the ALDH2*2 allele 
to metabolize alcohol resulting in diffi culty breath-
ing, redness of body and face, and skin irritation 
and itchiness (Hampton,  2006 ). Scientifi c studies 
and health information provided by physicians and 
leaders in the community may help to educate the 
Korean American community about the physiolog-
ical differences of Asians as compared to others. 
Substance abuse counselors working with Korean 
Americans may need to be directive and make 
greater attempts to contact potential client than 
they typically would with non-Asian populations. 

 When assessing for alcohol and substance use, 
it is important to ask the client indirectly as a way 
of demonstrating respect. For example, direct or 
detailed questioning may appear disrespectful and 
elicit a defensive response. Asking the client to 
write down or give a written record of how much 
and how often they drink in a sitting may illicit 
greater responsiveness. If they are unwilling or 
are dismissive of your question, other options 
such as using a checklist or relating it to physical 
health concerns may be appropriate. It may also 
help at this point to remind them of confi dentiality 
and their legal rights. Teaming up with local reli-
gious pastors or organizations may help to 
increase recruitment and retention of substance 
abusers and those with drinking problems.  

    Rates of Suicide and Suicidal Ideation 

 The rate of Koreans in America who commit 
 suicide is increasing at an alarming rate. According 
to the Korean Consulate General, in 2009 the 

number of Korean citizens living in the USA who 
completed suicide has more than doubled from 
7 to 15. This number does not account for Korean 
Americans that are citizens of the USA. The Korea 
Times, a Korean newspaper in the USA, reported 
that during 2010 at least 36 Koreans and Korea 
Americans in the New York region alone had 
taken their lives (Korean Beacon,  2010 ). Accurate 
data on the rates of mental health- related issues 
and suicides among fi rst and second generation 
Korean Americans are diffi cult to ascertain. Part 
of this diffi culty results from the data collection 
methods used by the Center for Disease Control 
(CDC). When the CDC reported on mental health 
statistics, all the East Asian ethnicities were 
lumped together as one category. Interestingly, 
this alarming increase in suicide rates of Koreans 
in the USA has mirrored the rise of suicides in 
South Korea. According to 2010 reports from the 
Organization for Economic Cooperation and 
Development (OECD), South Korea has the high-
est suicide rate among its 30 member nations, with 
33.5 suicides per 10,000 people. Some experts 
trace the increase in the suicide rate, in part, to the 
nation’s rapid transformation from an impover-
ished society to a booming industrial power (The 
Straits Times, September 10,  2012 ). 

 Critics of modern Korean culture report that 
the importance of traditional values has dimin-
ished and instead has been replaced with a sense 
of materialism. Money and achievement are 
emphasized starting from childhood. Failure to 
get into top colleges, perform well at school or 
climb the economic ladder can cause deep shame 
and embarrassment (BBC News Asia, Nov. 7, 
 2011 ). These recent changes continue to infl u-
ence Korean immigrants in setting unreasonable 
expectations for achievements, furthering the 
rates of depression and suicidal ideations. Many 
community organizations are holding seminars 
and educational workshops on suicide risk fac-
tors and prevention. A report released by the 
 Suicide Prevention Action Network USA  and the 
Suicide Prevention Resource Center, concluded 
that Asian Americans are signifi cantly less likely 
than Caucasians to mention suicidal thoughts or 
mental health concerns to a professional (4 % vs. 
26 %) (n.d.). It is important to actively screen for 
suicidal risk when assessing a Korean American 
patient exhibiting distress.  
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    Psychosis and Schizophrenia 

 There are very few published studies or epidemio-
logical data collected on Korean Americans diag-
nosed with schizophrenia or psychotic disorders. 
Some attempts have been made to estimate preva-
lence rates of schizophrenia in Asian American 
groups by studying patients who received services 
in public treatment settings. The lifetime preva-
lence rate for schizophrenic disorders in Korean 
Americans is estimated to be 0.46 %. Those who 
sought out services exhibited a greater level of 
disturbance than others in the clinic population 
(Sue & Morishima,  1982 ). This fi nding may be 
related to the pattern of help- seeking behaviors 
found in Asian American communities. Asian 
patients are usually kept within the family for pro-
longed periods of time without proper mental 
health services, until the family can no longer care 
for the individual or the efforts are unsuccessful 
(Lin, Inui, Kleinman, & Womack,  1982 ; Lin, 
Tardiff, Donetz, & Goresky,  1978 ). Additionally, 
sociocultural and ethnic backgrounds unique to 
the Korean American experience may infl uence 
the expression, course, and treatment of schizo-
phrenia (Hopper & Wanderling,  2000 ; Kirmayer, 
 1989 ; Kleinman,  1988 ; Lin & Kleinman,  1988 ; 
Weisman,  1997 ). For example, Asian families are 
more likely to accompany schizophrenic family 
members to clinic visits and are actively involved 
in treatment decisions (Lin, Miller, Poland, 
Nuccio, & Yamaguch,  1991 ). 

 Psychosocial differences were found in 
Korean American schizophrenic patients when 
compared to other minority groups (Bae & 
Brekke,  2002 ). These patients tend to live with 
their families, or if they live independently, their 
families maintain more parental contact and con-
trol. Many of the Korean American schizophrenic 
patients were employed at family owned busi-
nesses. Socially, these patients initiated less con-
tact with people outside of their families. This 
can be interpreted as a way to go unnoticed in 
social interactions, to not call attention to them-
selves or to avoid undesirable behaviors (Abe & 
Zane,  1990 ). Furthermore, when compared to 
other ethnic groups, Korean American schizo-
phrenic patients were signifi cantly less satisfi ed 
with their social lives and had less general life 
satisfaction. Factors such as acculturative stress 

in  addition to the complications of being diag-
nosed with a serious mental illness present addi-
tional challenges to this population. 

 Treatment and assessment of psychosis or 
schizophrenia in the Korean American population 
should incorporate cultural characteristics. Bae 
and Kung ( 2000 ) proposed that a culturally rele-
vant family intervention model be used with Asian 
Americans with schizophrenia. Fostering a family 
bond and involving family members in a collab-
orative manner may be appropriate (Shon & Ja, 
 1982 ; Sue & Morishima,  1982 ). Additionally, 
when working to improve social functioning, the 
interventions should be culturally congruent. 
Social assertiveness or confrontations are likely to 
be rejected (Telles et al.,  1995 ). A comprehensive 
psychosocial assessment should be conducted, 
including individual stressors and identifying fac-
tors that affect the individual’s adjustment within 
the community.   

    Culture-Bound Syndromes Specifi c 
to Korean Americans 

    Hwa-Byung 

 The inability to express feelings may lead to a 
Korean culture-bound syndrome called “Hwa- 
byung” (anger illness or fi re illness). Hwa-byung 
can be viewed as repressed negative emotions 
expressed through multiple physical symptoms, 
in response to emotional distress. It is believed to 
occur when women of Korean heritage suppress 
anger, frustration, hate, animosity, or other nega-
tive feelings toward their family or signifi cant 
others. When these feelings are suppressed for a 
long time (even for as long as decades), a group 
of psychosomatic symptoms develop, including 
sensations of heat, pressure in the chest, nasal 
stuffi ness, epigastric pressure, heart palpitations, 
headache, dry mouth, eating disturbances, insom-
nia, and heavy sighing. These physical symptoms 
are usually coupled with anxiety, hypervigilance 
and sadness (Min & Suh,  2010 ). In Western cul-
tures, it is often misdiagnosed as depression or 
anxiety due to the similar symptom presentation 
and because they are highly correlated and at 
times comorbid (Park & Bernstein,  2008 ). Hwa- 
byung is diagnosed in approximately 4.0–11.9 % 
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of the population, mostly in middle-aged or older 
Korean immigrant women (Lin,  1983 ; Min, 
Namkoong, & Lee,  1990 ). 

 The unique features of Hwa-Byung that differ-
entiate it from other mental illnesses are that 
patients usually acknowledge that they have Hwa-
Byung. Often, these patients feel guilty for having 
it, have been submissive or obedient for long peri-
ods of time, have hidden their anger or negative 
feelings (at least 10 years), present with general-
ized anxiety, and yet show resilience and no sui-
cidal ideation or attempts (Choi,  2006 ). The 
foremost method of assessing Hwa-byung is to 
explore the patient’s social, cultural, and life his-
tory. When gathering demographic information 
from these patients, asking them to fi ll out a ques-
tionnaire before the interview is sometimes better 
than asking in person. During the interview, it is 
important to ask the patient directly if they think 
they have Hwa-Byung, to describe the symptoms, 
how it interferes with daily life, if they have sought 
out treatment from a doctor or alternative medicine, 
and if anything has helped elevate the symptoms 
(Choi & Yeom,  2011 ). Symptoms of Hwa-byung 
can be assessed using the Hwa-byung Scale (HB 
Scale) (Min et al.,  2009 ). This assessment is offered 
in both English and Korean versions. It is known as 
a useful clinical tool to measure Hwa-Byung 
and has been found to have good validity and reli-
ability (Choi, Phillips, Figueredo, Insel, & Min, 
 2008 ). Traditionally, Hwa-byung is treated holisti-
cally with psychosocial support from family, spiri-
tual comfort, traditional Korean medicine, and 
biomedical treatments. Recent studies have shown 
that a combination of both pharmacological and 
nonpharmacological interventions improves symp-
toms of Hwa-byung (Choi & Yeom,  2011 ). Other 
interventions shown to be effective were psycho-
therapy, cognitive behavior therapy, social skills 
training, and working closely with the family. 
Additionally, facilitating support from the ethnic 
community can be a great assets and resources for 
the patient.  

    Shin-Byung 

 Shin-byung is a Korean culture-bound syndrome 
listed in the DSM-IV. Shin-byung is translated as 

“divine illness” or “god illness.” It is characterized 
by anxiety and somatic complaints, followed by 
dissociation and possession by ancestral spirits. 

 According to Korean folklore, it is the initia-
tory process to become a shaman. In order to alle-
viate symptoms, the person must allow the 
foreign spirit, sometimes the spirit of an ancestor, 
to enter the body; however other shamans can 
dissuade the spirit from entering the body and 
halt the process and obligation of becoming a 
shaman (Yi,  2000 ). 

 There are three phases of Shin-byung: the pro-
dromal phase, trance phase, and possession phase. 
The fi rst phase, prodromal phase, is characterized 
by symptoms such as weakness, fatigue, dizzi-
ness, insomnia, digestion issues, depression, anx-
iety, fear of death, and conversion symptoms. 
These symptoms can last from several weeks to 
decades. Usually during this phase, patients will 
struggle to understand their symptoms, visiting 
various physicians. The symptoms will progress 
to the trance phase. This is when the patient suf-
fers from unusual dreams, hallucinations, or illu-
sions from spiritual beings, which suggest that 
they will enter the patient’s body or that the 
patient becomes a shaman. This phase is often 
distressing for the patient and physicians, and so 
other shamans are often consulted for help. The 
trance phase can last from days to years. The last 
phase is called the possession phase. It is broken 
into two different subphases. The fi rst is when the 
original spirit in the dreams or hallucinations 
coexists in the patient’s body, creating multiple 
personalities. Soon after, full possession will 
occur, when the invading spirit dominates the 
patient’s body, consciousness, and behaviors. 
Some accounts of full possession have included 
states of confusion, extreme excitement, and 
sometimes violence. It is believed that women liv-
ing in chronically stressful family situations are 
vulnerable to developing Shin-byung. When per-
ceived by a Western medical model, patients with 
Shin-byung are often diagnosed with schizophre-
nia, conversion disorder, and/or dissociative iden-
tity disorder. The treatment of Shin-byung is often 
a collaborative approach of therapy and the 
involvement of a shaman, although in modern 
Korean culture the help of a shaman is often the 
fi nal option (Legerski,  2006 ).  
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    Underutilization of MH Services 

 Although the Korean American population has 
grown, the number of Korean Americans repre-
sented in the US healthcare system remains mini-
mal. Specifi c data on mental health utilization 
among Korean Americans has not been recorded, 
though a trend towards underutilization of mental 
health services has been found in Asian 
Americans in general. The Surgeon General 
found that only 17 % of the Asian Americans 
with a psychological problem sought assistance 
and less than 6 % did so from a mental health 
provider (US DHHS,  2001 ). When Asian 
Americans seek professional help, it is usually 
for psychotic, dangerous, or disruptive behaviors 
and less frequently for common personal prob-
lems or general emotional distress (Moon & 
Tashima,  1982 ; Tracey, Leong, & Glidden,  1986 ). 

 When Korean immigrants seek mental health 
services, it is usually on behalf of a family mem-
ber suffering from a mental illness. The family 
member seeking help is often female. The under-
utilization of mental health services observed in 
the Korean American community may be attrib-
uted to many factors, including negative stigma, 
lack of knowledge regarding resources, unfamil-
iarly with treatment methods, pragmatic barrier 
to receiving treatment (such as fi nancial 
resources, transportation, language, or access to 
insurance), as well as the failure of mental health 
services to provide culturally relevant interven-
tions (Bernstein,  2007 ). 

 The negative stigma associated with mental 
illness among Korean immigrants has been 
deeply ingrained within the society for centuries 
(Leong & Lau,  2001 ). It is a common scenario 
that shame and denial over mental illness often 
encourage individuals and families to keep the 
illness secret. Having a family member who is 
different from the expected norms of society can 
be a source of shame for the whole family unit. In 
a culture where being able to control one’s emo-
tions and behaviors are respected and considered 
honorable, seeking professional mental help can 
be viewed as a sign of weakness, bringing further 
shame to the individual and family unit. In some 
cases, mental illness is perceived as a curse on 
the individual and family, bearing further shame 

and secrecy. When working with Korean 
American families, it is important to assure con-
fi dentiality and to address the shame and stigma. 
It can be helpful to reframe seeking help as a 
strength and a path to eventually maintain the 
family’s dignity (Kim,  1985 ). 

 In some situations, economic limitations 
serve as a barrier to seeking healthcare. One out 
of every four elderly Korean immigrants lives 
below the poverty line, making access to health 
insurance and therefore, mental health services 
nearly impossible (Jang et al.,  2006 ). When 
compared to other ethnic minority groups, 
Korean Americans rank among the lowest in 
having medical insurance (42 % without health 
insurance coverage, whether private, govern-
ment-sponsored, Medicare/Medicaid). This lack 
of health insurance coverage is most likely 
related to their recent immigration history and 
reliance on income from small retail businesses, 
most of which are unable to afford private health 
insurance premiums (Lee, Hanner, Cho, Han, & 
Kim,  2008 ). 

 Another practical barrier to seeking treatment 
is language. Oftentimes, Korean immigrants are 
unaware of the services available to them. The 
number of Korean speaking clinicians may be 
limited and if none are available, dropping out of 
treatment due to language diffi culties is probable 
(Donnelly,  2005 ). Additionally, certain culture- 
bound communication rules make talking about 
feelings to a clinician highly uncomfortable, such 
as avoiding eye contact and avoiding private top-
ics (Beller, Pinker, Snapka, & Van Dusen, n.d.). 

 Typically, Korean American families fi rst seek 
out traditional Eastern medicine, such as acu-
puncture or homeopathic care, to deal with every-
day medical or mental health issues. Seeking 
mental health treatment is usually a last resort. 
Commonly, the assistance of family and friends, 
informal social networks, and community organi-
zations such as the church are pursued fi rst 
(Akutsu, Castillo, & Snowden,  2007 ). Mental 
Health professionals should inquire about the use 
of Eastern medicine or alternative supports and 
the willingness to accept Western-style practices 
(Jo & Dawson,  2010 ). 

 Public awareness and education efforts seem 
to have a positive infl uence on help-seeking 
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behaviors of Korean Americans and reduce 
stigma (Shin & Lukens,  2004 ). Korean immi-
grants with higher levels of acculturation to 
Western society have more fl uency in English, 
and those who have accomplished higher levels 
of educational status have been found to be more 
positive about seeking professional mental health 
services (Yi & Tidwell,  2005 ).   

    Case Example 

 Anna is a 38 year old single Korean American 
female. She is the oldest of two; her younger 
brother is 4 years younger. Anna’s parents immi-
grated to the USA from Korea prior to her birth 
and owned a small laundry mat until her father 
recently retired. She recalls her parents fi ghting 
regularly and her father coming home late. She 
grew up in a Korean protestant church with strong 
Christian values. Her mother continues to attend 
church regularly, though her father no longer 
attends. The neighborhood in which she grew up 
in the Midwest was predominantly Caucasian, as 
were her primary and intermediate school demo-
graphics. Her parents were strict while she was 
growing up, emphasizing academics and the 
importance of education. She was rarely allowed 
to go out with friends in high school, and never 
allowed to attend sleepovers. 

 Anna graduated college from an Ivy League 
institution and received her law degree at a pres-
tigious university. She distanced herself from 
most Asian Americans on campus and has only 
dated Euro-American men. She has had a series 
of relationships with men in the past, however, 
has been single for 2 years. She currently resides 
in an urban city on the east coast, while her par-
ents and younger brother remain in the Midwest. 
She has been in her current position as an attor-
ney in a law fi rm for the past 4 years. 

 Anna’s mother recently attempted suicide for 
the second time. Anna states that her mother has 
a history of untreated depression and has 
attempted suicide shortly after divorcing her 
father when Anna was in college. Most recently, 
her father has shared that he will be remarrying. 
Anna has never shared with anyone that her 

mother has attempted suicide, nor has she ever 
spoken with her mother about either suicide 
attempts. Anna feared it would be disrespectful 
to ask her mother about her depression and only 
learned the details from her aunt. Anna believed 
a pastor was meeting with her mother regularly, 
providing pastoral counseling. 

 Anna is complaining of having diffi culty 
sleeping and concentrating at work. Additionally, 
she’s been going out to drink socially almost 
every weekend and sometimes blacks out and 
doesn’t remember where she was before she 
woke up. Anna fears that she may also be suscep-
tible to depression in the future and is seeking 
help to manage her feelings around her mother’s 
suicide attempt. 

 Questions to consider in assessment or treat-
ment with Anna:
    1.    How does the role of birth order and gender 

contribute to the family dynamic?   
   2.    In what way are Anna’s Christian values 

important in her case conceptualization?   
   3.    What may be Anna’s past and present stress-

ors that inform her clinical presentation?   
   4.    How might you understand her distancing 

herself from other Asian Americans and pref-
erence for dating Caucasian men?   

   5.    In what way would you address Anna’s under-
standing of her mother’s SI?      

    Summary/Conclusions 

     1.    Korean Americans have had a more recent 
immigration history compared to other Asian 
ethnic groups, which can impact their famil-
iarity with and assimilation into American 
culture.   

   2.    Given that most psychologists will be work-
ing with fi rst or second generation Korean 
Americans, it is important to consider the 
effects of acculturative stress on the individ-
ual and/or the family. Low acculturation 
remains a signifi cant risk factor of depres-
sive symptoms for Korean Americans. First 
generation Korean women in particular may 
be at greater risk for depression given the 
shift in gender roles as well as multiple roles 
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they are required to fulfi ll and managing 
confl icts that arise at home and at work.   

   3.    Acculturative stress for second generation 
Korean Americans often includes confl ict 
over family expectations, perfectionism/
achievement, dating, and marriage.   

   4.    It is important to consider the racial and eth-
nic identity development of Korean 
Americans in overall psychological well- 
being. For fi rst generation Korean Americans, 
there often is a confl ict between holding onto 
Korean cultural values in a western society 
and the strain of communicating with their 
more assimilated children. With respect to 
second generation Korean Americans, a 
strong racial and ethnic identity, and an 
awareness and acceptance of the roles of 
both cultures correlates with positive psy-
chological health.   

   5.    Korean adoptees are a unique but prevalent 
subpopulation in the Korean American com-
munity. Psychologists should consider the 
identity development, cultural socialization, 
and role of the adoptive parents in the iden-
tity formation of the Korean adoptee.   

   6.    Depression is one of the most predominant 
mental health issues among Korean 
Americans. Depressive symptoms are linked 
to several factors including aging, changes in 
gender roles (particularly for females), 
divorce or separation from family members, 
lower education level, low socioeconomic 
status, lack of social support, discrimination, 
slower rate of acculturation, caring for 
elders, and language barriers.   

   7.    Psychologists should take care in under-
standing the expression of emotion and 
how it impacts mood disorders like depres-
sion. In Korean culture there is no differen-
tiation between psychological and physical 
functioning. Somatic complaints are often 
used when describing emotions and psy-
chological distress for fi rst generation 
Koreans in particular. Furthermore, there is 
no direct translation for “depression”; 
Koreans often translate the condition to 
being “out of balance” or harmony as a 
relatable experience.   

   8.    Oftentimes less acculturated Korean 
Americans are reluctant to express positive 
emotions, as a cultural response style. As 
such, the absence of positive emotions 
should not be considered to be depressive 
mood symptoms, or indicative of true emo-
tional states. Moreover, Korean Americans 
believe an important component is to keep 
harmony in the family and forbear one’s bur-
dens, accepting suffering as a way of life. 
Therefore depressive symptoms related to 
forbearing family burdens may appear to be 
causing distress, but the alternative; to think 
of and act as an individual separate from the 
collective family, in actuality may cause 
greater psychological distress.   

   9.    Anxiety disorders and the expression of neg-
ative emotion have culture bound symptoms 
unique to Korea like  Hwa-byung  and  Shin- 
byung  . Hwa-byung is related to repressed 
negative emotions expressed through multi-
ple physical symptoms, in response to emo-
tional distress. On the other hand, Shin-byung 
is characterized by anxiety and somatic com-
plaints, followed by dissociation and posses-
sion by ancestral spirits. Psychologists 
should be mindful of the expression of emo-
tions and symptoms in this way, particularly 
for fi rst generation Korean Americans.   

   10.    There are stressors for Korean Americans 
including dynamics in the family that create 
pressure (perfectionism, acculturative stress, 
family role shifts). Psychologists should be 
aware of the patterns and way in which 
Korean Americans oftentimes respond to 
such pressures i.e. substance abuse, eating 
disorders, and in extreme cases suicide.   

   11.    In Korean culture, drinking alcohol is com-
mon, particularly during social gatherings. 
For Korean Americans, these social norms 
often turn into abuse when alcohol becomes 
a coping mechanism to deal with distress and 
stressors.   

   12.    For Korean Americans, mental illness is 
viewed as stigmatizing and brings shame to 
the family. The general underutilization and 
barriers to care observed in the Korean 
American community may be attributed to 
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many factors, including negative stigma, 
lack of knowledge regarding resources, unfa-
miliarity with treatment methods, pragmatic 
barrier to receiving treatment (such as fi nan-
cial resources, transportation, language, or 
access to insurance), as well as failure of 
mental health services to provide culturally 
relevant interventions.   

   13.    The assistance of family, friends, and com-
munity organization such as church are the 
primary places Korean Americans turn to for 
social support. However, while a strong 
emphasis is placed on the family unit, a 
Korean American open to psychological 
assessment or treatment will not likely have 
shared with their family they are seeking 
such services.         
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        According to the    US Census Bureau (2010), 
Asian Indian Americans constitute the third larg-
est Asian group in the USA with a population of 
3.2 million (Hoeffel, Rastogi, Kim, & Shahid, 
 2010 ). In this chapter, we will use the term Asian 
Indian American to refer to those who are of fam-
ily descent originating from the Indian subconti-
nent, currently living in the USA and have either 
been born or have become naturalized citizens of 
this country. 

 According to Chandrasekhar ( 1982 ), the earli-
est records of people arriving from the Indian sub-
continent to the USA can be dated back to the late 
1800s. Immigrants came in as Asian laborers but 
were not received well by the locals, as the USA 
was then considered a land for European 
Americans (Takaki,  1989 ). The Barred Zone Act 
in 1917 and later the Exclusion Act in 1924 were 
exclusionary policies prohibiting Indian immi-
grants from entering the USA, resulting in a 
decrease in this population (Chandrasekhar,  1982 ; 
Ninian,  2012 ). However, since the establishment 
of the US Immigration Act of 1965, an increase in 
the numbers of professional Asian Indian 
Americans and their families has been observed. 
These individuals were well-educated and middle-

class urban professionals who sought to advance 
their career aspirations or seek higher education as 
graduate students (Farver, Narang, & Bhadha, 
 2002 ; Ninian,  2012 ; Ramisetty- Mikler,  1993 ). 
Currently, a large proportion of Asian Indian 
Americans consist of doctors,  lawyers, engineers, 
scientists, academicians, and aspiring graduates in 
universities. Career advancement has always been 
a motivating factor to immigrate to the USA for 
many Indian professionals since the 1960s and 
continues to be a critical reason for the increase in 
population of Asian Indian Americans in the “land 
of opportunities” (Ramisetty-Mikler,  1993 ). 

 Considering the recent expanse of Asian Indian 
Americans as the third largest Asian community 
in the USA, this chapter focuses on informing 
practice within a multicultural context in relation 
to providing culturally sensitive psychological 
services to individuals of Asian Indian American 
heritage. A systematic search of articles published 
in peer-reviewed journals was conducted via 
PsycINFO, ERIC, and Proquest Databases during 
the previous three decades (1979–2012). 
Descriptors used to conduct this search included 
“Asian Indian Cultural Beliefs and Practices,” 
“Asian Indian Attitudes towards Mental Health,” 
“Asian Indian Americans cultural beliefs,” “Asian 
Indian Americans and Religion,” “Asian Indian 
Americans and Counseling issues,” “Asian Indian 
Americans and psychological testing,” and “Asian 
Indians and developmental issues.” In addition, 
the references within the selected articles were 
searched for additional relevant sources. Based on 
the results of our literature search, broad areas 
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covered in this chapter include a review of the 
Asian Indian American cultural context and issues 
related to acculturation; attitudes towards mental 
health, disability, and help-seeking behaviors; and 
guidelines to inform practice when working with 
Asian Indian Americans. 

    Cultural Context 
and Understanding the Asian 
Indian American 

 To understand the ethnic identity of Asian Indian 
Americans, it is important to consider the cultural 
diversity within this minority group. India con-
sists of multiple religions, languages, states, as 
well as different customs and traditional prac-
tices pertaining to each state. Eight main reli-
gions, which include Hinduism, Islam, 
Christianity, Sikhism, Judaism, Buddhism, 
Jainism, and Zoroastrianism, are found in India. 
Hinduism is the most widely practiced religion in 
India. In addition, India consists of 28 states, 7 
union territories, and 22 languages with their 
own written scripts and 26 spoken dialects (Lai & 
Surood,  2008 ; Pattanayak,  1990 ). Despite the 
presence of many languages, it is common prac-
tice for professional, working-class Indians to be 
fl uent in English (Pattanayak,  1990 ). In lieu of 
this diversity, it would not be surprising to fi nd a 
similar diaspora of languages, religions, regional 
cultural variations, and differing traditional val-
ues and attitudes among Asian Indian Americans 
in the USA. 

    Issues Related to Ethnic Identity 
Formation and Acculturation 

 In addition to cultural variations, it is also impor-
tant to consider that immigration of Asian Indian 
Americans is a relatively recent phenomenon that 
has picked up pace since the 1960s. Hence, 
understanding an individual’s cultural back-
ground and its impact on his or her attitudes and 
behaviors should be taken in light of intergenera-
tional infl uences and the level of acculturation 
attained among Asian Indian Americans. 

Acculturation is a group level phenomenon and is 
defi ned as the process of change that occurs 
within ethnic minority individuals when they 
adapt to the values, attitudes, and belief systems 
of the dominant culture (Berry, Kim, Power, 
Young, & Bujaki,  1989 ). Specifi cally, it is the 
extent to which these individuals retain the ethnic 
values, customs, beliefs, and traditions of their 
natal culture and the degree to which they iden-
tify with the host culture (Dasgupta,  1998 ; Farver, 
Narang, & Bhadha,  2002 ). 

 According to Berry’s two dimensional accul-
turation model ( 1989 ), ethnic group members can 
adapt to the dominant culture in four different 
ways. Individuals can solely identify with the 
dominant culture while rejecting their natal cul-
ture through the process of assimilation. 
Alternatively, they can solely identify with their 
natal culture while severing ties with the domi-
nant culture through the process of separation. 
They can also reject values and belief systems of 
the natal culture as well as the dominant culture 
via the process of marginalization or they can 
develop bicultural ethnic identities by maintain-
ing characteristics from both cultural groups via 
the process of integration. 

 Broadly speaking, this minority group can be 
divided into fi rst-generation and second- generation 
Asian Indian Americans. First generation Asian 
Indian Americans are those who moved to the 
USA in the mid 1960s in the pursuit of a better life, 
personally and professionally (Das & Kemp, 
 1997 ). This group of Asian Indian Americans gen-
erally have a strong affi nity for traditional Indian 
roots and often attempt to recreate the same cul-
tural milieu in a foreign land (Dasgupta,  1998 ; 
Farver, Xu, Bhadha, Narang & Lieber,  2007 ). In 
fact, fi rst generation Asian Indian Americans are 
sometimes more “Indian” than the residents in 
India, as they struggle to retain the same sense of 
culture and tradition they had left with many 
decades ago despite changes that may have 
occurred since their departure from India (Farver, 
Narang, & Bhadha,  2002 ; Patel, Power, & 
Bhavnagri,  1996 ). In accordance to Berry’s 
model ( 1989 ), this group of Asian Indian 
Americans would usually fall under the preferred 
acculturative mode of separation. In contrast, 
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second- generation Asian Indian Americans are 
usually born on American soil and are socialized 
into two cultures. They are acculturated to both the 
traditional Indian culture of the family and the wider 
dominant culture of the American society (Das & 
Kemp,  1997 ; Farver et al.,  2007 ). With reference to 
Berry’s model, most members of this group attempt 
to develop a bicultural ethnic identity by integrating 
characteristics from both cultures. 

 The literature on acculturation suggests that 
higher levels of acculturative stress are associated 
with minority groups adhering either to the mar-
ginalization or the separation acculturation mode 
(Berry et al.,  1989 ). Furthermore, a difference in 
the degree of acculturation not only has an impact 
on the difference in the development and mainte-
nance of ethnic identity across the two genera-
tions but also contributes to a host of stressors 
that may be qualitatively different across both 
generation groups (Farver, Narang, & Bhadha, 
 2002 ). With Asian Indian American families, 
variations in attitudes and behaviors across the 
two generations may be observed in differences 
in perspectives towards gender roles, marriage, 
family structure and roles, child rearing prac-
tices, adherence to religious customs, social 
interactions and pro-social behaviors, and mental 
health issues (Ibrahim, Ohnishi, & Sandhu,  1997 ; 
Ramisetty-Mikler,  1993 ). 

 In addition to the stressors experienced by 
many Asian Indian Americans adapting to the 
values, attitudes, behavior, and belief systems of 
the dominant culture, another area of concern 
includes the acceptance of this minority popula-
tion by other cultural groups in the USA. Asian 
Indian Americans who have different accents and 
sometimes lack fl uency in the English language 
may experience problems with communication. 
In addition, their style of dressing (e.g., use of 
Indian attire), skin color, physical appearance, 
formal social behaviors, and mannerisms may 
result in other cultural groups perceiving them as 
being different or strange. Negative outcomes of 
such social situations may result in developing 
stereotypical perceptions of other cultural groups 
and feelings of isolation which could be consid-
ered as a potential source of adjustment stress 
(Sodowsky & Carey,  1987 ).  

    Issues Related to Family Structure, 
Role Expectations, and Child Rearing 
Practices 

 For Asian Indian Americans, family is the funda-
mental unit in one’s society as well as a source of 
emotional and social support. First- generation 
Asian Indian Americans generally view the fam-
ily structure as being formal and hierarchical 
with each member having a designated role. In 
traditional family units, the father is usually con-
sidered the head of the family, sole bread winner, 
enforcer of family rules, and decision maker 
whose authority should not be questioned. The 
mother is typically viewed as being nurturing and 
serving as the primary caretaker of the children’s 
day-to-day needs. Children’s compliance to 
parental demands and reverence for elders are 
considered essential family values. It is not 
uncommon for older generations to expect their 
children to care for them in their old age. It is also 
not uncommon to fi nd married sons living with 
their families and parents in the same physical 
space. Furthermore, it is not unusual for tradi-
tional family units to place high expectations on 
their sons, as they would traditionally be respon-
sible with carrying the family name for future 
generations (Ramisetty-Mikler,  1993 ). 

 In most Asian Indian American families, 
major decisions regarding education, occupation, 
scholastic and extracurricular activities, mar-
riage, and social behaviors align with the approval 
of the elders or heads of the family. Attitudes, 
behaviors, and decisions that are in confl ict with 
family values and rules are viewed in an extremely 
negative light. In such situations, guilt, shame, 
and moral obligation towards the family are 
instrumental in redirecting and governing behav-
iors and attitudes that conform to familial values 
and needs. Asian Indian American families usu-
ally follow an authoritarian parenting style and 
family needs are always placed before the needs 
of the individual members (Inman, Howard, 
Beaumont, & Walker,  2007 ; Ramisetty-Mikler, 
 1993 ). Professional achievement, academic suc-
cess, and education are given paramount impor-
tance. Failure to achieve these goals could be 
considered a source of stress for many Asian 

5 Working with Asian Indian Americans



64

Indian American families (Ramisetty-Mikler, 
 1993 ; Rao, McHale, & Pearson,  2003 ). However, 
despite the rigidity in family structure, a few 
changes are being observed in family role expec-
tations over the last few decades. For instance, 
immigrant families allow their children to enjoy 
more freedom and independence (Sinha,  1985 ) 
and immigrant mothers have become more 
authoritative in their parenting style (Ramisetty- 
Mikler,  1993 ). 

 Although fl exibility in family role expecta-
tions has recently been observed, differential 
rates of acculturation across fi rst-generation and 
second-generation family members may result in 
an increased risk for familial confl ict. This usu-
ally occurs when second-generation adolescents 
or young adults have acculturated more rapidly 
with their host culture in the USA when com-
pared to their fi rst-generation parents. Common 
areas of familial confl ict and family related stress 
are observed when second-generation adoles-
cents or young adults desire more independence 
with decisions related to dating, career choices, 
and marriage (Farver, Narang, & Bhadha,  2002 ; 
Inman et al.,  2007 ). In fact, research has indi-
cated that less disparity in acculturation between 
generations in a family are associated with posi-
tive outcomes such as ethnic identity achieve-
ment, high self-esteem, lower familial confl ict, 
and higher GPAs among Asian Indian American 
adolescents (Farver et al.,  2007 ).  

    Issues Related to Gender Roles 
and Expectations 

 Educational level, social class, economic stabil-
ity, and levels of acculturation are important fac-
tors that affect attitudes and behaviors towards 
gender roles and expectations among Asian 
Indian Americans. Gender identity may range 
from patriarchal to egalitarian. First-generation 
Asian Indian Americans often defi ne gender 
roles as clearly demarcated and rigid in their defi -
nition. This group usually perceives men as being 
the bread winners and fi nancial providers for the 
family while women manage the domestic 

domains of the home (Ibrahim et al.,  1997 ). 
The eldest male member of the family is consid-
ered to be the head of the family and is responsi-
ble for taking all the major family decisions (Das 
& Kemp,  1997 ). First-generation Asian Indian 
American women usually tend to be more pas-
sive (Chowdhury,  2005 ; Prakash,  2003 ; Shaikh & 
Hatcher,  2004 ) and economically more depen-
dent than their male counterparts as they are con-
sidered to be lower in status and power when 
compared to the male members of the family 
(Jejeebhoy & Sathar,  2001 ; Rani & Bonu,  2003 ). 
In fact, women in traditional Asian Indian 
American families are typically expected to place 
their family needs before their own (Arnold, 
Choe, & Roy,  1998 ; Narayan, Patel, Schafft, 
Rademacher, & Koch-Schulte,  2000 ). 

 An extremely traditional outlook towards 
gender roles entails males being viewed as 
more desirable compared to females as they are 
perceived to provide economic stability to the 
family. In addition, women are considered lia-
bilities, in conservative, less educated, middle 
and lower class Indian families, as the Hindu 
custom of dowry for the female child may still 
be prevalent in some conservative Indian fami-
lies (Das & Kemp,  1997 ). Furthermore, it is not 
uncommon for gender inequality to prevail 
within traditional Indian families (Choudhury, 
 2006 ), with both genders being discriminated 
against in different ways, thus threatening the 
security and well-being of family life 
(Choudhury & Carson,  2006 ). 

 In terms of gender role expression in psycho-
logical settings, women in traditional Indian fami-
lies are perceived as more socially and emotionally 
dependent on other family members and therefore 
may be more comfortable with openly expressing 
their grievances in an emotional manner (Hussain 
& Cochrane,  2003 ). In contrast, men are expected 
to be aloof, tough, independent and non-expressive 
with their emotions. Therefore, it is more likely 
that men would avoid disclosing problems of an 
emotional nature (Agarwal,  1998 ; Kai,  1999 ; 
Mathuranath, George, Cherian, Matthew, & 
Sarma,  2005 ; Sudha, Suchindran, Mutran, Rajan, 
& Sanna,  2007 ). 
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 With reference to marital practices and deci-
sions in this area, a majority of the marriages 
among fi rst-generation Asian Indian Americans 
are arranged and divorce rates are low. It is com-
mon practice for fi rst-generation Asian Indian 
Americans to marry within their ethnic group, 
social caste, economic class, and religious 
denomination. Furthermore, it is expected that 
parents select potential mates for their children, 
especially daughters. This practice has usually 
led to the restriction or total prohibition of dating 
and/or expression of any form of sexuality for 
daughters of Asian Indian American families. 
For traditional Indian couples that have recently 
moved to the USA, new stressors may develop, 
especially if the husband is trying to establish a 
career and the wife is left alone at home with 
minimum contact with the outside world. This is 
a particularly important issue as extended Indian 
families in India often live together, and women 
tend to obtain a lot of support from other females 
in their families (Wasan, Neufeld, & Jayaram, 
 2009 ). Although this issue may be transitory in 
nature, it could have the potential to result in 
emotional distress, physical illness, and marital 
confl icts (Das & Kemp,  1997 ). 

 Despite the conservative perception in gender 
identity and roles amongst fi rst-generation Asian 
Indian Americans, more fl exible and egalitarian 
gender roles are observed across second- 
generation Asian Indian Americans. In recent 
years, arranged marriages are not necessarily the 
norm though marrying within the same culture 
and caste are still considered important (Khanna, 
McDowell, Perumbilly, & Titus,  2009 ). Marital 
decisions are made based on factors such as 
equality in educational levels, social class, and 
economic independence across both genders. In 
fact, dual income family providers are preferred 
over single income families among second- 
generation Asian Indian Americans as this typi-
cally ensures better economic stability and a 
higher quality of life. Furthermore, women are 
encouraged to participate in family decision mak-
ing and more freedom in choice of career, dating 
practices, and marriage partners are observed in 
families that have assimilated to mainstream 
American culture (Das & Kemp,  1997 ).  

    Issues Related to Indian Customs, 
Values, and Belief Systems 

 When understanding Asian Indian Americans, 
whether fi rst or second generation, it is important 
to consider the cultural values and belief systems 
that have been instilled within the family unit. 
Literature suggests that fi rst-generation Asian 
Indian American immigrants continue to empha-
size specifi c values and goals to their second- 
generation children—values that were instilled 
during their own upbringing (Inman et al.,  2007 ). 
A few of the values that hold importance to Asian 
Indian Americans involve family interdepen-
dence, a strong sense of duty (or Dharma) towards 
the family, and protection of family honor. 
Individuality is encouraged within the confi nes 
and boundaries set by the family. Therefore, 
Asian Indian Americans are considered to be 
more allocentric in their predisposition as 
opposed to the egocentrism that is more common 
in Western cultures (Ibrahim et al.,  1997 ; Das & 
Kemp,  1997 ). Asian Indian Americans believe in 
maintaining harmony in social interactions and 
therefore may be nonconfrontational and view 
silence as a virtue. Respect for the elderly and 
older individuals of the family (e.g., parents, 
older siblings etc.) are given much importance as 
Asian Indian Americans are taught to believe that 
“older means wiser” and one has much to learn 
from the advice given by the elderly because of 
wisdom the elderly have collected over the years. 
This respect is also extended to the larger com-
munity where sensitivity towards the social cli-
mate and formality in social interactions is 
emphasized (Das & Kemp,  1997 ). 

 In terms of intimate interpersonal relation-
ships, modesty in sexual expression and affection 
in public settings is expected. Furthermore, 
emphasis is placed on Karma, or the law of cause 
and effect, especially among fi rst-generation 
Asian Indian Americans who practice Hinduism, 
Jainism, or Buddhism. Karma posits that the type 
and quality of health and life one experiences in 
the present life is the direct result of one’s deeds 
and actions in one’s past lives. In the same vein, 
one’s current behaviors can affect one’s future 
lives (Lai & Surood,  2008 ). Hence, Karma is 

5 Working with Asian Indian Americans



66

about retribution for one’s past and future actions. 
Therefore, in the face of challenges, Asian Indian 
Americans are expected to be patient and endure 
this retribution to break the cycle of negativity, as 
this would ensure a better existence for their 
future lives. Attitudes and behaviors that are con-
sidered essential in character development and 
conform to the idea of Karma, include humility 
in one’s actions, moderation in behavior, disci-
pline and obedience, and a high regard for learn-
ing. Attitudes and behaviors that are in confl ict 
with these values may be a source of stress for 
many Asian Indian Americans as they may fear 
“losing face” with their larger ethnic community 
(   Das & Kemp,  1997 ; Ibrahim et al.,  1997 ).   

    Attitudes Towards Mental Illness, 
Disability, and Help-Seeking 
Behaviors 

 Literature suggests that mental illness or disabil-
ity among traditional Asian Indian Americans is 
considered an inherited defect borne of super-
natural causes such as spirit possession or retri-
bution for one’s Karma or sins committed in past 
lives (Leung, Cheung, & Tsui,  2012 ; Parashar, 
Chan, & Leierer,  2008 ; Ramisetty-Mikler,  1993 ). 
In particular, traditional Asian Indian Americans 
hold higher superstitious causal beliefs towards 
mental illness rather than factoring in a biological 
or environmental basis to mental illness when 
compared to Western cultural groups (Soorkia, 
Rosemary, & Swami,  2011 ). 

 Keeping awareness of mental health challenges 
within the family is perceived as a necessary mea-
sure to avoid social stigma, maintain family honor, 
and reduce the chance of being rejected by the 
larger ethnic community as a whole (Leung et al., 
 2012 ; Parashar et al.,  2008 ). Particularly, nondis-
closure of psychiatric conditions such as depres-
sion and schizophrenia and disabilities such as 
intellectual disability are prevalent among Asian 
Indian Americans, because these are considered as 
least preferred disability types and are associated 
with the highest levels of stigmatization (Parashar 
et al.,  2008 ). In fact, traditional Asian Indian 
American families are reticent about accessing 

psychological services, as this could potentially 
endanger the chances of marriage for other family 
members. Disclosure of a psychiatric illness or 
disability in the family may be suggestive of a 
genetic predisposition to mental illness or disabil-
ity that could be passed on to future generations 
(Das & Kemp,  1997 ). 

 Furthermore, mental illnesses are often per-
ceived as a character weakness rather than a treat-
able illness among traditional Asian Indian 
Americans. Therefore, traditional Asian Indian 
American families would prefer to turn to spiri-
tual healers, occult practices and rituals, and 
complementary alternative medicine (CAM) 
such as Ayurveda (herbal medicines) or homeo-
pathic remedies as a cure for these conditions 
(Ramisetty-Mikler,  1993 ). Of note, the use of 
CAM is much higher in Asian Indian American 
women and the elderly than Asian Indian 
American men (Misra, Balagopal, & Klatt, 
 2010 ). This could be due to the fact that the for-
mer two groups, particularly women and senior 
citizens that are new immigrants, tend to be 
domesticated, home-bound and have less contact 
with infl uences outside their home (Mathuranath 
et al.,  2005 ; Sudha et al.,  2007 ). Hence, they are 
more likely to seek support from their extended 
family, which would usually encourage the use of 
CAM and other traditional healing methods. 
Additionally, factors that result in a strong adher-
ence to traditional Indian cultural values may 
contribute to the rejection of counseling or psy-
chotherapeutic services (Soorkia et al.,  2011 ). 
The fi rst factor involves a preference towards 
sharing personal and intimate information with 
members of the family rather than a counselor, as 
seeking counseling could be perceived as a 
shameful practice by traditional Asian Indian 
American families (Das & Kemp,  1997 ; Soorkia 
et al.,  2011 ). A second factor that may inhibit the 
need to seek mental health services includes the 
desire to maintain high standards of social and 
personal morality. In accordance with tradi-
tional Indian cultural values, excesses in any 
behavior or habit such as substance abuse or 
domestic violence are considered to be borne of 
poor emotional self-control. Therefore, disclo-
sure of such sensitive information may suggest 
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that the help- seeker is weak and has failed to 
maintain high standards of moral conduct. This 
perception could in turn affect the help-seeker’s 
psychological well-being (Das & Kemp,  1997 ). 
A third factor that contributes to the underutiliza-
tion of mental health services among Asian 
Indian Americans is the perception that counsel-
ing and psychotherapy are services required by 
individuals with severe psychological disorders 
and mental illness. The practice of seeking pro-
fessional help to solve everyday problems does 
not exist, simply because it is usually taken care 
of by elders in the immediate and extended fami-
lies. A fourth factor that results in the rejection of 
psychological services, particularly among Asian 
Indian American males, is the notion of main-
taining a masculine exterior by denying vulnera-
bilities and concealing emotional and physical 
fragility that would not be possible within a 
counseling setting (Soorkia et al.,  2011 ). Finally, 
as the mental health profession is dominated by 
Caucasian Americans, cultural mistrust towards 
this culture group is an important factor that can 
result in the underutilization of mental health ser-
vices and negative attitudes towards psychologi-
cal help- seeking behaviors among Asian Indian 
Americans (Soorkia et al.,  2011 ). 

 Another notion prevalent among Asian Indian 
Americans is the preference for physical pathol-
ogy over psychological distress, as physical 
symptoms to illness are perceived as a healthcare 
concern and therefore are considered treatable. 
Hence, it is not uncommon for Asian Indian 
Americans Americans to somatize psychological 
distress as it is viewed as culturally acceptable 
and less stigmatizing (Gilbert,  2002 ; Gilbert, 
Gilbert, & Sanghera,  2004 ). For instance, depres-
sion, the most common referral among Asian 
Indian Americans in Western countries (i.e., 
Canada, the USA, and the UK) and in India, is 
primarily presented with physical manifesta-
tions such as generalized aches (Bhugra & 
Mastrogianni,  2004 ; Bhui, Bhugra, & Goldberg, 
 2000 ; Bhui, Bhugra, Goldberg, Dunn, & Desai, 
 2001 ; Mukherji,  1995 ; Rait & Burns,  1997 ), loss 
of energy, sleep disorders, reduced libido (Wasan 
et al.,  2009 ), and gastric pains (Ecks,  2004 ,  2005 ). 
Given the high rate of somatization of mental 

illness, it is therefore not surprising that research 
has found that Asian Indian Americans endorse 
the use of medications to treat mental illness that 
are associated with physical distress, as they 
believe that it would produce quicker and more sat-
isfactory results. In addition, medication is viewed 
as more accessible, quicker, and affordable option 
than psychological treatments (Varghese,  2007 ).  

    Guidelines for Practice with Asian 
Indian Americans 

 The role of culture in clients’ help-seeking atti-
tudes cannot be stressed enough. Like many 
other Asian ethnicities, Asian Indian Americans 
who adhere strongly to traditional Indian values 
of family privacy and nonpublic expression of 
feelings are less likely to seek help from non-
family members, particularly for mental health 
problems, which as discussed are considered a 
sign of weakness and which bring shame to the 
family (Khanna et al.,  2009 ; Leung et al.,  2012 ; 
   Uba,  1994 ). Also, the underutilization of mental 
health services among Asian Indian Americans 
might occur because individual needs are met 
via other alternatives, such as through consult-
ing with medical physicians, religious or spiri-
tual leaders, herbal doctors or friends and family 
(Leung et al.,  2012 ). Hence, mental health pro-
fessionals should be aware of these beliefs, and 
be able to identify and acknowledge them when 
they arise so that they are able to work with, 
within and around these restrictions. Considering 
these fi ndings, reframing mental health services 
to promote help-seeking behaviors and attitudes 
among Asian Indian Americans is required to 
better manage psychological issues (Leung 
et al.,  2012 ). 

 Research suggests that anxiety and depression 
are prevalent among Asian Indian American 
because of stressors related to unemployment 
(Leung et al.,  2012 ), immigration status (Khanna 
et al.,  2009 ), familial and relationship confl icts 
associated with the acculturation gap between 
fi rst-generation and second-generation Asian 
Indian Americans (Das & Kemp,  1997 ; Farver, 
Narang, & Bhadha,  2002 ), and adjustment issues 
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with the dominant culture in the USA (Ramisetty- 
Mikler,  1993 ). The following guidelines are 
offered as a framework to make psychological 
services more accessible to Asian Indian 
Americans to meet their mental health needs. It is 
important to consider that most suggestions pre-
sented in this section should be implemented 
simultaneously rather than sequentially to better 
address the needs of the Asian Indian American 
clientele when providing culturally sensitive psy-
chological services. 

    Reframing and Increasing Service 
Utilization by Customizing Service 
Delivery Methods 

 One of the reasons for the stigma and consequent 
high need for self-concealment of mental illness 
(Choi & Wynne,  2000 ) is that new Asian Indian 
American immigrants may not have been exposed 
to much information about the causes and inter-
ventions for mental health issues and therefore 
have different understandings of such issues 
(Choi & Wynne,  2000 ). Hence, to reduce the 
stigma associated with mental illness and increase 
help-seeking behaviors amongst Asian Indian 
Americans, it might be helpful for mental health-
care providers to promote mental well-being pro-
grams rather than curative programs. Mental 
well-being programs can focus on providing 
basic information about mental health issues, 
psychoeducational programs, and personal devel-
opment counseling to enhance mental wellness 
(CHAT,  2010 ; Khanna et al.,  2009 ; NIE Wellness 
Centre,  2012 ). Such alternatives may be more 
agreeable to Asian Indian American clients who 
are emotionally troubled, but are not ready to 
seek help for their psychological issues. These 
alternative could also help these clients learn 
more about their conditions and provide them 
with avenues to seek help that are less 
stigmatizing. 

 Alternatively, there may be some potential Asian 
Indian American clients who might recognize the 
need for help, but might not be ready to reveal their 
identities in a public venue. Research has suggested 
that counselors need to remember that like other 

Asian groups, Asian Indian Americans might be 
uncomfortable with individual face-to-face coun-
seling in a structured time and place (Arthur,  1997 ; 
Fouad,  1991 ; Hayes & Lin,  1994 ; Siegel,  1991 ). 
Hence, the steps needed to access services could 
include help seekers to obtain a fi rst consultation via 
non-face-to-face methods, such as telephone 
helplines or online chat rooms (Chang, Yeh, & 
Krumboltz,  2001 ), both of which provide relative 
anonymity. More importantly, such anonymous 
methods of communication allow mental health 
workers to respect Asian Indian American cultural 
beliefs about mental illness and cater to their need 
for self-concealment (Masuda & Boone,  2011 ). 
Once suffi cient trust and rapport has been built 
between the therapist and the anonymous client on 
the phone or on-line, then it would be easier to move 
these sessions to a therapeutic counseling setting 
(Alife,  2013 ; Coman, Burrows, & Evans,  2001 ; 
Flynn, Taylor, & Pollard,  1992 ; Masuda & Boone, 
 2011 ; Pregnancy Crisis Service,  2012 ; Swinson, 
Fergus, Cox, & Wickwire,  1995 ).  

    Using Systems-Based Therapeutic 
Approaches 

 It is important to recognize the cultural variations 
that exist across individuals of this ethnic minor-
ity group within the broader context of accultura-
tion (Khanna et al.,  2009 ; Ramisetty-Mikler, 
 1993 ) in the USA. Literature on Asian Indian 
Americans suggest that fi rst-generation and 
second- generation Asian Indian Americans may 
hold different perceptions on expected family 
roles, gender identity roles, and attitudes towards 
social conventions such as marriage, dating, 
interactions with other cultural groups and career 
choices (Das & Kemp,  1997 ; Dasgupta,  1998 ; 
Farver, Narang, & Bhadha,  2002 : Khanna et al., 
 2009 ). Therefore it would be helpful for mental 
health professionals to understand the client’s 
acculturation status (Garcia & Zea,  1997 ) using 
Berry’s two dimensional acculturation model 
( 1989 ) or Sue’s model ( 1981 ) on minority iden-
tity development (Ramisetty-Mikler,  1993 ). 

 Although the literature suggests that fi rst- 
generation Asian Indian Americans usually follow 
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the acculturation mode of separation whereas 
 second-generation Asian Indian Americans seem 
to be more bicultural in their ethic identifi cation 
(Das & Kemp,  1997 ; Dasgupta,  1998 ; Farver, 
Narang, & Bhadha,  2002 ), our experience work-
ing with Asian Indian American families suggests 
that mental health professionals should directly 
ask the client their perceptions on various social 
and cultural issues. This assists mental health pro-
fessionals to avoid making any inaccurate assump-
tions regarding the client’s cultural worldview. In 
addition, direct questioning also aids in acquiring 
a comprehensive picture of the client’s ethnic 
identity by understanding his/her multiple identifi -
cations in terms of age, gender, community, caste, 
religion, sexual orientation, and socio- economic 
status (Braun, Fine, Grief, & Devenny,  2010 ; 
Ibrahim et al.,  1997 ). Furthermore, to gain a better 
understanding on the client’s acculturation status, 
we fi nd it most useful to ask the client questions on 
their perceptions on family and/or marital relation-
ships, gender roles, religious/spiritual practices, 
cultural traditions, social conventions, and parent-
ing practices (to name a few) to gain a better 
understanding of their acculturation status. 

 As most Asian Indian Americans have a cul-
turally collectivistic orientation, it is important to 
understand the various social infl uences that may 
or may not have an impact on the client’s atti-
tudes and behaviors (Khanna et al.,  2009 ). 
Bronfenbrenner’s ecological model ( 1979 ) pro-
vides a comprehensive framework to examine the 
various social systems (such as the client’s imme-
diate and extended family, friends, religious 
groups, and larger community) and its infl uences 
(Ramisetty-Mikler,  1993 ). As family is the most 
prominent infl uence for many Asian Indian 
American clients, it is essential to understand the 
client’s family structure, gender role expecta-
tions, class relationships, intergenerational rela-
tions, and expectations of fi lial duties (Khanna 
et al.,  2009 ). Maybe more importantly, it is nec-
essary to evaluate how the client’s perceptions 
could be different or similar to the beliefs held by 
his/her immediate and extended family members. 
For some clients, the perceptions held by their 
friends, religious affi liations, and the larger com-
munity hold signifi cance. Hence, when working 

with Asian Indian Americans who hold more 
 traditional Asian Indian values, it is essential for 
the therapist to take into account these various 
contextual infl uences and the impact of both 
immediate and extended families on clients’ 
decision making process and level of coping. 
(Leung et al.,  2012 ). 

 Furthermore, the collectivistic nature of Asian 
Indian culture indicates that individuals in this 
culture often defi ne themselves in relation to the 
people around them and the social situations they 
are in (Markus & Kitayama,  1998 ; Markus, 
Mullally, & Kitayama,  1997 ; Yeh & Hwang, 
 2000 ). Change can only take place with the help 
and in the context of the people whom the client 
interacts most with, i.e., his/her family, commu-
nity, and social system (Yeh & Hwang,  2000 ). It 
may therefore be unrealistic for the therapists to 
expect their clients to make decisions that are 
independent of these systems—a concept that 
may be alien to the Western perspective of ther-
apy. In such situations, the treatment dyad should 
therefore shift from “therapist-client” to 
“therapist- family,” and the ethics of care should 
also shift from what’s best for the client to what’s 
best for the client in conjunction with the family 
(Wasan et al.,  2009 ). Hence, it is important for 
therapists to engage the family in the therapeutic 
process and involve the family as the client’s 
most important resource outside of therapy. For 
severely mentally ill clients, particularly those 
suffering from psychosis, the family may be key 
informants of the clients’ medical history and 
therefore would play an important role in confi r-
mation of diagnosis and medical management 
(Wasan et al.,  2009 ). It is therefore recommended 
that the key focus of therapy is on enhancing the 
supportive aspects of the family system so as to 
maximize the family’s ability to manage the care 
of the client. If family issues/stressors are the pre-
cipitating and perpetuating factors of the client’s 
problem, then it might be helpful for the therapist 
to provide family therapy using a systemic 
approach. 

 Our experience with clients of Asian Indian 
American background supports that this minority 
group shows a strong preference towards psycho-
logical services that are more family based. 
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Therefore, assessment and treatment goals that 
are in confl ict with the client’s family and cul-
tural values more often lead to poorer treatment 
outcomes such as noncompliance with treatment 
recommendations and/or premature termination 
of psychological services. Alternatively, treat-
ment recommendations are perceived positively 
if they aim to facilitate family cooperation to 
allow fl exibility in decision making instead of 
focusing on individualism that may affect the 
family structure. Our observations support the 
fi ndings indicated in the literature on multicul-
tural issues that need to be considered when 
working with Asian Indian Americans (Ibrahim 
et al.,  1997 ; Khanna et al.,  2009 ; Leung et al., 
 2012 ; Ramisetty-Mikler,  1993 ).  

    Using Directive Therapeutic 
Approaches 

 To successfully obtain the required information 
from the Asian Indian American client, therapists 
need to adopt counseling techniques or commu-
nication styles that are respectful and directive. 
Traditional Asian Indian Americans often assume 
that health care problems are usually beyond 
the control of patients, and therefore doctors have 
the responsibility of playing a very active role in 
identifying patient problems and providing solu-
tions (Yeh, Hunter, Madan-Bahel, Chiang, & 
Arora,  2004 ). Contrary to Western forms of psy-
chotherapy, this belief is also applied to thera-
pists and mental health professionals who are 
expected to play a more active and “expert” role 
in problem identifi cation and solution generation 
(Lee & Armstrong,  1995 ; Wasan et al.,  2009 ). In 
fact, the literature indicates that client-centered 
therapy that involves extreme verbalization and 
self- disclosure of thinking processes and feelings 
may not meet the needs of this client population 
as it is in confl ict with their cultural values of 
modesty in thought, action, and humility (Ibrahim 
et al.,  1997 ; Ramisetty-Mikler,  1993 ). Instead, 
approaches that are more cognitively inclined 
such as psycho-education or collaborative deci-
sion making between the client and therapist are 
perceived as more useful in building a therapeutic 

alliance, as it allows the therapist to be more 
active in communication, self-disclosure, and 
advice giving (Khanna et al.,  2009 ). In addition, 
the use of narratives (e.g., success and challenges 
faced by other Asian Indian Americans as exam-
ples), direct role playing techniques, and prog-
ress monitoring of skills have been considered 
instrumental in developing a comfortable thera-
peutic environment (Ramisetty-Mikler,  1993 ). 

 Finally, as the Asian Indian American client 
initially tends to be more passive in the therapeutic 
process, the communicative context is often satu-
rated with nonverbal messages. In a few situations, 
the client’s words may contradict his/her nonver-
bal behaviors. Hence under these circumstances, it 
would be helpful for therapists to be more sensi-
tive to these nonverbal cues during the therapeutic 
process. Also, learning more about the nonverbal 
behaviors that are prevalent among Asian Indian 
American could help therapists gain a better 
understanding of the client’s needs, attitude, and 
behaviors during the initial stages of therapy 
(Ibrahim et al.,  1997 ; Khanna et al.,  2009 ).  

    Allocating Counselors Based 
on Client Values and Gender 
Preferences 

 Considering the strict hierarchical nature of 
Indian society (Kakar & Kakar,  2009 ), mental 
health care providers must be aware that Asian 
Indian clients view people in terms of their posi-
tions/ranks relative to their own. For example, 
research in the USA has found that Asian 
American students, including Asian Indian 
Americans, tend to have greater respect for those 
whom they perceive as having more authority, 
knowledge, or expertise than them. Hence, they 
are more likely to develop positive relationships 
with “expert” counselors than “non-expert” ones 
(Shea & Yeh,  2008 ). 

 The patriarchal nature of Asian Indian American 
families also impacts Asian Indian American per-
ceptions of gender-related authority. In the Indian 
Subcontinent, men are usually perceived as hav-
ing more power and authority than women 
(Jejeebhoy & Sathar,  2001 ; Rani & Bonu,  2003 ). 
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Hence, more traditional Asian Indian Americans, 
as well as fi rst-generation Asian Indian Americans, 
may prefer male therapists since these are per-
ceived to have more authority than their female 
counterparts (Shea & Yeh,  2008 ). 

 Societal beliefs about male–female relation-
ships could also have an impact on the gender of 
the therapist chosen to work with Asian Indian 
American clients (Rathod, Kingdon, Phiri, & 
Gobbi,  2010 ). For example, there may be objec-
tions to female therapists working with male cli-
ents or vice- versa, as public knowledge of this 
could put a strain on marital or familial relation-
ships (Rathod et al.,  2010 ). Therefore having the 
same gender treatment dyad may be helpful in 
facilitating the treatment process. 

 Given these cultural and societal beliefs, it is 
important for mental healthcare providers, partic-
ularly intake personnel, to check with potential 
clients about gender preferences for their thera-
pist, and to respect and accede to their clients’ 
choices. Doing so could potentially increase com-
mitment to the therapeutic regime while reducing 
resistance towards building trust, rapport and dis-
closure during the therapeutic process.  

    Collaborating with Medical 
Professionals and Indigenous Healers 

 Literature suggests that Asian Indian Americans 
tend to be conservative and reserved with self- 
disclosure and often somatize their mental health 
issues (Leung et al.,  2012 ). Therefore, given this 
high rate of somatization of mental illness 
amongst Asian Indian Americans (Gilbert,  2002 ; 
Gilbert et al.,  2004 ), it is not uncommon for cli-
ents of this minority group to fi rst seek assistance 
from primary health care providers. Considering 
this fi nding, it could be prudent for psychologists 
to collaborate with physicians to develop  effective 
ways to assist Asian Indian Americans to become 
more accepting of receiving treatment. Treatment 
options in the form of allopathy and psychother-
apy could be helpful in alleviating symptoms of 
depression and anxiety that are most prevalent in 
Asian Indian Americans (Leung et al.,  2012 ). 

 The effectiveness of collaborating with indig-
enous healers (e.g., astrologers, yoga profession-
als, experts in Ayurveda etc.) in the therapeutic 
process has not been researched much in the mul-
ticultural literature. However it has been observed 
that some Asian Indian Americans may recruit 
alternative therapeutic and medicinal approaches 
to treat mental health issues (Misra et al.,  2010 ). 
Therefore, if the Asian Indian American client 
appears to be more inclined towards seeking 
indigenous forms of healing, then it would be 
helpful for the therapist to acknowledge the par-
ticipation of indigenous healers in the client’s 
therapeutic process (Constantine, Myers, 
Kindaichi, & Moore,  2004 ; Khanna et al.,  2009 ). 
For example, the therapist could collaborate with 
indigenous healers to create therapeutic  formats 
that would fi t within the client’s understanding of 
mental illness or disabilities. However this could 
only be possible if the therapist and indigenous 
healer share similar collaborative attitudes and 
goals with the client. If direct collaboration is not 
possible, then we recommend that therapists at 
least other forms of help that the client would be 
comfortable using while undergoing Western-
styled therapy (Highlen,  1996 ). This form of col-
laboration could be helpful for traditional Asian 
Indian Americans, especially if spiritual healing 
is part of their cultural worldview (Lee & 
Armstrong,  1995 ). Furthermore, collaboration of 
this nature could also aid to empower the client to 
gain insight into his own problems and create 
appropriate solutions that are compatible with 
their own cultural schema.   

    Conclusion 

 The immigration of Asian Indian Americans is a 
relatively recent phenomenon that has picked up 
pace since the 1960s. Currently, this minority 
population broadly consists of two generations—
fi rst- and second-generation immigrants. In addi-
tion, the Asian Indian American community 
consists of a diaspora of diverse languages, reli-
gions, class, education levels, and regional cultural 
variations. Despite this diversity, there exists 
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 commonly held beliefs, values, attitudes, and 
behaviors that may be considered when under-
standing the cultural context of this minority eth-
nic group. In addition to the cultural context, the 
degree of acculturation between fi rst-generation 
and second-generation immigrants should also be 
considered when evaluating the needs of clientele 
from this ethnic group. 

 Stressors within this group could arise from 
issues related to unemployment, immigration sta-
tus, familial and relationship confl icts associated 
with the acculturation gap between fi rst- 
generation and second-generation Asian Indian 
Americans, and adjustment issues with the domi-
nant culture in the USA. Furthermore, these 
stressors have resulted in the high prevalence of 
mental health issues such as anxiety and depres-
sion among Asian Indian Americans. 

 Despite the presence of mental health issues, 
psychological services are not being adequately 
used by Asian Indian Americans. Factors associ-
ated with the underutilization of mental health 
services include a strong adherence to traditional 
Indian values and practices, and the stigma asso-
ciated with mental illness and psychological ser-
vices. Solutions to make psychological services 
more accessible and acceptable for Asian Indian 
Americans include reframing mental services by 
using nonconventional forms of service delivery, 
collaborating with other professionals, and using 
system-based approaches to therapy.     
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           Introduction 

 Based on the 2012 census, Asian-Americans are 
the fastest growing ethnic group in the USA—
comprising 4.8 % of the US population, or 18.9 
million individuals (US Census,  2013 ). Within 
this “Asian-American” group, however, exists 
tremendous variation. “Asian-Americans” not 
only vary in the specifi c countries they come 
from (e.g., China, Korea, Japan), but also in the 
length of time they have spent in the USA (e.g., 
1 year vs. their entire lives), their generational 
status (e.g., fi rst generation vs. third generation), 
their reasons for migrating to the USA (e.g., in 
search of occupational or educational opportuni-
ties vs. to fl ee persecution in their homelands), 
and in their views of the USA (e.g., as a tempo-
rary workplace vs. as a new home). In addition, 
there is tremendous variation in Asian- 
Americans’ levels of engagement in American 
culture (“acculturation”), as well as their endorse-
ment of specifi c Asian cultural ideas and prac-
tices (“enculturation”). Scientists and clinicians 
alike have long acknowledged the importance of 
measuring this variation, whether to answer 
 scientifi c questions regarding how cultural ideas 
and practices shape psychological processes, or 

to assess the mental health needs of specifi c 
 Asian- American communities. In this chapter, 
we review the different instruments that have 
been used to assess acculturation, enculturation, 
and culture in Asian-American populations.  

    Measures of Acculturation 
and Enculturation 

   …[Being from another culture is] defi nitely an 
asset because we can mold ourselves to fi t into our 
surroundings and it makes us more open to and 
accepting of other cultures that are hugely different 
from the American culture. —Indian immigrant 
(Kim, Brenner, Liang, & Asay,   2003  )  

   It is hard trying to fi t into both worlds and cul-
tures…my parents viewed some of my “American” 
behavior as not so good…there are [a] lot of 
 benefi ts of being bicultural but it also means that 
you don’t totally belong in one culture. —Korean 
immigrant (Kim et al.,   2003  )  

   Almost 2/3 of Asian-Americans were born out-
side the USA. In addition, 60 % of Asian- 
American population growth in 2012 was due to 
international migration (US Census,  2013 ). 
What is it like to move to and live in a culture 
that is different from the one you were raised in? 
This process—adapting to a new culture—is what 
researchers refer to as “acculturation.” Coming 
from a different culture may be an “asset,” as 
described in the fi rst quote, where individuals 
and the communities in which they live benefi t 
from the ideas and practices of different cultures. 
However, as described in the second quote, 
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 coming from another culture may also be “hard” 
because of the stresses of trying to integrate the 
confl icting values and practices of two (or more) 
different cultures (Berry,  2003 ). What factors 
determine whether Asian immigrants fi nd adjust-
ing to American culture easy or diffi cult? And 
what are the positive and negative consequences 
of adjusting to a new culture? 

    Defi ning Acculturation, 
Enculturation, and Cultural 
Orientation 

 The word  acculturation  was fi rst used to describe 
the process of cultural change within a group due 
to contact with European settlers (Berry,  2003 ; 
Redfi eld, Linton, & Herskovits,  1936 ). Today, 
the term  acculturation  is used more broadly to 
refer to cultural change that occurs when indi-
viduals come in contact with a culture different 
from the one they were raised in (Suinn,  2010 ). 
Theoretically, two processes occur in parallel 
once cultural contact begins. At the individual 
level, immigrants may change their thoughts, 
attitudes, behaviors, and values following fi rst-
hand, prolonged contact with their host culture 
( cultural adaptation  or  psychological accultura-
tion ; Berry,  1990 ; Berry, Trimble, & Olmedo, 
 1986 ). Most research has focused on this level. 
However, at the cultural level, host cultures may 
also change in response to the ideas and prac-
tices that immigrants bring with them (Berry, 
 1990 ; Markus & Kitayama,  1991 ). Considerably 
fewer studies have investigated processes at 
this level. To refer to the process of maintaining 
one’s culture of origin, researchers and clini-
cians use the term  enculturation  (Berry,  1994 ; 
Kim & Abreu,  2001 ). 

 Existing empirical evidence suggests that the 
processes of acculturation and enculturation are 
more complicated than previously thought. Lack 
of engagement with one’s host culture (i.e., lower 
acculturation) has been linked to negative mental 
health outcomes, including heightened anxiety 
and depression, increased physiological symp-
toms, and lowered self-esteem (Suinn,  2010 ; 
Wang & Mallinckrodt,  2006 ; Yoon, Hacker, 

Hewitt, Abrams, & Cleary,  2012 ). This may be 
because many immigrants do not speak English, 
encounter discrimination, are poorly integrated 
socially, and/or live in poverty (Berry,  2003 ; Hwang 
& Ting,  2008 ; Ward,  1997 ). Lower acculturation is 
also associated with more negative attitudes 
towards mental health services in nondistressed 
Asian-American groups (Kim & Omizo,  2003 ), 
and lower rates of psychological help seeking and 
adherence to counseling recommendations in dis-
tressed ones (Kalibatseva & Leong,  2011 ; Ta, 
Holck, & Gee,  2010 ). At the same time, however, 
lower acculturation and higher enculturation (iden-
tifi cation with Asian culture) have been associated 
with positive outcomes such as higher educational 
achievement and stronger work and family values 
among Asian-American immigrants (Huntsinger, 
Jose, Larson, Balsink Krieg, & Shaligram,  2000 ; 
Shin,  2004 ). 

 Researchers have also used the term  cultural 
orientation  to refer to how engaged individuals 
are in their different cultures. This term has been 
used for immigrant  and  nonimmigrant popula-
tions (Ying,  1995 ; Ying & Han,  2008 ). Unlike 
immigrants, nonimmigrant minorities (e.g., 
second- generation and above) are often exposed 
to multiple cultures simultaneously (e.g., Asian 
culture at home and American culture at school), 
and therefore, they may experience less cultural 
change. Thus, whereas acculturation and encul-
turation refer to processes that typically occur in 
immigrant groups, cultural orientation is an index 
of one’s engagement in a culture at a particular 
moment in time, regardless of their place of birth 
(Tsai, Ying, & Lee,  2000 ). Moreover, while the 
term acculturation is often associated with contact 
with mainstream or Western culture, cultural ori-
entation is used to describe engagement in any 
one or more cultures.  

    Models of Acculturation, 
Enculturation, and Cultural 
Orientation 

 Over the last few decades, two dominant models 
have emerged, the unidimensional (sometimes 
termed “unilinear” or “bipolar”) and the 
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bidimensional (“bilinear” or “multidimensional”) 
models. Unidimensional models—dating back to 
1921—assume that changes to one’s values, 
behaviors, and attitudes occur on a single continuum 
(Flannery, Reise, & Yu,  2001 ), and typically view the 
acculturative process in terms of stages that ultimately 
result in assimilation to the dominant culture. For 
instance, in the context of food consumption, a 
unidimensional model assumes that eating more 
American food means eating less Asian food. 

 While the unidimensional approach may make 
sense for measuring certain domains, like media 
or food consumption, it may be less useful for 
more complex domains such as cultural identifi -
cation, or the degree to which individuals feel a 
part of their ethnic or cultural groups. For exam-
ple, one may feel strongly American  and  strongly 
Chinese at the same time. Unidimensional  models 
are unable to account for this “bicultural” identifi -
cation because they assume that once individuals 
strongly identify with their host cultures, they 
weakly identify with their cultures of origin. 

 Bidimensional models emerged with these 
drawbacks in mind. Bidimensional models allow 
for the possibility that immigrants’ acculturative 
processes may be independent of their enculturative 
processes (Kim & Abreu,  2001 ; Phinney,  1990 ). 
More generally, bidimensional models assume that 
individuals (immigrant or nonimmigrant) can 
strongly identify with both their host and heritage 
cultures, weakly identify with both, or strongly 
identify with one and only weakly with the other. 
Berry ( 1990 ) fi rst popularized the bidimensional 
model when he distinguished between  contact  with 
one’s host culture and  maintenance  of one’s culture 
of origin. According to Berry, these two dimensions 
yield four types of individuals: (1) integrated (high 
contact and high maintenance), (2) separated (low 
contact and high maintenance), (3) assimilated 
(high contact and low maintenance), and (4) mar-
ginalized (low contact and low maintenance). 

 For instance, an integrated Asian-American 
may participate in his culture of origin by joining 
Asian clubs and organizations, while simultane-
ously engaging in his host culture by voting and 
spending time with European American friends. 
On the other hand, a marginalized Asian- American 
may not participate in either culture. Assimilated 

Asian-Americans might sever ties with their local 
Asian community and completely embrace the 
values and behaviors of their American host cul-
ture, while separated Asian- Americans may avoid 
contact with European Americans and retain their 
Asian values and behaviors by living in segregated 
Chinatowns. Berry theorizes that integrated indi-
viduals fare the best psychologically because they 
experience the least amount of acculturative stress. 
In contrast, marginalized individuals fare the 
worst; indeed, they engage in deviant behaviors 
and experience more depressive symptoms than 
nonmarginalized individuals (Berry,  2003 ; Kim, 
Gonzales, Stroh, & Wang,  2006 ). Assimilated and 
separated individuals fall in between integrated 
and marginalized individuals (Berry,  2003 ). 

 Berry and colleagues used four distinct scales 
to measure these styles (Berry et al.,  1986 ; Kang, 
 2006 ). However, empirical research on French 
and Hungarian immigrants in Canada show high 
correlations between integration and assimilation, 
as well as between assimilation and separation, 
which suggests that these types may overlap 
(Kang,  2006 ). Because of this drawback, Berry’s 
scales are not often used for research and assess-
ment with Asian-Americans. However, the bidi-
mensional model still serves as the basis for many 
present-day assessments of acculturation and cul-
tural orientation with Asian-American groups. 

 Despite the popularity of bidimensional models 
of acculturation, there is still some debate about 
whether the unidimensional or bidimensional 
model best captures the experiences of particular 
ethnic subgroups. Some believe unidimensional 
models are more economical and parsimonious 
(Flannery et al.,  2001 ) even though empirical stud-
ies comparing the two models generally conclude 
that the bidimensional model is superior for in-
depth examinations of acculturation, encultura-
tion, and cultural orientation (Flannery et al., 
 2001 ; Yoon et al.,  2012 ). It is also possible that 
different models apply to different subgroups. For 
instance, in one study (Tsai et al.,  2000 ), we found 
that the unidimensional model applied more to 
Chinese Americans who immigrated to the US 
after adolescence, whereas the bidimensional 
model applied more to Chinese Americans who 
immigrated prior to adolescence.  

6 Assessment of Acculturation
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    Instruments 

 Early work in psychology used demographic 
information, like generational status and years of 
education in the USA, as a proxy for accultura-
tion and enculturation (Berry,  2003 ). However, 
empirical evidence cautions against this practice, 
as cultural identifi cation and cultural contact can 
be independent of variables like generational sta-
tus. For example, a fi rst generation immigrant 
would be categorized as low in acculturation 
using generational status alone. However, this 
classifi cation does not consider individual 
 variation, like one’s motivation to acculturate, or 
the amount (i.e., time spent engaging in host cul-
ture) and degree of contact (i.e., depth of engage-
ment in relationships, institutions, and products) 
with one’s host culture. To accurately assess 
acculturation and enculturation in immigrants 
and cultural orientation in nonimmigrants, 
researchers recommend using instruments spe-
cifi cally designed to measure these constructs, 
particularly those that have been validated cross- 
culturally (Abe-Kim, Okazaki, & Goto,  2001 ). 

 Not surprisingly, the existing instruments used 
to measure acculturation, enculturation, and cul-
tural orientation in Asian-American groups refl ect 
either a unidimensional or a bidimensional 
approach. In unidimensional assessments, scales 
position the two cultures on opposite ends. For 
example, the original Suinn-Lew Asian Self- 
Identity Acculturation Scale (SL-ASIA) asks par-
ticipants how they would rate themselves on a 
scale of 1 (Asian) to 5 (American). Researchers 
determine how bicultural an individual is by 
counting the number of items on which partici-
pants indicate equality between Asian and 
American cultures. For example, being “bicul-
tural” would be a score of 3 (Asian-American) on 
the identifi cation question (Abe-Kim et al.,  2001 ). 
As mentioned above, however, these assessments 
do not allow researchers to distinguish between 
biculturals who are strongly Asian and strongly 
American from those who are weakly Asian and 
weakly American (Yoon et al.,  2012 ). 

 Scales constructed to refl ect bidimensional the-
ories typically have two subscales that ask the 
same set of questions for each culture. For  example, 

the General Ethnicity Questionnaire- American 
(GEQ-A) and the General Ethnicity Questionnaire-
Chinese (GEQ-C) are used together to assess cul-
tural orientation in Chinese Americans (the 
Chinese version may be revised to refer to differ-
ent East Asian groups; see Tsai et al.,  2000 ). Both 
assessments ask participants the degree to which 
they agree with statements like, “I was raised in a 
way that was American [Chinese].” Bidimensional 
scales like the GEQ allow for the possibility that 
one’s level of involvement or identifi cation with 
one culture is independent of their involvement or 
identifi cation with another culture. Thus, one can 
score high on both subscales, low on both, or high 
on one and low on the other. 

 Other instruments probe more deeply into the 
processes of being bicultural. For instance, the 
Bicultural Identity Integration Scale (BIIS) 
assesses how individuals negotiate and navigate 
their multiple cultural identities, and is comprised 
of two orthogonal dimensions, harmony (vs. con-
fl ict) and compatibility (vs. distance). Participants 
are asked how much they agree with items like, “I 
keep Chinese and American cultures separate,” 
(compatibility vs. distance), and “I don’t feel 
trapped between the Chinese and American cul-
tures,” (harmony vs. confl ict; Benet-Martinez & 
Haritatos,  2005 ; Benet-Martinez, Leu, Lee, & 
Morris,  2002 ). 

 Some researchers propose that more than two 
dimensions are needed to truly capture Asian- 
Americans’ cultural orientation. For instance, 
Chung, Kim, and Abreu ( 2004 ) argue that Asian- 
Americans are not only oriented to American 
culture and their Asian culture of origin, but also 
to the pan-ethnic Asian-American culture in the 
USA. Therefore, they created the Asian- 
American Multidimensional Acculturation Scale 
(AAMAS), which includes three subscales: 
Culture of origin, European American, and 
Asian-American. 

 Table  6.1  lists in alphabetical order the most 
widely used measures of acculturation, 
enculturation, and cultural orientation developed 
for or used with Asian-Americans in general, as 
well as for specifi c ethnic Asian subgroups (i.e., 
Filipino Americans and Chinese Americans). In 
addition, we have listed whether the assessment is 
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unidimensional, bidimensional, or tridimensional; 
the languages in which the scale has been 
translated the Asian-American groups the scale 
has been used with; and the number of total items 
(collapsed across subscales) contained in the 
scale. The popularity of the assessment is 
indicated by the number of times the original 
article has been cited, based on PsychInfo 
(gathered April, 2014), and therefore, does not 
include unpublished data or conference 
presentations. Reliability and validity for each 
acculturation assessment are also provided in 
Table  6.1 . Note that validity—the degree to 
which a scale captures the construct it was 
intended to capture—is often assessed in different 
ways. Therefore, Table  6.1  specifi es the type of 
validity assessed for each scale (i.e., concurrent 
validity, convergent validity, discriminant 
validity, or known groups validation).

   Empirical evidence for the reliability and valid-
ity of these assessments can be found in the 
“Relevant Research” column in Table  6.1 , which 
lists the fi rst article to report the instrument’s psy-
chometrics (generally the fi rst article published 
using the scale). One exception is the Asian Values 
Scale-Revised and European American Values 
Scale-Revised, for which articles that detail the 
construction of the revised scales are listed. In sev-
eral cases, psychometrics are validated in multiple 
samples and mentioned in different articles. For 
these scales, we include a range of reliability val-
ues. In addition, we cite the original article for the 
validation of the scale and list other articles under 
“Also see.” One limitation of Table  6.1  is that the 
data presented are limited to published data; it is 
likely that there are many instruments that have 
been translated into other languages and used in 
studies that have not yet been published. 

 Table  6.2  indicates the specifi c life domains that 
are represented by the instruments listed in 
Table  6.1 . The domains are listed in order from 
most represented (left) to least represented (right). 
The specifi c domains include social relationships 
(i.e., romantic relationships, comfort with friends, 
interaction with associates), language (i.e., think, 
read, consume media, use with friends and family, 
preferred language), identity (i.e., identify with or 
feel part of culture of origin and host culture, have 

in common, feel at home), food consumption (i.e., 
eat at home, eat at restaurants, preferred food), 
media consumption (i.e., television, newspapers, 
movies, music), cultural knowledge and exposure 
(i.e., know about, have contact with, exposure to 
culture of origin or host culture), cultural activities 
and behaviors (i.e., dance, art, recreation, sports, 
everyday life), history and traditions (i.e., participa-
tion and knowledge of heritage, history, holidays; 
preservation of past), emotion (i.e., pride, shame, 
guilt), family (i.e., parental cultural identifi cation, 
fi lial piety), cultural values (i.e., specifi c Asian cul-
tural values like academic achievement; general 
beliefs in cultural values), and sociopolitical beliefs 
(i.e., views on gender norms and expectations, abor-
tion, divorce). There are also less common domains, 
like religion and future life prospective, which are 
listed under “Other” in Table  6.2 . Interestingly, only 
a few studies have actually examined whether 
acculturation varies by domain within the same 
individual, and whether domain-specifi c accultura-
tion has an impact on mental health (Ying,  1995 ).

       Which Instrument to Use? 

 Given the plethora of instruments available, 
which instrument should one choose? As with all 
instruments, the best ones should have acceptable 
 psychometrics  (i.e., reliability and validity) for 
the particular samples of interest (e.g., Chinese 
Americans vs. Asian-Americans more gener-
ally). For instance, a meta-analysis of three bidi-
mensional acculturation scales—the SMAS, 
GEQ-A/GEQ-C, and VIA—highlights important 
considerations concerning the psychometrics of 
acculturation scales in general (Huynh, Howell, 
& Benet-Martínez,  2009 ). These authors com-
pared 51 unique samples in which the three 
instruments were administered across the world, 
and found that while all three scales yielded 
acceptable reliability results (i.e., alpha above 
0.8), there is cross-cultural variation. There were 
no signifi cant differences in the reliabilities of 
measures of nondominant cultures, but there was 
considerable and signifi cant variation on reliabil-
ity scores for the dominant culture. In other 
words, the portion of the three assessments that 
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asks about acculturation to the host or dominant 
culture was found to be inconsistent. The GEQ 
yielded slightly more reliable indicators of accul-
turation to the host culture than the other 
assessments. 

 But beyond this, the answer depends on what 
one is interested in and for what purpose one is 
using the instrument. For instance, if a researcher 
is interested in examining whether undimensional 
or bidimensional models best capture the accul-
turative process for a specifi c sample, then she 
should use a bidimensional instrument, which 
allows for unidimensionality. Indeed, several 
researchers have been interested in this for Asian- 
Americans in general, and have concluded that 
bidimensional models best capture the accultura-
tion experience for Asian-Americans (Flannery 
et al.,  2001 ; Ryder, Alden, & Paulhus,  2000 ). For 
example, in developing the bidimensional 
Vancouver Index of Acculturation (VIA), 
researchers tested the VIA in comparison with the 
unidimensional SL-ASIA. They fi nd the VIA is 
superior to the SL-ASIA for multiple samples of 
fi rst and second generation East Asians living in a 
Western country. They based these conclusions on 
the VIA outperforming the SL-ASIA on four cri-
teria, including measurement reliability, concur-
rent and factorial validity, independence of the 
two dimensions, and correlations with personal-
ity, psychosocial adjustment, and self-identity. 

 Similarly, researchers and clinicians may 
choose instruments based on the specifi c domains 
represented in the instruments. Researchers and 
clinicians interested in deriving an overall assess-
ment of acculturation, enculturation, or cultural 
orientation might choose an instrument that has 
the most domains represented, such as the 
SL-ASIA, which taps into ten different domains. 
However, other researchers and clinicians may be 
interested a specifi c domain, like family; in this 
case, the AVS would be a better instrument. Some 
instruments focus on behavioral acculturation, 
like the SL-ASIA, while other instruments focus 
on values acculturation, like the AVS/EAVS. 
Researchers suggest that behavioral acculturation 
is acquired more quickly and easily than values 
acculturation, and that the former may buffer 
against negative mental health outcomes while 

the latter may put Asian-Americans at risk for 
them (Miller,  2007 ; Oh, Koeske, & Sales,  2002 ; 
Suinn,  2010 ). 

 Clinicians in particular may be interested in the 
link between acculturation and specifi c mental 
health outcomes, and therefore, should choose the 
instrument that has demonstrated links to mental 
health (Yoon et al.,  2012 ). For instance, the 
SL-ASIA has been used with various Asian- 
American groups, and has been linked to mental 
health outcomes like depression (Suinn,  2010 ). 
Specifi cally, increased behavioral acculturation 
(e.g., language use and social relationships) was 
linked to lower levels of acculturative stress and 
thus lower depression, whereas increased values 
acculturation to US culture (e.g., cultural identifi -
cation) was linked to higher acculturative stress 
and higher levels of depression (Oh et al.,  2002 ). 
Other studies support these fi ndings (Hwang & 
Ting,  2008 ; Santos,  2006 ; Ward & Kennedy,  1994 ).  

    Additional Considerations 

 There are, of course, other issues to consider 
when assessing acculturation, enculturation, and 
cultural orientation. First, given increasing evi-
dence that bicultural Asian-Americans are sensi-
tive to the cultural cues of a particular situation, 
researchers and clinicians should consider how 
the setting in which Asian-American individuals 
are completing the instruments may infl uence 
their responses. Contextual variables like lan-
guage, cultural cues, and situational identity may 
infl uence self-reports (Bond,  1983 ; Hong, 
Morris, Chiu, & Benet-Martínez,  2000 ; Yip, 
 2005 ). Second, it is important to consider how 
individuals’ acculturation, enculturation, and 
cultural orientation may interact with different 
environmental factors, including socioeconomic 
status. For instance, being strongly oriented to 
American culture may manifest itself in different 
ways for a wealthy and highly educated Asian-
American than for a poor and uneducated Asian-
American (Sue & Sue,  1987 ). Moreover, 
socioeconomic status may contribute to individ-
uals’ motivation to retain or reject one’s native 
culture (Berry,  1997 ). 
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 Third, because most instruments assessing 
acculturation, enculturation, and cultural orienta-
tion are self-report, researchers and clinicians 
should take into consideration the degree to 
which response styles and self-presentation con-
cerns might contribute to the validity of individu-
als’ responses. For instance, when making 
ratings, members of Asian cultures tend to hover 
around the midpoint of Likert scales, refl ecting 
the cultural emphasis on moderation (Chen, Lee, 
& Stevenson,  1995 ). To ensure that responses are 
not due to response style biases, researchers and 
clinicians may want to mean deviate or ipsatize 
scores (Fischer,  2004 ). Because Asian-Americans 
may be concerned about maintaining face, efforts 
should be made to reassure them that there is no 
correct or best answer. 

 Similarly, Heine and colleagues ( 2002 ) have 
referred to the “reference group effect,” which 
suggests that people of different cultures may have 
different reference groups when completing the 
inventories. Thus, a Japanese American may score 
high on independence if she compares herself to 
her Japanese peers; however, she may score low 
on independence if she compares herself to her 
American peers. Similarly, researchers should be 
cautious when using the term “Asian-American” 
in place of “culture of origin” or vice versa, as the 
two terms have difference associations, and there-
fore, different reference points (Park,  2008 ). 

 Fourth, as with all self-report instruments, the 
validity of participants’ responses depends in large 
part on how aware they are of their orientation to 
different cultures. Whereas some items such as 
food consumption should be easy to assess, items 
about cultural identifi cation may be more diffi cult 
and require more insight. For instance, in the 
GEQ-Chinese version, one item requires individu-
als to refl ect on how oriented they are to Chinese 
culture overall. The validity of participants’ 
responses may depend on how individuals make 
this assessment (e.g., by thinking of specifi c parts 
of their lives, or just reporting their gut reaction). 

 Finally, although these instruments provide a 
general assessment of individuals’ acculturation, 
enculturation, and cultural orientation, they do 
not indicate how much people engage in specifi c 
cultural practices or endorse specifi c cultural 

ideas and values. For instance, although the 
GEQ-C assesses how much Chinese Americans 
want to affi liate with other Chinese, it does not 
indicate whether Chinese Americans endorse 
relationship harmony, a value that has been asso-
ciated with Chinese contexts. Thus, to assess 
more specifi c ideas and practices, researchers and 
clinicians should consult other instruments.   

    Measures of Specifi c Cultural Ideas 
and Practices 

   I feel that I am far away from my own roots, like 
my culture, my roots…I had to start new and adjust 
because there’s a big difference between Eastern 
and Western cultures. —Chinese immigrant (Lieber, 
Chin, Nihira, & Mink,   2001  )  

   So far, we have discussed the ways in which indi-
viduals engage in their cultures of origin and in 
their host cultures. However, what specifi c cul-
tural ideas and practices are Asian-Americans 
trying to reconcile? Of the 15 acculturation, 
enculturation, and cultural orientation measures 
we reviewed, only fi ve assess endorsement of 
specifi c Asian cultural values (e.g., academic 
achievement, family obligation). And only one 
assessment, the EAVS-AA, includes specifi c val-
ues of American culture (e.g., individualism, 
freedom). In part, this is because many instru-
ments were designed to be applicable to a wide 
range of Asian-American groups. However, sig-
nifi cant research has demonstrated that even 
though specifi c ethnic Asian groups differ from 
each other in particular ideas and practices, in 
many important ways, they are more similar than 
different to each other when compared to 
American groups (LaFromboise, Coleman, & 
Gerton,  1993 ; Minoura,  1992 ; Park, Schwartz, 
Lee, & Kim,  2013 ). For instance, while Chinese 
and Japanese cultures differ in their orientation to 
authority versus peers (Dien,  1999 ), both are 
more oriented to others than North American cul-
ture. Using measures of these specifi c cultural 
ideas and practices to supplement assessments of 
acculturation, enculturation, and cultural orienta-
tion will add specifi city and depth to how we 
understand the psychology of Asian-Americans. 
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    Defi ning Culture 

 According to Kroeber and Kluckhohn ( 1952 ), 
culture refers to shared ideas that are socially 
transmitted across generations and that are 
instantiated in products (e.g., advertisements), 
rituals and practices, and institutions. In addition, 
Kroeber and Kluckhohn ( 1952 ) described these 
cultural ideas as products of human action and as 
producers of future human action. For instance, 
advertisements refl ect the advertisers’ values 
(and their knowledge of what their consumers 
value), and at the same time, advertisements 
teach those particular values to the people who 
are exposed to those advertisements. 

 For decades, ethnographers have provided 
rich descriptions of different practices, products 
and institutions in Western and Asian contexts 
(Ots,  1990 ; Potter,  1988 ; Weisz, Rothbaum, & 
Blackburn,  1984 ). Based in part on these ethnog-
raphies, starting in the 1970s and 1980s, psychol-
ogists began developing self-report instruments 
to capture some of these differences. These 
instruments have been used not only to demon-
strate how Western and Asian contexts differ 
from each other, but also to examine variation 
within Western and Asian contexts. 

 Table  6.3  lists, in alphabetical order, 15 popu-
lar measures developed to capture different ideas 
and practices in Western and Asian contexts. We 
have categorized these measures into the domains 
of general values, individualism-collectivism, 
models of self, ways of thinking, and ways of 
feeling. As in Table  6.1 , Table  6.3  indicates the 
languages in which the instruments have been 
translated, and the specifi c samples with which 
the instruments have been used. Popularity is 
based on the number of citations found on 
PsychInfo (generated April, 2014). Psychometrics 
are provided for the group(s) that the measures 
were validated with. The empirical articles asso-
ciated with each instrument are also listed.

       General Values 

 One approach to studying variation within and 
between cultures has been to examine a broad 

range of values. One popular instrument that has 
been used widely to study culture is the Schwartz 
Values Survey (SCS) (Schwartz,  1994 ). This sur-
vey assesses 57 values (e.g., equal opportunity for 
all, preservation of time-honored customs, stabil-
ity of society) that have been categorized into ten 
types, which are defi ned by two general dimen-
sions (openness to change vs. conservation and 
self-transcendence vs. self- enhancement). For 
instance, students from the USA ranked values of 
benevolence (e.g., responsibility and loyalty), 
achievement (e.g., ambition and success), and 
hedonism (e.g., pleasure and self-indulgence) as 
most important and values of stimulation (e.g., 
challenging and adventurous life), tradition 
(e.g., being humble and moderation), and power 
(e.g., wealth and authority) as least important. 
Singapore teachers, on the other hand, ranked 
security, benevolence, and conformity as most 
important and hedonism, stimulation, and power 
as least important (Schwartz & Bardi,  2001 ). 
While US students and Singapore teachers both 
ranked stimulation as low on their lists of impor-
tant values, US students rated stimulation higher 
than the world-average while Singapore teachers 
rated it lower than the world- average—making 
these cultures distinct in the importance they 
place on having a varied and exciting life. These 
cultural differences in values have been replicated 
with other Western and East Asian samples. 

 Large-scale surveys, like the World Values 
Survey (WVS), have made great strides in track-
ing patterns of general cultural values. Since 
1981, the WVS has collected data from samples 
representing 90 % of the world’s population in 
order to identify changes in cultural values over 
time. For example, the WVS asks individuals 
what they want out of life (e.g., economic and 
social life) and what they believe (e.g., religion 
and politics). Findings from this project suggest 
that two dimensions of values (traditional vs. 
secular-relational, and survival vs. self-expression) 
explain over 70 % of the cultural variation in val-
ues (World Values Survey,  2008 ). Traditional 
societies emphasize parent-child ties and family 
values, deference to authority, and national pride; 
secular-rational societies move away from these 
values and are more tolerant of divorce, abortion, 
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euthanasia, and suicide. While survival societies 
value economic and physical security, self-
expression societies are often more concerned 
with subjective well-being and quality of life. 
Cultures also change over time, such that coun-
tries generally endorse traditional and survival 
values less. However, despite changes over time, 
cultural differences in values persist. For exam-
ple, while Japan has become more self-expressive 
and rational-secular, and Canada has become 
more self-expressive from 1981 to 2007, Canada 
is still much lower on rational-secularism and 
much higher on self-expression than Japan 
(World Values Survey,  2008 ). Using data from 
the WVS, researchers generally show support for 
Asian-American values acculturation, such that 
Asian-Americans fall in between non Asian-
Americans (who score high) and Asians (who 
score low) on self-reports of Western values like 
personal control (Sastry & Ross,  1998 ).  

    Individualism and Collectivism 

 Based on large survey studies, one major distinc-
tion between many East Asian and North American 
samples is the degree to which individuals endorse 
individualistic versus collectivistic values (Hostede, 
 1980 ; Triandis,  1995 ). Whereas individualistic cul-
tures value uniqueness, autonomy, and a positive 
sense of self and personal success, collectivistic 
cultures value harmony, cooperation, and positive 
relationships with others (Markus & Kitayama, 
 1991 ; Oyserman,  1993 ; Triandis,  1995 ). Thus, 
individualism and collectivism, henceforth referred 
to as IND-COL, are often conceptualized as exist-
ing on a single continuum, where more individual-
ism means less collectivism. 

 Researchers have designed several instru-
ments to measure IND-COL, the most popular of 
which include the Individualism/Collectivism 
Scale (Hui,  1988 ) and the Individualism versus 
Collectivism Measure (Triandis et al.,  1986 ). 
Participants are asked how much they agree with 
statements like, “I would rather struggle through 
a personal problem by myself than discuss it with 
my friends,” (Hui,  1988 ); higher agreement with 
this item indicates greater individualism. 

Measures like these are used internationally to 
investigate cultural differences in levels of IND- 
COL. In a meta-analysis of 83 studies, with 27 
different IND-COL measures, researchers fi nd 
that European Americans are more individualis-
tic and less collectivistic compared to 50 coun-
tries around the world (Oyserman, Coon, & 
Kemmelmeier,  2002 ). Chinese were found to be 
the most collectivistic and least individualistic. 
However, other East Asian countries (notably 
Japan and Korea) showed less consistent 
responses to the IND-COL. 

 Where do Asian-Americans fall on measures of 
IND-COL? The results are mixed. For instance, in 
an analysis of generational differences in IND- 
COL, researchers fi nd that fi rst generation (immi-
grant) Asian-Americans are higher on certain 
individualistic values, like self-reliance and com-
petition, and lower on collectivistic values like 
sociability with neighbors than are American- born 
Asian-Americans (Abe-Kim et al.,  2001 ). Other 
studies, however, fi nd that Asian- Americans fall in-
between Koreans and Europeans Americans on 10 
out of 12 indices of IND-COL (Hui,  1988 ; Rhee, 
Uleman, & Lee,  1996 ). And a meta-analysis of 27 
independent samples concludes that Asian-
Americans do not signifi cantly differ from 
European Americans in levels of IND-COL 
(Vargas & Kemmelmeier,  2013 ). Together, these 
fi ndings demonstrate the considerable variability 
among Asian-Americans, and suggest that endorse-
ment of specifi c cultural ideas may differ from 
what one would expect from levels of acculturation 
and cultural orientation alone. As we mentioned 
earlier, more acculturated Asian-Americans gener-
ally express more positive attitudes towards profes-
sional mental health services than do less 
acculturated Asian-Americans (Atkinson & Gim, 
 1989 ). However, Asian- Americans who endorsed 
individualistic values like self-reliance did not have 
a positive attitude towards professional help seek-
ing when controlling for acculturation. In other 
words, among acculturated Asian-Americans, 
those who endorsed self-reliance were  less  likely to 
seek professional mental health services (Tata & 
Leong,  1994 ). 

 Regardless, individualistic and collectivistic 
values have been linked to differential outcomes 
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among Asian-Americans. For instance, individu-
alism is positively related to delinquency in 
Asian-American (Chinese, Cambodian, Laotian, 
and Vietnamese) youth, whereas collectivism is 
negatively related (Le & Stockdale,  2005 ). Thus, 
while individualism may put Asian-American 
youth at risk for maladaptive behavioral out-
comes, collectivism and strong family ties may 
be a protective force against youth delinquency 
(Samaniego & Gonzales,  1999 ).  

    Models of Self 

 Differences in individualistic and collectivistic 
values have implications for individuals’ models 
of self, with Western cultures viewing the self as 
bounded, stable, and distinct from others, and 
East Asian cultures viewing the self as fl uid, con-
textual, and connected to others (Gudykunst et al., 
 1996 ; Markus & Kitayama,  1991 ; Singelis,  1994 ; 
Singelis, Bond, Sharkey, & Kriss,  1999 ). Various 
researchers have developed ways of measuring 
independent and interdependent models of self. 

 A popular free-response paradigm is the 
Twenty Statements Test (TST; Kuhn & 
McPartland,  1954 ), which asks participants to 
write 20 open-ended statements about them-
selves. The TST allows participants to describe 
themselves in their own words without imposing 
the constraints of Likert-scale instruments 
(McGuire & McGuire,  1988 ). Researchers like 
the TST because it reduces cultural bias in the 
construction of items, and reduces variation in 
the subjective interpretation of items (Kanagawa, 
Cross, & Markus,  2001 ). Another free-response 
scale is the Self-Focus Sentence Completion 
Scales (SFSCS; Exner,  1973 ), where participants 
complete stems like, “If only I could…” For both 
the TST and the SFSCS, responses are coded into 
categories like independent/interdependent or 
self/family to identify patterns of variation in 
responses (for coding guidelines, see Kanagawa 
et al.,  2001  and Chentsova-Dutton & Tsai,  2010 ). 

 Likert scales are also used to measure models 
of self. A meta-analysis suggests that the Self- 
Construal Scale (SCS; Singelis,  1994 ), the 
Independent and Interdependent Self-Construal 

Scale (IISC; Gudykunst et al.,  1996 ), and Kim 
and colleagues’ Self-Construal Scale ( 2000 ; 
Leung & Kim,  1997 ) are the most common 
assessments of self (Levine et al.,  2003 ) and have 
been validated cross-culturally with Western and 
Asian groups. These scales have two complemen-
tary subscales designed to measure independence 
and interdependence. For example, the SCS 
(Singelis,  1994 ) measures participants’ agree-
ment on independent items like, “I’d rather say 
‘No’ directly, than risk being misunderstood,” and 
interdependent items including, “It is important 
for me to maintain harmony within my group.” 

 These self-report measures have been criti-
cized for including overlapping items, including 
items that are theoretically different (i.e., not dis-
tinguishing between values and actual behavior), 
or having inconsistent psychometrics across cul-
tures (Harb & Smith,  2008 ; Levine et al.,  2003 ; 
Matsumoto,  1999 ; Park & Levine,  1999 ; van de 
Vijver & Leung,  1997 ). To address these issues, 
Harb and Smith ( 2008 ) constructed the Sixfold 
Self- Construal Scale, for which participants are 
asked to rate their agreement with items like “I 
think of myself as connected to _____” across six 
different dimensions (i.e., self, family, friends, 
social grouping, students at my university, politi-
cal/government/religious institution). Cultural 
differences have been observed between Western 
and Middle Easter cultures, and the measure 
is currently being validated with Chinese sam-
ples. However, because this measure allows 
for more contextualized responses than other 
scales, researchers believe it is promising for 
future cross-cultural comparisons (Cross, Hardin, 
& Gercek-Swing,  2011 ). 

 An alternative to Likert-type scales for Asian- 
American samples is the Inclusion of Others in 
Self Scale (IOS; Aron, Aron, & Smollan,  1992 ), 
which uses Venn diagrams to illustrate overlap 
between oneself and others. Participants are 
asked to choose an option from a series of differ-
ent diagrams that best captures their relationship 
with another person (i.e., mother, romantic part-
ner, and sibling), ranging from almost completely 
overlapping to completely separate and distinct. 

 Much of the work on models of self has been 
devoted to mapping cultural differences in 
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independence and independence, establishing 
the validity of the construct across cultures, and 
examining how models of self infl uence 
 behaviors, ways of thinking, and ways of feel-
ing (Cross et al.,  2011 ; Markus & Conner, 
 2013 ; Markus & Kitayama,  2010 ; Oyserman 
et al.,  2002 ; Spencer-Rodgers, Peng, Wang, & 
Hou,  2004 ; Stephens, Fryberg, Markus, 
Johnson, & Covarrubias,  2012 ; Tsai et al., 
 2006 ; Tsai, Miao, Seppala, Fung, & Yeung, 
 2007 ). Empirical work has also linked these 
models to important mental health outcomes. 
For example, independent patients (from 
Hawaii and mainland USA) demonstrated more 
willingness to be assertive during medical 
interviews than did interdependent patients 
(from Hong Kong; Kim et al.,  2000 ).  

    Ways of Thinking 

 Another way in which Western and East Asian 
cultures differ is in their ways of thinking, spe-
cifi cally, the degree to which individuals engage 
in dialectical thinking (i.e., demonstrate a toler-
ance for change and contradiction, and an 
emphasis on holism; Spencer-Rodgers, Boucher, 
Mori, Wang, & Peng,  2009 ). Authors fi nd that 
dialecticism is more prevalent in Asians than 
European Americans, and has consequences for 
how individuals attend to the visual fi eld, solve 
problems, and interact with their environment 
(Nisbett, Peng, Choi, & Norenzayan,  2001 ; 
Peng & Nisbett,  1999 ). One way of assessing 
dialecticism is through content coding open-
ended responses to the TST using a coding 
scheme (for coding guidelines, see Spencer-
Rodgers et al.,  2009 ) that categorizes statements 
that demonstrate contradiction, change, or 
holism. For example, “I am friendly, but shy,” 
would be coded as a contradiction. Another way 
of assessing dialecticism is the Dialectical Self 
Scale (DSS; Spencer-Rodgers, Srivastava, & 
Peng,  2001 ), which asks participants to agree or 
disagree with items like, “I sometimes believe 
two things that contradict each other,” and “I 
often fi nd that my beliefs and attitudes will 
change under different contexts.” 

 Empirical studies have demonstrated that 
 dialectical thinking has psychological benefi ts 
and costs. For instance, individuals who engage 
in more dialectical thinking “bounce back” faster 
after negative events (Ji, Zhang, Usborne, & 
Guan,  2004 ). On the other hand, dialectical think-
ing has also been associated with lower global 
self-esteem and life satisfaction, increased anxi-
ety and depression, and decreased self- 
enhancement (Spencer-Rodgers, Williams, & 
Peng,  2010 ), which are indicators of poor psy-
chological health in American contexts (but may 
be less so in East Asian contexts).  

    Ways of Feeling 

 Decades of research have examined how culture 
shapes people’s feelings, and much of this work 
has compared Western with East Asian cultural 
contexts. Indeed, most of the work from our lab 
has compared emotional processes in European 
American, Asian-American, and East Asian cul-
tures. For instance, in our work, we distinguish 
the affective states that people ideally want to feel 
(“ideal affect”) from those that people actually 
feel (“actual affect”). Using the Affect Valuation 
Index (AVI), which assesses both actual and ideal 
affect, we fi nd that while European Americans 
and Hong Kong Chinese both want to feel posi-
tively, they differ in the specifi c types of positive 
states they want to feel. Whereas European 
Americans want to feel excited, enthusiastic, and 
other high arousal positive states more than Hong 
Kong Chinese, Hong Kong Chinese want to feel 
calm, relaxed, and other low arousal positive 
states more than European Americans (Tsai et al., 
 2006 ). These cultural differences in ideal affect 
emerge even after controlling for cultural differ-
ences in how much people actually feel these 
states. Moreover, these differences in ideal affect 
are refl ected in various cultural products. For 
instance, children’s storybooks, magazine adver-
tisements, and Facebook pages in the USA have 
more excited and less calm content than those in 
Taiwan and Hong Kong (Chim, Tsai, Ang, & 
Fung,  2014 ; Huang & Park,  2012 ; Moon, Chim, 
Tsai, Ho, & Fung,  2011 ; Tsai, Louie, Chen, & 
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Uchida,  2007 ). Asian-Americans endorse both 
affective ideals: for instance, fi rst and second gen-
eration Chinese Americans value excitement 
more than their European American counterparts 
but also value calm as much as their Hong Kong 
Chinese counterparts (Tsai et al.,  2006 ). These 
fi ndings have been replicated for East Asian-
Americans in general (Tsai, Miao et al.,  2007 ). 

 Individual and cultural differences in ideal 
affect have been linked to a whole host of behav-
iors, including what consumer products people 
choose, how they perceive other people, and even 
what physicians they prefer (Chim et al.,  2014 ; 
Sims, Tsai, Koopmann-Holm, Thomas, & 
Goldstein,  2014 ; Tsai, Knutson, & Rothman, 
 2007 ). For instance, the more people value excite-
ment and other high arousal positive states, the 
more they prefer a physician who promotes an 
“energetic lifestyle,” whereas the more people 
value calm and other low arousal positive states, 
the more they prefer a physician who promotes 
“peace of mind” (Sims et al.,  2014 ). 

 Discrepancies between actual and ideal affect 
have been linked to mental health for European 
American, Asian-Americans, and Hong Kong 
Chinese (Tsai et al.,  2006 ). For European 
Americans, a greater discrepancy between actual 
and ideal  excitement  states (but not calm states) is 
associated with higher depression scores, whereas 
for Hong Kong Chinese, a greater discrepancy 
between actual and ideal  calm  states (but not 
excitement states) is associated with higher 
depression scores. For Chinese Americans, how-
ever, greater discrepancies between actual and 
ideal excitement states  and  calm states are asso-
ciated with higher depression scores (Tsai et al., 
 2006 ), demonstrating that Asian-Americans 
internalize both the emotional values of their host 
culture and those of their heritage cultures (Tsai 
et al.,  2006 ). 

 Researchers have also investigated emotional 
acculturation to host cultures using the Emotional 
Pattern Questionnaire (EPQ; De Leersnyder, 
Mesquita, & Kim,  2011 ), which fi rst asks partici-
pants to recall a recent emotional situation that 
was positive or negative and was socially engag-
ing or socially disengaging. Participants then rate 
the degree to which they experience 37 different 

emotions during the recalled situation. 
Participants’ responses are averaged to generate 
profi les of emotional patterns unique to each of 
the four situations. Immigrants who better match 
the profi le of the host culture are categorized as 
more emotionally acculturated. Researchers fi nd 
that Korean Americans (second generation or 
later) show greater emotional acculturation than 
earlier generations. Interestingly, explicit mea-
sures of acculturation (i.e., VIA) do not predict 
emotional acculturation. Instead, desire for expo-
sure to mainstream American culture predicts 
emotional acculturation for Korean immigrants 
(De Leersnyder et al.,  2011 ), suggesting that 
emotional acculturation may be less conscious 
than other types of acculturation.  

    Which Instrument to Use? 

 As we mentioned earlier, measures of culture can 
add depth and specifi city to our understanding of 
acculturation. Obviously, choosing a measure(s) 
depends on the goal of the investigation. 
Instruments that assess models of the self and cul-
tural values can reveal how one relates to others, 
interprets their world, and makes decisions, as 
well as what drives behavior. Assessing ways of 
thinking can inform judgment and decision mak-
ing processes, and inform mental health by assess-
ing comfort with internal and external changes or 
contradictions. Instruments that assess ways of 
feeling may help clinicians base diagnoses of 
emotional distress on culturally relevant emo-
tional indicators. Because much of Western men-
tal health services are based on Western models of 
independence and consistency (Cross, Gore, & 
Morris,  2003 ), these instruments can help clini-
cians and practitioners tailor culturally sensitive 
treatment programs to Asian-American patients.  

    Additional Considerations 

 Measures of culture are particularly sensitive to 
external cues in the environment. For instance, 
Gardner and colleagues ( 1999 ) fi nd that one can 
experimentally manipulate European American 
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participants’ model of self by having them circle 
all the “I” and “me” words in a passage (making 
the independent self more salient) or the “us” and 
“we” words (making the interdependent self more 
salient). Other researchers posit that because the 
interdependent self is more fl exible, individuals 
with this model will be particularly sensitive to 
priming and experimental demand (Levine et al., 
 2003 ). Thus, researchers and practitioners must 
be careful to acknowledge and control for the 
potential environmental cues present at the time 
of assessment. 

 Current methods may not fully capture the the-
oretical distinctions mentioned above. Because 
most of the measures described above were devel-
oped in Western contexts, there may be an uncon-
scious Western bias embedded in some of these 
instruments (Markus & Kitayama,  1998 ). For 
instance, free response paradigms have been criti-
cized as culturally biased because they ask partici-
pants to report about themselves absent of context. 
For those with interdependent models of self, this 
task is both diffi cult and unrepresentative of their 
fl exible self-constructs (Fiske, Kitayama, Markus, 
& Nisbett,  1998 ; Harb & Smith,  2008 ). Kanagawa 
and colleagues ( 2001 ) suggests that structured 
Likert-type questionnaires are no better, as they do 
not capture the dynamic nature of the interdepen-
dent, dialectical self. Thus, researchers may want 
to include a variety of measures that were derived 
in both Western and East Asian contexts in their 
assessments of Asian- Americans. Similarly, more 
behavioral assessments are needed to address 
some of the limitations of self-report methods 
described above.   

    Conclusions 

 How do we capture the tremendous variation that 
exists among Asian-Americans? One way is to 
examine the cultures to which they are exposed. 
Instruments assessing acculturation, encultura-
tion, and cultural orientation are useful to exam-
ine how oriented individuals are to different 
cultures, and whether their cultural identities are 
in confl ict or at peace with each other. Instruments 
assessing cultural ideas and practices are useful to 

examine the particular ways in which individuals 
are shaped by their cultures. As illustrated by 
some of the fi ndings described above, general 
acculturation and cultural orientation levels may 
or may not be linked to endorsement of specifi c 
cultural ideas, and therefore, both types of instru-
ments should be used. Used together, these instru-
ments can help us achieve a better understanding 
of the cultural shaping of human experience and 
of the needs of today’s Asian-Americans.     
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           Introduction 

    Of all the tools at a clinician’s disposal, one of the 
most important is the assessment interview. Also 
known as the clinical interview, the assessment 
interview is a specialized technique that allows a 
clinician to glean accurate and often indispensable 
information regarding a client, including but not 
limited to the client’s current condition, history, 
beliefs, and attitudes (Othmer & Othmer,  1994 ; 
Rogers,  2001 ). As such, it is important to under-
stand the components critical for this process: 
building rapport, interview technique, assessment 
of mental status, and diagnostic needs. The purpose 
of the assessment interview, whether in psycho-
logical assessment or treatment, is to explain and/
or classify the signs, symptoms, and behaviors 
that a client is exhibiting or reporting. For psycho-
logical assessments in particular, it is important 

for the clinician to blend the interpretation of 
evaluation results and the description of the symp-
toms (Othmer & Othmer,  1994 ; Rogers,  2001 ). 

 The art of the assessment interview lies in the 
clinician’s ability to elicit essential information 
regarding the client. In order to do this, the 
 clinician must have a clear idea of the evalua-
tion’s purpose and pay attention to not just con-
tent of the client’s responses but also the facial 
expressions, tone of voice, and gestures. The 
assessment interview can also serve as a sup-
portive role, which could improve rapport and 
help the clinician understand the client better 
(Othmer & Othmer,  1994 ; Rogers,  2001 ; The 
Department of Psychiatry Teaching Committee, 
 1973 ). Various interview styles are available and 
include unstructured, structured, and semi-struc-
tured interviews. 

    Unstructured Interviews 

 Traditionally, assessment interviews were 
unstructured. That is not to say that the clinician 
strides aimlessly through the assessment. 
Regardless of the interview style a clinician 
chooses to utilize, the clinician should have a 
clear idea of the ultimate goal (The Department 
of Psychiatry Teaching Committee,  1973 ). This 
understanding enables the clinician to guide the 
interview toward that goal. Without this guid-
ance, the interview is unlikely to yield useful 
information. One of the draws of unstructured 
interviews is that this style is the most fl exible 
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due to its unrestricted nature, thereby allowing 
the clinician to build rapport with the client in a 
manner unhindered by the strict adherence to 
predetermined structure. However, the validity of 
the assessment is in question due to potential 
 pitfalls, the most egregious of which is when a 
clinician prematurely terminates the interview. 
This can occur when the clinician comes to a 
conclusion regarding the client and the client’s 
condition early on in the interview process which 
causes the clinician to overlook important infor-
mation that could potentially disconfi rm the 
clinician’s initial opinion or that could identify 
additional diagnostic concerns (Othmer & 
Othmer,  1994 ; Rogers,  2001 ; The Department of 
Psychiatry Teaching Committee,  1973 ).  

    Structured Interviews 

 Since so many factors contribute to the validity 
and, thus, ultimate utility of the information 
obtained in an interview, structured interviews can 
be preferable in certain situations. Structured 
interviews have a predefi ned set of questions 
which provide for more reliable, quantifi able data. 
The structured approach has been designed rigor-
ously to avoid biases in the line of questioning and 
allow for trained nonprofessionals to conduct the 
interview without missing important information 
(Rogers,  2001 ;  Vatrapu & Perez- Quinones, n.d. ). 
Standardized and systematic administration and 
scoring is clearly a major advantage of structured 
interviews. This comprehensive approach 
decreases the variability in interviewing and 
increases diagnostic accuracy. However, the draw-
back is its rigidity. Structured interviews do not 
allow for deviations from the language and 
sequence of the measurement. Therefore, a clini-
cian cannot provide additional prompts and/or 
explanations without being concerned about the 
impact on the validity of the assessment. Even if a 
clinician adheres to the structure, there is still 
potential for validity concerns, especially if the 
clinician uses the structured interview in an 
unskilled manner. Strictly adhering to the protocol 
can lead to the unintended effects of missing 
important nonverbal information, damage of 

 rapport due to the impersonal nature of the  
 interview, and overwhelming the client with 
 questioning (Rogers,  2001 ).  

    Semi-structured Interviews 

 Semi-structured interviews are a happy medium 
between the unstructured and structured inter-
view styles. They blend the strengths of both 
styles: diagnostic accuracy and fl exibility. 
Unfortunately, they also blend the weaknesses of 
both styles. Regardless, the use of semi- structured 
interviews may be more appealing when working 
with a minority population, especially non- 
English speakers as it allows much more fl exibility 
in regards to the questions, optional prompts, and 
ability to explain or elaborate on particular points 
in the interview.  

    Recommendations 

 Regardless of the interview style that a clinician 
prefers, the clinician should keep in mind that 
establishing and maintaining rapport with the 
 client is essential for obtaining relevant informa-
tion. Additionally, the clinician should be careful 
not to miss important nonverbal cues, such as 
gestures, tone of voice, and hesitations. It could 
be benefi cial to include screening measures in an 
assessment interview can help to identify indi-
viduals with severe mental illness as it could 
 suggest the need for further assessment and treat-
ment. Finally, the clinician should be fl exible 
with his conclusions regarding diagnosis to avoid 
a confi rmation bias. This can occur when the cli-
nician simply seeks information to confi rm the 
diagnosis rather than considering the possibility 
of alternative or additional diagnoses as well.   

    Cultural Considerations 

 Culturally sensitive interviews will take into 
 consideration the client’s characteristics and 
preferences as well as potential limitations. Skill 
and sensitivity are of utmost importance in this 
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 essential process of evaluation (Othmer & 
Othmer,  1994 ; Rogers,  2001 ; The Department of 
Psychiatry Teaching Committee,  1973 ). When 
working with diverse populations, it is critical 
that the clinician consider the stigma attached to 
mental health and mental health-related services 
in general. Sue and Sue ( 1987 ) explained that 
“the amount of stigma or shame associated with 
emotional diffi culties is probably much greater 
among Asian-American groups. Mental illness in 
a family member is considered a failure of the 
family system itself” (p. 480). Even among Asian 
individuals of later generations, there is a low 
mental health utilization rate, often only seeking 
treatment for severe symptomology (Okazaki, 
 1998 ; Sue & Sue,  1987 ). Therefore, the clinician 
should consider the purpose of the evaluation and 
be aware that Asian-Americans may conceptualize 
mental health problems in different way, 
 primarily via somatic complaints. The somatic 
manifestation of symptoms complicates the diag-
nostic process. For example, the DSM criteria for 
depression requires dysphoric mood as a  primary 
symptom, which would exclude those Asian-
Americans who express depression somatically 
(Sue & Sue,  1987 ). The different manifestations 
have often been discussed along with the preva-
lence of symptoms, symptom patterns, and disor-
ders (Okazaki,  1998 ). 

 Another signifi cant factor that clinicians 
should consider is the potential for language bar-
riers. The APA’s  1990  Guidelines for Providers 
of Psychological Services to Ethnic, Linguistic, 
and Culturally Diverse Populations recommends 
that the clinician interact with the client in the 
client’s preferred language. If the clinician lacks 
this language skill, an appropriate referral or use 
of an interpreter should be considered. When 
using an interpreter, the clinician should ensure 
that the interpreter is knowledgeable about the 
culture, has appropriate professional background, 
and has no dual roles with the client. It is of par-
ticular importance that the clinician adheres to 
the latter as much as possible as it may affect the 
validity of the entire evaluation. 

 While research has shown that interpreter ser-
vices improve overall health care experiences 
and outcomes, clients who required the use of 

interpreters were more likely to have questions 
that they wanted to ask but did not (Green et al., 
 2005 ), which could have signifi cant implications 
regarding the client’s level of understanding and 
ability to respond fully to questions asked of 
them. Clients also appear to engage more with 
individuals of the same culture than with some-
one of Anglo-American backgrounds ( Vatrapu & 
Perez-Quinones, n.d. ). Green et al. ( 2005 ) sug-
gest that “[u]se of interpreters may also compro-
mise rapport between patients and clinicians, and 
their presence may inhibit patients’ questions, 
particularly about sensitive topics such as mental 
health” (p. 1054). Green et al. ( 2005 ) also found 
that clients who rated their interpreters highly 
were more likely to also rate overall care highly. 
Thus, the role of the interpreter is crucial to a cli-
ent’s access to health care, including mental 
health. It is important to keep in mind that when 
using an interpreter, the assessment may take 
more time or there may not be as much time for 
the client to ask for clarifi cation. Clinicians who 
utilize interpreters should be cognizant of this 
and allow clients an opportunity to ask questions 
without feeling rushed. Clinicians should also be 
aware that there may not be corresponding words 
in the client’s preferred language, which could 
reduce the effectiveness of the interview (Sue & 
Sue,  1987 ). Therefore, it is particularly important 
to refrain from using jargon and to speak in short, 
clear sentences in order to ensure understanding 
(Green et al.,  2005 ). The clinician should also 
question overly simplistic responses as well as 
responses that fail to address the intended query 
as these could be indications that the client lacks 
adequate understanding of the question or that 
the question was inadequately translated. 

 The paucity of research on the Asian- 
American population is a barrier to the establish-
ment of clear guidelines for culturally competent 
assessment and interpretation of assessment mea-
sures that are typical in a standard assessment 
battery. Partially, this is due to the sociodemo-
graphic shifts and within group differences 
(Okazaki,  1998 ; Sue & Sue,  1987 ). As such, it is 
critical that the clinician be culturally sensitive 
which means that the clinician has enough knowl-
edge and understanding of a client’s culture to 
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adequately make distinctions between pathologi-
cal and nonpathological symptomology (Okazaki, 
 1998 ). Despite the limited availability of struc-
tured and semi-structured interview instruments 
in Asian languages, they can nonetheless be use-
ful. Brief measures, such as screening tools, 
appear to be well received by the Asian popula-
tion (Veijola et al.,  2003 ). In determining whether 
a measure would be appropriate to use with a 
particular population or subpopulation, however, 
the clinician must also consider the available psy-
chometric properties of such measures.  

    Brief Review of Psychometric 
Properties 

 Psychometric properties such as reliability and 
validity are important in determining the useful-
ness of a measure. Reliability refers to the consis-
tency of the results over time (test-retest reliability) 
and between different raters at the same point in 
time (interrater reliability). 
In regards to categorical constructs, such as psy-
chiatric diagnoses as assessed on some psycho-
logical measures, is reported in terms of kappa, a 
statistic that corrects for chance agreement. 
Generally, kappa values above 0.70 are considered 
to refl ect good agreement, kappa  values between 
0.50 and 0.70 are considered to be fair, and kappa 
values under 0.50 are considered to be poor. 

 Validity refers to the extent that a test mea-
sures what it claims to measure, particularly 
whether the test items cover what is being mea-
sured (content validity), whether the test is effec-
tive in predicting a construct (criterion-related 
validity), and whether the test is related to what it 
is meant to measure (construct validity). When 
psychometric properties are limited or absent, the 
clinician must make a decision whether to use 
such a measure or not by weighing the potential 
utility of the tool against the lack of data for its 
use with such a population. The validity of a 
diagnostic instrument is often  measured by com-
paring agreement between diagnoses made by 

the instrument and diagnoses made via a “gold 
standard.” It should be noted that the gold stan-
dard has yet to be defi nitively identifi ed in regards 
to psychiatric diagnoses. Some studies use psy-
chiatrist expert diagnoses while others use avail-
able comprehensive  measures such as the 
Structured Clinical Interview for the DSM-IV 
Disorders (SCID) and World Health Organization 
(WHO) Composite International Diagnostic 
Interview (CIDI).  

    Structured and Semi-structured 
Assessment Measures 

 Given the complexities of an assessment interview, 
it would be benefi cial to know what assessment 
measures are available. While there are many 
measures available for use with various popula-
tions, this chapter will focus on some of the more 
frequently used measures that are applicable to 
the assessment interview and is not meant to be a 
comprehensive or inclusive list of available mea-
sures. The included measures were selected 
based on their availability, accessibility, and utility 
for the purposes outlined in this chapter. 
Considering the diversity of the Asian- American 
culture and languages, these measures are not 
available in all languages and psychometric prop-
erties such as norms, reliability, and validity data 
are limited. Where available, these properties are 
discussed below. 

 In the event that such languages and norms are 
unavailable but a clinician chooses to utilize such 
measure, the clinician should be aware of the 
possible limitation of using such a measure on 
the desired population and have knowledge of the 
measure’s reference population (APA,  2002 ). 
Any test results should be interpreted with cau-
tion while considering the client’s cultural and 
linguistic characteristics. It is the clinician’s 
responsibility to exercise critical judgment when 
deciding to use assessment measures not cur-
rently normed or linguistically available for a 
specifi c population.
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      Structured Clinical Interview for the 
DSM-IV Axis I and II Disorders 
(SCID-I and SCID-II) 

 The Structured Clinical Interview for the 
DSM-IV Axis I and II Disorders (SCID-I and 
SCID-II) are semi-structured interviews designed 
to diagnose major DSM-IV disorders ( Biometrics 
Research Department, n.d. ). The SCID-I has two 
main versions: a Clinical Version (SCID-CV) 
and several research versions. The SCID-CV was 
designed for effi cient use in clinical settings 
while the research versions are more comprehen-
sive. The primary difference in the SCID-CV and 
the SCID-I Research Version is the level of detail 
that is covered. Additionally, the SCID-I Research 
Version incorporates the following diagnoses, 
which are not included in the SCID-CV: Acute 
Stress Disorder, Minor Depressive Disorder, 
Mixed Anxiety Depressive Disorder, and Binge 
Eating Disorder. The SCID-I Research Versions 
include an extensive patient edition (SCID-I/P) 
for use with psychiatric patients and a shorter 
nonpatient edition (SCID-I/NP), abridged from 
the SCID-I/P, for use with subjects not identifi ed 
as psychiatric patients. The SCID-II was designed 
to assess the 11 major Axis II personality disor-
ders in the DSM-IV-TR, including Personality 
Disorder NOS, Depressive Personality Disorder, 
and Passive-Aggressive Personality Disorder 
( Biometrics Research Department, n.d. ; 
Summerfeldt, Kloosterman, & Antony,  2010 ). 

    Validity, Reliability, and Utility 
 Biometrics Research Department ( n.d. ) reports 
reliability data from various sources indicating 
generally fair to good reliability and validity of 
the SCID-I and SCID-II. Interrater reliability 
kappa coeffi cients ranged from 0.48 to 0.98 and 
internal consistency coeffi cients were fair to 
good (0.71–0.94) ( Biometrics Research Depart-
ment, n.d. ; Maffei et al.,  1997 ). Available psycho-
metric properties for versions adapted for use 
with Asian populations appear to demonstrate 
similar reliability and validity. The  Chinese -
 Bilingual SCID - I / P  (CB-SCID-I/P) demonstrated 
an overall kappa for interrater reliability of 
0.84; specifi cally, the kappa for bipolar affective 

disorder was 0.84, mood disorder was 0.76, and 
schizophrenia was 0.75. The overall kappa value 
was 0.77 and the percentage of agreement was 
89.6 %. The CB-SCID-I/P was determined to be 
a reliable instrument for diagnosing schizophrenia 
and mood disorders for inpatients (So et al.,  2003 ). 
The  Borderline Personality Disorder Subscale  
( Chinese Version )  of the SCID - II  was demon-
strated to have internal consistency of 0.82 
(Cronbach’s alpha) with an agreement kappa of 
0.82, sensitivity of 0.92, and specifi city of 0.94. 
The SCID-II Borderline Personality Disorder 
Subscale (Chinese Version) was determined to 
have reasonable validity for use with Cantonese-
speaking individuals (Wong & Chow,  2011 ). The 
 Japanese version  of the SCID-II personality 
questionnaire (SCID-II-PQ) has been demon-
strated to have moderately good test-retest 
 reliability, which increased to being very good 
following the SCID-II interview. The SCID-II 
was determined to be useful and reliable for the 
Japanese population. The overall kappa for the 
SCID-II-PQ was 0.56 and the overall kappa for 
the SCID-II was reported at 0.87 (Osone & 
Takahashi,  2003 ). The  Thai version  of the 
SCID-II has been shown to have good to excel-
lent reliability with an interrater reliability 
for diagnoses ranging between 0.70 and 0.90 
(Wongpakaran et al.,  2012 ). 

 Although it is unclear if there is a Khmer 
translation available, Hinton, Ba, Peou, and Um 
( 2000 ) reported that the Cambodian Panic 
Disorder Survey (CPDS) is a culturally valid 
adaptation of the SCID-panic module. Research 
provides for the prevalence and subtypes of panic 
disorders for this population (Hinton et al.,  2000 ).  

    Interpretation 
 Normative data is not readily available. However, 
research conducted with translated versions of 
the SCID has shown it is generally a reliable 
 measure (Osone & Takahashi,  2003 ; So et al.,  2003 ; 
Wong & Chow,  2011 ; Wongpakaran et al.,  2012 ). 
Research has shown that the SCID may be more 
conservative in identifying cases than screening 
measures although the SCID and screening mea-
sures tended to agree in regards to noncases 
(Silov et al.,  2007 ).  

D. Herva and M. Comperini
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    Strengths and Limitations 
 As a comprehensive measure, the SCID instru-
ments have clear advantages of being able to 
assess a broad scope of diagnoses in a hierarchical 
approach. These measures have good diagnostic 
reliability. Conversely, limitations in these mea-
sures include the length of assessment due to its 
comprehensive nature. Additionally, the focus on 
diagnosis can lead to insuffi cient attention to key 
symptoms. The SCID provides clinical and sub-
clinical gradations, but may not be useful in eval-
uating changes in symptom severity.  

    Special Considerations 
 A SCID version has been developed for use in 
children (KID-SCID) with generally good 
 reliability ( Biometrics Research Department, n.d. ; 
Summerfeldt et al.,  2010 ). Unfortunately, 
research with this measure and its availability in 
other languages is limited.  

    Languages 
 The SCID-I is available in Korean and Mandarin 
while the SCID-II is available in Japanese, 
Korean, Mandarin, and Thai.  

    Specifi c Recommendations 
 The clinician should keep in mind cultural factors 
that may affect diagnoses, particularly as the 
SCID measures are based on the DSM-IV crite-
ria. Additionally, with the recent release of the 
DSM-V, the clinician should be aware of changes 
to the diagnostic criteria that are not yet refl ected 
in these measures.   

    Mini-Mental State Examination 
(MMSE) 

 No assessment interview is complete without a 
basic mental status examination. The MMSE is a 
structured measure that is commonly used to 
evaluate global cognitive status. The most current 
version, MMSE 2nd Edition (MMSE-2), is 
reported to be equivalent to the original MMSE 
and includes brief, standard, and expanded forms. 
The MMSE-2 expanded the MMSE to also be 
used with milder forms of cognitive impairment. 

    Validity, Reliability, and Utility 
 The  Japanese version  has been shown to have 
good reliability (Cronbach’s coeffi cients exceeding 
0.70) and three main factors (immediate memory, 
orientation and delayed recall, and working 
memory) that explain 44.6 % of the variance 
(Shigemori, Ohgi, Okuyama, Shimura, & 
Schneider,  2010 ). The Japanese version was 
determined to accurately refl ect the cognitive 
profi le of older Japanese adults and the question 
about orientation to time may be useful in the 
simplest assessment to identify cognitive dys-
function (Ideno, Takayama, Hayashi, Takagi, & 
Sugai,  2011 ; Shigemori et al.,  2010 ). There are 
three  Korean versions : full Korean MMSE 
(K-MMSE), MMSE optimized for screening 
dementia (MMSE-DS), and a short version of the 
MMSE-DS (SMMSE-DS) (Kim et al.,  2010 ). 
The MMSE-DS was reportedly optimized for 
screening dementia. The SMMSE-DS was 
 constructed from the MMSE-DS based on the 
diagnostic accuracy of items for dementia. 
The internal consistency (Cronbach’s coeffi cient 
alpha = 0.826), interrater reliability (0.968), and 
test-retest reliability (0.825) were good. 
The MMSE-DS is reported to have signifi cant 
correlation with the Clinical Dementia Rating 
and the K-MMSE. Research indicates that, as 
compared to the K-MMSE, the SMMSE-DS had 
increased sensitivity and specifi city for dementia 
(Kim et al.,  2010 ).  

    Interpretation 
 Although specifi c psychometric properties are 
not readily available on the  Cantonese version of 
the MMSE  (C-MMSE), research has been 
 conducted on a telephone version of the C-MMSE 
(T-CMMSE) which suggests excellent inter- and 
intra-rater reliability (Wong & Fong,  2009 ). The 
agreement between the face-to-face MMSE 
and T-CMMSE was reported with a kappa of 
0.60–0.80 for orientation, registration, and recall 
items. Wong and Fong ( 2009 ) suggested a cutoff 
score of 16 for the T-CMMSE for discrimination 
between clients with and without dementia. 

 In a study of Korean neurosurgical patients, 
the mean score on the  Korean version  
(K-MMSE) was 22.3 with 62.1 % of scores 
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below 23 (Kim et al.,  2010 ). Based on the 
 administration of the Mini-Mental State 
Examination from the Korean version of 
the Consortium to Establish a Registry 
for Alzheimer’s Disease Assessment Packet 
(CERAD-K) Neuropsychological Assessment 
Packet (MMSE-KC), Kim et al. ( 2012 ) reported 
demographics-adjusted norms for the MMSE in 
elderly Koreans, suggesting that “clinicians 
need to take age, education, and gender into 
account for an accurate interpretation of the 
MMSE-KC total score” (p. 5). Please refer to 
Kim et al. ( 2012 ) for specifi c norms. 

 The mean score on the  Thai version  (MMSE-T) 
in general non-dementia Thai subjects was 
reported at 27.2 and ranged between 17 and 30; 
7.44 % of the cases were reported to have 
MMSE-T scores above 23 (Wongchaisuwan, 
Sithinamsuwan, Udommongkol, & Wongmek, 
 2005 ). However, research suggests that the 
MMSE-T may not be appropriate as a screen for 
cognitive impairment in clients of lower literacy 
and education levels (Jitapunkul & Lailert,  1997 ; 
Wongchaisuwan et al.,  2005 ). 

 PAR Publishers ( 2012 ) caution that users of 
non-English language versions of the MMSE-2 
should base the clinical interpretation of the 
MMSE-2 scores upon locally collected standard-
ization data and/or clinical patient data. The 
publishers indicate that they do not endorse the 
use of the U.S. population-based MMSE-2 norms 
for interpretation in the MMSE-2 scores of 
patients who do not match the demographic char-
acteristics of the MMSE-2 standardization sam-
ple. “Clinical use of the raw sore cutoff ranges 
for the MMSE-2 should be based on the scientifi c 
literature on the MMSE/MMSE-2 in the native 
language in which it is being used” (PAR,  2012 ).  

    Strengths and Limitations 
 The obvious strength of this measure is its brief 
nature, which is likely part of the reason that it is 
so commonly used. However, the MMSE is a 
screening tool and does not provide diagnoses. 
Research has also shown that it may not be appro-
priate for all populations, especially in those with 
low education levels.  

    Special Considerations 
 The MMSE is generally used with adults and 
older adults as an assessment of global cognitive 
status. It is important to remember that this is a 
screening tool that should not be used indepen-
dently for diagnostic purposes.  

   Languages 
 The MMSE-2 is available in simplifi ed Chinese 
and Hindi. The original MMSE also has autho-
rized translations in Bengali, Cantonese Chinese 
(for Hong Kong), Chinese, Chinese (for Hong 
Kong, Malaysia, Singapore, and Taiwan), Gujarati, 
Hindi, Indian English, Japanese, Kannada, Korean, 
Malay, Malayalam, Mandarin (also for China, 
Singapore, and Taiwan), Marathi, Punjabi, Tamil, 
Telugu, Thai, Urdu, and Vietnamese.  

   Specifi c Recommendations 
 If the MMSE is unavailable in the language 
 necessary, other options may be to utilize select 
subtests from available translated versions of intel-
ligence assessment measures such as the Wechsler 
Adult Intelligence Scales and Stanford-
 Binet (Zuckerman,  2005 ). Such subtests can 
include Information, Arithmetic, Comprehension, 
Similarities, and Digit Span. This method allows 
the clinician to assess a client’s mental status while 
allowing for precise scoring and interpretation. 
However, the clinician should be cognizant of the 
fact that norming and validity may still be impacted 
due to the unstandardized manner of administering 
such intelligence tests (Zuckerman,  2005 ).   

    Diagnostic Interview Schedule (DIS) 

 The DIS is an extensive structured diagnostic 
interview that was designed to assess for current 
and lifetime diagnoses, which are organized into 
19 diagnostic modules. Information obtained in 
the DIS includes onset, duration, and recency of 
symptoms. The DIS was originally designed for 
the purpose of determining the prevalence and 
incidence of certain diagnoses in the United Stated. 
Since its inception, the DIS has demonstrated its 
cross-cultural applications and utility in both 
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clinical and research arenas. The structured nature 
of the DIS allows both professional and nonprofes-
sional interviewers to administer it (Rogers,  2001 ). 

   Validity, Reliability, and Utility 
 The original Chinese version was reported to 
have a moderate concordance rate (kappa = 0.54). 
Studies generally indicate that the Chinese ver-
sion is a reliable tool (Hwu & Chang,  1986 ; Hwu, 
Yeh, Chang, & Yeh,  1986 ).  

   Interpretation 
 Research with the Chinese version have found 
lower prevalence rates for certain disorders (Hwu 
et al.,  1986 ; Hwu & Compton,  1994 ), which is 
reasonable considering that some psychiatric 
conditions are naturally less prevalent in Asian- 
Americans than in other populations.  

   Strengths and Limitations 
 Over the years, the DIS had been used as the gold 
standard due to its extensive and structured 
nature. It is easily administered by professionals 
and nonprofessionals alike. Additionally, the DIS 
has a self-administered version in two different 
formats (computer-assisted and paper-and- 
pencil), further simplifying the assessment pro-
cess. However, like many assessment measures, 
the DIS is lacking in normative and validation 
data for translated versions, which can be signifi -
cant considering cultural differences. Regardless, 
research has shown that the DIS is a good cross- 
cultural measure that has been widely used. In 
fact, the DIS so comprehensive and widely used 
that it was expanded into the WHO-CIDI by 
incorporating the International Classifi cation of 
Diseases (ICD) diagnostic criteria.  

   Special Considerations 
 The DIS is meant for adults ages 18 and over. 
However, there is a Chinese version of the 
Diagnostic Interview Schedule for Children- 
Version 4 (DISC-IV). This version can be used 
on children and adolescents. Kappa coeffi cients 
ranged from 0.37 to 0.84 with three diagnoses 
falling under 0.50 (anxiety disorder, ADHD, and 
ODD). All three low kappa levels were found 

when the youth was the informant. Despite this, 
research indicates that the Chinese version had 
comparable test-retest reliability with the original 
English version (Ho et al.,  2005 ).  

   Languages 
 The DIS is available in Chinese and Korean.  

   Specifi c Recommendations 
 As with any measure without specifi c norms or 
validation data, the DIS should be used with cau-
tion and the clinician should keep in mind the 
cultural differences that may affect diagnoses.   

    Hopkins Symptom Checklist-25 
(HSCL-25) 

 The Hopkins Symptom Checklist (HSCL) is a 
semi-structured self-report screening instrument 
that was originally designed to measure change 
in a refugee client’s clinical status, primarily 
unspecifi c distress. The HSCL-25 was developed 
for use in primary care settings from the 90-item 
Symptom Checklist (SCL-90), which was 
designed to assess patterns of current psycho-
logical symptoms (Mollica, Wyshak, de 
Marneffe, Khuon, & Lavelle,  1987 ; Ventevogel 
et al.,  2007 ). It includes 10 items from the 
HSCL-58 anxiety cluster, 13 items from the 
depression cluster, and 2 additional somatic 
symptoms. The items are rated on a 4-point scale 
from “not at all” to “extremely.” Depending on 
the purpose for using this measure, the entire 
measure or its subsections can be used separately. 
The HSCL-25 can also be administered by 
trained nonprofessionals. 

 The HSCL-25 was developed for use with the 
Southeast Asian population due to the lack of 
mental health care for refugees in the United 
States. In the 1980s, three versions were origi-
nally developed: Cambodian, Laotian, and 
Vietnamese. In 1995, a Hmong version became 
available (Mollica et al.,  1987 ; Mounoutoua & 
Brown,  1995 ). The Japanese version was report-
edly developed for use in the Kobe earthquake 
study (Mollica et al.,  1987 ). 
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   Validity, Reliability, and Utility 
 The original  Cambodian ,  Laotian ,  and 
Vietnamese versions  were validated together due 
to a small sample size for each language group 
alone (Mollica et al.,  1987 ). Mollica et al. ( 1987 ) 
found that the HSCL-25 was suffi ciently sensi-
tive and specifi c for the presence of depression. 
The HSCL-25 was also found to be correlated 
with clients’ self-assessments of clinical improve-
ment. In regards to reliability, the “test-retest 
coeffi cients for the three language groups com-
bined were 0.89 for the total score and 0.82 for 
anxiety and depression; the results for each lan-
guage group separately were comparable. The 
interrater reliability for the total, anxiety, and 
depression scores for each of the three language 
groups was higher than 0.98” (Mollica et al., 
 1987 , p. 499). Convergent reliability has been 
measured at 0.73–0.88 with measures of depres-
sion. Mollica et al. ( 1987 ) reported that these 
results were comparable to previous fi ndings on 
the HSCL-25. 

 The  Hmong version  is reported to have “inter-
nal consistency of 0.97 and had a split-half coef-
fi cient of 0.92 and test-retest reliability of 0.90… 
The Hmong version of the HSCL-25 provided a 
sensitivity of 100 %, specifi city of 78 % [result-
ing in a false positive rate of 22 %], and overall 
accuracy of 89 % [for distinguishing clinical and 
nonclinical groups], demonstrating that it is a 
useful screening tool for assessing general dis-
tress and anxiety problems in Hmong people” 
(abstract, p. 1). The Hmong version also used a 
cutoff score of 1.75 (Mounoutoua & Brown, 
 1995 ). The  Tibetan version  is reported to have 
coeffi cient alphas between 0.87 and 0.89 for the 
anxiety subscale and 0.85–0.92 for the depres-
sion subscale (Keller et al.,  2006 ; Lhewa, Banu, 
Rosenfeld, & Keller,  2007 ). Results indicated 
good classifi cation accuracy for anxiety (0.89), 
depression (0.92), and PTSD (0.83) (Lhewa 
et al.,  2007 ). Research has reported prevalence 
rates for anxiety (25–77 %), depression (11.5–57 %), 
and PTSD (11–23 %) in Tibetan refugees (Mills 
et al.,  2005 ). The  Japanese  version  (J-HSCL-25) 
has been reported to have test-retest reliability 
coeffi cients of 0.75 for depression and 0.78 for 
anxiety with a cutoff score of 1.75. The Cronbach’s 

alphas ranged from 0.90 to 0.91 for depression 
and 0.84–0.86 for anxiety (Mollica, McDonald, 
Massagli, & Silove,  2004 ; Sumi & Kanda,  2002 ).  

   Interpretation 
 For the original  Cambodian ,  Laotian ,  and 
Vietnamese versions , a cutoff point of 1.75 was 
selected “for its consistency with data obtained 
from a random general population sample in 
California” (Mollica et al.,  1987 ). Though most 
research studies have used 1.75 as the cutoff, 
Mollica et al. ( 1987 ) submit that there is no 
 psychometric evidence to suggest that 1.75 is the 
ideal cutoff point. Research indicates that lower 
cutoff scores may be more sensitive and be able 
to accurately classify those individuals with 
PTSD (Keller et al.,  2006 ). Regardless of the 
ambiguity surrounding the ideal cutoff point, 
these translated versions were found to be com-
parable to other HSCL-25 versions in regards to 
sensitivity, specifi city, and reliability (Mollica 
et al.,  1987 ; Mounoutoua & Brown,  1995 ; Sumi 
& Kanda,  2002 ). 

 Though the research for the available Asian 
language versions used cutoff scores of 1.75, 
other research suggests that the cutoff scores 
determined in one cultural group should be 
reconsidered in other groups (Ichikawa, Nakahara, 
& Wakai,  2006 ). Ichikawa et al. ( 2006 ) examined 
the use of the predetermined cutoff score of 1.75 
on Afghan refugees in Japan. The results indicated 
that the use of this cutoff score overestimated the 
magnitude of mental health problems in this 
 population. An algorithm method could improve 
classifi cation accuracy as compared to using 
 cutoff scores; however, its clinical validity 
remains unknown. Ichikawa et al. ( 2006 ) sur-
mised that the overestimation in mental health 
problems as measured by the HSCL-25 may be 
due to the differences in response to the symp-
toms, causing noncases to be classifi ed as cases. 
Therefore, considering the within group differ-
ences in the Asian population, the clinician should 
be cautious about applying the same cutoff score 
for subpopulations not yet represented in research. 
Nevertheless, as previously mentioned, research 
conducted with all the versions discussed above 
used a cutoff score of 1.75.  
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   Strengths and Limitations 
 The HSCL-25 is a good screening measure for 
use with the Southeast Asian population. This is 
primarily due to its clinical utility, briefness, and 
economical nature (Sandanger et al.,  1999 ). This 
measure has been shown to be readily accepted 
by Southeast Asians due to its similarity to medi-
cal tests (Mollica et al.,  1987 ). Additionally, its 
 linguistic simplicity allows clients of various 
educational levels to easily comprehend the 
items. The 4-point likert-type scale from “not at 
all” to “extremely” allows for measurement of 
clinical change in clients. Additionally, the 
HSCL-25 has been shown to have a sensitivity of 
48 %, specifi city of 87 %, and sensitivity of 
comorbid psychiatric disorders of 100 % for 
DSM-III-R psychiatric disorders; this suggests 
that it is a moderate instrument for screening 
(Veijola et al.,  2003 ). Although studies on 
DSM-IV criteria are unavailable for review, this 
data suggests that this measure is adequate for 
screening purposes, particularly for cases that are 
sensitive to pain, distress, and impairment as well 
as for symptoms related to somatic illnesses 
(Sandanger et al.,  1999 ). In fact, Silov et al. 
( 2007 ) found that the HSCL-25 agreed with the 
SCID in identifying noncases and suggested that 
it may be more accurate in identifying cases in 
highly symptomatic clinic populations. 

 A limitation of this measure is that it does not 
provide a diagnosis. On the other hand, the clini-
cian can gain useful information in regards to 
symptoms of anxiety and depression, which can 
help determine if deeper probing is warranted. 
Moreover, research has shown that the HCSL-25 
can be helpful in evaluating victims of trauma, 
particularly for Southeast Asians who have expe-
rienced serious traumas. The design of this mea-
sure allows for the assessment of trauma in a 
nonthreatening manner that helps clients verbal-
ize their symptoms.  

   Special Considerations 
 The HSCL-25 has been used primarily in trau-
matic contexts with adults and adolescents as 
young at 14 years of age.  

   Languages 
 The HSCL-25 is available in the Cambodian, 
Hmong, Japanese, Laotian, Tibetan, and 
Vietnamese languages.  

   Specifi c Recommendations 
 As with all screening tools, it is important to keep 
in mind that the purpose is to determine whether 
more in depth evaluation of such symptoms is 
warranted. Therefore, despite the potential limi-
tations of this measure, it can provide the clini-
cian with indications of areas for further 
exploration.   

    Composite International Diagnostic 
Interview (CIDI) 

 The CIDI is a structured measure that was devel-
oped in 1990 by the World Health Organization 
(WHO) as an expansion of the Diagnostic 
Interview Schedule (DIS). Its history can be 
traced back to the early 1980s when a WHO task 
force considered combining the DIS and Present 
State Examination (PSE) in a concerted interna-
tional effort ( WHO, n.d. ; Wittchen,  1994 ). The 
CIDI expanded on the DIS by incorporating the 
International Classifi cation of Disease (ICD) 
diagnostic system. The rationale was so that 
cross-national comparative research could be 
conducted without limitation to just mental disor-
ders. In 1998, the CIDI was further expanded to 
include measurements for risk factors, conse-
quences, treatment, etc. This measure evaluates 
lifetime and 12-month disorders ( WHO, n.d. ; 
Wittchen,  1994 ). 

 There are two versions of the CIDI available: 
the computer-assisted version (CAPI) and the 
paper and pencil version (PAPI). Both versions 
are modularized so the clinician can select any or 
all of the sections for administration as well as 
selecting the percentage of subjects who will ran-
domly enter certain sections. The CAPI offers a 
user-friendly interface that simplifi es the process 
of selecting sections (so that clinicians can 
choose which sections to assess as well as the 
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percentage of subjects who will randomly enter 
certain sections). The PAPI formerly allowed for 
screening via the short form, which could be fol-
lowed up by a long form. However, the WHO no 
longer supports the use of the CIDI short form as 
it has been determined to not be useful. The PAPI 
version also incorporates a reference card to 
assist the clinician in making decisions to skip or 
administer certain sections without having the 
clinician fl ip back and forth between pages for a 
client’s previous responses ( WHO, n.d. ). 

 The CIDI Diagnostic Algorithms include: 
mood, anxiety, substance-related, and impulse 
control disorders. Included in mood disorders 
are: Major Depressive Disorder, Recurrent Brief 
Depression, Hypomania, and Mania. Anxiety 
disorders include: Agoraphobia, Generalized 
Anxiety Disorder, Panic Attack/Disorder, Social 
Phobia, Specifi c Phobia, Separation Anxiety 
Disorder, and Post Traumatic Stress Disorder 
(PTSD). Substance-relate disorders include: Alcohol 
Abuse/Dependence, Drug Abuse/Dependence, and 
Nicotine Dependence. Impulse Control Disorders 
include: Conduct Disorder, Intermittent Explosive 
Disorder, Anorexia Nervosa, Bulimia Nervosa, 
Pathological Gambling, Attention Defi cit Disorder, 
Hyperkinetic Disorder, and Oppositional Defi ant 
Disorder. The CIDI also include a diagnostic 
algorithm for Premenstrual Dysphoric Disorder 
( WHO, n.d. ; Wittchen,  1994 ). 

   Validity, Reliability, and Utility 
 In general, the WHO-CIDI has been demon-
strated to have “good to excellent Kappa coeffi -
cients for most diagnostic sections. In interna-
tional multicenter studies as well as several 
smaller center studies the CIDI was judged to be 
acceptable for most subjects and was found to be 
appropriate for use in different kinds of settings 
and countries. There is however still a need for 
reliability studies in general population samples, 
the area the CIDI was primary [sic] intended for. 
Only a few selected aspects of validity have been 
examined so far, mostly in smaller selected 
clinical samples” (Wittchen,  1994 , abstract). 
Test-retest kappa values ranged from 0.59 to 0.84 
and interrater reliability kappa values ranged 
from 0.67 to 0.98 (Wittchen,  1994 ). Diagnostic 
concordance rates have been found to be rela-

tively high (kappa values range between 0.73 and 
0.83). However, these studies were involved 
small sample sizes; the CIDI lacks large-scale 
validation and no norms are available. Despite 
this, the CIDI has been widely translated and used 
in many countries. Part of its vast appeal is that 
the CIDI is based on both DSM and ICD diagnos-
tic criteria, which allows for cross- national com-
parative research and utility. As such, the CIDI 
has been used for validation of other measures 
including the HSCL-25 and MINI (Lecrubier 
et al.,  1997 ; Sandanger et al.,  1999 ). 

 The Chinese version of the WHO-CIDI version 
3.0 (CIDI-3.0) was reported to be an acceptably 
validated instrument for community survey on 
mental disorders (Huany et al.,  2010 ). The screen 
section of the CIDI-3.0 had sensitivity values of 
60.4–93.1 % and specifi city values of 33.6–
92.7 %. As for the different mental disorders, sen-
sitivity values ranged from 33.3 to 70.3 % and 
specifi city values ranged from 97.1 to 98.9 %. 
Consistency of any mental disorder was reported 
at 0.78 and test-retest reliability kappa values 
ranged from 0.74 to 1.00 (Huany et al.,  2010 ).  

   Interpretation 
 Interpretation is simplifi ed in that scoring algo-
rithms for this measure are available to certifi ed 
users and are computer-based, which minimizes 
user error. Despite the lack of large-scale valida-
tion and norms, this tool has been widely used 
and is determined to be useful for diagnostic 
 purposes. The WHO has strict guidelines for the 
translation of this measure and translations are 
expected to be equivalent to the English version. 
Therefore, interpretation should be similar across 
cultures.  

   Strengths and Limitations 
 Copies of the CIDI are readily available at no 
charge. Formal training at an offi cial TRC is 
required before the CIDI can be used. This train-
ing requires 30 h of at-home self-study followed 
by 3–5 days of in-person training and a certifi ca-
tion assessment. The scoring algorithms are only 
available upon becoming a certifi ed user. One of 
the strengths of this measure is that it can be 
administered by trained laypersons as well as 
clinicians. 
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 Despite the comprehensiveness of this measure, 
one of the largest limitations is the extensive 
amount of time it takes to administer, especially 
if the entire measure is administered. As a result 
of the modularization, clinicians can signifi cantly 
shorten the administration time if only specifi c 
sections are selected.  

   Special Considerations 
 The CIDI can be used with individuals ages 
16 and older. Though there are no norms avail-
able, this measure has been widely translated and 
used. The WHO’s strict translation requirements 
suggest that translated versions are equivalent to 
the English version. Additionally, since the CIDI 
is based on both DSM and ICD diagnostic crite-
ria, this measure should, theoretically, be just as 
useful for translated versions.  

   Languages 
 The CIDI is available in Chinese, Japanese, and 
limited access in some Indian languages. 
However, the WHO cautions that many of the 
translated “versions were done for specifi c 
studies and are out of date” ( WHO, n.d. ).  

   Specifi c Recommendations 
 While this measure has been widely translated 
and used, the clinician should keep in mind the 
purpose of the evaluation. Research has indicated 
that the HSCL-25 and the CIDI identifi ed the 
same amount of cases though the agreement of 
identifi ed cases was only half (Sandanger et al., 
 1999 ). The cases identifi ed by the HSCL-25 had 
signifi cantly more illness indicators and the cases 
identifi ed by just the CIDI had the least. Thus, the 
clinician must weigh the benefi ts of the measure 
against potential time constraints.   

    Mini-International Neuropsychiatric 
Interview (MINI) 

 The MINI is a short diagnostic structured inter-
view developed by psychiatrists and clinicians in 
the United States and France. The primary pur-
pose for its development was to create a short 
measure based on DSM. However, the current 

version (MINI 6.0) is based on both DSM-IV and 
ICD-10 criteria and screens for 17 Axis I disorders. 
This measure was designed in such a manner that 
it could be administered by nonspecialized inter-
viewers in about 15 min. As such, this measure is 
widely used internationally for psychiatric evalu-
ation and outcome tracking (Lecrubier et al., 
 1997 ;  Medical Outcome Systems, n.d. ; Sheehan 
et al.,  1998 ). 

   Validity, Reliability, and Utility 
 The MINI has been validated against the SCID, 
CIDI, and expert opinions. It has been lauded as 
a fully validated and time-effi cient measure that 
can be easily integrated into clinical interviews. 
In fact, research demonstrates that the MINI was 
better at diagnosing comorbid conditions. 
Additionally, it has been shown to be well 
accepted by clients ( Medical Outcome Systems, 
n.d. ; Pinninti, Madison, Musser, & Rissmiller, 
 2003 ; Sheehan et al.,  1998 ). In general, sensitivity 
and specifi city were considered to be “good” 
(sensitivity = 0.45–0.96, specifi city = 0.86–1.00). 
Agreement between MINI diagnoses and experts 
was found in 85 % of cases. Test-retest reliability 
kappa values were between 0.35 and 1.00 with 
only Current Mania falling under 0.50, which is 
understandable considering that mania is a 
changing state. The interrater reliability kappa 
values were between 0.79 and 1.00 (Sheehan 
et al.,  1998 ). 

 For the  Japanese version , “[a]ll of the kappa 
values indicated excellent agreement (more than 
0.75) except those for dysthymia (0.74) and gen-
eralized anxiety disorder (0.72)… Kappa values 
indicated excellent agreement (more than 0.75) 
for 3 of the 12 diagnoses (i.e. major depressive 
disorder, panic disorder, and generalized anxiety 
disorder), good agreement (0.60–0.74) for six 
diagnoses, and acceptable agreement (0.45–0.59) 
for two diagnoses. Only one kappa value (dysthymia) 
was less than 0.45” (Otsubo et al.,  2005 , p. 521). 
Otsubo et al. ( 2005 ) also found that in general, 
the MINI diagnoses had acceptable to excellent 
agreement with the SCID-P results (0.45 to more 
than 0.75); 3 of the 16 diagnoses were excluded 
because no subjects met the criteria for these diag-
noses (PTSD, alcohol abuse, and drug abuse). 
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Additionally, there was poor concordance rate 
(<5 %) for the following diagnoses: mania, gen-
eralized anxiety disorder, drug dependence, and 
bulimia nervosa (Otsubo et al.,  2005 ). Overall, 
these data appear similar to, if not better than, the 
validation data for the original MINI. Although 
data on reliability and validity are unavailable for 
the other translated versions of the MINI, it can 
be surmised that the translated versions would be 
equivalent to the English versions and, thus, 
retain similar psychometric properties.  

   Interpretation 
 Although widely used, this measure is lacking in 
adequate norms and validation for the translated 
versions. However, considering that it is based on 
both DSM and ICD criteria, there is a high like-
lihood that interpretation is similar across 
cultures.  

   Strengths and Limitations 
 For clinicians in private practice, this measure is 
available for a one-time fee and there is no per 
use fee. Additionally, there are paper and elec-
tronic versions available. The electronic version 
can be used directly from any browser. Clinicians 
can have clients complete the MINI at home prior 
to the in-offi ce visit. 

 Clearly, the lack of norms and validation for 
translated versions of this measure are limitations 
that raise serious concerns about its applicability 
across cultures. However, as previously dis-
cussed, since it is based on both DSM and ICD 
diagnostic criteria, there is a high likelihood that 
the MINI would be just as useful diagnostically 
across cultures.  

   Special Considerations 
 This measure has a version (MINI-KID) devel-
oped specifi cally for use with children and 
adolescents. The MINI-KID version has a high 
concordance rate for mood disorders, anxiety 
 disorders, substance use disorders, ADHD/behav-
ioral disorders, and eating disorders 
(kappa values between 0.56 and 0.87) while 
results were more variable for psychotic disorders 
(kappa = 0.41). Sensitivity was between 0.61 and 
1.00 and specifi city was between 0.81 and 1.00. 

Test-retest and interrater reliability were deemed 
high (kappa values between 0.64 and 1.00). 
Overall, the MINI-KID appears to be reliable for 
use on children and adolescents. It should be 
noted that this version may not be widely avail-
able in other languages (Sheehan et al.,  2010 ).  

   Languages 
 The MINI is available in Cantonese, Japanese, 
Korean, Malay, Mandarin Chinese for Taiwan, 
Tagalog, and Thai.  

   Specifi c Recommendations 
 The clinician should use caution when using this 
measure due to the lack of available norms and 
validation data. However, it could be a useful tool 
as it is based on both DSM and ICD criteria.    

    Summary/Conclusion 

 The assessment interview is essential to the eval-
uation process and allows a clinician to glean 
accurate and often indispensable information 
regarding a client, including but not limited to the 
client’s current condition, history, beliefs, and 
attitudes (Othmer & Othmer,  1994 ; Rogers, 
 2001 ). Therefore, it is imperative that a clinician 
understand the components critical for this process: 
building rapport, interview technique, assess-
ment of mental status, and diagnostic needs. The 
measure selected for use and interview style can 
greatly affect the validity and utility of data 
obtain from the interview itself. Screening 
 measures can be used to help identify individuals 
with severe mental illness as it could suggest the 
need for further assessment and treatment while 
more comprehensive measures can assist with 
diagnostic needs. 

 Culturally sensitive interviews will take into 
consideration the client’s characteristics and 
preferences as well as potential limitations. 
The paucity of research with the Asian popula-
tion prevents the establishment of clear guidelines 
for culturally competent assessment and interpre-
tation of assessment measures that are typical in 
a standard assessment battery. As such, it is critical 
that the clinician be culturally sensitive and have 
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enough knowledge and understanding of a 
 client’s culture in order to adequately make dis-
tinctions between pathological and nonpathological 
symptomology (Okazaki,  1998 ). Clinicians 
should consider the purpose of the evaluation and 
be aware that Asian-Americans may conceptualize 
mental health problems in different way, namely 
somatic complaints, which further complicate the 
diagnostic process. Another signifi cant factor 
that clinicians should consider is the potential for 
language barriers and the need for interpreter 
 service as well as the possible complications that 
are involved. 

 The Asian-American population is so diverse 
that it is diffi cult to fi nd, translate, or validate 
measures for all subpopulations. Even with the 
few that were identifi ed and discussed in this 
chapter are limited linguistically and psychomet-
rically. Therefore, it is inevitable that clinicians 
will require the use of psychological measures 
that have not been validated on the appropriate 
populations. In such an event, the clinician should 
be aware of the possible limitations of using such 
measures on the desired population and have 
knowledge of the measure’s reference population 
(APA,  2002 ). The American Psychological 
Association’s amended  2010  Ethical Principles 
of Psychologists and Code of Conduct specify 
that “[w]hen such validity or reliability [for the 
test population] has not been established, psy-
chologists describe the strengths and limitations 
of test results and interpretation” (p. 12). In addi-
tion to this, test results should be interpreted with 
caution while considering the client’s cultural 
and linguistic characteristics. Ultimately, it is the 
clinician’s responsibility to exercise critical 
judgment when deciding to use assessment mea-
sures not currently normed or linguistically 
available for the specifi c population. In making 
this decision, the clinician should make an effort 
to seek consultation and proceed in a manner 
that is most in line with ethical standards. It is 
recommended that the clinician fi rst attempt to 
identify alternative measures that may be appro-
priate for the intended purpose before attempting 
to modify existing measures for use. Clinicians 
should be aware that any modifi cations to the 
standardized administration of a measure may 

affect the test results; such limitations should be 
discussed and incorporated into the interpretation 
of the results.     
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           Introduction 

 The use of projective tests—now more typically 
labeled “performance-based” measures (Meyer 
& Kurtz,  2006 )—has a long history in the psy-
chological assessment of individuals, often asso-
ciated informally with more subjective analysis 
of response content and psychoanalytic interpre-
tation. The full history behind the projective 
hypothesis, the development of projective instru-
ments, various interpretive systems that have 
existed throughout the second half of the twenti-
eth century, the positioning of projective instru-
ments vis-à-vis academic and applied clinical 
psychology, and details of the controversies 
regarding the reliability and validity of projective 
measures is beyond the scope of this chapter. 
Despite this complex and variegated history, the 
contemporary use of performance-based mea-
sures continues to play an important role in the 
context of personality assessment, diagnostic for-
mulation, forensic assessment, and a number of 
referral situations where assessing socio- 
emotional functioning may play an important 
role in understanding individuals. Projective tests 

continue to be widely used in clinical settings in 
the USA, and projective assessment continues to 
have an important role in providing convergent 
personality data in the context of an assessment 
battery (McGrath,  2008 ). 

 Very few authors have explicitly discussed the 
relationship between cultural variables and pro-
jective instruments—one notable exception is 
Dana’s  Handbook of Cross - cultural and 
Multicultural Personality  ( 2000 ) with two chap-
ters on projective methods. This book, like much 
writing on cultural variables and assessment, 
tends to be broad in its approach, noting gender 
differences, racial/ethnic differences, and issues 
related to norms with projective methods. This 
chapter refl ects an attempt to present an often dis-
parate literature on Asians and Asian-Americans 
with regard to two primary projective testing 
methods: (1) the Rorschach Inkblot Method 
(RIM) and (2) story-telling assessment tasks, such 
as the Thematic Apperception Test (TAT; Murray, 
 1943 ). These methods continue to be some of the 
most widely utilized projective measures, and 
each also has a small but substantive literature for 
Asian populations both within the USA and inter-
nationally that has important implications for 
conducting assessment with Asian clients. 

 One might wonder why this chapter does not 
review information on projective drawings such 
as the house-tree-person or incomplete sentence 
blanks, also categorized as frequently used pro-
jective measures. They are omitted here because 
their use tends to be almost entirely idiographic as 
opposed to nomothetic (for example, compared to 

        S.  R.   Nath ,  Ph.D. (*)     
  Institute for Graduate Clinical Psychology, 
Widener University ,   One University Place ,  Chester , 
 PA   19013 ,  USA   
 e-mail: snath@widener.edu   

    A.  J.   Lee •       Z.   Belcher-Timme •       C.  P.   Chau    
  Widener University ,   Chester ,  PA ,  USA    

 8         Projective Testing with Asian 
Clients 

              Sanjay     R.     Nath      ,        Alan     J.     Lee    ,     Zoe     Belcher-Timme    , 
and     Chin     Pui     Chau   

mailto:snath@widener.edu


122

the Rorschach where reliable manualized 
 scoring and statistical normative comparison are 
an integral part of the method). Story-telling 
tasks, while also often analyzed idiographically, 
have also had a number of cultural variations 
produced (e.g., the Tell-Me-A-Story Test or 
TEMAS Test that features Asian, Hispanic, and 
African- American characters and urban set-
tings). In addition, more research exists on cul-
tural factors associated with story-telling tasks 
given the TAT’s status as one of the oldest pro-
jective measures that has had a number of varia-
tions developed and has been studied extensively 
over the decades. Thus, while projective draw-
ings and sentence blanks may be used with 
Asian clients, the literature on their general use 
is so scarce as to make a review of these tasks 
for Asian clients specifi cally quite limited or 
cursory in scope. 

 Given the limited recent literature on projec-
tive measures to begin with, this chapter will 
examine research from US-based samples as well 
as research data from international samples. 
While this broad focus is not ideal in that it 
addresses different Asian populations, interna-
tional data may be more useful when assessing 
clients who have recently arrived in the USA or 
are less acculturated. Also, research that utilizes 
US-based samples often does not explicitly con-
trol for generational status or level of accultura-
tion, so that a sharp divide between US-based 
studies and international studies may not be war-
ranted. These issues related to sample origin are 
important (see Okazaki,  1988  for a discussion of 
this issue) but given the limited data available on 
such specifi c cultural factors, a broad approach 
(including both US and non-US sample data) is 
cautiously undertaken here, and caveats and limi-
tations of the conclusions noted whenever possi-
ble. When research data is limited to specifi c 
Asian subgroups it is noted as well; Rorschach 
research on Asian populations has been con-
ducted mostly in the nations of Japan, China, and 
India. Table  8.1  provides a summary of these 
measures, adaptations for cross-cultural use (pri-
marily translation of instructions in the case of 
the Rorschach) and some salient references.

       Rorschach Inkblot Method/
Rorschach Performance Assessment 
System 

 Given that the Rorschach utilizes a set of ten stan-
dard inkblots and has only a few sentences of 
instruction that might easily be translated or uti-
lized with culturally diverse groups, one might 
imagine that the Rorschach is an instrument that is 
ripe for broad cross-cultural or multicultural adap-
tation. At the current time, there are two primary, 
viable systems of Rorschach scoring and interpre-
tation in the USA—the Comprehensive System 
(CS) developed by Exner ( 2003 ) and the more 
recent update to this system known as the 
Rorschach—Performance Assessment System or 
R-PAS (Viglione, Blume-Marcovici, Miller, 
Giromini, & Meyer,  2012 ). The Rorschach CS has 
indeed been utilized in a number of international 
settings (see the special issue of  Journal of 
Personality Assessment ,  89 ( S1 ),  2007  for interna-
tional Rorschach CS data Israel, Spain, Greece, the 
Netherlands, Romania, Denmark, Italy, Argentina, 
Finland, Japan, Brazil, and Portugal). While some 
of this international research is focused on cross-
cultural variations, some is driven by the desire to 
understand universal aspects of responding to the 
inkblots and to diversify the normative base. 

 At fi rst blush one might consider the Rorschach 
an important instrument to use with Asians, being 
able to transcend cultural barriers given that the 
stimuli are easily administered and does not have 
items that need translation. However, since the 
results of the coding systems are heavily depen-
dent on language and group norms (for example, 
the most frequently seen images, known as popu-
lar responses), it is also subject to diffi culties 
related to cultural variation and how to best inter-
pret the meaning of differences with Western 
samples. The current norms available for the 
Rorschach CS are based on gender and age 
(Exner,  2001 ). There is no systematic data in the 
CS normative tables that address the issue of dif-
ferent mean scores based on race, ethnicity, or 
national origin. As such, the normative database 
must be considered heavily US based and in line 
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with the sample drawn from various US subpop-
ulations in the early 1990s (Exner,  2001 ). The 
normative sample from Exner’s CS ( 2001 ) uti-
lized 600 protocols and was intended to be 
updated, including data collection of 450 addi-
tional individuals (Exner,  2007 ), but this update 
was not completed after Exner’s death. 

 This situation led to the development of the 
R-PAS, which was intended to develop the CS 
further by including variables with the stron-
gest empirical evidence base (see Meyer & 
Eblin,  2012  for an overview). The R-PAS is 
relatively recent, and thus there is only a small 
literature base on it specifi cally, although the 
variables included are primarily from prior 
scoring systems. Its normative database 
( N  = 1,396) is largely drawn from rescored CS 

protocols, including subsamples of the interna-
tional data collected in 2007, but since its scor-
ing system is online, and thus allows for 
expansion of the database as usage of the new 
scoring methodology grows. Unfortunately, 
there are no studies that yet examine Asians or 
Asian-Americans utilizing the R-PAS, but this 
undoubtedly may be a next step, especially 
since all included variables are  T -scores and 
will provide for easier statistical comparison, 
especially in the cross-cultural realm. Again, as 
with Exner’s CS, the norms for the R-PAS are 
adjusted only for age and gender, and thus do 
not make any type of adjustment for race, eth-
nicity, or national origin, although given its 
international dataset base, this may become 
more possible as the system evolves. 

   Table 8.1    Summary of projective measures, adaptations, and salient references   

 Instrument  Adaptation  Salient references 

 Rorschach Performance 
Assessment System 

  Stimuli : Same (not culturally 
dependent since they are 
image-based inkblots) 
  Initial instructions : “What might 
this be?” [In translation for 
various cultural adaptations; 
other aspects of administration 
(introduction to test, queries) also 
in translation; responses written 
down and scored verbatim in 
language of person assessed] 

 Meyer, G. J., Viglione, D. J., Mihura, J. L., 
Erard, R. E., & Erdberg, P. (2011).  Rorschach 
Performance Assessment System : 
 Administration ,  coding ,  interpretation ,  and 
technical manual . Toledo, OH: Rorschach 
Performance Assessment System. 
   http://www.r-pas.org/     (online scoring and 
training Web site) 

 Rorschach 
Comprehensive System 
(Exner) 

  Stimuli : Same (not culturally 
dependent since they are 
image-based inkblots) 
  Initial instructions : “What might 
this be?” [In translation for 
various cultural adaptations; 
other aspects of administration 
(introduction to test, queries) also 
in translation; responses written 
down and scored verbatim in 
language of person assessed] 

 Meyer, G. J., Erdberg, P., & Shaffer, T. W. 
(2007). Towards international normative 
reference data for the Comprehensive System. 
 Journal of Personality Assessment ,  89 , 
S201–S216. doi:10.1080/00223890701629342. 
   http://www.rorschachtraining.com/     

 Thematic Apperception 
Test 

  Stimuli : Tell-Me-A-Story-Test 
(TEMAS); images adapted for 
Puerto Ricans, other Hispanics, 
African-Americans, and 
non- Hispanic Whites; pilot 
version for Asians 
  Instructions / responses : 
Responses recorded and 
interpreted in any language 

 Costantino, G., Dana, R. H., & Malgady, R. G. 
(2007).  TEMAS  ( Tell - Me - A - Story )  assessment 
in multicultural societies . Mahwah, NJ: 
Lawrence Erlbaum Associates. 
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 One issue with presenting research data on the 
Exner or R-PAS systems is that each protocol 
consists of several dozen variables, ratios, and 
indices, so that comparing Asian-based samples 
is diffi cult without a priori hypotheses about what 
differences might be expected. A number of stud-
ies tend to present descriptive data on Asian sam-
ples, but hypothesis testing comparisons to other 
groups or to general norms tables may or may not 
be included due to the likelihood of Type I errors 
given the number of comparisons possible within 
the coding systems. In addition, the scoring and 
interpretation of each protocol is quite time- 
consuming, and so many studies utilize small 
sample designs. Both of these issues make 
 conclusions from such studies tentative at best. 

 A fi nal diffi culty with international data is that 
many researchers conduct and publish research 
in other languages and are more likely to have 
utilized older systems of Rorschach coding 
depending on what coding systems have been 
translated into other languages and when the 
research was conducted. In the heyday of projec-
tive testing in the USA (1940s to1970s) there 
were a number of cross-cultural studies con-
ducted, but they tended to use older coding 
 systems with less established reliability and 
validity compared to the current Exner CS or 
R-PAS. Thus, fi nding research data that is both 
methodologically sound and relies on more con-
temporary coding systems is a goal not easily 
attained. Meyer et al. make one such attempt with 
the development of international data for the 
Rorschach (Meyer, Erdberg, & Shaffer,  2007 ), 
but more with an eye to cross-cultural validity 
and convergence rather than guidelines on use for 
particular cultural groups. In their approach, cul-
tural differences are a source of error and thus 
norms are strengthened by including data from 
disparate cultures. 

    Rorschach Data on Asians 
from Within the USA 

 There is quite limited published data that provides 
cross-cultural comparison of the Rorschach utiliz-
ing US-based samples. The existing information 

is limited to older studies from the 1950s to 1980s 
that are reviewed briefl y here, as well as a few, 
more recent, unpublished doctoral dissertations. 
The results must be viewed with caution, particu-
larly since this era was prior to the development of 
the more systematized CS system. While older 
systems of coding (e.g., Beck, Klopfer) often used 
in these studies do have variables that were car-
ried forward to the CS and had a growing empiri-
cal base at the time, the methodology often 
employed, and typically small sample sizes, 
means that results such be viewed quite cau-
tiously. It is also quite diffi cult to say whether 
studies that are now as much as 50 years old have 
relevance to current cross-cultural comparison 
given the generational changes that are likely to 
have occurred. 

 One of the oldest cross-cultural investigations 
of the Rorschach analyzed data collected in the 
1940s as part of the Columbia University 
“Research in Contemporary Cultures” grant- 
funded project. The study, conducted by Abel 
and Hsu ( 1949 ), comparing a nonclinical China- 
born US-based sample ( n  = 27) with a nonclinical 
American-born Chinese sample ( n  = 29), and thus 
examined the effect of acculturation by utilizing 
birthplace as a proxy for level of acculturation. 
All subjects were between 20 and 30 years old. 
The investigation examined how individuals who 
were born in China and received their education 
there differed from their American-born counter-
parts on the Rorschach, and also undertook an 
examination of gender differences in the two 
groups on the Rorschach. The study was consid-
ered exploratory, and the system of Rorschach 
scoring was unspecifi ed, although many of the 
results utilize what were to become Exner CS 
variables. The authors calculated ratios between 
the two samples on a number of variables, and 
conducted basic statistical tests on the ratios, 
reporting results at the  p  = 0.01 level. 

 The results of this study suggested that 
 China- born subjects tended to provide more 
whole responses ( W ), while American-born sub-
jects provided more detail responses ( D ). China-
born subjects also perceived whole human 
responses more frequently than American-born 
subjects, who tended to provide human detail 
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responses more frequently. China-born groups also 
gave more FC than CF responses than American-
born groups. When examining content, there were 
notable sex differences: American-born females 
described aggression or fear of aggression in 21 out 
of 87 responses, whereas China-born females 
described no aggression or fear of aggression. 
China-born females also provided more depen-
dency content than American-born females. China-
born females tended to describe their human 
responses in greater detail (age and sex characteris-
tics), whereas American-born females describe 
seeing men or women (and more often, mythologi-
cal people). China-born male participants tended to 
give “hard anatomy” responses (e.g., bony struc-
tures) while American-born male participants 
tended to give “soft anatomy” responses. The 
authors conclude that Chinese- born Americans fi t 
“into this Chinese cultural pattern of controlling 
their impulses and maintaining a pliant but to some 
degree dissociated role in interpersonal relation-
ships” (Abel & Hsu,  1949 , p. 299) compared 
to American-born Chinese individuals who “less 
rigid control, more spontaneity, more overt expres-
sion of feeling” is apparent (p. 301). Nonetheless, 
these results must be taken in quite cautiously 
given the small sample size and the dated nature of 
the fi ndings. 

 Hsu, Watrous, and Lord ( 1961 ) present a fol-
low- up study describing differences between two 
groups of high school students—one a Hawaiian- 
based Chinese sample ( n  = 28), the other an 
American, Chicago-based sample ( n  = 24) based 
on Beck’s normative adolescent data that was 
available at the time, with the samples matched 
for age. They utilize Beck’s system of scoring. 
The Chinese sample produced a lower number of 
responses ( M  = 30.10, SD = 19.80) than the 
American sample ( M  = 41.35, SD = 15.00) on the 
protocols. The authors also note fewer vista 
responses (FV) and shading responses ( C ′) 
among the Chinese sample, although the authors 
only conduct “a rough comparison” (p. 39). 
While most variables on the two samples do not 
appear to differ, the authors do note higher mean 
Hd responses in the Chicago group ( M  = 4.16, 
SD = 3.98 compared to the Chinese  M  = 2.25, 
SD = 3.18). What is most striking about their 

results is the level of similarity between the two 
samples despite the different subpopulations; the 
authors note that many Hawaiian-based Chinese 
are quite acculturated and may have resided in 
Hawaii for a number of generations. 

 A similar cross-cultural line of research was 
also developed for Japanese-Americans by 
De Vos ( 1954 ,  1955 ), a Fulbright fellow who 
spent time studying neuropsychiatry in Japan. 
The studies examine Japanese Americans in the 
Chicago area and in particular highlight differ-
ences between fi rst and second generation 
Japanese immigrants. The studies utilized 140 
Japanese American individuals ( n  = 50 fi rst gen-
eration,  n  = 60 second generation,  n  = 30 for a 
group that returned to Japan while growing up) 
and an American comparison group ( n  = 60 nor-
mals,  n  = 50 “neurotics”, and  n  = 30 individuals 
with schizophrenia). The Japanese American 
sample was randomly sampled from over 17,000 
Japanese Americans living in the Chicago area, 
and was balanced for gender. The samples were 
also described in terms of class status and occu-
pation in a detailed manner. The protocols were 
scored utilizing the Beck system (the American 
comparison group is data from Beck), and chi- 
square tests were used where appropriate to 
ascertain differences, as the authors note that 
many Rorschach variables are not easily com-
pared on means due to the nonnormality of the 
distributions. 

 De Vos presents highly detailed results by 
Rorschach cluster, indicating differences in gen-
erational status, American-Japanese sample dif-
ferences, and gender differences ( 1954 ); these 
results are summarized very briefl y here. De Vos 
noted that Japanese Americans tended to produce 
shorter protocols ( R ), although the protocol 
length increased with generational status. In 
addition, Japanese Americans produced more  
W  responses and fewer  D  responses and that the 
Japanese sample tended to have a greater organi-
zational complexity ( Z -scores) that is hypothe-
sized to relate to intellectual striving in the Beck 
system. Additionally, Japanese protocols had 
higher number of color responses compared to 
Americans ( C ), and second generation Japanese 
Americans in particular had higher movement 
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( M ) responses and shading responses ( Y ). In 
terms of content, the fi rst-generation Japanese 
group evidenced signifi cantly greater body pre-
occupation. De Vos also notes throughout that the 
second generation group more often resembles 
the American control, and that the fi rst- generation 
group often differs from the second generation 
group, with the group that returned to Japan dur-
ing childhood being intermediate. This suggests 
that the data do show a cultural difference that is 
attenuated by acculturation in a graded manner. 

 Takeuchi and Scott ( 1986 ), a number of years 
later, compared normal Japanese 5- and 6-year- 
olds ( n  = 20) with their American counterparts 
based on the Exner CS norms for these age 
groups, with a particular interest in educational 
productivity of the Japanese educational system. 
The Japanese school-aged sample was Japan 
based and thus this was a truly cross-cultural 
(rather than immigrant-based) comparison. 
Japanese children produced nearly double the 
responses of their American counterparts and 
fewer whole ( W ), but more part ( D  and Dd) 
responses. This reverses the trend seen in the 
adult studies described above. Form quality 
scores (FQ) were also signifi cantly lower for 
Japanese children, which might be expected 
since the answers would be less conventional or 
typical compared to US data and may refl ect cul-
tural variation. 

 Perhaps the most statistically rigorous study 
analyzing Exner CS Rorschach data involved an 
examination of Korean and American individuals 
conducted by Moon and Cundick ( 1983 ). The 
study utilized four groups: a monolingual group 
from Korea (non-English speaking) ( n  = 20), a 
monolingual American college student group 
( n  = 20), a bilingual Korean immigrant group 
who had been in the USA more than 5 years 
( n  = 20), and a bilingual American group that had 
worked as missionaries in Korea for several years 
teaching Korean ( n  = 20). The design allowed for 
Rorschach administration in Korean and English, 
and to compare not only Korean and American 
performance, but also the effect of monolingual-
ism versus bilingualism. The study also limited 
exploration to 16 Exner CS variables and con-
ducted ANOVAs to compare means. When com-

paring Korean and American monolinguals, six 
variables were statistically signifi cant of the 16 
( R , card rejection,  W ,  M ,  H , and  X +%). Korean 
participants had a lower number of total 
responses, higher card rejection, fewer whole and 
human responses, and less movement ( M ) and 
 X +% scores. When comparing Korean and 
American bilinguals, fi ve variables were again 
statistically signifi cant— W , FC, CF +  C , Sum  C , 
and lambda. All of the variables had signifi cantly 
lower means in the Korean sample except for 
lambda which was higher. The authors note that 
most variables were not statistically different. By 
contrasting the pattern of monolingual versus 
bilingual differences with the nationality differ-
ences, the authors concluded that the variables 
that were susceptible to cultural difference were 
those likely to be affected by acculturation rather 
than language. They state that, “in the main, it 
appears that the Rorschach test is perceived in 
many similar ways by individuals in Korean and 
American cultures and that the initial differences 
are reduced by acculturation” (p. 349). 

 Despite the numerous limitations of the meth-
odologies and age of the studies reviewed here, 
there are a number of consistencies for the stud-
ies that utilized adult samples (this is not a sur-
prise given the remarkable variation in children’s 
Rorschach norms cross-culturally and even 
within the USA). Across the studies, there are a 
lower number of responses and more whole 
responses, less expression of affect and evidence 
of some affective constriction—while this may 
not represent the differences between the coun-
tries of origin where studies were presented, this 
nonetheless may fi t with a “stereotypical” under-
standing of Asian emotion regulation and 
approach to testing circumstances. Such an 
approach, given the normative data presented 
here, should be considered strongly as part of the 
cultural makeup of individuals as opposed to psy-
chopathology. Additionally, many of these vari-
ables were shown to have attenuated differences 
in the context of acculturation. 

 More recently, there have been two unpub-
lished doctoral dissertations that examine the 
Rorschach and the effects of Asian ethnicity 
from within the USA from the last 10 years. 
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These documents must also be viewed quite 
 cautiously given that they often employ small 
sample sizes and have never been peer-reviewed. 
Umina ( 2006 ) compared a sample of 42 East 
Asian college student’s Rorschach scores to US 
norms employing Exner’s CS and correlated 
results to acculturation level measured by self-
report, examining nine selected variables. Finally, 
Chang ( 2011 ) compared Asian-American college 
students’ performance on the Rorschach to 
European-American college students (in addition 
to other measures). These studies appear to cor-
roborate aspects of the older studies, but further 
investigation is necessary.  

    Rorschach Data on Asians from Outside 
the USA (International Data) 

 Available international Rorschach data is primar-
ily available from India, China, and Japan, with 
the bulk of published literature from Japan and 
India. In India, the  Journal of Projective 
Psychology and Mental Health  has been pub-
lished by the Somatic Inkblot Society since 1994 
(two issues a year) dedicated to projective testing 
that features numerous research studies on the 
Rorschach, including normative and clinical pop-
ulations. Manickam and Dubey ( 2006 ) provide a 
historical review of the use of the Rorschach in 
India and various scoring systems employed, 
populations assessed, and the current status of the 
test. Sorai and Ohnuki ( 2008 ) provide a historical 
review of the Rorschach in Japan, beginning with 
initial interest in the Beck and Klopfer scoring 
systems, and then noting that many contempo-
rary clinicians and researchers have adopted 
Exner’s CS. China has the much lesser usage of 
the Rorschach, partially due to less interest in 
psychodynamic psychology, and also due to less 
contact with European/American psychology. 
There were a series of early studies in the 1960s 
but the test is not in the top 25 employed by 
Chinese psychologists (Cheung,  1996 ). Ryan, 
Dai, and Zheng ( 1994 ) provide an overview of 
the most popularly utilized assessment measures 
in China, and both the Rorschach and TAT were 
not commonly utilized. 

 The major issues in India for utilizing data 
towards understanding how to consider 
Rorschach profi les in the Asian-American con-
text is the absence of standardized Indian norms 
and the lack of studies that compare Indian data 
to Western data for normative or clinical groups. 
There are a large number of studies that examine 
many clinical subpopulations within India and 
compare data within the Indian context, but this 
is less useful for Western assessment practitio-
ners. However, there are a few larger scale pub-
lished studies that assessors might turn to when 
examining a client of Indian origin. Shweta, 
Bajpai, Sengar, Singh, and Desai ( 2010 ) present 
data on 238 nonpatient Indian adults who were 
administered the Rorschach utilizing the Beck 
system, and focus on gender differences. They do 
present data (means and standard deviations) for 
the 238 person normative sample for 14 variables 
and eight content categories and also present gen-
der differences on the available data. Chaudhury, 
Saldanha, et al. ( 2007 ) also provide data on 282 
normal older Indians and compare them to 160 
clinical patients in a number of categories 
(dementia, alcohol dependence, schizophrenia, 
mania, depression, and anxiety) utilizing the 
Rorschach and Klopfer’s methods. They present 
detailed means for Rorschach variables of these 
individuals that would be quite useful in assess-
ing an older Indian even in the US context if 
immigration was more recent; the authors con-
clude that using US norms with older Indians 
would be quite misleading given the pattern of 
data. Chaudhury, Sudarsanan, et al. ( 2007 ) also 
present data on extensive data on 313 children 
and adolescent patients broken down by diagno-
sis (schizophrenia, mania, depression, anxiety 
state, hysteria, nocturnal enuresis, head injury, 
epilepsy, and mental retardation). 

 In Japan, there is older Rorschach data on 
juvenile delinquents (De Vos,  1979 ; Taniguchi, 
De Vos, & Murakami,  1958 ) and aging adults 
facing terminal illness (Shimonaka & Nakazato, 
 1991 ), as well as more recent Exner CS data on 
Japanese children (   Matsumoto, Nobuko, Shirai, 
& Nakabayashi,  2007 ), adolescents (Nakamura 
et al.,  1992 ), adults (Nakamura, Fuchigami, & 
Tsugawa,  2007 ), and those suffering from chronic 
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pain (Yamamoto et al.,  2010 ). The child and adult 
normative data was published in the  Journal of 
Personality Assessment  supplement that detailed 
internationally compiled data discussed above 
and provides tables of data for use with recently 
immigrated Japanese individuals. 

 The childhood data reported descriptive Exner 
CS data from a series of studies with normal 
Japanese children (ages 5, 8, 9, 12, and 14; 
 n  = 346). Of the sample, 32 had less than 10 
responses, 112 had 10–14 responses, and the 
remainder averaged 18–20 responses, suggesting 
shorter protocols that may be affected by level of 
verbal expressiveness. The authors concluded 
that Japanese children had extremely high lambda 
(ranging from 4 to 8), low EA (ranging from 2 to 
4), as well as high  X −% and low  X +% when com-
pared to US-based norms. Adolescent data from 
the early 1990s (Nakamura et al.,  1992 ) similarly 
suggested that lambda was higher than expected 
and that a very high percentage was positive for 
the hypervigilance index (35 % of adolescents). 
The adult normative sample (Nakamura et al., 
 2007 ) involved 240 Rorschach protocols with 
participants that had never received psychiatric 
treatment, including any form of psychotherapy. 
The sample consisted of 89 males and 151 
females between the ages of 18 and 66. All par-
ticipants spoke Japanese as their primary lan-
guage and 78 % were middle-class, college/
university graduates. The authors identifi ed three 
main results: a mean lambda of 0.86, 40 % had an 
introversive style compared to 7 % extratensive, 
and 26 % of the sample were positive for the 
hypervigilance index (clothing response 
mean = 3.13, whole human content mean = 8.21, 
space response mean = 3.73, and Zf mean = 16.16).   

    Storytelling Projective Tests 

 As Ephraim ( 2000 ) has noted, there is a long his-
tory of a psychocultural approach to thematic con-
cerns expressed by individuals in response to the 
ten Thematic Apperception Test (TAT; Murray, 
 1943 ) cards, the most widely utilized story-telling 
projective test and the main task for which data 

that pertains to Asians/Asian- Americans exists. 
Underlying this psychocultural interpretive 
approach is the idea that expressed projective 
themes (grouped as instrumental or expressive) are 
evident in all human relationships and that cultural 
context may impact the relative importance of 
such themes. Basic instrumental themes are 
achievement, control, cooperation- competition, 
competence and responsibility. Basic expressive 
themes are pleasure, nurturance, affi liation, appre-
ciation, and harmony. Coding systems have 
emphasized some of identifying the presence of 
the ten themes themselves (e.g., the need for 
achievement; McClelland, Atkinson, Clark, & 
Lowell,  1976 ), activity versus passivity in relation 
to the themes (   De Vos,  1973 ), horizontal or equal 
status relationships versus vertical or unequal sta-
tus relationships, and descriptors such as positive/
negative/unresolved (Ephraim,  2000 ). 

 Early approaches examined differences in 
response to specifi c TAT cards, such as the need 
for achievement as part of TAT card 1, depicting 
a boy with a violin. Such research (Caudill & 
De Vos,  1956 ; De Vos,  1996 ) compared responses 
to this card from Japanese immigrant to the USA, 
Japanese-Americans, and White Americans. For 
example, this study in particular noted cultural 
differences such as Japanese youth in high 
schools focusing on achievement and compe-
tence while White youth emphasized control 
issues of parental pressure and negative affi lia-
tion/nurturance. 

 There are also contemporary idiographic 
examples of TAT psychocultural interpretation for 
Asians in the clinical literature, including a sam-
ple interpretive protocol for a 49-year-old Fillipino 
male (in Dana,  2005 ). Ching et al. ( 1995 ) present 
TAT-based data on family values and roles among 
Japanese-Americans when comparing four 
Japanese-American families with seven European-
American families, noting differences in views of 
the father (Card 2, viewed as more protective and 
nurturant by Japanese- Americans) younger 
woman (Card 3, viewed as more submissive by 
Japanese-Americans), and older woman (Card 3, 
happier in European- American stories). De Vos 
( 1983 ) presents more detailed idiographic data 
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by TAT card but also utilizes a larger sample and 
notes proportions of themes as well as cross-
Asian comparative data. De Vos ( 1983 ) work 
includes a sample of 50 Korean individuals, 30 
Japanese fi rst generation immigrants, 40 Japanese 
second generation immigrants, and 60 Whites. 
Similarly, De Vos and Kim ( 2004 ) present data on 
100 Koreans, 31 Japanese, and 50 Koreans resid-
ing in Los Angeles. These works have a tremen-
dous amount of descriptive depth (include 
proportions of achievement motivation, authority, 
harmony/discord, and family/interpersonal rela-
tionships by Card and ethnic group) and are 
undoubtedly useful to anyone utilizing the Tat 
with Koreans or Japanese immigrants or second 
generation individuals. 

 In contrast to such rich idiographic data that 
is worth becoming familiar with when assessing 
Asians/Asian-Americans with storytelling pro-
jective tasks, there is also larger sample data that 
differences highlights differences to story-telling 
between US-based ethnic/cultural groups. In one 
large scale study ( n  = 323) of ethnicity and imag-
inative story-telling (Pang & Schultheiss,  2005 ), 
US college undergraduates were administered 
images from the Picture Story Exercise (Koestner 
& McClelland,  1992 ) that assessed need for 
achievement, need for affi liation, and need for 
power. The authors found when comparing 
African-Americans, Asians, and Whites (the 
largest ethnic group participants) that Asians 
affi liation strivings were higher than Whites but 
similar to African-Americans. The groups did 
not differ in needs for power, but African-
Americans had slightly higher needs for achieve-
ment than Asians. Similarly, Salili ( 1996 ) 
examined achievement motivation in a large 
sample ( N  = 764) British and Chinese students 
aged 13–55, noting results revealed age, sex, and 
cultural differences in the level of achievement 
motivation. Chinese high school students were 
more affi liative and had a higher need for 
achievement when compared to the British stu-
dents. Yu ( 1980 ) also examined the need for 
achievement in 401 Taiwanese students, who 
evidenced strong collective identity rather than 
individualistic identity. 

    Additional Picture Tests 

 The Tell-Me-A-Story (TEMAS; Costantino, 
 1987 ) was developed for minority and nonminor-
ity children and adolescents (an updated 
narrative- based picture test analogous to the 
TAT) has produced a detailed research base and 
standardized norms for Puerto Ricans, other 
Hispanics, African-Americans, and non-Hispanic 
Whites. It has a very strong research base with 
Hispanic individuals where it has been utilized in 
English and Spanish with a reliable and valid 
scoring system and primarily urban-based norms. 
While there is a pilot form of the test with Asian- 
looking characters (to be utilized in English, 
Cantonese, Mandarin), there is not suffi cient data 
to confi rm its psychometric properties or to “jus-
tify reliable and valid clinical decision making 
with this version of the TEMAS test” (Costantino 
& Malgady,  2008 , p. 567) at this time, although 
this is certainly a promising line for future 
research and clinical application. 

 In addition to some earlier Taiwanese data 
(Yang, Kuo, & Costantino,  2003 ), there is also 
pilot data on the TEMAS (Costantino, Dana, & 
Malgady,  2007 ) with 48 children from elemen-
tary schools in Taipei that utilized the Asian 
TEMAS cards and nonminority TEMAS cards in 
counterbalanced order, and attempted to correlate 
responses with paper-and-pencil adjustment 
measures. The two versions did not appear sig-
nifi cantly different and did appear correlated to 
daily life adjustment, a measure of children’s 
depression, and affective functioning; the Asian 
version also was more correlated with measures 
of aggression and interpersonal relationships on 
one self-report while the nonminority version 
appeared to have a stronger correlation with 
affective functioning.   

    Clinical Recommendations 

 In clinical practice, the use of projectives, and in 
particular the Rorschach and TAT, can add incre-
mentally to the assessment fi ndings. When faced 
with the assessment of an Asian or Asian- American, 
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this information may be particularly valuable since 
stigma is often a factor in utilizing self-report data 
and these indirect performance- based measures 
may provide a valuable window into such clients’ 
internal experiences. Clinicians are presented with 
Asians/Asian-American clients in the assessment 
context that may greatly benefi t from the socio-
emotional data that is gathered via projective assess-
ment. Any such data must be utilized sensitively 
and cautiously. Assessing the level of acculturation 
of individuals is paramount before deciding to rely 
on any US-based norms at all; if less acculturated, it 
may very well make sense for clinicians, depending 
on the nationality of clients, to utilize data from 
many of the more recent studies described above 
where international data may suggest a path to 
interpretation. While there has been a tremendous 
amount of research on projective instruments, the 
authors truly lament the lack of greater focus on eth-
nic minority populations when considering the use 
of projective instruments. 

 It is particularly important to ascertain the 
examinee’s comfort level with English in admin-
istering projective measures such as the TAT and 
Rorschach or to consider the issues involved with 
administering such tests in another language. 
One must be quite adept at understanding Asian/
Asian-American clients in a holistic context and 
to gather such information during assessment 
intakes, including information on length of time 
in the US, level of acculturation of the household 
individuals grew up in, and the type of educa-
tional system individuals were exposed to. It is 
also important that clinicians develop a nuanced 
understanding of the experience of the client vis-
à- vis the particular Asian culture of origin. 

 Perhaps most important initially is a consider-
ation of the validity of projective data with a given 
individual Asian/Asian-American client. While 
the respective measures’ standardized instructions 
are maintained, some modifi cations in the overall 
introduction to the assessment process may 
enhance utility of the data collected. From the 
authors’ experience, the ambiguity and vagueness 
inherent in projective methods is often particularly 
diffi cult for many Asians to grasp. In a culture that 
often focuses on rational and emotionally detached 

thinking, the vagueness inherent in instructions 
such as “What might this be?” can be rather 
 stymying. As such, some preliminary but thorough 
preparation in introducing the assessment proce-
dures is particularly helpful. In particular, instruc-
tions and frank discussions that there are no “right” 
or “wrong” answers often helps allay some of the 
intrapsychic pressure to produce the “right” 
answer or responses on the task. 

 Especially given that shorter protocols have 
limited interpretive validity, and may be more 
culturally related, it is important that assessors be 
aware of the increased likelihood of short proto-
cols with Asian and Asian-American clients and 
be prepared to understand such shortened proto-
cols in context. In the R-PAS, the prompt part of 
the “prompt-pull” rule may help ensure a record 
of adequate length; in the CS it is important to 
attempt to elicit more than one response from 
Card I and promote a response set to provide 
more than one response per card. In the inquiry 
phase of the CS, the often verbal brevity among 
Asian examinees may limit elaboration in this 
phase. Nonetheless, shorter protocols are more 
likely among Asian/Asian-American clients, and 
this group-level fi nding must be considered care-
fully before over-interpreting a short protocol or 
questioning its validity prematurely. 

 In turn, the examiner’s working familiarity 
with the coding system, and specifi cally ensuring 
that adequate inquiry and prompting (without 
over-inquiring) helps refi ne important coding dis-
tinctions such as form-dominance in color 
(FC-CF- C ) or shading responses. Without suffi -
cient prompting in inquiry, there runs a risk of 
excessive numbers of Form and Form-dominated 
determinants. Even so, the authors’ experience 
has often been a preponderance of Form responses 
with Asian/Asian-American clients, contributing 
to a relatively high Lambda ( L ). While Lambda 
has been associated with different implications of 
situationally related response-style as well as trait 
issues, the authors have often been inclined to 
interpret high Lambda more as a product of the 
culture’s emphasis on the rational and unemo-
tional style (avoiding the use of affect and emo-
tions). The heightened occurrence of mythological/
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fi ctional human and animal may also refl ect the 
culture’s often belief in the same (e.g., the dragon 
or phoenix). Thus, these culture- based interpre-
tive differences are both likely and especially 
important to adjust traditional interpretations of 
high Lambda. 

 It is fair to say that for the Rorschach, Asian/
Asian-American clients are likely to produce 
shorter protocols that employ greater form, as 
well as produce protocols that suggest greater 
emotional constriction and less expressiveness. 
Many such protocols will have greater effort of 
putting together percepts into the whole blot, 
suggesting organizational energy and consolida-
tion suggestive of hypervigilance. All content 
produced on Rorschach protocols must be inter-
preted in a limited fashion and considering cul-
tural aspects of content, and in addition measures 
of reality-testing may be skewed due to the norms 
being grounded in Western cultural percepts. 
These protocols must be considered as normative 
and clinicians must be exceedingly cautious not 
to over-pathologize these results in clients, par-
ticularly by simply comparing them to US-based 
general norms and reaching grossly inaccurate 
and untenable conclusions. With these 
 possibilities in mind, it is also not easy to say 
whether such differences are the result of differ-
ences in verbal expressiveness, attention to fi eld 
rather than ground on inkblots, or due to differ-
ences in personality, so even interpreting what 
consistently appears different is a diffi cult given 
the complexity of cross-cultural research. 

 Story-telling tasks in Asians have often been 
particularly challenging, especially when the 
examinee is unfamiliar with the English lan-
guage. There may be a dearth of detail or elabora-
tion that often limits the seeming utility of 
story-telling tasks in identifying themes, con-
fl icts, and core issues. With story-telling tasks, 
clinicians’ own cultural biases and stereotypes 
may play into how such narrative data is summa-
rized, utilized, and interpreted. It may be particu-
larly important to consult references with 
additional cultural information and/or to consult 
with colleagues familiar with the Asian culture of 
origin to ensure a less biased approach.  

    Conclusion 

 As should be readily apparent from the above 
review, the literature on projective testing is itself in 
a period of decline in the last 20 years. There 
remains a very limited literature on either the 
Rorschach or TAT that is both recent and provides 
adequate data on US-based ethnic group differ-
ences, and in particular on Asians and Asian-
Americans. In conclusion, these authors suggest 
that projective measures such as the TAT and 
Rorschach can be ethically, reliably, and validly uti-
lized with Asian/Asian-American clients. Currently, 
a lot of the pressure to do so rests on the assessor; 
there are a number of roadblocks for that assessor to 
overcome in terms of knowledge, skills, and the art 
of how and when to adjust and accommodate inter-
pretation based on ethnic group membership. These 
authors hope this chapter is an aid in clinicians 
faced with the need to use projective measures with 
Asian/Asian- Americans, and that it will be a useful 
resource as such clinicians, perhaps in consultation 
with others, attempts such an approach.     
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           Overview of Asians 
and Asian-Americans 

    Despite the fact that Asians comprise the major-
ity of the world’s inhabitants, the majority of the 
research in psychology has focused on WEIRD 
(Western, educated, industrial, rich, democratic) 
populations (Henrich, Heine, & Norenzayan, 
 2010 ). One of the challenges of studying Asians 
and Asian-Americans as a group is the breadth of 
diversity among the Asian subgroups. Individuals 
who identify as Asian-American come from over 
43 different countries from the continent of Asia 
as well as the islands in the Pacifi c and Indian 
oceans (Liu, Murakami, Eap, & Hall,  2009 ). The 
linguistic, religious, and economic diversity rep-
resented among Asians contributes to the diffi -
cultly in generalizing between subgroups. 
Additionally, the various migration histories of 
different Asian-American subgroups suggest that 
each group have vastly different experiences liv-
ing in the USA that in turn affects their psycho-
logical profi les. For instance, the major infl ux of 

Asians migrating to the USA took place in three 
waves under vastly different social and political 
circumstances. In contrast, the group known as 
Pacifi c Islanders include Hawaiians, Guamanians, 
and Samoans are automatically US citizens. 
Although most Americans either explicitly or 
implicitly perceive Asian-Americans as foreign 
(Devos & Banaji,  2005 ), those whose ancestries 
originate from one of the above US territories 
have a lineage that makes them nonnaturalized 
citizens. The circumstances related to citizenship 
and migration contributes to differences in eco-
nomic and social standing that may lead to differ-
ences in psychological profi les. 

 Despite these differences, there are some cul-
tural commonalities between Asian subgroups. 
Many countries in Asia are infl uenced by 
Buddhist and Confucian tenets. Buddhism began 
in India and spread to East and Southeast Asia. 
Values such as Filial Piety stem from Buddhist 
theology and may infl uence parent–child rela-
tionships in Asian cultures. Buddhist philosophy 
also promotes acceptance as a coping strategy, 
which has been shown to be utilized among 
Asian-Americans more frequently than among 
European Americans (Taylor et al.,  2004 ). 
Moreover, Asian cultures, like many non- 
Western cultures, also tend to be collectivistic 
(Oyserman, Coon, & Kemmelmeier,  2002 ). This 
collectivistic orientation infl uences perceptions 
of the self and, by extension, socioemotional 
experiences and behavior. These traditionally 
Asian values may be held by many Asian sub-
groups, suggesting that, although Asians may 
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have very different historical experiences and 
cultural practices, there are similar underlying 
processes that justify examining Asians and 
Asian-Americans as a group.  

    Personality and Culture 

 The study of personality and culture has generated 
a large amount of debate.    Triandis and Suh ( 2002 ) 
defi ne personality as “a confi guration of cogni-
tions, emotions, and habits activated when situa-
tions stimulate their expression” (p. 136). The 
study of personality rests on the assumption that 
personality is predictable. There has been a long-
standing debate between personality theorists on 
whether personality refl ects an individual state or a 
trait. A personality state is transient and can change 
from situation to situation. A personality trait is 
more enduring, consistent, and is thought to refl ect 
a genetic predisposition. Self- report measures of 
personality are based on trait models because it 
relies on behavioral consistencies. 

 Personality has been examined extensively 
cross-culturally, namely through self-reports 
(Heine & Buchtel,  2009 ). These efforts to study 
personality in different cultures have been driven 
by a desire to understand “national character,” 
personality characteristics unique to each country 
(Terracciano et al.,  2005 ). Early personality theo-
rists believed that the number of distinct person-
ality dimensions were universal because they 
were selected for as an adaptation to increase sur-
vival (e.g. Goldberg,  1981 ). Cross-cultural 
researchers, however, have challenged this 
assumption. Scholars make a distinction between 
an emic, or relativistic, and an etic, or construc-
tivistic approach, towards measuring personality 
(   Benet-Martínez & Oishi,  2008 ). An emic per-
spective assumes that conceptualization of per-
sonality can only be understood within a specifi c 
culture and that personality traits imposed by 
outside cultures are irrelevant when applied to 
diverse groups. An etic perspective postulates a 
universal conceptualization of personality. Cross- 
cultural researchers point out that the two differ-
ent approaches yield different results. 

 Although both perspectives advocate seemingly 
contradictory approaches, there is evidence for 
both universal and culturally specifi c features rele-
vant to personality among Asians and Asian- 
Americans. For this reason, Cheung, van de Vijver, 
and Leong ( 2011 ) advocate a third framework, 
which combines both an emic and etic approach for 
measuring and conceptualizing personality. They 
point out that emic and etic approaches each have 
limitations. According to Cheung et al., researchers 
identifying indigenous personality dimensions 
were not able to consistently establish reliable and 
valid measures, nor have they been able to establish 
appropriate norms. Personality researchers have 
also pointed out that traits identifi ed as culturally 
specifi c might actually be universal. These fi ndings 
underscore the weaknesses of an emic approach. 
An etic approach, however, tends to focus on traits 
important to Western cultures. Additionally, traits 
that have been purported to be universal have failed 
to yield strong coherence in non- Western cultures. 
One such example is the openness dimension from 
the Big Five theory of personality. A combined 
approach incorporates the strengths of an emic and 
etic perspective, while minimizing the limitations 
of both. This chapter will review the available 
research on personality assessment with self-
reports with Asians and Asian-Americans.  

    Developing Self-Report Measures 
of Personality 

 There are several methods for developing a self- 
report measure of personality. Each of these 
methods has implications for its applicability to 
diverse populations. Many self-report measures 
of personality are developed through the lexical 
method. This process involves using words found 
in language that describe personality and then 
utilizing a statistical method called factor analy-
sis to reduce the number down to the most impor-
tant dimensions (Saucier & Goldberg,  1996 ). 
Factor analysis incorporates the statistical corre-
lations between items to determine how many 
unique factors emerge from the data. For instance, 
the Big Five Model (FFM) of personality, 
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 discussed in more detail in the section below, was 
developed using the lexical method. English con-
tains over 17,000 words to describe personality 
(Allport & Odbert,  1936 ). Because languages 
differ in the number of words that are available 
for a given concept, it is not surprising that apply-
ing a lexical approach with different languages 
also yields a different number of personality 
dimensions as well as different categories of per-
sonality. For instance, using words in the English 
language has consistently yielded fi ve factors of 
personality, using words in Tagalog has yielded 
seven traits, fi ve that are similar to the Big Five 
(Church, Reyes, Katigbak, & Grimm,  1997 ), and 
using Greek words has yielded six traits (Saucier, 
Georgiades, Tsaousis, & Goldberg,  2005 ). An emic 
approach utilizes words in the native language of 
a culture to understand personality. An etic 
approach, on the other hand, assumes that the 
personality structure that emerges in English is 
universal to all cultures. 

 Another method is an empirical (criterion) 
keying approach. The MMPI/MMPI-2 was 
derived using this method. This process involves 
identifying a criterion group and comparing that 
group to a noncriterion group. For instance, in 
order to differentiate between a group with anti-
social personality disorder and a group without a 
researcher would compare the responses of the 
individuals from each group on a set of questions. 
Items that are responded to differently between 
the two groups would be included in the fi nal 
measure to distinguish between people with anti-
social personality tendencies and those who do 
not exhibit those tendencies. 

 Rationally or theoretically derived measures 
formulate scale items based on how theorists 
expect different people to respond based on their 
idea or conceptualization of the personality or 
based on a theory. The Myers-Briggs Type 
Indicator (MBTI; Briggs Myers, McCaulley, 
Quenk, & Hammer,  2003 ), which is loosely based 
on the Jungian model of personality is a theoreti-
cally derived model. Despite its popularity in the 
business sector, many call into question its validity 
(e.g., Arnau, Green, Rosen, Gleaves, & Melancon, 
 2003 ), suggesting that a theoretically derived 

approach may not be the most psychometrically 
valid way to develop a measure. Nonetheless, a 
meta-analysis from Capraro and Capraro ( 2002 ) 
of 210 studies has found reliability between 0.55 
and 0.97 across different studies. However, only a 
small percentage of the available studies reported 
a measure of reliability on the MBTI. The study 
with the highest reliability coeffi cient (0.97) 
included over a 1,000 participants from six 
 different continents. Additionally, Furnham, 
Moutafi , and Crump ( 2003 ) has found convergent 
validity between MBTI and the NEO-PI-R, 
 replicating earlier results from McCrae and 
Costa ( 1989 ). 

 Given that the most commonly used and 
researched measures of personality were devel-
oped by people from the West, they have been 
criticized for not being applicable to diverse 
populations. Lexical models of personality can 
only include words that exist within any given 
language. Forcing one language structure onto 
another is problematic because some words do 
not have an equivalent word in a different lan-
guage. Using an empirical method can also be 
inaccurate if a criterion group for one cultural 
group is then applied to a different cultural 
group. The criterion group for each cultural 
group may not share the same characteristics. 
Hence, the criterion group would be inappropri-
ate to use. A measure based on theory may not 
refl ect actual traits. Research has shown that 
intuition or perception about personality does 
not always accurately predict reality (Terracciano 
et al.,  2005 ). 

 Personality is one of the most extensively 
researched topics cross-culturally. As such, there 
are a number of self-report measures of personal-
ity. While most of these measures have demon-
strated strong psychometric properties in many 
different Asian groups, there are still caveats to 
using them. The next section will review the most 
common measures of personality. While the 
majority of these measures were derived from a 
universal framework (although some may argue 
they refl ect a Western framework), there are a 
few indigenous or emic measures available for 
Asian or Asian-American populations.  
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    Self-Report Measures of Personality 
for Asians/Asian-Americans 

 Self-report is the most widely used method of 
assessing personality differences among individ-
uals (McCrae & Terracciano,  2005 ). There are a 
number of self-report measures for measuring 
personality that have been validated with an 
Asian or Asian-American sample. Although a 
more extensive review of the different self-report 
measures is beyond the scope of this chapter, this 
section will review a few of the most commonly 
used measures to assess personality. Some mea-
sures are utilized in clinical settings to assess for 
psychopathology. Other measures are utilized in 
applied and research settings to predict a wide 
range of behaviors in academic and occupational 
settings. Because acculturation has been shown 
to infl uence the expression of personality among 
Asian-Americans (e.g., Güngör et al.,  2012 ), a 
few of the most commonly used acculturation 
and cultural measures will also be discussed. 

    Etic Measures 

 The MMPI-2 (Butcher, Dahlstrom, Graham, 
Tellegen, & Kaemmer,  1989 ) is widely used in 
clinical, occupational, and research settings. It is 
also commonly used in international settings, 
including many Asian countries such as China, 
Korea, Japan, Thailand, and the Philippines (see 
   Butcher, Cheung, & Kim,  2003 ) for a more com-
plete review). Due to the widespread utilization of 
the MMPI-2, it is subject to rigorous standards 
when adapted to cross-cultural populations. Many 
of the studies include a large sample size in order 
to establish appropriate norms. Translations of the 
MMPI-2 into different Asian languages have also 
undergone translation and back translation meth-
ods to ensure that items accurately capture the 
original meaning. In the U.S., however, there is a 
dearth of studies that utilize large samples of 
Asian-Americans. Indeed the MMPI-2 standard-
ization sample included less than 1 % of the total 
sample (Butcher et al.,  1989 ). Hall, Bansal, and 
Lopez’s ( 1999 ) meta-analysis examining ethnic 

differences in the MMPI-2 did not discuss Asian-
Americans due to the limited research that 
included an adequate number of Asian-American 
participants. Of the available studies, the evidence 
suggests that Asian- Americans do not have ele-
vated validity scales (Tsushima & Tsushima, 
 2009 ) or clinical scales (Stevens, Kwan, & 
Graybill,  1993 ) relative to European Americans. 
These fi ndings, however, may be misleading as 
extant literature suggests that MMPI-2 subscale 
scores are associated with acculturation, with low 
acculturated Asian- Americans having elevated 
scores relative to a European American norm and 
highly acculturated Asian-Americans (Sue, 
Keefe, Enomoto, Durvasula, & Chao,  1996 ; Tran, 
 1996 ; Tsai & Pike,  2000 ). Highly acculturated 
Asian- Americans scored similarly to European 
Americans. Despite its drawbacks, the MMPI-2 
has the advantage of being available in several dif-
ferent Asian languages including Japanese, 
Korean, Chinese, Thai, Vietnamese, and Hmong 
(Okazaki & Sue,  2000 ). Test-retest reliability for 
the MMPI-2 among Asian-Americans ranges 
between 0.38 to 0.87 (Okazaki & Sue,  2000 ). 

 The Big Five personality traits have also been 
closely examined among Asian and Asian- 
American populations. Indeed, of all the self- 
report personality measures, the Big Five (BF) 
may be the most thoroughly culturally investi-
gated model of personality. The Big Five theory 
of personality posits that there are fi ve impor-
tant personality dimensions; Extraversion, 
Neuroticism, Openness, Conscientiousness, and 
Agreeableness. The Big Five is commonly mea-
sured with the NEO-PI (McCrae,  2001 ) but can 
also be measured with the Big Five Inventory 
(BFI; John & Srivastava,  1999 ). Both the Neo-PI 
and the BFI have been validated among a wide 
range of Asian populations from countries such 
as Bangladesh, India, Indonesia, Malaysia, 
Philippines, Hong Kong, Japan, the Republic of 
Korea, and Taiwan (Schmitt, Allik, McCrae, & 
Benet-Martínez,  2007 ). The Big Five has shown 
cross-cultural robustness across different samples. 
Nonetheless, the data is weaker in some geograph-
ical regions. For instance, Schmitt et al. ( 2007 ) 
found that participants from South and Southeast 
Asia yielded a lower congruence coeffi cient for 
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the factor structure of the BFI than other geo-
graphical regions, excluding South Africa. The 
congruence coeffi cient for these regions did not 
exceed 0.90, the value that would be considered 
robust. This lowered congruence was often due to 
a poor translation or a single item that did not 
seem to apply to the population. East Asia, how-
ever, did yield a robust factor structure. The dif-
ference observed between East Asian and South 
and Southeast Asian populations suggests that 
there are important cultural dissimilarities on 
personality between different groups in Asia. 
McCrae and Terracciano ( 2005 ) examined the 
NEO-PI-R in 50 different cultures using peer 
reports rather than self-reports and found very 
similar results. Only India (0.89) showed a lower 
overall congruence coeffi cient relative to the 
other Asian cultures, but the congruence is still 
high even though it is just shy of 0.90. It is also 
important to note that the majority of the partici-
pants in both studies were college students, which 
limits the generalizability of the results to the cul-
ture as a whole. 

 Despite the strong evidence for the total Big 
Five measure, some researchers have found that 
some of the big fi ve dimensions are problematic 
in certain cultures and in some studies, only four 
out of the fi ve dimensions emerged. Should be 
Schmitt et al. ( 2007 ) found that Agreeableness 
had a weaker internal reliability score (0.57) 
among South and Southeast Asians relative to 
other world regions. More commonly, it is the 
Openness dimension that has been problematic 
among an Asian or Asian- American sample 
(Triandis & Suh,  2002 ). In a study involving 50 
countries, McCrae and Terracciano ( 2005 ) found 
that the Openness did not clearly emerge in devel-
oping Asian countries such as India (0.59), 
Malaysia (0.59), Thailand (0.75), and Indonesia 
(0.71). Cheung et al. ( 2008 ) were not able to iden-
tify an Openness dimension when combining an 
etic and emic approach to measuring personality. 

 Eap et al. ( 2008 ) has found that the coherence 
coeffi cient of the NEO-PI is affected by culture. 
Among an Asian-American male sample, they 
found that participants with lower scores on 
acculturation and higher scores on the Asian 
value of Loss of Face (LOF) had a lower factor 

coherence coeffi cient relative to European 
Americans. The LOF did not affect the factor 
structure for European Americans, suggesting 
that personality among Asian-Americans may be 
more strongly infl uenced by contextual or envi-
ronmental factors than personality predisposi-
tion. Allik and McCrae ( 2004 ) found in a study 
on 36 different cultures that geographically prox-
imal countries shared similar personality profi les. 
Because countries that are geographically close 
also tend to be culturally similar, their study lends 
further support to the role of culture in shaping 
personality. 

 Although generally the BF has a strong factor 
structure, studies have consistently found differ-
ences between people of Asian descent and 
European Americans on the fi ve dimensions. 
People from Asian countries typically score 
lower on extraversion higher on neuroticism, 
higher on agreeableness, and lower on the open-
ness dimensions relative to European Americans 
(McCrae, Yik, Trapnell, Bond, & Paulhus,  1998 ). 
These differences have also been replicated with 
Asian-Americans (e.g. Eap et al.,  2008 ). 
Differences on the BF between Asians, Asian- 
Americans, and European Americans have been 
accounted for by levels of acculturation (Güngör 
et al.,  2012 ); Asian-Americans that are highly 
acculturated have similar personality scores to 
European Americans. Nonetheless, the NEO-PI 
and the BFI are robust measures with strong reli-
ability and validity. Interestingly, the correlation 
between NEO-PI and the BFI is not as strong as 
one would expect given that the two instruments 
purportedly measure the same construct (Schmitt 
et al.,  2007 ). People utilizing this measure should 
be aware of some of the weaknesses that have 
been identifi ed when the measure has been 
applied to diverse non-Western cultures. 

 The Eysenck Personality Questionnaire (EPQ; 
Eysenck & Eysenck,  1975 ) theorizes a four- factor 
structure of personality: Psychoticism, Extraversion, 
Neuroticism, and Social Desirability. The EPQ has 
been translated into Asian languages such as 
Chinese, Japanese, Korean, and Thai (Cheung, 
 2004 ). Barrett, Petrides, Eysenck, and Eysenck 
( 1998 ) examined the validity of the EPQ among 34 
different countries including Hong Kong, India, 
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Japan, Korea, Singapore, and Sri Lanka and 
found that the four factors were robust cross-
culturally. However, they averaged responses 
across the different countries and did not report 
cross-cultural differences in their study. Van 
Hemert, van de Vijver, Poortinga, and Georgas 
( 2002 ) found that the correlations between the 
four dimensions were different for the Asian 
countries China, India, and Japan, as well as 
Uganda. They also point out that for those coun-
tries, the psychological meaning of extraversion 
and neuroticism was similar between and within 
cultures, but that this was not found with 
Psychoticism and Social desirability. This sup-
ports the potential universality of the extroversion 
and neuroticism dimensions but call into question 
the cross-cultural validity of Psychoticism and 
Social Desirability. 

 The Myers-Briggs Type Indicator (MBTI; 
   Briggs Myers, McCaulley, Quenk, & Hammer,   
 2003 ) is the most widely used personality instru-
ment in the world. It is used in academic and 
occupational settings to predict performance and 
as a method of identifying the most appropriate 
careers for people seeking career counseling. 
Despite its common usage, there are few available 
empirical studies on its applicability to diverse 
populations. The MBTI is composed of four bipo-
lar dimensions: Extroversion-Introversion (E-I), 
Sensing- Intuition (S-I), Thinking-Feeling (T-F), 
and Judging-Perceiving (J-P). These bipolar 
dimensions are combined, resulting in 16 possible 
personality profi les. Given the frequency in which 
the MBTI is used internationally, it is surprising 
that there is a dearth of available empirical research 
on Asian and Asian-American populations. 
There have been three published studies examining 

the MBTI among a Chinese population (Broer & 
McCarley,  1999 ; Jie & Xiaoqing,  2006 ; Sharp, 
 2008 ). These studies identifi ed a high percentage 
of participants that were classifi ed as sensing (S), 
which describes an individual that gathers infor-
mation through the fi ve senses and is drawn to a 
more methodological and concrete approach to 
decision making. Given that the majority of these 
studies utilized university samples, this fi nding 
may not be unexpected. Additionally, the S dimen-
sion corresponds with low scores on the openness 
dimension of the FFM, which is consistent with 
past research.  

    Emic Approaches 

 Cheung, Cheung, Wada, and Zhang ( 2003 ) 
reviewed several self-report personality mea-
sures from India, Korea, Japan, and the 
Philippines (see Table  9.1 ). They observed that 
many of the indigenous personality measures 
tend to emphasize relationships when describ-
ing conceptions of the self. One of the measures 
they describe is the Panukat ng Pagkataong 
Pilipino (PPP; Carlota, 1985, as cited in 
Guanzon-Lapeña, Church, Carlota, & Katigbak, 
 1998 ). The measure was developed by asking 
people from the local culture to generate a list of 
words to describe personality as well as by fi nd-
ing words through written text. Utilizing the 
lexical approach, Church et al. ( 1997 ) devel-
oped the  Panukat ng Mga Katangian ng 
Personalidad  (PKP), which identifi ed seven 
personality dimensions: Conscientiousness, 
Concern for Others versus Egotism, Religiosity, 
Temperamentalness, Self-Assurance, Intellect, and 

   Table 9.1    Summary of available indigenous measures of personality   

 Measure  Authors  Population/language  Scales  Cronbach alpha 

  Panukat ng 
Pagkataong Pilipino  
(PPP) 

 Carlota, 1985, as 
cited in Guanzon-
Lapeña et al.,  1998  

 Philippines/Tagalog  19 scales  0.52–0.87 

  Panukat ng Mga 
Katangian ng 
Personalidad  (PKP) 

 Church et al. 
( 1997 ), Katigbak 
et al. ( 2002 ) 

 Philippines/Tagalog  9 dimensions  0.81–0.90 

 Five-Factor Personality 
Questionnaire ( FFPQ ) 

    Tsuji (1998)  Japan/Japanese  5 supertraits  Unable to report 

  Adopted from Cheung, Cheung, Wada, and Zhang ( 2003 )  
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Gregariousness. Katigbak, Church, Guanzon- 
Lapeña, Carlota, and del ( 2002 ) later added 
Negative Valence and Positive Valence. The Five-
Factor Personality Questionnaire (FFPQ; Tsuji, 
1998 as cited in Cheung, Cheung, Leung, Ward, 
& Leong,  2003 ) was developed in Japan in an 
attempt to improve the structure fi t of the FFM 
developed in the West. The FFPQ has the follow-
ing supertraits: Introversion/extraversion, separ-
ateness/attachment, naturality/controlling, and 
unemotionality/emotionality, practicality/playful-
ness. Cheung et al. reported that the authors were 
able to fi nd statistical coherence for their measure 
and were able to establish concurrent validity 
with the NEO-PI-R and the Big Five Scale.

   Despite the availability of different indigenous 
self-report measures, some of the self-report 
instruments reviewed by Cheung et al. lacked 
psychometric data. Only the PPP and PKP have 
been included in English journals with published 
reliability and validity data.  

    Combined Etic and Emic Measure 

 The Chinese Personality Assessment Inventory 
and CPAI-2 (CPAI; Cheung et al.,  1996 ) were 
developed as an alternative to the MMPI-2 and 
combine both an emic and etic approach to the 
assessment of personality. Cheung et al. searched 
for relevant personality constructs by examining 
contemporary Chinese literature, proverbs, asking 
professionals (e.g. nurses, social workers, teach-
ers, and psychologists), and collecting statements 
of self-descriptors in an informal street survey. 
The CPAI-2 includes 28 scales not found in 
Western personality measures such as  harmony  
(avoidance of confl ict and achievement of inner 
peace),  face  (orientation describing a concern 
with bringing shame to one’s in-group), and 
 Modernization  (attitude towards modernization 
versus tradition). These personality scales yield 
a total of four factors ( Social Potency / 
Expansiveness ,  Dependability ,  Accommodation , 
and  Interper sonal Relatedness ) and the 12 clini-
cal scales load onto two factors ( Emotional 
Problem  and  Behavioral Problem ) (Cheung 
et al.,  2008 ). Initial test-retest reliability ranged 

between 0.56 and 0.94. Congruence coeffi cients 
ranged between 0.77 and 0.98. Cheung et al. 
( 2001 ) has found that the CPAI was a better fi t 
among a Chinese population relative to the NEO-
PI-R (Costa & McCrae,  1992 ). The CPAI is also 
available in English and has obtained strong reli-
ability and validity among a European American 
sample as well as an Asian-American sample 
(Cheung,  2009 ; Cheung, Cheung, Leung, et al., 
 2003 ). In addition to English and Chinese, the 
CPAI and CPAI-2 are also available in Korean, 
Japanese, and Vietnamese (Cheung et al.,  2011 ). 
The CPAI-2 has been renamed the Cross-Cultural 
Chinese Personality Assessment Inventory. 

 An issue that has not been addressed in the 
CPAI studies is variability within China. China 
is a country of more than a billion people who 
vary along multiple dimensions such as ethnic-
ity, class, and local culture that may infl uence 
personality. Similar to the criticisms of the 
measures above, it is unlikely that a single 
measure can capture all the personality diver-
sity in China.  

    Acculturation and Measures 
of Culture 

 Because validity and reliability of different mea-
sures has been shown to be infl uenced by the 
degree of acculturation, measures of accultura-
tion and other measures of culture may be appro-
priate to use with personality measures. Although 
there a variety to choose from, there are some 
specifi c to Asian-Americans including the 
Suinn- Lew Acculturation Scale (SL-ASIA; 
Suinn, Ahuna, & Khoo,  1992 ), and East Asian 
Acculturation Measure (EAAM; Barry,  2001 ). 
Aside from acculturation, there are other aspects 
of culture that can be measured. For instance, 
ethnic identity can be measured with the 
Multigroup Ethnic Identity Measure (Phinney, 
 1992 ); cultural values with the Asian Values 
Scale (Kim, Atkinson, & Yang,  1999 ); and face 
concerns with the Loss of Face Questionnaire 
(Zane & Mak,  2003 ). Ethnic identity and spe-
cifi c cultural values can yield valuable informa-
tion about individual variables relevant to 
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personality and other psychological constructs. 
For instance, Loss of Face has found to be asso-
ciated with personality (Eap et al.,  2008 ), sexual 
aggression (Hall, Teten, DeGarmo, Sue, & 
Stephens,  2005 ), and depression (Zane & Yeh, 
 2002 ) among Asian-Americans. 

 There is debate among personality researchers 
on whether personality traits are universal or cul-
turally specifi c. In general, there are robust self- 
report measures of personality. However, there are 
limitations to their generalizability. The majority 
of validity studies with Asian participants are 
conducted in Asia initiated by Asian researchers 
overseas rather than in the U.S. When Asian-
Americans are recruited for studies, they tend to 
be college students, fl uent in English, and eco-
nomically advantaged (Okazaki, Lee, & Sue, 
 2007 ). Likewise, studies conducted in Asia also 
typically recruit college students (Matsumoto, 
 2006 ). College students may be more Westernized 
than the rest of the Asian population, suggesting 
that measures of culture should accompany any 
comparison between cultures. Kinzie et al. ( 1982 ) 
contended it that may be inappropriate to apply 
any scale validated with one cultural group to 
another. Kinzie’s perspective is infl uenced by an 
emic approach towards mental health assessment. 
Kinzie’s views on adapting measures to different 
cultures may be extreme in light of the ineffi -
ciency associated with developing measures 
unique to each population. Additionally, some 
groups may not be culturally dissimilar enough to 
warrant different assessment measures. Clinicians 
and researchers interested in adapting one mea-
sure from one culture to another should keep in 
my mind some important factors that may com-
promise the validity of measures when used with 
Asian-Americans.   

    Problems Related to Self-Report 
Measures 

 Whenever self-report measures are developed and 
validated within one cultural group and then 
applied to another, there is the potential for bias. 
Leong and Chou (1997) suggest that this bias is 
likely the result of neglecting cultural variables (as 

cited in Leong & Lau,  2001 ). They recommend 
that researchers and clinicians should exercise dili-
gence in maintaining the integrity of cultural valid-
ity, which would in turn strengthen psychometric 
validity. They identify that cultural validity can be 
compromised by a number of factors including 
language, conceptual disagreement, and response 
bias. The section below will review sources of bias 
related to self-report methods. 

    Response Bias 

 There is evidence that response styles are infl u-
enced by culture, underscoring the importance of 
validating with specifi c populations rather than 
generalizing from a European American popula-
tion. One common issue is the tendency for peo-
ple of Asian descent to resort to middle (Chen, 
Lee, & Stevenson,  1995 ) or acquiescent response 
styles (Johnson, Kulesa, Llc, Cho, & Shavitt, 
 2005 ) more frequently than non-Asian respon-
dents. Moderate responding tends to be more 
pronounced when people from East Asia respond 
to measures in their native language rather than to 
a translated measure (Kuroda, Hayashi, & 
Suzuki,  1986 ). This type of response style is 
problematic as it may nullify results. 

 Researchers suspect that some of the cross- 
cultural differences observed on self-report 
measures of personality are attributed to 
response biases. One particularly problematic 
trait is the Conscientious trait from the FFM. 
Conscientiousness describes the tendency to be 
meticulous, responsible, and orderly. When dif-
ferent cultures are ranked on this trait based on 
national averages, Japan has been shown to score 
the lowest among 36 different countries (McCrae, 
 2002 ), a fi nding that is counterintuitive for an 
industrialized, highly educated, and wealthy 
country. These fi ndings, as well as other counter-
intuitive fi ndings, have led researchers to con-
clude that the responses may actually be due to 
response biases rather than refl ecting real differ-
ences in personality. 

 The lower levels of extreme responding and 
tendency for moderate responding observed in 
East Asian cultures have been attributed to a 
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dialectical thinking style. Hamamura, Heine, and 
Paulhus ( 2008 ) examined the relationship 
between thinking style and response patterns on 
the Big Five Inventory between European 
Canadians and East Asian Canadians. They cal-
culated moderate responding by calculating the 
number of times an individual endorsed the mid-
point choice for the 26 items that were not sig-
nifi cantly different between the two groups. They 
found evidence that people of East Asian descent 
were more likely to endorse the midpoint more 
often and that this tendency was explained by the 
greater tendency towards dialectical thinking. 

 Uskul, Oyserman, Schwarz, Lee, and Xu 
( 2013 ) also suggested that cultural orientations of 
collectivism, honor, and individualism can also 
affect survey responses by infl uencing question 
comprehension, recall, and response editing. 
They point out that features of a self-report, such 
as using a Likert scale that ranges from 0 to 10 
versus one that ranges from −5 to 5, changes the 
meaning of a psychological construct even when 
the verbal anchors are the same between both 
scales. The former suggests a unipolar dimension 
(more or less of something) while the latter implies 
a bipolar dimension (where success and failure are 
both measured). People from collectivistic cul-
tures may be more likely to give themselves low 
ratings due to concerns regarding modesty. 

 Some of these problems associated with mod-
erate or acquiescent responding could be miti-
gated by employing certain strategies. Mõttus 
et al. ( 2012 ) suggest one possible method of 
investigating and correcting for response bias 
called anchoring vignettes. Participants were 
asked to rate themselves on conscientiousness 
before rating the conscientiousness of 30 hypo-
thetical people from a set of brief vignettes. 
Because all responses were to the same vignettes, 
the authors reasoned that scores would refl ect 
individual differences in response styles rather 
than real differences. They investigated this 
method with almost 3,000 people from 20 differ-
ent countries, including China, Hong Kong, 
Japan, and South Korea, Malaysia, and the 
Philippines. They found that people from Hong 
Kong, Japan, and South Korea had the lowest 
scores on extreme responses, and countries such 

as mainland China, Malaysia, and the Philippines 
had the highest scores on extreme responses. 
Correcting for this response bias, Mõttus et al. 
( 2012 ) demonstrated that this shifted national 
rankings on conscientiousness and reduced the 
problematic negative correlations with country 
Gross Domestic Product (GDP), but did not elim-
inate it completely. 

 McCrae, Herbst, and Costa ( 2001 ) contended 
that acquiescence bias can be statistically con-
trolled for when comparing scores cross cultur-
ally. By calculating a score for acquiescence bias, 
McCrae and Terracciano ( 2005 ) demonstrated 
that acquiescence was signifi cantly correlated 
with only the Openness dimension of the BF. 
Given the problematic nature of this factor in 
cross-cultural studies, their results provide an 
explanation for its relative psychometric weak-
ness. Schmitt et al. ( 2007 ) controlled for acquies-
cence bias in their study by creating an 
acquiescence index, a score composed of an 
equal number positively and negatively keyed 
items which are scored in the same direction. 
They were able to improve convergent correla-
tions after controlling for acquiescence bias. 

 Additionally, questionnaires can be created to 
eliminate the middle option of a Likert scale in 
order to deter moderate responding. Researchers 
can also choose items that are most likely to elicit 
strong responses. Another solution is to utilize 
Item Response Theory (IRT) to analyze responses 
on a self-report rather than looking at statistical 
norms such as means, reliability, or variance. IRT 
examines the degree to which items on a self- 
report measure fi t the expected pattern of response 
for a given psychological construct between dif-
ferent groups. Moreover, IRT examines item char-
acteristic curves (ICC) for different groups. ICCs 
that are shaped differently and do not correspond 
suggest the presence of measurement bias. 

 Culture may also infl uence memory bias, 
which can affect scores on self-reports. Thus, 
methods that rely on retrospective recall will 
likely result in differences that are not due to 
actual experiences. For instance, Oishi ( 2002 ) 
found that European Americans tend to report 
higher levels of mood and well-being retrospec-
tively but did not differ from Asian-Americans in 
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their daily reports. She found that these differ-
ences were due to the tendency for European 
Americans to weight their positive experiences 
more than Asian-Americans when retrospec-
tively evaluating their week, whereas Asian- 
Americans weighted both equally. Lee, Okazaki, 
and Yoo ( 2006 ) demonstrated the same phenom-
enon with negative emotions. Despite experienc-
ing the same number of events that elicit anxiety, 
Asian-Americans retrospectively reported higher 
scores on measures of anxiety. It is possible that 
self-reports developed and validated among 
Western cultures might also refl ect this tendency 
towards what Oishi defi nes as the “optimism of 
memory,” the tendency to feel more positive 
about events than was initially experienced.  

    Cross-Cultural Equivalence 

 When using self-report measurement scales 
between ethnic groups, one must also consider the 
degree of cross-cultural equivalence found 
between ethnic groups. Cross-cultural equiva-
lence refers to the extent to which the responses 
obtained from members of one population are 
interpreted in the same way as the responses 
obtained from a different population. For instance, 
do elevated scores on the extraversion measure 
sociability and gregariousness in all cultures? 

 Marsella, Dubanoski, Hamada, and Morse 
( 2000 ) have identifi ed four conditions that must 
be satisfi ed in order to establish cross-cultural 
equivalence: conceptual equivalence, linguistic 
equivalence, metric equivalence, and normative 
equivalence. First, conceptual equivalence estab-
lishes that the meaning of a construct being mea-
sured is the same in different cultures. For 
instance, does the concept of  dependency  have 
the same connotations when used in different cul-
tures? In cultures that value individualism, 
dependency is viewed more negatively than in 
collectivistic cultures. Secondly, researchers 
must establish linguistic equivalence. Linguistic 
equivalence describes the degree of similarity 
between translations of measured from one lan-
guage to another. Translational accuracy is typi-

cally verifi ed through translation and back 
translation of people who are fl uent in both lan-
guages. Both conceptual and linguistic equiva-
lences are particularly diffi cult to establish 
without inside cultural knowledge. The third con-
dition has to do with metric equivalence estab-
lishes that participants are using the same scale 
when responding to an item. Metric equivalence 
can be determined by using factor analyses, com-
paring psychometric properties from different 
subgroups and cultures. Metric equivalence is 
compromised when people have different base-
lines for a behavior. This is known as the refer-
ence-group effect (RFE; Heine, Lehman, Peng, 
& Greenholtz,  2002 ). Because people have a ten-
dency to respond to questions by comparing 
themselves to others, researchers examining 
mean differences between cultures may draw 
erroneous conclusions. For instance, if the aver-
age height is taller in the USA than it is in 
Thailand, a respondent who is 5 ft 7 in. tall may 
indicate that he is tall because he compares him-
self to the people around him. A person of the 
same height in the U.S. may respond that he is 
short. Objectively, they are the same height but 
subjectively, one feels taller than the other. As 
such, their metric scale is not the same. When 
applied to personality measures, participants 
responding to a question such as “I am a good 
public speaker” would require individuals to fi rst 
decide how good others are and then decide how 
good he or she is compared to their perception of 
the others. The RFE is a problem whenever mean 
differences are compared between cultural groups 
that do not share the same context. Questions that 
require subjective interpretations are especially 
vulnerable to the reference group effect. Lastly, 
normative equivalence refers to the statistical 
norms obtained with a particular group. Norms 
taken from a European American group may not 
be appropriate to use with a different population. 
The MMPI utilizes different norms for people 
from Asian countries than among Americans 
(Cheung,  2004 ). 

 It is clear that the use of any self-report 
across ethnic or cultural group is problematic 
because of its susceptibility to response bias. 
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Any of the above measures may be compromised 
if individuals are unfamiliar with paper-and-pencil 
testing, or more common recently, Internet sur-
veys. Cheung ( 2004 ) suggests that this type of test-
ing is associated with evaluation in many Asian 
cultures, which may increase anxiety and cause 
people to respond in socially desirable ways.   

    Personality and Psychological 
Adjustment 

 Personality measures can be used to predict psycho-
logical adjustment among the general population. 
For instance, the scores on the Big Five dimensions 
are associated with positive affect. Low scores on 
Neuroticism and high scores on the Extraversion 
have been associated with high levels of subjective 
well-being (Steel, Schmidt, & Shultz,  2008 ). This 
relationship has been replicated with Asian samples 
from South Korea (Ha & Kim,  2013 ). Oishi, Diener, 
Suh, and Lucas ( 1999 ) suggested that the associa-
tion between personality and well-being depends on 
individual values. For instance, they found that peo-
ple who valued academic achievement incorporated 
academic achievement into their judgments of life 
satisfaction. 

 Matsumoto, Nakagawa, and Estrada ( 2009 ) 
investigated the mediating role of personality on 
explaining cross-cultural differences on psycho-
logical adjustment among American and Japanese 
participants and found that the Big Five traits sig-
nifi cantly explained differences found on psycho-
logical adjustment. The psychological adjustment 
of the Japanese was lower than that of American 
participants, which was explained by higher scores 
on Neuroticism and lower scores on Extraversion 
reported among Japanese  participants relative to 
Americans. They concluded that personality may 
be a more important explanation of cross-cultural 
differences than perceptions of the self. One of the 
problems related to Matsumoto’s study was that 
the research variables were measured simultane-
ously rather than longitudinally, precluding a 
determination of causality. 

 The relationship between personality and psy-
chological adjustment may be more complex than 

simply personality traits causing psychological 
vulnerabilities. Fulmer et al. ( 2010 ) proposed the 
person-culture match hypothesis to explain the 
relationship between personality and well-being 
among people from different cultures. Their the-
ory predicts that when people possess a personal-
ity that is similar to the people in that culture, that 
match serves to enhance self-esteem and increase 
well-being. They found support for their theory 
for matching on individual level extraversion 
across 26 different countries. Despite personality 
differences observed among different cultures, 
Fulmer et al. ( 2010 ) found well- being, positive 
emotions, and life happiness were predicted based 
on country level similarity on extraversion. This 
suggests that Matsumoto’s analysis may be sim-
plistic and does not consider the context when 
evaluating psychological adjustment and person-
ality variables. 

 Considering the context is important when 
evaluating the relationship between personality 
and psychological adjustment. For instance, the 
personality dimension extraversion may not have 
the same function among people from different 
cultures. Oishi, Krochik, Roth, and Sherman 
( 2012 ) has found that extraversion served as a pro-
tective factor for European Americans against 
stress associated with residential mobility but did 
not buffer Asian-Americans or African- Americans. 
They suggest that one reason may be that European 
Americans are more likely to seek social support 
than Asian-Americans, which would be facilitated 
by an extroverted personality. 

 Personality has been shown in previous 
research to be associated with psychological 
adjustment. Low scores on extraversion and high 
scores on neuroticism, in particular, has been 
linked with depression (Steel, Smith, & Shultz, 
 2008 ). It has been suggested that cultural differ-
ences on personality traits refl ect a biological 
predisposition toward negative affect (Matsumoto 
et al.,  2009 ). However, there is evidence that the 
relationship between personality and psychologi-
cal adjustment is better explained by the person- 
culture match hypothesis. Extraversion may not 
serve the same purpose among some cultural 
groups compared with European Americans.  
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    Predictive Validity and Salience 
of Self-Report Measures 

 There is reason to believe that self-reports may 
not be as predictive of behavior for people from 
collectivistic cultures. People from Eastern cul-
tures do not value self-consistency as highly as 
people from Western cultures. For instance, in 
East Asian cultures, it is common for emotional 
experiences to be minimized. People from Asian 
cultures might have emotional reactions similar to 
Americans in nonsocial situations, but suppress 
emotional responses in the presence of others, 
particularly in the presence of people they con-
sider to be authority fi gures (Matsumoto & 
Kuppersbusch,  2001 ). People from Asian cultures 
may be less consistent across situations because 
they respond to contextual cues. People from indi-
vidualistic cultures may be more likely to respond 
based on their own tendencies as opposed to peo-
ple from collectivistic cultures, who are more 
likely to respond according to the situation. 

 This inconsistency may also infl uence the 
reliability of peer informants, which has also 
been utilized to assess personality (McCrae & 
Terracciano,  2005 ). Personality researchers 
have incorporated peer-informants in order to 
gather information from multiple perspectives. 
Using peer informants when it comes to Asians 
and Asian- Americans, however, may lead to 
confl icting information that might confuse 
rather than clarify. For instance, Suh ( 2002 ) 
compared Korean and American participants on 
peer and self- ratings of personality. She found 
lower  correlations for Koreans than for 
Americans. This lack of agreement between 
self and others may also apply to Asian-
Americans. Okazaki ( 2002 ) found that Asian-
Americans and European Americans generally 
self-reported higher levels of depressive and 
anxiety symptoms than were reported for them 
by peers, but that peers tended to report fewer 
symptoms for Asian Americans than for 
European Americans. Although not directly 
measuring personality, Okazaki showed that 
peer report may be less concordant in an Asian-
American population than in an European 

American population. These fi ndings suggest 
that using multiple informants for Asian-
Americans may not necessarily increase clarity. 

 Eastern and Western cultures have different 
views of the self which may infl uence defi nitions 
of personality. People from Eastern cultures do 
not value self-consistency as much as people 
from Western cultures (Suh,  2002 ). Indeed, peo-
ple from Eastern cultures are more likely to view 
self as malleable and may be more accepting of 
self-contradictions within themselves (Boucher, 
Peng, Shi, & Wang,  2009 ). For instance, person-
ality among people from Eastern cultures tends 
to be context dependent (Kanagawa, Cross, & 
Markus,  2001 ). Kanagawa et al. ( 2001 ) demon-
strated that, compared with American partici-
pants, the self-descriptors given by Japanese 
participants depended on the testing conditions, 
whether they were alone, with a peer, or a profes-
sional. Consistent with this, Suh ( 2002 ) found 
that when Korean and American participants 
were asked to describe their personality with fi ve 
different people as well as their general personal-
ity, Korean participants had much less consis-
tency than American participants. English and 
Chen ( 2007 ) reported similar fi ndings comparing 
Asian-Americans and European Americans. 
However, although Asian-Americans were less 
consistent relative to European Americans, they 
were consistent with their interactions within 
their social roles. This suggests that people of 
Asian descent are more likely shape their percep-
tion of their personality based on their roles and 
relationships whereas people from Western cul-
tures are less likely to consider the situation when 
refl ecting on their personality. This may be espe-
cially true for Asian-Americans who are bicul-
tural. Mok and Morris ( 2009 ) demonstrated that 
bicultural Asian-Americans reported higher lev-
els of Extraversion when primed with American 
images than when primed with images from Asia 
whereas Asian-Americans that were low on 
biculturalism demonstrated the opposite trend. 
People who are truly bicultural adapt their per-
sonality to different cultural contexts while those 
who are comfortable in one context may not truly 
show their personality because they don’t feel as 
comfortable. 
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 This tendency for explaining behavior in 
terms of the context rather than individual pro-
pensities among people of Asian descent is evi-
denced by the fact that Asians do not commit the 
fundamental attribution error (Choi, Nisbett, & 
Norenzayan,  1999 ). Church, Katigbak, 
Miramontes, del Prado, and Cabrera ( 2007 ) has 
found that people from individualistic cultures 
are more likely to endorse that personality is sta-
ble over time and important for predicting behav-
ior. People from collectivistic cultures are more 
likely to believe that roles and obligations are 
important for predicting behavior. 

 As such, the construct of personality is likely 
to hold different meaning for people of Western 
versus Eastern cultures. This is illustrated in how 
people from Eastern cultures respond to feedback 
from personality tests. Spencer-Rodgers, Boucher, 
Peng, and Wang ( 2009 ) had Chinese, Asian-
American, and non-Asian-American students 
take a series of personality tests and later gave 
them false feedback on the results of the personal-
ity tests. They found that non-Asians were more 
likely to respond to self-inconsistent feedback by 
resisting the information given to them whereas 
Chinese and Asian-American students responded 
to the feedback by changing their self-percep-
tions. Spencer-Rodgers et al. found that this was 
directly attributable to the tendency for dialectical 
thinking among people from East Asian cultures. 
Dialectical thinking is a cognitive style that recog-
nizes the coexistence of contradictions whereas 
positive logical determinism assumes one truth 
(Peng & Nisbett,  1999 ). Eastern philosophy tends 
to refl ect a more dialectical thinking pattern 
whereas Western  philosophy is dominated by pos-
itive logical determinism. This difference in 
thinking styles may explain the cultural difference 
in the valuing of self-consistency.  

    Conclusions and Future Directions 

 The most commonly used self-report measures 
are well validated among Asian populations. 
However, Asian-Americans are typically under-
represented in the validation of personality self- 
report measures. There are few published studies 

that have empirically examined the MMPI/
MMPI-2 among Asian-Americans and none that 
examined the MBTI. 

 Self-report measures are the most common 
way to measure personality. However, given the 
problems associated with bias, self-report is 
insuffi cient. Heine and Buchtel ( 2009 ) recom-
mend that using multiple methods to assess per-
sonality is necessary for gathering evidence in 
support of observed differences or similarities 
between cultural groups. Interestingly, many 
well-validated self-report measures have failed to 
demonstrate convergent evidence when utilizing 
behavioral measures of personality in different 
cultures. For instance, people’s perception of 
their country’s level of conscientiousness was 
more strongly correlated to observed behaviors, 
such as the accuracy of clocks in public banks, 
and walking speed of the culture’s citizens, than 
self-report responses on the NEO-PI-R and the 
BFI (Heine, Buchtel, & Norenzayan,  2008 ). 

 People from Eastern cultures have a different 
conceptualization of self than people from 
Western cultures. For instance, people from 
Eastern cultures are more likely to view the self as 
fl uid rather than stable. Given that the assumption 
in personality research is that the self is stable and 
resistant to change, personality self-reports should 
be cognizant of the importance of social roles and 
context that shape conceptions of personality 
among people of Asian descent. 

 Based on the work of past researchers, we rec-
ommend the following with regard to measuring 
personality with self-report:
    1.    Include more Asian-Americans in personality 

self-report validation studies. Asians 
Americans are signifi cantly underrepresented 
in personality research. There is more empiri-
cal work examining personality in Asia than 
there is in the U.S. Given the confounds that 
have been identifi ed, including more Asian- 
Americans in personality research is essential 
for increasing the generalizability of com-
monly used self-report measures such as the 
MMPI/MMPI-2 and MBTI.   

   2.    Evaluate levels of acculturation, ethnic iden-
tity, and cultural values. Because there is 
within group variability among Asians and 
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Asian-Americans, these measures may provide 
explanations for cross-cultural and multi- 
cultural differences. Research suggests that 
differences in personality are driven by culture. 
It is important to identify which aspects of 
culture are relevant to personality differences.   

   3.    Consider the relevance of indigenous person-
ality characteristics. There is evidence that 
personality traits have universal and culturally 
specifi c features. Research has shown that in 
some cases, combining indigenous measures 
with universal measures of personality may be 
a better model of personality for Asians than a 
purely universal conceptualization of person-
ality (Cheung et al.,  2001 ).   

   4.    Measure personality in different contexts. 
There is evidence that people from Eastern 
cultures perceive themselves differently 
depending on their social roles (English & 
Chen,  2007 ). This fl exibility in how people of 
Asian descent view themselves may decrease 
the saliency of self-report measures for people 
from Eastern cultures. As such, measuring 
personality in different contexts may increase 
the predictive validity of self-report measures 
for predicting behavior.   

   5.    Include convergent evidence. The strongest evi-
dence of validity is when multiple methods pro-
vide convergent validity. Researchers and 
clinicians should validate self-report measures 
with behavioral measures of personality. Relying 
on self-report measures can be problematic for a 
number of reasons. Given the relatively weak 
correlation between behavioral measures and 
self-report measures when measuring national 
character (Heine et al.,  2008 ), it is imperative 
that personality researchers develop multiple 
methods to measures personality.     
 Asians and Asian-Americans are a heteroge-

neous group, which poses a signifi cant challenge 
to generalizing research fi ndings. Due to the 
diversity within the Asian and Asian-American 
groups, personality research should attempt to 
understand the social and cultural mechanisms 
that may infl uence ethnic differences rather than 
focus strictly on ethnic differences.     
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        When working with a client from another ethnicity 
or culture, it is important to consider how cultural 
biases may impact performance. This is particu-
larly crucial when assessing intellectual abilities, 
which are perceived by the general public as 
highly predictive of individuals’ inherent apti-
tudes, and indeed their success in any current and 
future endeavors. Whereas Asian-Americans as a 
whole have been reported to exhibit IQ scores 
that are on average higher or equivalent to 
 Euro-Americans (Lynn,  2010 ; Rushton,  2012 ), 
such generalizations neither account for the het-
erogeneous nature of the Asian-American label, 
nor provide any guidelines when assessing and 
interpreting intellectual functioning in Asian- 
American clients. Just as the lower mean IQ 
scores reported in other populations are ascribed 
to assessment biases and not to actual differences 
in true intellectual aptitude (Thaler & Jones- 
Forrester,  2012 ), the higher IQ scores observed in 
some Asian-American groups do not refl ect true 
intellectual superiority in this population. 

 Test bias, whether advantageous or detrimental, 
is a consequence of numerous factors that impact 
testing performance on standardized intellectual 
assessments. Bias can be found in test content, 
although most well-constructed modern batteries 
are relatively content-neutral for minorities raised 
in the United States (Reynolds,  2000 ). However, 
biases can exist in many other forms including 
access to and years of education, class, early 
SES-related nutrition, access to medical care, and 
issues related to rapport with the examiner, such 
as stereotype threat and perceived discrimination 
(Brooks, Holdnack, & Iverson,  2011 ; Nisbett 
et al.,  2012 ; Thames et al.,  2013 ). Testing itself 
relies on a communication style that is primarily 
modeled in European cultures. These issues raise 
several questions; within a biased context, to 
what degree can IQ scores accurately refl ect 
inherent aptitudes? In addition, how much of per-
formance is infl uenced by the environment? The 
issue of testing bias also affects standardization 
samples that are stratifi ed by socioeconomic sta-
tus (SES). For example, when some underrepre-
sented groups are compared to standardization 
samples, they are compared to the greater popu-
lation who may have higher SES, and due to the 
educational and environmental benefi ts this 
affords better performance on tests. 

 The “Asian-American” label represents a het-
erogeneous group that ranges widely in educa-
tional attainment and income earnings. 
Asian-Americans are ethnically categorized by 
individual nationalities in the United States, which 
does address differences in culture and generational 
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immigration patterns that are often tied to national 
identity, but does not address subcultures present 
in many countries, such as in China or India. The 
2000 US Census Bureau provides a detailed 
account of median educational attainment and 
household income. Briefl y, Chinese, Filipino, 
Asian Indian, Korean, Japanese, Pakistani, and 
Thai Americans had, on average, higher educa-
tional attainment than the total US population, 
whereas Vietnamese, Cambodian, Hmong, and 
Laotian Americans had fewer-than-average years 
of education. This does not necessarily translate 
to household earnings; Chinese, Filipino, Asian 
Indian, and Japanese Americans overall enjoyed 
a higher median income than the general popula-
tion, while Vietnamese, Korean, Pakistani, and 
Thai Americans approached the median general 
income. Cambodian, Hmong, and Laotian 
Americans earned signifi cantly less than the 
median income, with an estimated 37.8 % of 
Hmong Americans living below the poverty rate 
in 1999. While these statistics warrant update, 
they do highlight the differences in SES and 
 education that in turn impact performance on (and 
the relative bias of) IQ tests used in assessing 
Asian-Americans (Blair & Qian,  1998 ). 

 It is important to understand how signifi cantly 
education infl uences IQ test performance. It is well 
established that children of the same age cohort 
differ on IQ tests depending on their grade level 
(Cahan & Cohen,  1989 ; Raven, Court, & Raven, 
 1975 ), which provides strong evidence indicating 
that opportunities to be exposed to additional 
information is predictive of IQ scores. Simply put, 
children in advanced grades have attained more 
knowledge than those in previous grades, and 
therefore outperform their same-age peers in lower 
grades. This fact is particularly  relevant when con-
sidering Asian-American  cultures, many of which 
place an emphasis on educational values within the 
home as a method for both social mobility and an 
adherence to Confucian beliefs emphasizing the 
importance of academic and occupational achieve-
ment (Caplan, Choy, & Whitmore,  1992 ; Dandy & 
Nettelbeck,  2002 ). Educational attainment is also 
linked to SES; individuals with higher occupa-
tional attainment are likely to raise their children 
with similar educational values, as well as expose 

their  children to better academic environments and 
opportunities. Some minorities groups such as 
Hmong, Laotian, and Cambodian Americans are 
more likely to have come to the United States as 
refugees or rural farmers and represent lower 
SES cohorts (Fujii,  2011 ). Although there is lim-
ited information on IQ performance with these 
populations compared to standardization sam-
ples, clinicians are encouraged to be mindful of 
how differences in cultural emphasis on aca-
demic achievement and actual educational differ-
ences may infl uence test performance during 
assessment. 

 General assessment considerations pertaining 
to specifi c ethnicities are reviewed in detail in 
other chapters and will only be briefl y mentioned 
here. Many Asian-American clients will work 
well in the testing environment, given the cultural 
emphasis on academic achievement that exists in 
some groups. In those cases, high effort and 
strong performance are likely (Mizokawa & 
Ryckman,  1990 ), though this should never 
become an expectation in practice. Culturally 
infl uenced perceptions of intelligence may also 
affect performance on IQ batteries. For example, 
there is evidence that Chinese nationals value 
nonverbal reasoning ability over verbal discus-
sion and problem-solving, which may infl uence 
how individuals approach and adapt to testing 
(Suzuki, Mogami, & Kim,  2002 ). Older genera-
tions may be suspicious of Western psychological 
practice and reluctant to provide relevant clinical 
information during the interview, and some indi-
viduals from rural backgrounds may be unfamiliar 
with the testing environment (Fujii & Vang,  2011 ). 
Rapport with children may be more diffi cult to 
establish if the child perceives the examiner as a 
strong authority fi gure rather than a professional 
psychologist. Effort towards testing may also be 
unpredictable if the child or teenager fears failure 
to the point of giving up rather than attempting 
the task (Yeh & Yeh,  2002 ). 

 Language profi ciency is important to ascertain 
when working with Asian-American clients. 
Asian-Americans in general demonstrate better 
quantitative than verbal abilities on US aptitude tests, 
which may refl ect biases against individuals who 
learned English as a second language, or primarily 
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do not speak it within the home (Kennedy & Park, 
 1994 ). While bilingualism has been associated 
with overall higher achievement and IQ scores 
(Bankston & Zhou,  1995 ; Hsieh & Tori,  1993 ), it 
also has been found to delay the acquisition of some 
verbal abilities in young children (Bialystok, 
 2002 ). This may be related to limited English 
usage within the home or the enrollment of English 
courses as a second language (Hsia & Peng,  1998 ). 
Regardless, psychologists should not equate 
English profi ciency with fl uency, as subtleties that 

may not be detected through conversational 
dialogue may nonetheless impact test perfor-
mance. When working with clients who are non-
native English speakers, it is important to employ 
proper translators or, if the psychologist does not 
deem this possible, refer out to appropriate sources. 

 The rest of this chapter reviews commonly 
used IQ batteries and their cross-cultural applica-
bility to Asian-American populations. Several 
batteries normed for specifi c minority groups are 
also discussed. See Table  10.1  for a summary.

   Table 10.1    IQ tests available for Asian-American populations   

 Measure  Languages  Notes/recommendations 

 Wechsler Adult 
Intelligence Scale—
Third Edition 

 English  Asian-Americans were merged into an Other category 
with other minority groups. Clinicians should interpret 
results with caution, particularly with verbal subtests on 
individuals who do not speak English as a fi rst language. 
Limited validity studies available for this population. 

 Wechsler Adult Intelligence 
Scale—Third Edition 
(translated editions) 

 Japanese, Korean, 
Taiwanese 

 Generally not available in the USA and should only 
be used by clinicians who are fl uent in the translated 
battery’s language. Some evidence of WAIS-III equivalent 
psychometric properties but clinical validity studies 
are limited. 

 Wechsler Adult Intelligence 
Scale—Fourth Edition 

 English  Asian-Americans comprise 3.3 % of the standardization 
sample, a narrower though still inadequate characterization 
of this ethnicity. Mean FSIQ of this subset was 106.1, 
which can likely be attributed to this group’s overall higher 
education level. This likely does not represent Asian-
Americans with lower educational attainment and SES, and 
the possibility of demographic-adjusted score biases should 
be investigated with independent replication studies. 

 Wechsler Abbreviated 
Scale of Intelligence 

 English  Little information regarding the proportion of minorities 
within the standardization sample. One independent study 
(Razani, et al.,  2007 ) demonstrated that level of 
acculturation directly infl uenced WASI performance in a 
mixed minority sample that included Koreans. Limited to 
no published studies available for the updated WASI-II. 

 Wechsler Intelligence 
Scale for Children—
Fourth Edition 

 English  Asian-American youth comprise 4.2 % of the 
standardization sample and have the highest mean FSIQ 
(106.5) and index scores. Particular advantages were 
observed for the PRI (107.3) and PSI (107.6) though even 
the VCI (102.3) and WMI (102.7) were higher than average. 
As with the WAIS-IV differences in educational attainment 
of the sample likely accounts for these discrepancies and 
may not accurately represent children from different 
backgrounds. 

 Wechsler Intelligence Scale 
for Children—Fourth Edition 
(translated editions) 

 Mandarin, Cantonese, 
Taiwanese 

 Used in China though less available in the USA. There are 
some reliability and validity studies supporting these 
measures’ clinical application, though only clinicians who 
are fl uent in the language of the battery should administer 
these tests. 

(continued)
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 Measure  Languages  Notes/recommendations 

 National Adult 
Reading Test 

 English, Japanese  Premorbid estimates of intelligence should only be used 
when congruent with the patient’s native language. A 
Japanese NART is available and has some evidence of 
clinical validity. The phonemic and grammatical structure of 
some languages (e.g., Korean) may limit the NART’s 
translatability across some cultures. 

 Leiter International 
Performance Scale—Revised 

 English  Asian-Americans comprise 3.2 % of the standardization 
sample. No ethnic differences were found in the 
standardization sample. The Leiter-R appears to be an 
alternative to measuring nonverbal intellectual functioning in 
minority groups. 

 Universal Nonverbal 
Intelligence Test 

 English  Designed to have cross-cultural fairness, though information 
regarding the composition of Asian-Americans in the 
sample, as well as studies examining ethnic differences are 
limited at this time. 

Table 10.1 (continued)

      Wechsler Batteries 

    Wechsler Adult Intelligence 
Scale: Third Edition (WAIS-III; 
Wechsler,  1997 ) 

 The WAIS-III remains a widely used intelligence 
measure. Although the recent publication of the 
WAIS-IV (   Wechsler,  2008a ,  2008b ) may depre-
ciate the WAIS-III’s future utility, the WAIS-III 
comes with a fund of published research that 
remains relevant across Wechsler batteries. 
Briefl y, the WAIS-III was normed for adults 
between 16 and 89 years of age and standardized 
on 2,450 adults who were selected and stratifi ed 
by sex, race, geographic region, and educational 
level to match 1995 US demographics. The four- 
factor Verbal Comprehension Index (VCI), 
Perceptual Organization Index (POI), the 
Freedom from Distractibility Index (FDI), and 
Processing Speed Index (PSI) are typically inter-
preted and are derived from 14 subtests. 

 Although the WAIS-III was stratifi ed by race, 
Asian-Americans were merged with Native 
Americans and other minorities into an “Other” 
category. In addition, researchers have demon-
strated that WAIS-III indexes do have cross- 
cultural biases. Acculturation variables including 
language preference, US experience, and US 
education were found to signifi cantly predict 

both VCI and POI scores in minority immigrants 
above and beyond each participant’s years of 
 formal education (Harris, Tulsky, & Schultheis, 
 2003 ). Acculturation variables also predicted 
FFDI and PSI index scores. As might be expected, 
language preference was found to be a particu-
larly strong predictor for VCI scores. Though 
this was a heterogeneous sample, this study is of 
relevance to Asian-Americans, many whom are 
immigrants and who speak English fl uently but 
as a second language. Heaton and colleagues 
( 2003 ) examined ethnicity effects on WAIS-III 
factor scores. As Asian-Americans were not sep-
arated in the WAIS-III standardization sample, 
they were unable to examine the infl uence of this 
label on scores, though differences observed in 
Hispanic and African American populations 
were present, 

 Translated versions of the WAIS-III are 
available in Japan (Fujita, Maekawa, Dairoku, & 
Yamanaka,  2006 ), Korea (Harris et al.,  2003 ), 
and Taiwan (Wechsler, Chen, & Chen,  2002 ), 
while translated adaptations of earlier WAIS edi-
tions are available in Korea, India, and mainland 
China (Okazaki & Sue,  2000 ). However, these 
measures are unlikely to ever be widely available 
or used within the United States. There is also risk 
in interpreting patients on outdated norms for the 
older batteries (Flynn,  1999 ). Psychometric 
 studies of these batteries generally confi rm an 
equitable factor structure to the original WAIS-III 
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in the standardization sample and some clinical 
samples (Chan, Lee, & Luk,  1999 ; Dai, Gong, & 
Zhong,  1990 ; Fujita et al.,  2006 ; Ryan, Dai, 
Paolo, & Harrington,  1992 ; Wechsler et al., 
 2002 ). Validity studies remain scarce but those in 
existence provide psychometric scores among 
clinical populations that can guide psychologists 
administering these batteries (Chen & Yao,  2009 ; 
Izawa, Urakami, Kojima, & Ohama,  2009 ; Lin, 
Huang, Lin, & Pan,  2010 ; Srivastava & Shukla, 
 1988 ). Fewer studies exist for cultures that are 
not as Westernized, although there is evidence 
that verbal subtests rely more heavily on a west-
ernized education than other subtests (   Ogden & 
McFarlane-Nathan,  1997 ).  

    Wechsler Adult Intelligence 
Scale: Fourth Edition 
(WAIS-IV; Wechsler,  2008a ) 

 The WAIS-IV is the most recent WAIS revision. 
It is notable for completely removing the Verbal 
and Performance IQ scores and relying on four 
factor indexes to produce a full-scale IQ score. To 
better refl ect the constructs they purport to mea-
sure, the POI was renamed the Perceptual 
Reasoning Index (PRI) and the FDI was renamed 
the Working Memory Index (WMI). The 
WAIS-IV was standardized on an updated 2,200 
individuals between 16 and 90 years of age and 
again stratifi ed by ethnicity, geographic region, 
education level, and sex. There are some improve-
ments to the WAIS-IV in its application towards 
Asian-American populations. Most notably, the 
label “Asian-American” was included as a sepa-
rate ethnicity alongside White, African American, 
Hispanic, and Other groups, and represents 
approximately 3.3 % ( n  = 71) of the standardiza-
tion sample. However, Pacifi c Islanders remain 
separate from this label and are combined with 
Native American Indians and Alaskan Natives in 
the Other category. An advantage to the WAIS-IV 
is the availability of demographically adjusted 
norms, which can adjust scaled scores for sex, 
education, and ethnicity. 

 The mean FSIQ for Asian-Americans is 106.1 
(SD = 15.0), the highest of all ethnic groups (Weiss, 
Saklofske, Coalson, & Raiford,  2010 ). This is 

likely related to the fact that the Asian- American 
group in the sample was the highest education 
group, with an estimated 74.6 % individuals hav-
ing 13 or more years of education compared to 
46.1 % of African Americans and 34.2 % of 
Hispanics (Sattler & Ryan,  2009 ). To date, no 
research has provided additional information on 
WAIS-IV performance in independent samples, 
including underrepresented minorities or Asian-
American individuals with clinical disorders. 
Studies are important to establish if this higher IQ 
is replicated across more education equivalent 
individuals, or simply a phenomenon of the stan-
dardization sample. Such information is important 
to consider as a higher IQ bias may not represent 
the scores of Asian-Americans with lower years of 
education or other SES disadvantages. 

 Based on these updates, the WAIS-IV tenta-
tively appears to be an acceptable measure of 
intellectual functioning in Asian-Americans who 
are acculturated to the United States and exposed 
to its educational system. The higher than average 
scores likely represent the higher educational 
attainment achieved by the subset of Asian-
Americans included in the standardization sample. 
The individuals most at risk for assessment bias 
are those who are unfamiliar to Western standards 
of testing and measurement, such as recent immi-
grants to the USA. The WAIS-IV’s stringent dis-
continue criteria for subtests may result in such 
individuals reaching a ceiling based on factors 
other than actual intellectual functioning, such as 
confusion with test instructions. Some new sub-
tests such as the Visual Puzzles and Figure Weights 
require complex  verbal instruction, which can fur-
ther impede  performance in individuals who did 
not fully comprehend the instructions. As method 
and comprehension of instruction can affect non-
verbal reasoning tests (Knight,  2003 ), it is essen-
tial to ensure that proper communication has 
transpired before administering these subtests.  

    Wechsler Abbreviated Scale of 
Intelligence (WASI; Wechsler,  1999 ) 

 The WASI is a brief and reliable revision of the 
WAIS-III that consists of verbal and performance 
IQ indexes. While an attractive measure for brief 
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cognitive assessment, the WASI did not stratify 
its standardization sample by ethnicity and the 
majority of the sample consisted of Euro- 
Americans. Razani and colleagues ( 2007 ) pro-
vided a detailed analysis on the relationship 
between acculturation and WASI test perfor-
mance in a diverse sample of English fl uent 
minorities that included Asian-Americans from 
Korea, Vietnam, and Indonesia. Results showed 
that the ethnically diverse group underperformed 
on the VIQ but not PIQ index, while level of 
acculturation signifi cantly predicted performance 
on the Vocabulary test. While the proportion of 
minorities that were Asian-American were small 
and combined with Hispanic and Middle-Eastern 
individuals, these results do provide objective 
data that verbal Wechsler subtests are impacted 
by level of acculturation independent of language 
fl uency (if not profi ciency within a Westernized 
environment), and likely would generalize to 
similarly presented subtests on other batteries. 

 The WASI was recently updated (WASI-II; 
Wechsler,  2011 ). The WASI-II retains the WASI’s 
two verbal and two nonverbal subtest structure 
along with a two-subtest or four-subtest FSIQ 
estimate. The battery was standardized on 2,300 
children and adults from ages 6 to 90 years of age 
and items were revised to better correspond to the 
WAIS-IV and WISC-IV, as well as increase ceil-
ing levels. As with the WASI, there is little infor-
mation in regard to this measure’s cross-cultural 
application though given the similar content of 
subtests, there are likely some biases for under-
represented groups.  

    Wechsler Intelligence Scale for 
Children: Fourth Edition (WISC-IV; 
Wechsler,  2003 ) 

    The WISC-IV is a commonly administered IQ 
battery normed on 2,200 children and adoles-
cents between 6 and 16 years of age. This battery 
has ten core subtests and four supplemental sub-
tests which form a VCI, PRI, WMI, and PSI as 
well as a FSIQ. The WISC-IV actually precedes 
the WAIS-IV in being the fi rst Wechsler battery 
reconceptualized to allow for Catell-Horn-Caroll 

(CHC) theory interpretations of test scores, and 
there is factorial evidence that CHC models bet-
ter explain subtest performance than the tradi-
tional Wechsler four-factor model across 
normative, cross-cultural, and clinical popula-
tions (Keith, Fine, Taub, Reynolds, & Kranzler, 
 2006 ; Lecerf, Rossier, Favez, Reverte, & 
Coleaux,  2010 ; Thaler et al.,  2012 ). Available 
cross-cultural studies demonstrate the WISC- 
IV’s equivalence and  sensitivity to clinical 
 dysfunction across different languages and 
nationalities (Grob et al.,  2008 ; San Miguel 
Montes, Allen, Puente, & Neblina,  2010 ). 

 Asian-American children were included in the 
WISC-IV standardization sample proportional to 
the March, 2000 US Census Bureau and com-
prise 4.2 % ( n  = 92) of the sample. Children from 
the standardization sample overall performed 
equitably to Euro-American children across the 
four indexes with a mean FSIQ of 106.5 
(SD = 14.2). The PRI and PSI had the highest 
scores with means of 107.3 (SD = 12.8) and 107.6 
(SD = 15.7) respectively, though even the VCI 
( M  = 102.3, SD = 15.7) and WMI ( M  = 102.7, 
SD = 12.2) were approximately two points above 
the population mean. As discussed earlier, educa-
tion levels and SES systematically vary among 
minority populations. Asian-Americans in gen-
eral have above average academic achievement 
and SES, and thereby, above average score per-
formance. The comparably lower scores on VCI 
and WMI may refl ect the high verbal loading of 
the subtests in these indices which can detract 
from performance in children who do not speak 
English as a fi rst language. Regardless, similar 
caution should be made when extrapolating these 
fi ndings towards specifi c Asian-American 
groups, including recent immigrants and those of 
lower SES. 

 The WISC-IV has been adapted for use in 
China, Hong Kong, Macau, and Taiwan 
(Wechsler,  2007 ,  2008b ,  2009 ,  2010 ) with sam-
ples matching recent census data for each region 
based on gender, parental education, and ethnic-
ity. Each sample was also divided into balanced 
age groups between 6 and 16 years. Studies have 
reported that the original WISC-IV four-factor 
model is invariant across these normative 
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samples (Chen, Keith, Weiss, Zhu, & Li,  2010 ) 
as well clinical samples (Chen & Zhu,  2012 ; 
Yang et al.,  2013 ) providing support that the 
WISC-IV measures the same constructs across 
cultures and languages. Linguistically competent 
practitioners may also be interested in using 
translated versions of the WISC-III available in 
Japanese, Taiwanese, and Korean (Weiss, 
Saklofske, Prifi tera, & Holdnack,  2006 ). 

 The WISC-IV appears to be a reliable estimate 
of intellectual functioning in Asian- American 
children, though as with the WAIS-IV, this must 
be considered in light of the socioeconomic and 
educational advantages that are availed some but 
not all Asian-American groups. Studies have 
generally indicated that translated versions of the 
WISC-IV are psychometrically reliable; however, 
clinical validity studies remain few and far 
between at this time. One study by Yang and col-
leagues ( 2013 ) reported that the Taiwanese 
WISC-IV has similar cognitive profi les as the 
original WISC-IV in children with ADHD, which 
is promising in characterizing a cross-cultural 
neurocognitive signature of this disorder. 
Additional studies examining clinical populations 
in this manner are warranted. 

    Premorbid Estimates of IQ 
 Premorbid IQ is often estimated with single-word 
reading tests. The National Adult Reading Test 
(NART; Nelson & McKenna,  1975 ) requires 
examinees to read 50 irregularly pronounced 
words. The NART was standardized in England 
on 120 inpatients ages 20–70, with a diagnosis of 
extracerebral disorder (Nelson,  1982 ). Blair and 
Spreen developed the North American Adult 
Reading Test (NAART; Spreen & Strauss, 
 1991 )—a modifi cation of the NART—for use 
with the North American population. The origi-
nal standardization sample was limited to 66 par-
ticipants ages 18–49; thus, age, gender, and 
education effects were not determined. More 
recently, Uttl ( 2002 ) administered the NAART to 
351 participants ages 18–91. Ninety-eight per-
cent of participants were native English speakers, 
and six participants were bilinguals with at least 
10 years of English profi ciency. No differences in 
NAART scores were observed between native 

English speakers and bilingual individuals. 
NAART scores increase with age and education 
but not gender. Asian-Americans were not sepa-
rated in these studies, and this variable’s infl uence 
on scores was not examined. 

 A Japanese version using 50 irregular kanji 
compound words is available and valid for esti-
mated premorbid IQ in patients with Alzheimer’s 
disease (Matsuoka, Uno, Kasai, Koyama, & Kim, 
 2006 ). Translations for some other Asian lan-
guages may be more diffi cult due to the inherent 
structure of the languages. For example, an anal-
ogous translation of an irregular pronunciation 
reading task is impossible in Korean language 
since it does not contain irregularly spelled words 
and silent letters (Fujii,  2011 ). For less acculturated 
examinees who do not have premorbid estimates 
readily available, best-practice involves obtaining 
a detailed demographic and clinical history that 
minimally includes: age, educational attainment, 
history of school performance, occupational 
 history, and social class (Fujii,  2011 ; Uttl,  2002 ). 
This information can be used to estimate premorbid 
IQ levels.    

    Nonverbal IQ Tests 

    Leiter International Performance 
Scale: Revised (Leiter-R; Roid & Miller, 
 1997 ) 

 The Leiter-R is an effi cient battery of 20 individ-
ually administered nonverbal cognitive subtests 
appropriate for children and young adults. The 20 
subtests are equally divided into two groupings: 
(1) the Visualization and Reasoning (VR) 
Battery; and (2) the Attention and Memory (AM) 
Battery that can be administered separately or 
together depending on the referral question. 
There are two choices for the estimation of global 
intellectual ability: the Brief IQ comprised of 
four subtests, and the Full-Scale IQ comprised of 
six subtests. 

 The Leiter-R was standardized on a sample of 
1,719 subjects ages 2–21 stratifi ed on age, gen-
der, ethnicity, geographic region, and parental 
education according to 1993 US Census data. 
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Asian-Americans comprised 3.2 % ( n  = 55) of the 
standardization sample and were separated from 
Caucasian, African American, Hispanic, and 
Native American groups also represented 
(McCallum,  2003 ). Fairness across gender, and 
Hispanic, African American, and Native 
American groups have been examined and no 
differences between groups have been identifi ed 
(Blair,  1996 ; Roid,  1997 ; Roid, Nellis, & 
McLellan,  2003 ). Notably, the pantomime (non-
verbal) administration procedures promote 
 fairness across ethnic groups and are an attractive 
feature of the Leiter-R.  

    Universal Nonverbal Intelligence 
Test (UNIT; Bracken & McCallum, 
 1998 ) 

 The UNIT is a language-free measure of cogni-
tive abilities that has become increasingly popu-
lar among practitioners assessing those who are 
from other cultures and cannot use English for 
communication, deaf (or hard of hearing), or 
have speech or language impairments. It is the 
only multidimensional assessment that offers a 
completely nonverbal administration and various 
response modes in order ensure fairness. The 
UNIT has six subtests that are grouped into 
Symbolic and Nonsymbolic subtests. The total 
test provides several scores including a Full- 
Scale score (FSIQ), Memory Quotient (MQ), 
Reasoning Quotient (RQ), Symbolic Quotient 
(SQ), and Nonsymbolic Quotient (NSQ). 

 The test was standardized on a sample of 
2,100 children ages 5 through 17 who were stratifi ed 
by US geographic regions, SES levels, ethnicity, 
community settings, classroom placements, spe-
cial education services, and parental education 
attainment to match 1995 US demographics. 
Standardization data also included bilingual and 
ESL samples which accounted for 1.8 % and 2 % 
of the total sample, respectively; however, these 
proportions underrepresented the US population 
fi gures of 3.1 % and 4 %, respectively. The UNIT 
has not been standardized for use in foreign coun-
tries, nor does the manual address the issue of 
how to adapt UNIT administration in foreign 

countries when full-scale  restandardization is not 
possible. These issues should be taken into con-
sideration when administering the UNIT to Asian-
Americans, despite the test authors’ best efforts to 
ensure cross- cultural fairness (McCallum,  2003 ).   

    Summary and Recommendations 

 Assessment of intellectual functioning is integral 
to psychological testing across a wide variety of 
settings, including neuropsychological research 
and practice, assessment of cognitive disabilities, 
and assessments in school settings. Furthermore, 
IQ scores (for better or worse) are used by psy-
chologists and the general populace as a lens 
through which to understand and predict numer-
ous facets of an individual’s functioning, includ-
ing academic performance, career aspirations 
and skill development, and premorbid function-
ing in the case of brain injury. Because of the vast 
application and infl uence of IQ assessment, it is 
imperative that clinicians consider IQ in the con-
text of cultural factors and bias that can heavily 
impact outcomes. In the case of Asian-Americans, 
there are four major considerations. 

 First, the categorical term “Asian-American” 
misleads by implying that Asian-Americans rep-
resent one homogenous cultural group. Research 
and census data make it clear that the label 
encompasses individuals of numerous cultural 
backgrounds, countries of origin, ethnicities, val-
ues, educational access, socioeconomic statuses, 
income levels, English profi ciency levels, and 
immigrant statuses. Psychologists must be sensi-
tive to the wide variety of clients and patients that 
may be represented as Asian-American. This 
issue can be addressed through the use of thor-
ough intake and clinical interview practices that 
gather as complete a demographic profi le as pos-
sible for each examinee. 

 The second major issue of concern in assess-
ing intellectual functioning in Asian-American 
populations is the impact of education and SES. 
In many Asian-American cultures, academic per-
formance is highly emphasized as a measure of suc-
cess and social mobility (Blair & Qian,  1998 ; Dandy 
& Nettelbeck,  2002 ). In fact, Asian- Americans in 
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general have higher educational achievement 
than other ethnic minority groups (US Census 
Bureau,  2004 ). Higher educational achievement 
is also often linked to higher SES and the numer-
ous advantages that accompany it. Academic 
achievement is well known to affect performance 
on measures of intellectual functioning, thus, 
psychologists must consider that individuals of 
Asian-American backgrounds with higher edu-
cational attainment and higher SES are likely to 
perform better on measures of IQ. By the same 
token, care must be taken to avoid assuming 
higher education level and SES based on ethnic 
status, as some populations of Asian- Americans 
(particularly those from refugee backgrounds) 
are often less educated and of lower SES than 
average. 

 A third aspect of intellectual assessment 
important to Asian-American populations is the 
testing environment itself. Clinicians should be 
sensitive to the possible impact of their role as 
the authority fi gure in a testing setting (Yeh & 
Yeh,  2002 ), as well as generational (and 
acculturation- related) differences in beliefs 
about the value and validity of psychological 
testing (Fujii & Vang,  2011 ). 

 Finally, language profi ciency is of particular 
concern in testing Asian-American clients, as 
numerous studies have shown that language abil-
ities, bilingualism, and learning English as a sec-
ond language infl uence testing outcomes (e.g., 
Bankston & Zhou,  1995 ; Bialystok,  2002 ; Hsia 
& Peng,  1998 ; Hsieh & Tori,  1993 ; Kennedy & 
Park,  1994 ). Again, a thorough clinical interview 
should clearly establish the context for an exam-
inee’s English profi ciency, including whether it 
was his or her fi rst language, what language is 
spoken in the home, and how long he or she has 
been speaking English. As always, assumptions 
about an individual’s true fl uency and compre-
hension should not be made based on conversa-
tional ability, length of residence in the US, or 
other superfi cial factors. 

 An examination of the extant normative data 
for Asian-Americans’ performances on IQ mea-
sures reveals a wide variety of quality. In the 
past, Asian-Americans have been included in 
nonspecifi c (and thereby fairly uninformative) 

ethnic categories such as “Other” along with 
Native Americans and Pacifi c Islanders. More 
recent normative data improve upon this by 
including the (still-relatively-nonspecifi c, but 
somewhat narrowed) “Asian-American” cate-
gory, though Asian-Americans often remain 
represented disproportionately less in normative 
testing data than in the actual US population. 
The data shows a potential language and educa-
tion/SES bias in many cases, as Asian-
Americans perform better on quantitative versus 
verbal measures, and have the highest IQ of any 
ethnicity on the well-used WAIS-IV. In fact the 
issue of language and translation of tests pres-
ents a particular problem in this group, as there 
are numerous languages spoken by those 
counted as Asian-Americans, and some lan-
guages (such as Korean) do not lend themselves 
readily to direct translation from English. One 
approach to these barriers is to become compe-
tent in administration of nonverbal intelligence 
tests that do not rely on language comprehen-
sion. In addition, continued inclusion of increas-
ingly specifi c Asian-American populations in 
normative data and validity research is impera-
tive to better understanding of the effect of test 
bias on these groups. The issues involved in 
testing intellectual functioning among Asian- 
Americans are complex, and present clinicians 
with the responsibility to educate themselves 
about each client’s cultural background, educa-
tion, acculturation, language ability, etc., in 
order to interpret test results cautiously within a 
well- understood context.     
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           What Is Malingering and Effort? 

    Malingering is defi ned as “the intentional pro-
duction of false or grossly exaggerated physical 
or psychological symptoms, motivated by exter-
nal incentives such as avoiding military duty, 
avoiding work, obtaining fi nancial compensa-
tion, evading criminal prosecution, or obtaining 
drugs” by the DSM-IV-TR and recommenda-
tions for suspecting the presence of malingering 
are made in situations in which two or more of 
the following are observed: medicolegal context 
of presentation, marked discrepancy between 
self- reported stress or disability and objective 
fi ndings, lack of cooperation during diagnostic 
evaluation or with prescribed treatment, or pres-
ence of antisocial personality disorder (American 
Psychiatric Association,  2000  p. 683). Rogers 
( 1997 ) identifi ed three models of malingering 
that map onto the APA’s defi nition: pathogenic 
(underlying mental disorder), criminological 
(antisocial and oppositional motivation), and 
adaptational (cost–benefi t analysis in response 
to adversarial circumstances). In order to study 
this construct, three primary approaches to 

assessing memory malingering have been devel-
oped: measures containing response style indi-
ces (e.g., MMPI-2), measures with a cutoff 
score indicative of memory malingering (e.g., 
Digit Span), and measures specifi cally designed 
for the assessment of memory malingering (e.g., 
Statement Validity Tests; Iverson & Binder, 
 2000 ). A number of problems in evaluating 
research on these measures with Asian popula-
tions have been raised: researchers often don’t 
parse out the ethnic makeup of participants 
(e.g., Bowden, Shores, & Mathias,  2006 ), do not 
conduct analyses of ethno-racial factors, and 
fail to compare scores for different ethnic groups 
(e.g., O’Bryant, Engel, Kleiner, Vasterling, & 
Black,  2007 ; Temple, McBride, Horner, & 
Taylor,  2003 ). 

 Although the literature utilizes both “malin-
gering” and “effort” as terms to describe a 
feigning of symptoms, in this chapter the term 
“malingering” is used as the majority of the 
assessment instruments discussed seek to 
determine whether symptoms are feigned and 
the term better captures the intentional produc-
tion of symptoms that are motivated by an 
external incentive. By contrast, the term 
“effort” implies that motivation, which may 
arise from different sources (e.g., fatigue, 
boredom with the administration) plays a role 
in the examinee’s performance and this doesn’t 
adequately address the primary component of 
intentionality in malingering.  
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    Why Assessment Is Important? 

 Accurate assessment of malingering is very 
important due to (a) the potential iatrogenic 
effects of an intervention delivered to someone 
who doesn’t need it or of failing to deliver an 
intervention to someone who does need it and (b) 
the fi nancial costs associated with malingering, 
which include both payments for unnecessary 
medical services but also cost associated with 
fraud (Garriga,  2007 ). Accurate assessment of 
malingering can be especially complicated with 
working with minorities such as Asians because 
the research is either scarce or nonexistent and 
because differences in performance may due to 
cultural differences when a measure has been 
applied to groups for whom it hasn’t been vali-
dated. In line with the APA guidelines on work-
ing with ethnic, linguistic, and culturally diverse 
populations, clinicians should be able to justify 
the use of any measure for the detection malin-
gering as well as to discuss any limitations in 
interpretations of results due to cultural and lin-
guistic factors. 

 There are three types of research methodol-
ogy used to study malingering: known-groups 
comparison, differential prevalence design, and 
simulation design, each with methodological 
advantages and limitations (Rogers,  1997 ). 
While simulation designs in which participants 
are given scenarios (e.g. you’re a failing stu-
dent, about to be expelled, but if you can con-
vince the school that you have a mental disorder 
you may stay at the school) then instructed to 
fake symptoms in order to put on a convincing 
presentation of mental disorders are used most 
often and have high internal validity (and there-
fore will be the primary types of studies 
reviewed in this chapter), they have been criti-
cized for their lack of external validity. In addi-
tion to the evaluation of measures for validity 
and reliability, measures such as malingering 
ones that seek to differentiate between those 
who feign symptoms and those who don’t also 
must be tested for their sensitivity (identifying 
malingerers correctly) and specifi city (identify-
ing non-malingerers correctly).  

    Aims of the Chapter 

 Thus, the aim of this chapter is to explore the 
most commonly used and/or researched mea-
sures that strive to assess for malingering specifi -
cally in the context of their use with Asians and 
to generate evidence-based recommendations for 
the assessment of malingering with the Asian cli-
ent. In addition to reviewing the research on these 
measures in-text below, Table  11.1  offers a sum-
mary of each measure and it’s availability in rel-
evant languages. Findings indicate that, for the 
most part, researchers aiming to validate malin-
gering assessments have not specifi cally evalu-
ated their psychometric properties with Asian 
populations, although Asians have not been com-
pletely excluded from such research studies. 
Asian versions of several instruments have been 
developed in foreign countries (e.g., China and 
Korea) and those have been demonstrated to be 
effective in discriminating malingerers from 
non- malingerers, though it should be noted that 
research conducted in other countries may not 
generalize to Asian-American clients. Clearly, 
further research on the use of malingering assess-
ment instruments with Asian clients is warranted 
for many of the instruments described in this 
chapter. However, there is little evidence that cul-
tural differences play a signifi cant role in the way 
in which clients respond on such measures in a 
manner that reduces their accuracy in detecting 
malingering and therefore most of the instru-
ments discussed below are acceptable for use 
with Asian clients.

      Test of Memory Malingering (TOMM: 
Tombaugh,  1996 ) 

    The TOMM is a 50-item recognition test devel-
oped to distinguish exaggerated or faked mem-
ory impairment. Clients are administered two 
learning trials and an optional retention trial dur-
ing which 50 line drawings of common fi gures 
are presented and have to be correctly identifi ed 
in recognition panels which are subsequently 
shown to the client. The retention trial is only 
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administered if individuals score lower than 45 
on the second learning trial. Individuals who 
receive a score lower than 45 on the second trial 
are considered to have an invalid test perfor-
mance. Research reveals that over half (55.6 %) 
of participants in nonclinical populations score 
49 or 50 on the TOMM and only 8.4 % score 
lower than 45 (Tombaugh,  1996 ). 

 The TOMM has been researched specifi cally 
with Asians in a single international study con-
ducted in Hong Kong. Chang ( 2006 ) developed 
an assessment battery for the detection of 
malingering that included two measures devel-
oped by Chang herself (a famous faces test and 

a subjective memory questionnaire), the TOMM, 
and indices in the Hong Kong List Learning 
Test (HKLLT, Chan & Kwok,  1999 ) indicative 
of memory malingering (i.e., Recognition Hits, 
Difference of Recall and Recognition, and 
False Alarm). Chang included the TOMM in 
her memory malingering battery of tests 
because the measure’s stimuli “provided a cul-
tural-free component” (p. 47). Two conditions 
were tested, simulated malingering (SM) and 
true effort (TE) in a sample of 57 community 
participants in Hong Kong. Signifi cant differ-
ences between conditions were found for all 
four measures, and the battery assessment 

    Table 11.1    Malingering and effort tests   

 Test name 
 Original 
language 

 Available in Asian 
languages? a  

 Research conducted 
with Asians 

 Are cultural 
modifi cations 
necessary? 

 Test of Memory 
Malingering 

 English  Since this test is 
essentially a nonverbal 
test it can be utilized 
with Asian clients 

    Multiple studies 
have supported the 
use of this measure 
with Asians 

 No 

 The Medical Symptom 
Validity Test (1) and 
Nonverbal Medical 
Symptom Validity Test 

 English  No (1); Since the 
NVMSVT is a 
nonverbal test it can 
be administered 
in any language 

 Yes, limited 
research has been 
conducted 

 No 

 Digit Memory Test  English  Since this is a test 
employing numbers it 
can be utilized with 
Asian clients 

 Two studies have 
evaluated the DMT 
specifi cally with 
Asians 

 No 

 Rey 15 Items  English  No (letters and Roman 
numerals utilized are 
drawn from Latin 
alphabet) 

 One study evaluated 
the Rey 15 Items 
specifi cally with 
Asians 

 Yes—in the case of 
elderly clients; language 
issues may exist as well 

 Digit Span  English  Since this is a test 
employing numbers 
it can be utilized with 
Asian clients 

 One study evaluated 
the Digit Span 
specifi cally with 
Asians 

 No 

 MMPI, MMPI-II, and 
MMPI-2-RF 

 English  Chinese, Korean, 
Hmong (MMPI-2 
only) 

 Extensive research 
has been conducted 
with Asian Samples 

 Yes—please see the 
section on the MMPI 
and MMPI-2 for 
specifi cs 

 The Structured 
Interview of Reported 
Symptoms 

 English  No  Yes, limited 
research has been 
conducted 

 Yes—in the case 
of evaluation of 
adolescents 

 Miller-Forensic 
Assessment of 
Symptoms Test 
(M-FAST) 

 English  No  Yes, limited 
research has been 
conducted 

 No 

   a These include, but are not limited to, Chinese, Japanese, Korean, and those spoken by Southeast Americans (e.g., 
Hmong, Filipino, Thai, Burman, and Laotian)  
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correctly classifi ed 96 % of participants in the 
SM condition and 100 % of those in the TE con-
dition. The TOMM cutoff score of 45 correctly 
identifi ed 84 % of participants in the SM condi-
tion and 100 % of those in the TE condition. 

 Subsequent data analyses compared the 
scores of 57 community participants to those of 
a sample of depressed patients ( n  = 39) in order 
to evaluate the effect of depression on memory 
malingering measures. Both groups were split 
into two the conditions described above, SM and 
TE; however, data from the simulated malinger-
ing Depression (SMD) group were dropped prior 
to analysis due to the failure of this group to 
comply with the feigning malingering instruc-
tions. Analysis of the remaining three groups, 
simulated malingering, true effort, and true effort 
depressed groups revealed signifi cant differ-
ences between the SM and TE and SM and TED 
groups, and no signifi cant differences between 
the two true effort groups on all measures of 
memory malingering except for on the HKLLT 
Recognition Hits index. The TOMM correctly 
identifi ed 80 % of depressed patients and 100 % 
of normal controls. 

 A review of the extant literature on research of 
the TOMM in countries that have large immi-
grant populations (e.g., the USA, Canada) Asians 
have made up 0.008–40 % of the samples of stud-
ies where the TOMM was researched. For exam-
ple, Moore and Donders ( 2004 ) examined the 
utility of the TOMM and the California Verbal 
Learning Test II (CLVT-II; Delis, Kramer, 
Kaplan, & Ober,  2000 ) in identifying invalid test 
performance in patients with Traumatic Brain 
Injury (TBI). The authors selected a sample of 
132 patients, one of which was Asian-American 
who had suffered from a traumatic brain injury 
and had been seen at a Midwestern rehabilitation 
facility. Results indicated that the scores of 20 
patients (15 %) were suggestive of invalid test 
performance (15 on the CLVT-II, 11 on the 
TOMM, and 6 on both measures). Further analy-
sis of the data indicated that both fi nancial com-
pensation seeking and prior psychiatric history 
accounted for a large part of the invalid test 
performance. 

 Sollman, Ranseen, and Berry ( 2010 ) evaluated 
the ability of a battery of tests including 
ADHD self-report inventories, neuropsychologi-
cal tests, Symptom Validity Tests (SVTs), and 
psychiatric malingering tests to detect feigning 
of ADHD symptoms in a sample 73 under-
graduate students divided in three groups: an 
honest responding (clinically diagnosed) ADHD 
group (ADHD), a normal honest responding 
group (HON), and a normal feigning group 
(FGN). Three students, all in the FGN group, 
were Asian. SVT’s included the TOMM, Digit 
Memory Test (DMT; Hiscock & Hiscock,  1989 ), 
Letter Memory Test, Card Version (LMT; Inman 
et al.,  1998 ; Schipper, Berry, Coen, & Clark,  2008 ), 
and Nonverbal–Medical Symptom Validity 
Test (NV-MSVT; Green,  2006 ). Additionally, the 
Miller Forensic Assessment of Symptoms Test 
(M-FAST; Miller,  2001 ) was administered to 
screen for psychiatric response rather than for 
malingering and “few participants endorsed 
many of the questions” on this measure (p. 331). 
Signifi cant Differences were found between the 
ADHD and FGN groups on all four measures of 
malingering. The TOMM was determined to be 
the most promising in detecting malingering, 
with trial one revealing high sensitivity and 
moderate specifi city, while the second learning 
trial and retention trial both revealed moderate 
sensitivity and high specifi city. The remaining 
SVTs (DMT, LMT, and NV-MSVT) all had mod-
erate sensitivity and high specifi city. When 
results on multiple measures were combined and 
the threshold of three or more failures was 
selected, positive predictive power (PPP) of 
feigning was 100 %, highlighting the importance 
of using multiple measures in the assessment of 
malingering. 

 Gervais, Wygant, Sellbom, and Ben-Porath 
( 2011 ) evaluated the relationship between 
Symptom Validity Test (SVT) failure and exag-
geration of psychological symptoms on the 
MMPI-2 Restructured Form validity and sub-
stantitative scales (Higher Order [H-O], 
Restructured Clinical [RC], Specifi c Problems 
[SP], and Interest scales, and revised versions of 
the PSY-5 scales; MMPI-2-RF; Ben-Porath & 
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Tellegen,  2008 ). Of the 1,003 Forensic Disability 
Claimant participants, 2.7 % were Asian. 
Participants were administered several SVTs 
including the TOMM, the Word Memory Test 
(Green,  2003 ), the Computerized Assessment of 
Response Bias (   Allen, Conder, Green, & Cox, 
 1997 ), and the Medical Symptom Validity Test 
(MSVT; Green,  2004 ). Only participants who 
had completed at least three SVTs were included 
for analysis ( n  = 747). Results indicated that a 
strong association existed between failure on the 
SVTs and overreporting of symptoms on the 
MMPY-2-RF as measured by the overreported 
psychological dysfunction (F-r), extreme psy-
chopathology (Fp-r), somatic complaints (Fs), 
and noncredible reports of somatic or cognitive 
symptoms (FBS-r) scales. 

 Weinborn, Woods, Nulsen, and Leighton 
( 2012 ) examined the effects of coaching on two 
Symptom Validity Tests, the MSVT (Green, 
 2004 ) and Nonverbal Medical Symptom Validity 
Test (NVMSVT; Green,  2007 ). Three condi-
tions, symptom coached (SCG), test coaching 
(TCG), and combined symptom and test coach-
ing (STCG), were compared to a control condi-
tion (best effort, BECG) in order to determine 
whether the original and nonverbal medical 
symptom validity tests were resistant to coach-
ing interventions. These two STVs were then 
compared to a validated assessment instrument, 
the TOMM in a sample of 103 participants, 
which included 42 Asians (40.8 %). Specifi c to 
the TOMM, there was a statistically signifi cant 
difference between SCG scores and TGC and 
STGC scores, with no signifi cant difference 
emerging between the TGC and STGC condi-
tions. Analyses of the MSVT found mixed 
results, with no statistical differences between 
TCG and SCG scores, statistically signifi cant 
differences between STCG and TCG scores on 
four of the trials (Immediate Recall—IR, 
Delayed Recall—DR, Paired Associations—PA, 
and Free Recall—FR) and statistically signifi -
cant differences between STCG and SCG scores 
on two of the trials (IR and FR). Lastly, results of 
the NVMSVT revealed no signifi cant difference 
between TCG and SCG scores except for on the 
DRV and FR subtests, while there was a signifi cant 

difference between STCG and SCG scores on IR, 
DR, Delayed Recognition- Associations (DRA), 
and Delayed-Recognition- Variations (DRV) 
trials but not on the Consistency (CNS) index. 
These fi ndings indicate that the Best Effort 
Comparison Group’s scores were “indicative of 
the highest levels of effort for all three SVT 
instruments, followed by the Symptom and Test 
Coached Group, then the Test Coached Group, 
with scores suggestive of the lowest levels of 
effort produced by the Symptom coached 
Group” (p. 839). Sensitivity scores were as fol-
lows: for the SCG, the TOMM and MSVT cor-
rectly identifi ed 100 % of participants, while the 
NVMSVT correctly identifi ed 96 %; for the 
TCG the TOMM 89 %, MSVT 92 %, NVMSVT 
92 %; for the STCG the TOMM 83 %, 83 %, 
88 %. These results indicate that both test and 
symptom coaching are required in order to produce 
better effort scores on the MSVT and NVMSVT, 
compared to just test coaching required for the 
TOMM. 

 With the exception of the international study 
conducted by Chang ( 2006 ), Asians have been 
largely excluded from research evaluating the 
TOMM. Additionally, given that the Chang 
( 2006 ) study was conducted in Hong Kong, 
external validity issues may exist; the results may 
not generalize to Asians living in the USA; how-
ever, empirical evidence that suggests that the 
TOMM is not appropriate for use with Asians is 
absent. Therefore, the minimal research described 
above suggests that the TOMM is effective in 
detecting malingering and provides support for 
its use with Asian clients.  

    The MSVT (Green,  2004 ) and the 
NVMSVT (Green,  2007 ) 

 The MSVT is a shortened version of the Word 
Memory Test developed in order to assess effort. 
This measure contains three effort scales, 
Immediate Recall (IR), Delayed Recall (DR), 
and Consistency (CNS), and two memory scales, 
Paired Associates (PA) and Free Recall (FR). 
Effort is measured by the IR and DR scales by 
selecting between a correct and distracter word in 

11 Assessing Effort and Malingering with the Asian Client



170

a forced choice task, while the CNS scales 
measures the degree of consistency between the 
IR and DR scores. A score of 85 % or less on any 
of the three scales is indicative of poor effort 
demonstrated by the patient. However, a signifi -
cantly lower performance on the memory scales 
than on the effort scales is indicative of a demen-
tia profi le. The NVMSVT is a forced choice test 
containing of 10 paired objects (e.g., a cartoon 
drawings) presented on a computer screen for a 
total of 20 objects. Green ( 2007 ) reported 72.5 % 
sensitivity in the simulators, 95 % specifi city in 
dementia patients, and 100 % specifi city in vol-
unteers providing good effort in the development 
of the measure. 

 The MSVT has been evaluated utilizing Asian 
clients as research participants and their inclu-
sion in research studies has ranged from 2.7 to 
40.8 %. Armistead-Jehle ( 2010 ) administered the 
MSVT to a sample of 45 veterans who had scored 
positive on a traumatic brain injury (TBI) mea-
sure at the Veterans Health Administration. 
Demographic analyses indicated that 6.7 % of the 
veteran sample was Asian, 51.1 % Pacifi c 
Islander, 22.2 % Caucasian, 15.6 % African and 
4.4 % Hispanic. Results revealed that 58 % of 
participants received a failing score of 85 % or 
lower on at least one of the easy subtests (IR, DR, 
and CNS). Of importance, no signifi cant differ-
ences emerged between those who passed and 
those who failed the MSVT among the various 
ethnic groups. Additional studies evaluating the 
MSVT include Gervais et al. ( 2011 ), and 
Weinborn et al. ( 2012 ) and discussed in the sec-
tion on the “TOMM” above. The NVMSVT has 
not been studied specifi cally with Asians; how-
ever, the Weinborn et al. ( 2012 ) and Sollman 
et al. ( 2010 ) studies discussed above in the sec-
tion on the “TOMM” have included Asians in 
their sample. The limited research on the MSVT 
and NVMSVT with Asians highlights the need 
for further studies in order better determine the 
instruments’ psychometric properties with this 
population. However, the outcome of the 
Armistead-Jehle ( 2010 ) study lends support for 
the recommendation to use this measure when 
evaluating malingering with the Asian client.  

    Digit Memory Test (DMT; Hiscock & 
Hiscock,  1989 ) 

 The DMT utilizes a forced-choice paradigm in 
which individuals are fi rst exposed to a card con-
taining a number for 5 s, and then are asked to 
select that card from a two-card presentation con-
taining the correct card as well as a foil. The pro-
cedure is repeated with 10 and 25 s presentation 
times. Performance on the DMT at less than 
chance levels (i.e. at the  p  < 0.05 level) is indica-
tive of malingering. 

 Two international studies have evaluated the 
utility of the DMT with Asian clients. Chiu and 
Lee ( 2002 ) enlisted 38 Chinese university fresh-
men in order to determine whether detection of 
malingering behavior changed based on the level 
of task diffi culty of the DMT. Easy items were 
ones in which the foil and correct response were 
produced by a random table of numbers (e.g., 
42719 and 81359) while diffi cult items included 
numbers with just a few digits that were different 
(e.g., 62866 and 62686). All participants were 
tested in the control and fake bad conditions. 
Results revealed signifi cant differences between 
the control and malingering group, the latter 
group performing more poorly than the former. 
Additionally, malingering participants had lower 
scores at the higher level of diffi culty on the 
DMT. Cutoff scores were established based on 
Hiscock and colleagues’ ( 1994 ) suggestion of 
actual group performance on the test. This 
resulted in a cutoff score of 29.7 that correctly 
classifi ed 76 % of malingering participants at the 
diffi cult level and 30 % at the easy level. Based 
on these fi ndings, the authors recommended that 
a more stringent cutoff score be used when the 
easy level of the DMT is tested while keeping in 
mind the probability of getting false-positives 
and false-negatives. 

 Liu, Gao, Li, and Sheng ( 2001 ) also found sig-
nifi cant differences on the DMT between simu-
lating malingerers and controls in a college 
sample, providing further support for the use of 
the instrument in detecting feigning of memory 
defi cits. A third study, Sollman et al. ( 2010 ), 
described in the section on the “TOMM,” included 
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Asians in the sample although scores were not 
reported by ethnicity. Given the scarcity of 
research on the psychometric properties of the 
DMT with Asian clients, further studies should 
be conducted to evaluate the ability of the DMT 
to detect malingering in Asians. Additionally, 
two of the three studies described were conducted 
in China, and there is always the possibility that 
the results may not generalize to Chinese living 
in the USA, other Asians, etc. However, there is 
currently no evidence that the DMT may function 
differently for various ethnic groups; therefore, 
its use is recommended with the Asian client.  

    Rey 15-Item Memory Test 
(Rey,  1964 ) and Wechsler Digit 
Span (Wechsler,  1990 ) 

    Rey 15 Item 
 The Rey 15 Item requires individuals to memo-
rize 15 printed items (see Fig.  11.1 ;    Benuto, 
 2013 ) after being exposed to them visually for 
10 s, and to draw them on a blank piece of paper. 
The score is the number of correctly reproduced 
items.    Salazar et al. ( 2007 ) has advocated for 
lowering cutoffs (recall plus [recognition minus 
false positives <20]) on the Rey 15 Item in order 
to avoid excessive false positives that may emerge 
due to differences between bilinguals and mono-
lingual non-English-speaking patients. The Rey 
15 has been evaluated in an international study 
(see Yamaguchi,  2005  below).

       Wechsler Digit Span 
 The Wechsler Digit Span includes two tasks, 
digit forward and digit backwards. In the digit 
forward task, the administrator reads a series of 

digits (beginning with 2 and ending at 9) at the 
rate of 1 per second and the client is instructed to 
repeat those digits back to the administrator in 
correct order. After failure on two consecutive 
trials of a series, the test is discontinued. 
Researchers found that the ability to repeat num-
bers back in correct order is retained for elderly 
patients, those with dementia, and TBI (e.g., 
Benton, Esligner, & Damasio,  1981 , Storandt, 
Botwinick, Danziger, Berg, & Hughes,  1984 ). In 
the digit backward task, the client is instructed to 
repeat the digits backward; the same discontinua-
tion criterion is applied. A score of less than fi ve 
on the digit span forward and less than four on 
the digit span backward is deemed atypical even 
for those elderly individuals aged 85–89 
(Wechsler,  1997 ). 

 Both Digit Span and the Rey 15 item have 
been assessed with an Asian population. 
Specifi cally, Yamaguchi ( 2005 ) evaluated the Rey 
15-Item Memory Test and the Wechsler Digit 
Span subset of the WAIS-R (Wechsler,  1990 ) in 
detecting malingered memory impairment in a 
Japanese sample. Fifty-two participants, includ-
ing healthy young and elderly controls, instructed 
malingering, and elderly nursing home individu-
als were utilized for the study. Fifteen participants 
were assigned to Group I and received standard 
instructions, 17 participants were assigned to 
Group II and were instructed to lie about head-
trauma symptoms resulting from a car accident, 
12 elderly participants were assigned to Group III 
and received standard instructions as well and 
group IV was comprised of 8 nursing home 
participants, 7 with dementia and 1 with psychiat-
ric disorder. The Rey 15-Item Memory Test 
instructions were translated into Japanese by the 
researcher, after which they were back translated 
into English by ten bilingual volunteers to ensure 
the accuracy of the instructions. The Wechsler 
Digit Span subset was taken from the Japanese 
version of the WAIS-R (Wechsler,  1990 ). After 
the administration participants in the malingering 
group were asked to determine if they thought 
they had successfully lied about having a head 
injury. Two separate analyses were performed 
with the fi rst including all participants in the 
malingering group while the second excluding 

A B C

1 2 3

a b c

I II III

  Fig. 11.1       Rey 15 items, Benuto ( 2013 )       
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participants who reported not being able to 
successfully malinger symptoms on both of the 
tests. Results for the Rey 15 Item revealed that the 
normal controls in group I performed similarly to 
the elderly in group III but signifi cantly better 
than the malingerers in group II and the nursing 
home patients in group IV. Malingerers in group 
II and the elderly in group III both performed sig-
nifi cantly better than the elderly in group IV. The 
most effective cutoffs were determined to be <9 
for items and <2 for columns. Different sensitivity 
and specifi city values were found for malingering 
based on which groups were used for comparison. 
Results of the Digit Span test indicated that nor-
mal controls in group I recalled signifi cantly more 
items than malingerers in group II and nursing 
home elderly in group IV. There was no signifi -
cant difference in number of items recalled 
between groups I and III, and groups II and IV. 
The most effective cutoffs were ≤8 digits for total 
digits, ≤4 and ≤5 digits for forward digit span, 
and ≤2 and ≤3 for backward digit span. Results 
were similar when the individuals who reported 
not successfully malingering were removed from 
the analyses. Effective cutoffs were ≤9 for items, 
and ≤1 and ≤2 for both  columns and rows on the 
Rey 15 Item and ≤7 and ≤8 for total digit score, 
≤4 for forward digit span and ≤2 and ≤3 for 
backward digit span. Taken together, these results 
provide most support for the utility of the Digit 
Span forward in identifying normal participants 
and discriminating them from the malingerers. 
The Rey 15 Item proved to be too diffi cult a task 
for the elderly nursing home residents with 
dementia. Because of this, the author recom-
mended that the Digit Span be used when evaluat-
ing elderly impaired Japanese patients. 

 Neither the Rey 15 Item nor the Digit Span 
has been evaluated with Asians living in the 
USA. Therefore, the results of the Yamaguchi 
( 2005 ) study may not generalize to those popula-
tions. However, there is no empirical evidence 
that ethnicity and culture signifi cantly impact the 
ability of the Digit Span to detect malingering 
especially when items are drawn from a validated 
instrument (i.e., the Japanese version of the 
WAIS-R; Wechsler,  1990 ), and, therefore, its use 

is recommended with Asian clients. In the case of 
the Rey 15 Item there is some concern that the 
items, which include symbols derived from the 
Latin alphabet, may not function in the way they 
were expected for those who are only familiar 
with Asian alphabets. Further studies should be 
conducted to determine whether the Latin sym-
bols are adequate for use with Asian populations 
or whether the Rey 15 Item should be revised to 
include Asian symbols. The potential issue of 
language and Yamaguchi’s ( 2005 ) fi nding that 
assessment instrument was too diffi cult for 
elderly nursing home residents with dementia 
indicate that caution should be used when the 
Ray 15-Item is employed with Asian clients; 
additionally, evaluation procedures should make 
use of multiple measures to assess malingering.   

    Minnesota Multiphasic Personality 
Inventory (MMPI) and Its Variants 

 The MMPI is one of the most frequently used 
measures in psychology to assess for personality 
and psychopathology. Because a large portion of 
the personality assessment chapter was dedicated 
to the MMPI-2 and the Asian client, this section 
will only focus on the MMPI-2 and the Asian cli-
ents as the measure is associated with malinger-
ing. Several MMPI scales have been used to 
detect malingering. The Fake Bad Scale (FBS; 
Lees-Haley, English, & Glenn,  1991 ) is the pri-
mary scale used for this purpose as it was specifi -
cally developed to assess response bias (Larrabee, 
 1998 ). Research has indicated that the FBS pos-
sesses good discriminant validity in studies of 
traumatic brain injury litigants (Greiffenstein, 
Baker, Gola, Donders, & Miller,  2002 ; Larrabee, 
 2003 ; Martens, Donders, & Millis,  2001 ; Ross, 
Millis, Krukowski, Putnam, & Adams,  2004 ). 
Additional studies reported in the Berry, Baer, 
and Harris ( 1991 ) and Rogers, Sewell, and 
Salekin ( 1994 ) meta-analyses have found that 
other scales such as the F (Infrequency) Scale, 
the F-K (Infrequency minus Defensiveness) 
index, the Fb (Back Infrequency Scale) Scale, the 
revised Social Desirability Scale, and the 
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obvious- subtle index were effective at detecting 
fake-bad profi les. Furthermore, the F and Fb 
scales and F-K index have been demonstrated to 
have good discriminate validity (Bagby, 
Nicholson, Buis, & Bacchiochi,  2000 ; Cramer, 
 1995 ; Lim & Butcher,  1996 ). 

    MMPI 
 With regard to the use of the MMPI and the Asian 
client, Sue and Sue ( 1974 ) compared the MMPI 
records of Chinese and Japanese students ( n  = 48) 
to those of non-Asian controls ( n  = 120) at a stu-
dent clinic at a West Coast university and found 
that Asian students had elevated scores on the L 
and F scales. Results also revealed that the Asian 
students tended to underutilize mental health ser-
vices, report a higher number of somatic com-
plaints and to have higher familial discord. The 
authors hypothesized that the increased somatic 
complaints may be due to the acceptability of 
physical conditions over that of expression of 
mental problems in Asian families. Tsushima and 
Onorato ( 1982 ) conducted a similar study in 
which the medical records of white and Japanese- 
American patients at a private medical center in 
Hawaii were compared. Results indicated that 
there were no racial differences in scores on the 
different scales, and that other factors such as 
gender better accounted for any differences in 
responding. The authors noted that these results 
“imply that the MMPI interpretation rules based 
on white norms are applicable to certain Japanese- 
American medical patients” (p. 151) but that fur-
ther research is needed in order for the results to 
generalize to other Asian-American population. 

 Wetter and colleagues ( 1992 ) attempted to 
determine whether validity scales on the MMPI-2 
would be just as effective as the scales on its 
MMPI predecessor in differentiating random 
responses from malingering. In order to study the 
MMPI-2 scales, 151 college students, 7 % of 
which were Asian, were divided in four condi-
tions: random responding, fake “moderate” 
group, fake “severe” group and control. Results 
indicated that the MMPI-2 scales were effective 
in differentiating between the two types of 
responding, especially the VRIN scale. Because 
the MMPI is in its second rendition, the research 

discussed above was conducted 20+ years ago 
below more recent research on the MMPI-2 is 
discussed.  

    MMPI-2 
 Researchers found that Asians tend to endorse 
more somatic symptoms than Caucasians on the 
MMPI-2, for example in the case of depression 
(e.g., Marsella, Kinzie, & Gordon,  1971 , Ryder 
et al.,  2008 ). Tsushima and Tsushima ( 2002 ) 
evaluated whether racial differences existed 
between the MMPI-2 scores of 130 white and 66 
Japanese-American outpatients at a private med-
ical center in Hawaii. The authors found no sig-
nifi cant differences on any of the 13 scales. 
However, power for the study was low (0.50) and 
therefore these results can’t be interpreted to 
mean that Japanese-Americans score similarly to 
whites on the MMPI-2. A second study com-
pared the scores of the outpatient sample to that 
of 32 “normals” that included two Japanese 
Americans, three Chinese Americans, one 
Korean American, and one Pacifi c Islander 
American. Specifi c to the validity scales, signifi -
cant differences were found between the “nor-
mal” and outpatient sample, the latter scoring 
higher on scales F, K, and L. With regards to 
race, there were signifi cant differences between 
Japanese-American Participants and “normals” 
on all scales with the exception of scale L and 5. 
Sue and colleagues ( 1996 ) evaluated differences 
in responding on the MMPI-2 among less accul-
turated Asians, highly acculturated Asians and 
Whites and the sample was 59.4 % Asian. The 
authors found no signifi cant differences among 
the three groups on the Lie (L) and Defensiveness 
(K) scales, although there were signifi cant gen-
der differences on the L scale with females scor-
ing higher than males. Differences were also 
signifi cant on the Infrequency (F) scale, as less 
acculturated Asians scored signifi cantly higher 
than their White counterparts. A pattern emerged 
among the three groups regardless of whether 
differences were signifi cant or not, namely that 
the less acculturated Asians scored higher than 
the highly acculturated Asians, which in turn 
scored higher than the whites. This pattern was 
also observed in the profi le validity of the three 
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groups. In light of these fi ndings, the authors 
suggest that cultural factors be taken into consid-
eration when interpreting the profi les of Asian-
American clients, especially when the level of 
acculturation is low. 

    Tsushima and Tsushima ( 2009 ) sought to 
determine whether differences existed between 
Asian-American and Caucasian patients seeking 
compensation or participating in personal injury 
litigation on the MMPI-2 validity scales. Scores 
of 48 Asian-American medical patients were 
compared to those of 109 Caucasian patients on 
the following scales: F scale, Back Infrequency 
Scale, Symptom Validity Scale, Infrequency- 
Psychopathology Scale, and Dissimulation Scale. 
Results revealed no signifi cant differences 
between the two ethnic groups on performance 
on any of the fi ve scales. 

 Barber-Rioja, Zottoli, Kucharski, and Duncan 
( 2009 ) evaluated the utility of the newly devel-
oped Criminal Offender Infrequency scale (Fc 
scale; Megargee,  2004 ) derived from the MMPI-2 
in detecting malingering in a forensic sample, of 
which less than 1 % was Asian. The Structured 
Interview of Reported Symptoms (SIRS; Rogers, 
 1986 ) was used to classify 140 male criminal 
defendants as either malingering (23 %) or hon-
est responders (77 %) using the malingering cri-
teria of “three or more SIRS scales in the probable 
range or one scale in the defi nite range” (p. 19). 
Results demonstrated that the F, Fc, Fb, and F(p) 
scales all had acceptable sensitivity and specifi c-
ity, with the Fc scale having similar sensitivity 
and specifi city as the F and Fb scales. These fi nd-
ings provide support for the predictive utility of 
the newly developed Fc scale in detecting 
malingering.  

    MMPI-2-RF 
 The MMPI-2-RF (Ben-Porath & Tellegen,  2008 ) 
was developed in order to provide a more current 
evaluation of the models of psychopathology 
and personality that are presently being used. 
Gervais, Ben-Porath, Wygant, and Sellbom ( 2010 ) 
evaluated the incremental validity of the MMPI-
2-RF symptom overreporting scales (F, Back 
Infrequency (Fb), Infrequency-Psychopathology 
(Fp), and FBS scales) and the scale developed 

for the prediction of cognitive Symptom Validity 
Tests (SVT) scale, the Response Bias Scale 
(RBS; Gervais, Ben-Porath, Wygant, & Green, 
 2007 ) over the MMPI-2 in a sample of 1,187 
non-TBI disability-related referrals and 2.7 % of 
them were Asian. Result indicated that the 
MMPI-2-RF scales had greater sensitivity in 
detecting memory complaints than their MMPI-2 
counterparts. Building on the results of a previ-
ous study that demonstrated that elevated scores 
on the RBS were not associated with objective 
memory functioning (Gervais, Ben-Porath, 
Wygant, & Green,  2008 ), the authors point out 
that “subjective memory complaints in the con-
text of elevated scores on RBS or the other 
MMPI-2-RF over-reporting scales are unlikely 
to indicate objective memory defi cits, but rather 
suggest exaggerated memory or other cognitive 
complaints” (p. 281).  

    The Chinese MMPI 
 The Minnesota Multiphasic Personality Inventory 
(MMPI) was translated into Chinese in Hong 
Kong and China and the reliability of this version 
and its translation equivalence to the English 
version has been demonstrated in multiple studies 
(e.g., Boey,  1985 ; Cheung,  1985 ; National MMPI 
Coordinating Group,  1985 ). However, results 
have indicated that a number of scales including 
the F scale are elevated in Chinese populations 
(Cheung & Song,  1989 ). As a result, Cheung, Song, 
and Butcher ( 1991 ) developed two infrequency 
scales for the Chinese MMPI (ICH1 and ICH2) 
in response to the literature showing that Chinese 
American college students (Sue & Sue,  1974 ) 
and Chinese “normals” and psychiatric patients 
(Cheung,  1985 ,     1986 ; Cheung & Song,  1989 ; 
Cheung, Song, & Zhang,  1996 ; National MMPI 
Coordinating Group,  1982 ) all received elevated 
scores on the F scale on the original MMPI. 
Validation of the scales was conducted with a 
large sample including participants from Hong 
Kong (psychiatric patients, prisoners, and college 
students, some of whom were asked to fake 
good and some who were asked to fake bad) and 
China (convicted murderers, obsessive- compulsive, 
manic-depressive, and schizophrenic patients). 
Results indicated that the fake-bad group scored 
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extremely high on the Chinese infrequency 
scales, and signifi cant differences between that 
group and the patient and prisoner groups 
emerged. The fake group’s scores were similar to 
those of the normative sample. Among the two 
infrequency scales, the ICH1, which included 
items that were endorsed by no more than 10 % 
of Chinese and Hong Kong samples, emerged as 
better discriminating between normals and 
patients within a valid range. The authors recom-
mend the use of this scale with Chinese patients 
over the original F scale even when this scale is 
rescored using local norms given that such trans-
formations ignore the norms on which the scale 
was originally developed and complicate inter-
pretations of score elevations.  

    The Korean MMPI-2 and Korean 
MMPI-2-RF 
 The MMPI-2 (Butcher, Dahlstrom, Graham, 
Tellegen, & Kaemmer,  1989 ) was fi rst translated 
into Korean by Han ( 1993 ,  1996 ) and subse-
quently underwent multiple translations and 
back-translations until items were deemed ade-
quate for testing with a Korean population. Hahn 
( 2005 ) explored the utility of the validation scales 
of the Korean MMPI-2 (Kim et al.,  2005 ) in the 
detection of fake-bad and fake-good profi les. 
The F (infrequency), Fb (fake-bad), F–K, and 
F(p) scales were developed when the original US 
MMPI scales resulted in elevated scores (e.g., 
high scores on F scale reported by Cho, Park, 
Ahn, & Shin,  1990 ). A sample comprised of 
South Korean students and psychiatric patients 
( n  = 219) was utilized for the study. The students 
were assigned to one of three conditions (fake- 
bad, fake-good problem denial, and fake-good 
claiming extreme virtue). Participants in the 
fake-bad condition received higher scores on the 
F, Fb and F(p) scales, and lower scores on the K 
scale compared to the psychiatric sample. The 
scales correctly classifi ed between 87 and 95 % 
of faking-bad and psychiatric participants, with 
the F scale being most useful in this classifi cation. 
On the other hand, faking-good profi les were 
classifi ed with less accuracy, and of the scales, 
the S scale was the most useful in the classifi cation. 
Because of the differences in the endorsement 

of certain items between Americans and Koreans 
(   e.g., #494—whether people should keep per-
sonal problems to themselves; #115—belief in 
after life; #20—satisfaction with sex life), the 
author recommended that instruments sensitive 
to a particular cultural context such as the Korean 
version of the MMPI-2 should be used. Dykhouse 
( 2012 ) found that the Korean MMPI-2-RF valid-
ity scales developed from the Korean MMPI-2 
item-pool correctly identifi ed over or under-
reporting honest participants in two conditions, 
uncoached and coached over (under)-report. 
Taken together, these results support the use of 
the Korean versions of the MMPI-2 and MMPI-
2-RF. Further research is needed to determine 
whether these versions would be adequate for use 
with Koreans in the USA, particularly those who 
don’t speak English or have a low level of 
acculturation.   

    The Structured Interview of Reported 
Symptoms (SIRS; Rogers et al.  1992 )  

    The SIRS is the most widely used malingering 
measure in forensic practice (   Archer, Buffi ngton- 
Vollum, Stredny, & Handel,  2006 ). The second 
edition of the measure (SIRS-2;    Rogers, Sewell, 
& Gillard,  2010 ) has been modifi ed to prevent 
false-positive and false-negative classifi cation 
errors (   Rubenzer,  2010 ). 

 The SIRS has not been evaluated specifi cally 
with Asians; however, Asians have been part of 
the validation samples and their inclusion has 
ranged from 1 to 16.6 %. For example, Rogers, 
Gillis, Dickens, and Bagby ( 1991 ) evaluated the 
psychometric properties of the Structured 
Interview of Reported Symptoms (Rogers,  1986 ) 
in two studies. The fi rst study evaluated the util-
ity of the SIRS in differentiating simulators of 
malingering from two control groups, commu-
nity and outpatient, and 7.4 % of the sample was 
defi ned as “Oriental.” The second study evalu-
ated potential differences in responding of sus-
pected malingerers and psychiatric inpatients, of 
which 5.9 % were oriental. Responses on the 
SIRS were compared to results on the MMPI 
validity indicators and M Test. The authors found 
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that in the fi rst study the SIRS was effective in 
discriminating between the two groups with 
excellent interrater reliability, while the second 
study revealed that suspected malingerers only 
responded similar to psychiatric inpatients on 
four of the nine SIRS scales (DS, DA, OS, and 
SO). The fi ndings of the fi rst study provide sup-
port for the discriminant and concurrent validity 
of the SIRS. In another study, Rogers, Gillis, 
Bagby, and Monteiro ( 1991 ) evaluated the ability 
of the SIRS to discriminate between coached and 
uncoached simulators of malingering in a sample 
of university students, of which 16.6 % were 
Asian. Scores were compared to those of the psy-
chiatric sample utilized in the Rogers, Gillis, 
Dickens, et al. ( 1991 ) study. Students in both 
conditions were given a scenario in which they 
were instructed to feign mental illness in order to 
avoid expulsion from the university for failing 
grades, with the coached group receiving addi-
tional information about feigning mental illness. 
Even though the coached simulators were 
 successful in reducing their malingering scores, 
all but one of the SIRS scales effective in dis-
criminating them from uncoached and psychiat-
ric counterparts. The SIRS accurately identifi ed 
100 % of uncoached simulators and 96.7 % of 
coached simulators, providing further evidence 
for the discriminant validity of the measures. 

 Rogers, Hinds, and Sewell ( 1996 ) examined 
the validity of three assessment instruments for 
the detection of feigning, the SIRS, the Minnesota 
Mulitphasic Personality Inventory-Adolescent 
(MMPI-A; Butcher et al.,  1992 ) and Screening 
Index of Malingered Symptoms (SIMS; Smith, 
 1992 ), for use with an adolescent population. 
Fifty-three adolescents participating in a residen-
tial treatment program were recruited for the 
study, and one of them was Asian. Two condi-
tions were tested, honest and feigning, the lat-
ter requiring participants to simulate symptoms 
of one of three disorders, schizophrenia, major 
depression, and generalized anxiety disorder. 
The authors found that they had to apply different 
rules for classifying malingering from the ones 
utilized in studies of MMPI and MMPI-2 with 
adult populations as these were inadequate 
when implemented to detect adolescent feigning. 

Additionally, the SIRS demonstrated superior 
utility in classifying adolescents as either malin-
gering or nonmalingering, with a smaller amount 
of false positives than the near one to one ratio 
found for the MMPI-A. These fi ndings lent sup-
port for the clinical utility of the SIMS as a feign-
ing screen for adolescents. Barber-Rioja et al. 
( 2009 ) and Guy, Kwartner, and Miller ( 2006 ) 
have also utilized the measure in their studies, 
which can be found in the MMPI-2 section for 
the former and M-FAST section for the latter. 
Taken together, these results fail to reveal any 
evidence against using the SIRS with Asian cli-
ents; therefore, the use of the assessment instru-
ment with this population is recommended.  

    Miller-Forensic Assessment of 
Symptoms Test (M-FAST; Miller, 
 2001 ) 

 The Miller-Forensic Assessment of Symptoms 
Test (M-FAST; Miller,  2001 ) is a 25-item struc-
tured interview developed to detect malingering 
of psychotic symptoms. Scales include Unusual 
Hallucinations, Reported Versus Observed, Rare 
Combinations, Extreme Symptomatology, 
Negative Image, Unusual Symptom Course, and 
Suggestibility and the measure can be scored in 
one of three ways: the total score evaluates likeli-
hood of malingering psychopathology; the scale 
scores inform clinicians about how the respond-
ers attempt to feign symptoms (i.e., though the 
reporting of unusual hallucinations); and several 
scales reliably discriminate malingerers from 
honest responders. The M-FAST has been shown 
to have good psychometric properties (Miller, 
 2001 ,  2004 ). 

 Similar to the SIRS, the M-FAST has not vali-
dated specifi cally with Asian clients. Nevertheless, 
some studies evaluating the psychometric proper-
ties of the M-FAST have included Asians in their 
sample. Guy et al. ( 2006 ) evaluated the psycho-
metric properties of the M-FAST using a sample 
comprised of undergraduate simulators and psy-
chiatric patients, the latter group containing 1.4 % 
Asians. Simulators were instructed to feign one of 
four mental disorders (schizophrenia, major 
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depressive disorder, bipolar disorder, and post-
traumatic stress disorders), and malingering was 
identifi ed using the SIRS and either the MMPI-2 
or Personality Assessment Inventory (PAI; Morey, 
 1991 ). Results indicated that the M-FAST had 
excellent internal consistency but low mean inter-
item correlation. Additionally, the measure was 
effective in discriminating simulators from their 
psychiatric counterparts, with the rare combina-
tion scale and the remaining scales varying in this 
ability, and feigned schizophrenia being more 
easily distinguished from true schizophrenia than 
the other disorders. 

    Messer and Fremouw ( 2008 ) investigated the 
sensitivity of the M-FAST and Morel Emotional 
Numbing Test-Revised (MENT-R; Morel,  1998 ) 
in 169 students. The sample was comprised of 
honest responders, coached malingerers (feign-
ing PTSD after a car accident in order to obtain 
monetary compensation), and clinical PTSD 
responders, and 1.4 % of participants were Asian. 
Results indicated that the coached malingering 
group scored signifi cantly higher on the MENT-R 
and the M-FAST than the other two groups. 
Additionally, the MENT-R accurately identifi ed 
63 % of malingers, while the M-FAST correctly 
identifi ed 78 % of malingerers, with a combined 
correct identifi cation rate of 90 %. The authors 
note that only 4 of 41 malingering participants 
met criteria for successful malingering, which 
may have infl uenced these results. While further 
research on psychometric properties of this mea-
sure with Asian samples is recommended, we 
currently have no evidence for why the M-FAST 
should not be part of the assessment of malinger-
ing with the Asian client.   

    Summary and Recommendations 

 In this chapter some of the most commonly 
used and well-researched tests that aim to 
assess for malingering and/or effort have been 
reviewed and a summary of these measures 
with appropriate recommendations can be found 
in Table  11.1 . This review has revealed that there 
are several measures for malingering that have 
been specifi cally evaluated with Asian clients. 

It is important to note that using a multi-method 
approach to the assessment of malingering as 
well as gathering collateral information will 
likely lead to increased accuracy of diagnoses 
that discern genuine psychological symptoms 
from symptoms of malingering. Additionally, 
limitations of the measures used, such as a lack 
of equivalency of a construct in the Asian cli-
ent’s native language, should be considered 
when administering a test that requires that 
results be interpreted with caution. In conclu-
sion, clinicians should make use of the malin-
gering assessment instruments described in this 
chapter in order to ensure that treatment is 
appropriately delivered and resources are not 
wasted on a client who does not in fact have a 
mental disorder.     
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        Major depression is one of the highest contributors 
to disability and the global burden of disease 
worldwide surpassing Alzheimer’s and cancer 
(World Health Organization,  2008 ). Suicide is the 
7th leading cause of death among men and the 
15th leading cause of death among women in the 
USA (Heron,  2011 ). The serious consequences 
associated with depression and suicidality require 
increasing our understanding and familiarity with 
assessment tools that facilitate detection and 
inform appropriate intervention. The need for ade-
quate assessment and intervention for depression 
and suicidality is particularly relevant for racial 
and ethnic minority populations in the USA given 
the existing mental health disparities (US 
Department of Health and Human Services,  2001 ). 

 The lifetime prevalence of depression among 
Asians and Asian-Americans varies (Kalibatseva & 
Leong,  2011 ). For example, the Chinese American 

Psychiatric Epidemiological Study (CAPES) 
indicated a 6.9 % lifetime prevalence rate of 
major depressive disorder among Chinese 
Americans (Takeuchi et al.,  1998 ). Similarly, 
9.1 % of Asian-Americans in the National Latino 
and Asian-American Study (Takeuchi, Hong, 
Gile, & Alegría,  2007 ) endorsed any affective 
disorder in comparison to 17.9 % of non-Latino 
Whites, 13.5 % of Hispanics, and 10.8 % of non- 
Hispanic Blacks in the National Comorbidity 
Study-Replication (NCS-R; Breslau et al.,  2006 ). 
Although Asian-Americans reported signifi -
cantly lower rates of depression than European 
Americans, their rates seem to be higher than 
their overseas Asian counterparts (Chang,  2002 ). 

 While depression is found cross-culturally, the 
symptoms of major depression in the DSM-V 
(American Psychiatric Association,  2013 ) may 
not consistently and accurately capture experi-
ences of depression across different racial/ethnic 
groups in the US (Kalibatseva & Leong,  2011 ; 
Ryder & Chentsova-Dutton,  2012 ). An important 
cultural consideration in the assessment of 
depression among Asian-Americans is the ten-
dency to report somatic symptoms, whereas 
European Americans are more attuned to affec-
tive symptoms (Ryder et al.,  2008 ). Additionally, 
symptoms may be presented differently as factor 
analytic studies have demonstrated support for 
fewer factors than the original solutions among 
ethnic minorities (e.g., Kim, DeCoster, Huang, & 
Chiriboga,  2011 ; Kuo,  1984 ). 

 Research on the assessment of depression 
among Asians and Asian-Americans primarily 
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uses self-report measures and structured or semi- 
structured clinical interviews (Kalibatseva & 
Leong,  2011 ). Leong, Okazaki, and Tak ( 2003 ) 
provided a detailed review of the literature exam-
ining self-report measures of depression in East 
Asia. While the authors found evidence for ade-
quate psychometric properties of the translated 
Western depression questionnaires, they also ques-
tioned the practice of applying current Western 
ethnocentric conceptualizations of depression on 
other racial and ethnic groups as it may result in 
omissions of culture-specifi c expression of dis-
tress (Kalibatseva & Leong,  2011 ). 

 The goal of this chapter is to identify and 
review the most frequently used assessment mea-
sures of depression and suicidality among Asian- 
Americans. When research with Asian-Americans 
was not available, we reviewed research with 
Asian samples, which may be particularly rele-
vant for fi rst generation Asian-Americans. Along 
with providing information about the reliability, 
validity, and utility of each measure, we discuss 
their strengths and weaknesses and provide 
norms and cut-off scores when available. The 
measures that we identifi ed based on a thorough 
review of the depression and suicide research lit-
erature with Asian-Americans include the Center 
for Epidemiological Studies—Depression, Beck 
Depression Inventory, Geriatric Depression 
Scale, Hamilton Rating Scale of Depression, 
Patient Health Questionnaire-9, and Zung Self- 
Rating Depression Scale (   Table  12.1 ).

      Assessment of Depression 

       Center for Epidemiological Studies: 
Depression 

 The Center for Epidemiological Studies—
Depression scale (CES-D; Radloff,  1977 ) is one 
of the most widely used depression questionnaires 
in the US. It measures the frequency of 20 symp-
toms of depression over the past week using a 
four-point Likert scale from 0 ( rarely or none of 
the time ) to 3 ( most or all of the time ). The ques-
tionnaire was designed to measure depressive 
symptoms in the general population and validated 

with three White/European American samples 
(Radloff,  1977 ). Four factors emerged in these 
analyses, interpreted as depressed affect, positive 
affect, somatic symptoms, and interpersonal prob-
lems. An evaluation of the sensitivity and speci-
fi city of the CES-D suggested a cutoff of 16 to 
identify individuals at risk for clinical depression, 
although several authors recommended more 
stringent score cutoffs above 20 (McDowell, 
 2006 ). However, the majority of these studies 
recruited primarily White/European American 
samples and these cutoffs may differ across racial 
and ethnic groups. 

 The CES-D has been included in multiple stud-
ies with Asian and Asian-American samples 
although its reliability, validity, and diagnostic 
utility are still under research scrutiny with differ-
ent Asian ethnic subgroups. One of the fi rst studies 
to examine the prevalence of depression among 
Asian-Americans used the CES-D (Kuo,  1984 ). 
In a mixed sample of 484 Asian- Americans, the 
combined CES-D mean score ( M  = 9.38,  SD  = 8.07) 
was slightly higher than the mean of previously 
examined White/European samples ( M  ranges 
between 7.96 and 9.25). A principal component 
factor analysis revealed between two and three 
factors for each of the Asian subgroups, which dif-
fered from the four- factor solution Radloff ( 1977 ) 
proposed. Next, we review the CES-D research 
with Chinese, Japanese, Korean, and Southeast 
Asian- Americans to examine its validity, reliabil-
ity, utility, strengths, and limitations. 

    Research with Chinese Samples 
 Ying ( 1988 ) administered the CES-D to a San 
Francisco community sample of 360 Chinese 
Americans over the phone. The measure was 
translated into Mandarin and Cantonese Chinese 
and administered in the language preferred by 
each participant. The mean CES-D score was 
11.55 ( SD  = 8.23), which was signifi cantly higher 
than the Chinese American sample mean 
( M  = 6.93) in Kuo ( 1984 ) and the White/European 
sample means ( M  = 7.53–8.58) in Radloff ( 1977 ). 
Ying ( 1988 ) found moderate reliability with an 
   alpha coeffi cient of 0.77. Roughly one-fi fth of the 
sample in Ying’s study (24.2 %) and Kuo’s study 
(19.1 %) scored above the suggested cutoff of 16. 
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Similar to Kuo’s factor analysis, Ying did not 
replicate the four factors from Radloff’s study. 
Instead, the Chinese Americans in both Kuo’s 
and Ying’s studies reported depressive symptoms 
that clustered in three factors: (1) depressed and 
somatic; (2) positive affect; and (3) interpersonal. 
This factor structure suggests that the Chinese 
Americans in both studies did not report somatic 
and affective symptoms separately. 

 The clustering of somatic and affective symp-
toms also occurred in a sample of Chinese 
American adolescents (Russell, Crocket, Shen, & 
Lee,  2008 ). This study examined cross-ethnic 
measurement invariance of the CES-D among 
Chinese, Filipino, and European American ado-
lescents from the National Longitudinal Study of 
Adolescent Health (AddHealth). The results indi-
cated that the four-factor solution did not fi t well 
for the Chinese American sample. The alternative 
three-factor solution with 13 items offered in Ying 
( 1988 ) provided a better fi t of the data. Russell 
and colleagues ( 2008 ) concluded that Chinese 
American adolescents may experience distinct 
clusters of depressive symptoms than Filipino and 
European American youth. The fi ndings suggest 
that the lack of differentiation between bodily and 
psychological depressive symptoms extends from 
fi rst generation foreign- born Chinese Americans 
(Ying,  1988 ) to US-born Chinese American ado-
lescents (Russell et al.,  2008 ). 

 Li and Hicks ( 2010 ) examined the psychomet-
ric properties of the CES-D related to diagnostic 
validity, construct validity, internal reliability, 
and response bias in a probability sample of 167 
Chinese American women. The CES-D revealed 
adequate reliability (Cronbach’s  α  = 0.86) and 
26 % of the sample had scores of 16 or above. 
The instrument revealed adequate construct 
validity as women with higher CES-D scores 
reported less social support, worse self-perceived 
general health, and more stressful life events. 
Moreover, women who met criteria for a current 
major depression diagnosis in an interview had 
higher CES-D scores than women who did not 
have a diagnosis (26.7 vs. 10.4,  p  < 0.001). The 
study found that the CES-D cutoff of 16 or 17 
ensured 100 % sensitivity (95 % CI: 44–100 %) 
and 76 % specifi city. However, the positive 

 predictive value (PPV) was low (3 % for a cutoff 
of 16), which suggests that CES-D score above 
the cutoff is unreliable in confi rming a diagnosis 
of major depression. Additionally, Li and Hicks 
alerted to potential response bias, such that 
less acculturated Chinese American women were 
less likely to endorse positively worded CES-D 
items, which artifi cially increased their total 
CES-D scores compared to more acculturated 
Chinese American women. 

 In conclusion, the CES-D demonstrated low 
construct validity by mixed support for its factor 
structure, association between low acculturation 
and poor validity, and cultural response bias for 
positive items (Kuo,  1984 ; Russell et al.,  2008 ; 
Wong et al.,  2012 ; Ying,  1988 ). While the CES-D 
may be a useful screening tool for nondepressed 
Chinese Americans, it should be followed by a 
diagnostic interview to identify individuals with 
clinical depression. The potential lack for mea-
surement equivalence of the CES-D suggests that 
clinicians need to apply increased caution when 
administering it to Chinese Americans.  

    Research with Japanese Samples 
 Several cross-cultural studies utilized the CES-D 
with Japanese Americans (e.g., Kanazawa, 
White, & Hampson,  2007 ) and Japanese univer-
sity students, adult workers, and adolescents 
(Iwata & Buka,  2002 ; Iwata, Roberts, & 
Kawakami,  1995 ; Iwata, Saito, & Roberts,  1994 ). 
Across all studies, Japanese and Japanese 
American participants had lower scores on posi-
tively worded CES-D items than European 
Americans. Additionally, one study found that 
Japanese American college students in Hawaii 
reported more interpersonal problems than 
Chinese and European American college stu-
dents (Marsella, Kinzie, & Gordon,  1973 ). There 
is scarcity of studies that examine the factor 
structure of the CES-D with both Japanese and 
Japanese American samples. 

 Whereas we did not locate a validation study 
of the CES-D with Japanese Americans, the ques-
tionnaire was translated into Japanese and vali-
dated in Japan and revealed adequate clinical 
validity (Shima et al.,  1985  as cited in Iwata et al., 
 1994 ). Additionally, the CES-D demonstrated 
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adequate reliability (Cronbach’s α ranging from 
0.76 to 0.81; Iwata et al.,  1995 ) among Japanese 
samples. Kanazawa et al. ( 2007 ) also found ade-
quate internal consistency (Cronbach’s  α  = 0.89) 
for their Japanese American sample but it is 
important to note that these authors tested a 
29-item measure as they added four items to the 
depressed affect factor and fi ve items to the inter-
personal problems factor. One study with Japanese 
workers in Japan established that 15.2 % of men 
and 10.6 % of women scored above 16 (Iwata, 
Okuyama, Kawakami, & Saito,  1989 ). These par-
ticipants were more likely to be above age 50, 
never married/divorced, living alone, with bad 
conjugal and parental relationships, and high lev-
els of perceived stress. We did not locate any stud-
ies that established reliable CES-D cutoffs with 
Japanese Americans.  

    Research with Korean Samples 
 The CES-D has been used consistently with 
Korean immigrants in North America. A Korean 
version of the CES-D was translated and vali-
dated by Noh, Avison, and Kasper ( 1992 ) with 
Korean immigrants in Canada. The version dem-
onstrated content, construct, and concurrent 
validity and the factor structure resembled those 
found among American samples (Noh, Kasper, & 
Chen,  1998 ). However, several studies have sug-
gested that Korean Americans may answer the 
positive items on the CES-D in a biased manner 
(Jang, Kim, & Chiriboga,  2005 ; Jang, Kwag, & 
Chiriboga,  2010 ; Oh, Koeske, & Sales,  2002 ). In 
particular, Koreans and Korean Americans were 
less likely to endorse the positive items, which 
resulted in higher overall depression scores. 
Since this cultural response bias has been consis-
tently reported, some researchers have recom-
mended calculating the total CES-D scores by 
excluding the positive items (Noh et al.,  1998 ). 

 The reliability of the 20-item CES-D Korean 
version was high (Cronbach’s  α  = 0.89) and it 
slightly improved in a 16-item CES-D version 
without the positive items ( α  = 0.90; Noh et al., 
 1998 ). When the positive items were reworded 
negatively, the reliability increased to 0.93. 
Additionally, the latter version demonstrated bet-
ter construct validity as it correlated most highly 

with another depression questionnaire and a 
 stressful life event inventory. Thus, the revised ver-
sion with 20 negatively phrased items (CESD-K- R) 
revealed the best reliability and validity compared 
to the other two versions (Noh et al.,  1998 ). 

 A few studies with Korean Americans pointed 
out the importance of assessing acculturation 
when assessing depression (Jang et al.,  2005 ; Ji 
& Duan,  2006 ; Kim, Seo, & Cain,  2006 ). In par-
ticular, Korean Americans who were more accul-
turated to American mainstream culture had a 
higher likelihood of endorsing the positive 
CES-D items similarly to European Americans, 
which resulted in lower overall depression scores 
than less acculturated Korean Americans (Jang 
et al.,  2005 ). However, when acculturation was 
examined as bi-dimensional construct, endorse-
ment of Korean culture was not associated with 
biased responding (Kim et al.,  2006 ). We did not 
fi nd any studies that examined specifi c CES-D 
norms for Korean Americans but many studies 
reported higher overall scores of depression 
among Korean Americans compared to European 
Americans (e.g., Jang et al.,  2005 ; Kim et al., 
 2006 ). As previously suggested, one possible 
explanation for these higher scores is the differ-
ential item functioning of the positive items. 
Therefore, removing those items or rewording 
them as negative items improves the reliability 
and validity of the CES-D with Korean 
Americans. This suggestion poses questions 
about the utility of the CES-D.  

    Research with Southeast 
Asians Samples 
 There is a dearth of studies that examined the 
CES-D with Southeast Asian-Americans (e.g., 
Vietnamese, Lao, Indonesian, Malaysian, Thai, 
and Cambodian). We had diffi culty locating psy-
chometric studies with specifi c South Asian or 
Southeast Asian groups in the USA. The only 
exception was a validation study of the CES-D 
with Filipino American adolescents in rural and 
small town Hawaii (Edman et al.,  1999 ). The reli-
ability for this sample was high (α = 0.89) but the 
factor analysis results suggested a potentially dif-
ferent conceptualization of depression. Fifteen of 
the 20 items loaded on one general factor that 
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combined depressed affect, somatic symptoms, 
and interpersonal problems. The remaining four 
positive symptoms and the item “everything was 
an effort” loaded on a separate factor. Thus, 
although the CES-D demonstrated good reliabil-
ity in this study, its factor structure with this sam-
ple of Filipino American adolescents differed 
from the four-factor solution. 

 Several studies conducted with populations from 
other countries included translated versions of the 
CES-D in Vietnam (Leggett, Zarit, Ngyuen, Hoang, 
& Nguyen,  2012 ) and Thailand (   Trangkasombat & 
Nukhew,  1998  as cited in German et al.,  2012 ). A 
cutoff of 22 was used with the Thai version to defi ne 
signifi cant level of depressive symptoms (German 
et al.). A cross- cultural study examined depressive 
symptoms using the CES-D in fi ve Southeast Asian 
countries: Indonesia, North Korea, Myanmar, Sri 
Lanka, and Thailand (Mackinnon, McCallum, 
Andrews, & Anderson,  1998 ). There was evidence 
that one general depression factor fi ts the data better 
than the initially proposed four-factor solution for 
all samples, similar to the previously reported fi nd-
ings with other Asian-American samples. 

 Overall, the CES-D has consistently demon-
strated adequate reliability and has been used 
successfully with community samples. Yet, 
researchers and clinicians need to be careful 
when using it with specifi c Asian-American pop-
ulations because the proposed four-factor struc-
ture has not been replicated in a number of 
studies. Additionally, a substantial number of 
studies revealed that the positive items function 
differently and may need to be removed or 
reworded in a negative way.   

    Beck Depression Inventory 

 The Beck Depression Inventory (BDI) is a com-
monly used depression scale that consists of 21 
symptoms and attitudes rated on intensity from 0 
to 3 (Beck, Steer, & Carbin,  1988 ). Constructed 
based on a predominantly White/European 
American sample, the cut-off score for minimal 
depression is 9, mild to moderate depression is 18, 
moderate to severe depression is 29, and severe 
depression is >30 (Beck & Beamesderfer,  1974 ). 

In the past, the English version of the BDI has 
been administered to Asian samples such as South 
Indian women in India (Chandra, Satyanarayana, 
& Carey,  2009 ), Japanese American university 
students ( α  = 0.84; Abe,  2004 ), Filipino Americans 
( α  = 0.87; Napholz & Mo,  2010 ), and mixed sam-
ples of Asian- Americans ( α  = 0.86; Norasakkunkit 
& Kalik,  2002 ). The use of the BDI has expanded 
into studies of Asians in various countries includ-
ing USA, India, China, Taiwan, Japan, Korea, and 
Thailand as well as various types of samples 
including outpatient and inpatient samples, col-
lege students, adolescents, and immigrants. 

    Research with Chinese Samples 
 In our review, we identifi ed few standardized 
Chinese versions of the BDI. According to Chan 
( 1991 ), the BDI has been translated into Chinese 
by various researchers and clinicians. These vari-
ous measures appear to demonstrate adequate 
validity and reliability. For example, Chinese 
versions of the BDI have been related to post- 
traumatic stress disorder among Chinese workers 
in America (de Bocanegra & Brickman,  2004 ; de 
Bocanegra, Moskalenko, & Chan,  2005 ), poor 
self-rated health among Chinese adolescents in 
China (Xu et al.,  2011 ), loneliness among 
Chinese university students in Taiwan (Hsu, 
Hailey, & Range,  1987 ), and hopelessness among 
Chinese patients (Chiles et al.,  1989 ). 

 One particular version has recently undergone 
signifi cant psychometric scrutiny. While    Zheng, 
Wei, Lianggue, Guochen, and Chenggue ( 1988 ) 
developed a version of the BDI that yielded 
acceptable reliability estimates (i.e., Cronbach’s 
α = 0.85) and concurrent validity (i.e., moderate 
correlation with the Chinese Hamilton Depression 
Rating Scale), closer examination of the factor 
structure revealed three of six factors that were 
uninterpretable and one particularly problematic 
item (i.e., Item 21: libido loss). Further examin-
ing the utility of this particular version of the BDI 
Yeung et al. ( 2002 ) administered the question-
naire to 503 outpatient Chinese Americans (age 
18+). The investigators found that the measure’s 
optimal sensitivity and specifi city was at the cut-
off score of 13 and the area under the Receiver 
Operating Characteristic (ROC) curve was 0.94 

Z. Kalibatseva et al.



187

indicating high accuracy for screening depres-
sion in their sample. Later studies conducted 
among this research group continued to fi nd ade-
quate reliability of the measure (Yeung et al., 
 2004 ,  2005 ; Yeung, Chang, Gresham, Nierenberg, 
& Fava,  2004 ). 

 Other Chinese versions of the BDI also appear 
to demonstrate adequate reliability. Among a 
group of researchers studying Chinese immi-
grants in the USA, reliability estimates of one 
translation ranged from 0.87 to 0.93 (de Bocanegra 
et al.,  2005 ; de Bocanegra & Brickman,  2004 ; de 
Bocanegra, Moskalenko, & Kramer,  2006 ). Yet 
another translation revealed an overall internal 
reliability estimate of 0.86 and a split-half reli-
ability of 0.77 among 2,150 Chinese adolescents 
in Hong Kong (Shek,  1990 ). 

 There are limited directions in guiding the 
interpretation of the unstandardized Chinese ver-
sions of the BDI. In fact, different cut-off scores 
are used depending on the study. For instance, 
one study of 251 Chinese inpatients in China 
used the cut-off scores of 13, 24, and 25 to 
describe normal, mild-moderate, and moderate- 
severe depression, respectively (Yang, Zuo, Su, 
& Eaton,  1987 ). The study found that the cut-off 
score of 14 in their sample best discriminated 
between depressed and nondepressed patients. 
A later study of 331 students and psychiatric inpa-
tients in Hong Kong found the cut-off scores of 
10, 19, and 30 in their Chinese version of the BDI 
had adequate sensitivity and specifi city for deter-
mining normal, mild-moderate, and moderate- 
severe categories of depression, respectively, 
while the cut-off scores of 9, 18, and 29 in the 
English version of the BDI had adequate sensitiv-
ity and specifi city. In both versions of the BDI, 
they noted that the cut-off scores for mild- 
moderate and moderate-severe categories had 
higher sensitivity and specifi city than the cut-off 
score for the normal category (Chan,  1991 ). 

 These studies show a number of strengths and 
limitations among Chinese versions of the BDI. 
A clear strength is the strong internal consistency 
throughout the studies. The fi ndings suggest that 
Chinese versions of the BDI, although unstandard-
ized, demonstrate adequate reliability in screening 
for depression among a wide range of samples. 

A notable strength of the reviewed studies is the 
large sample sizes. However, a number of limita-
tions are worth noting. The lack of agreement in 
cut-off scores is problematic, as this limits the 
clinical utility of the measure. While Chan ( 1991 ) 
offered cut-off scores based on item analyses, fur-
ther research is recommended to validate these 
cut-off scores. Another limitation is the lack of 
psychometric studies. For instance, our review did 
not yield any studies that conducted item response 
analyses or measurement equivalency for the 
Chinese versions of the BDI. 

 In summary, the studies reviewed demonstrate 
adequate reliability and validity for unstandardized 
Chinese versions of the BDI. With any unstandard-
ized measure, however, we recommend clinicians 
to interpret results using Chinese versions of the 
BDI with caution. There lacks an agreed upon set 
of cut-off scores for categorizing severity, which 
limits the interpretability of Chinese versions of the 
BDI. In view of these limitations, Chinese versions 
of the BDI may serve as reliable supplementary 
assessments of depression.  

    Research with Hmong Samples 
 A Hmong version that has demonstrated adequate 
reliability and validity is available. The Hmong 
Adaptation of the Beck Depression Inventory 
(HABDI) made a number of changes to increase 
cultural sensitivity and simplicity (Mouanoutoua, 
Brown, Cappelletty, & Levine,  1991 ). The 
HABDI consists of 22 items rated on a three- 
point frequency scale rather than a severity scale 
found in the original BDI. An extra item was 
added due to translation diffi culties for Item 2 
(i.e., “I feel like the future is hopeless and cannot 
improve”). After administering the adapted ver-
sion to 50 depressed and 73 nondepressed Hmong 
(18–66 years old) living in the US, the measure 
yielded a Cronbach’s α of 0.93 and a 2-week 
test–retest reliability of 0.92. Results indicated 
that the depressed group scored signifi cantly 
higher than the nondepressed group and a cut-off 
score of 46 was recommended. This cut-off score 
demonstrated adequate sensitivity and specifi c-
ity, 94 % and 78 %, respectively. 

 A number of limitations are warranted in con-
sideration of using the HABDI. First, items are 
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rated on a frequency scale rather than a severity 
scale. While the BDI has traditionally been con-
sidered a severity scale for depression, the 
HABDI assesses the presence or absence of 
symptoms limiting the ability for clinicians to 
determine severity. Therefore, it is recommended 
that the HABDI be used to supplement decisions 
regarding presence or absence of depression and 
not for severity. Second, the second item of the 
BDI was transformed into two items due to diffi -
culties in translation. For instance, “I feel like the 
future is hopeless and cannot improve” became 
“I feel like the future is hopeless” and “I feel like 
things cannot improve.” Although seen as a solu-
tion to the double-barreled item, the item analy-
ses indicated that many endorsed the pessimism 
item (i.e. “I feel like the future is hopeless”). 

 In summary, the HABDI appears to be a clini-
cally useful tool to discriminate between 
depressed and nondepressed patients. However, 
due to the lack of empirical studies that further 
examine the psychometric properties of the mea-
sure, it is diffi cult to ascertain the degree to which 
this measure is reliable across the Hmong popu-
lation. Thus, clinicians and researchers should 
interpret the fi ndings with caution.  

    Research with Korean Samples 
 A Korean version of the BDI that has demonstrated 
adequate reliability is available. The BDI-K was 
administered to 279 Korean university students 
(17–37 years old) and subjected to a Rasch rating 
scale modeling procedure to assess the psychomet-
ric properties of the instrument (Hong & Wong, 
 2005 ). In particular, principle component analyses 
did not indicate any higher order factor structures 
despite Items 19 (i.e., weight loss) and 21 (i.e., 
libido loss) demonstrating low correlations with 
the rest of the scale. The mean score for their sam-
ple was 11.56 compared to a mean of 25.18 found 
in a sample of clinically depressed Koreans (   Shin, 
Kim, & Park,  1993 , as cited in Hong & Wong, 
 2005 ). The investigators further noted that the 
somatic items yielded greater diffi culty, potentially 
due to the lower levels of severity in their sample. 
In summary, the BDI-K appears to be a reliable 
measure of depression among Korean university 
students and clinically depressed samples.  

   Research with Japanese Samples 
 A Japanese version of the BDI was translated and 
found to have adequate reliability among a sample 
of 79 female Japanese university students (Arnault, 
Sakamoto, & Moriwaki,  2005 ). The investigators 
found that BDI scores ranged from 0 to 39 with a 
mean of 12.66. Further, their scale yielded a 
Cronbach’s α of 0.79. In a later study of 50 
Japanese university women, BDI scores were sig-
nifi cantly related to somatic distress ( r  = 0.57), 
which explained 31 % of the variance in depres-
sion scores (Arnault, Sakamoto, & Moriwaki, 
 2006 ). In both studies, the Japanese samples had 
higher mean scores than the American compara-
tive sample. Although this version consistently 
demonstrated adequate reliability across the two 
studies, further studies that examine the psycho-
metric properties of the measure are required.  

   Research with Thai Samples 
 A Thai version of the BDI was translated and 
administered to a sample of community partici-
pants ( n  = 3,133) in Thailand (Thavichachart et al., 
 2009 ). In an effort to examine the prevalence rates 
of PTSD and depression, the investigators found 
that their version of the BDI yielded low reliability 
(split-half reliability = 0.74). Notably, they found 
that 14.3 % suffered from depression, 33.6 % from 
PTSD, and 11.3 % from both.   

    Beck Depression Inventory-II 

 The BDI-II (Beck, Steer, & Brown,  1996 ) is a 
revision of the earlier BDI. The BDI-II consists of 
21-items that are rated based on four statements 
of increasing symptom severity. Distinct from the 
BDI, the BDI-II includes four new symptoms 
(i.e., agitation, worthlessness, concentration diffi -
culty, and loss of energy) to better match the 
DSM-IV criteria, and a different set of cut-off 
scores. The cut-off scores for minimal depression 
is 0–13, mild depression is 14–19, moderate 
depression is 20–28, and severe depression is 
29–63. The BDI-II is positively correlated with 
the Hamilton Depression Rating Scale ( r  = 0.71), 
demonstrates high internal consistency ( α  = 0.91), 
and high 1-week test–retest reliability ( r  = 0.93). 
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   Research with Chinese Samples 
 Unlike the BDI, a standardized Chinese version 
of the BDI-II (BDI-II-C) was developed by the 
Chinese Behavioral Science Corporation in  2000 . 
Previous studies fi nd adequate internal consis-
tency. For instance, two studies calculated 
Cronbach’s α of 0.86 (Chang,  2005 ) and 0.94 
(Lu, Che, Chang, & Shen,  2002 ) in samples of 
college students and outpatients, respectively. 
Supporting these fi ndings, recent psychometric 
evaluations fi nd that the BDI-II-C possesses 
strong reliability and construct validity. 

 Focused efforts to examine the psychometric 
properties support the use of the BDI-II-C in 
Asian samples. Using a Rasch model to examine 
the factorial structure of the BDI-II-C revealed 
two dimensions (i.e., somatic and cognitive- 
affective items) in a sample of 2,095 Taiwanese 
high school students (14–18 years old) (Wu & 
Chang,  2008 ). Similarly, a later study found that 
person heterogeneity did not impact the two- 
factor structure among a sample of 810 Taiwanese 
college students and found internal consistency 
coeffi cients ranging from 0.82 to 0.89 in their 
sample (Wu & Huang,  2010 ). These fi ndings 
support the two-factor structure found in a sam-
ple of predominantly Caucasian university stu-
dents (Storch, Roberti, & Roth,  2004 ). Further 
bolstering the psychometric properties of the 
BDI-II-C, a recent study of 2,922 Taiwanese ado-
lescents (13–18.5 years old) found that overall 
raw scores of the two subscales were not infl u-
enced by differential item functioning across 
genders suggesting the use of total raw scores 
(Wu,  2010 ). Another study found that BDI-II-C 
items were invariant across Hong Kong and 
American adolescents (Byrne, Stewart, Kennard, 
& Lee,  2007 ). The investigators also found an 
internal consistency coeffi cient of 0.83 in their 
Hong Kong sample.  

   Research with Other Asian Samples 
 Translated into other languages, the BDI-II contin-
ued to demonstrate adequate reliability. For 
instance, in one study of 3,000 Thai police offi cers, 
the investigators found an internal consistency 
coeffi cient of 0.93 despite adding an extra item 
assessing eating habit (Chongruksa, Parinyapol, 

Sawatsri, & Pansomboon,  2012 ). A different study 
translating the BDI-II into Japanese found strong 
internal consistency ( α  = 0.87) and concurrent 
validity ( r  = 0.69 with the CES-D) among Japanese 
outpatients (Kojima et al.,  2002 ). A principal com-
ponent analysis also revealed a two-factor structure 
(i.e., somatic and cognitive-affective items) similar 
to previous studies in other samples and appropri-
ate use of cut-off scores provided by Beck et al. 
( 1996 ). In a later study using the same translation 
as Kojima et al. ( 2002 ) among a sample of outpa-
tients, the BDI-II correlated strongly with the 
DSM-IV depression severity index ( r  = 0.77) 
(   Hiroe et al.,  2005 ). The investigators recom-
mended that a change in 5 points be considered 
minimal, 10–19 points be considered moderate, 
and >20 points be considered large clinically sig-
nifi cant changes. Similar to the previous study, the 
cut-off scores provided by Beck et al. ( 1996 ) were 
found to be appropriate in their sample. 

 In summary, the reviewed studies suggest strong 
psychometric properties of translated versions of 
the BDI-II among Taiwanese, Chinese, Japanese, 
and Thai samples. This is consistent with one study 
that found adequate reliability of an English ver-
sion of the BDI-II among a sample of Asian-
American college students ( α  > 0.89) (Hambrick 
et al.,  2010 ). Despite these fi ndings, clinicians and 
researchers should interpret the measure with cau-
tion. Wu and Chang ( 2008 ) discovered two items 
that provided inadequate fi t to the overall measure 
(i.e., Item 10—crying and Item 21—libido loss).   

    Geriatric Depression Scale 

 The Geriatric Depression Scale (GDS) is a 
30-item self-report or orally administered mea-
sure that assesses behavioral and affective symp-
toms of depression rated on a yes/no scale. 
Increasing ease of administration, shorter ver-
sions of the GDS have been developed including 
a 15-, 12-, 10-, 5-, 4-, and 1-item version (Straus, 
Sherman, & Spreen,  2006 ). The GDS has been 
translated into numerous languages although its 
validity is questioned due to potential cultural 
differences in expression of depression (Jang, 
Small, & Haley,  2001 ). 
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   Research with Chinese Samples 
 Existing validation studies with Chinese popula-
tions fi nd acceptable internal reliability and 
validity. An early study found that the Chinese 
30-item version signifi cantly correlated with the 
original ( r  = 0.94) and modifi ed ( r  = 0.91) 15-item 
version of the GDS (Liu, Lu, Yu, & Yang,  1998 ). 
The investigators also found adequate internal 
consistency for the original ( α  = 0.77) and modi-
fi ed form ( α  = 0.81). Similarly, among a sample 
of 461 psychiatric outpatients in Hong Kong, the 
Chinese version of 30-item version demonstrated 
adequate internal consistency ( α  = 0.89) and 
2-week test–retest reliability ( r  = 0.89) (Chan, 
 1996 ). The measure signifi cantly correlated with 
the CES-D ( r  = 0.96) as well as DSM-III-R diag-
nosis of Major Depressive Disorder ( r  = 0.95). 

 Closer examination of the GDS, however, 
reveals varying cut-off scores. A study of 
Singaporean psychiatric outpatients suffering from 
dementia recommended the cut-off score of 9/10 
for patients with mild dementia (sensitiv-
ity = 66.7 %, specifi city = 95.0 %), and 11/12 for 
patients with severe dementia (sensitivity = 40 %, 
specifi city = 100 %) (Lam et al.,  2004 ). Another 
study suggested the cut-off score of 4 or above 
(sensitivity = 84 %, specifi city = 85.7 %) among a 
community sample in Singapore (Lim et al.,  2000 ). 
Yet, another study found that the cut-off score of 
7/8 yielded high sensitivity (96 %) and specifi city 
(88 %) among a community sample of depressed 
inpatients and outpatients (60–87 years old) in 
Hong Kong (Lee, Chiu, Kowk, & Leung,  1993 ). 
The varying cut-off scores are likely due to a sever-
ity effect or differences in samples. Therefore, cli-
nicians and researchers using short form Chinese 
versions of the GDS are recommended to interpret 
cut-off scores with caution. Further, clinicians and 
researchers should also be wary of using the full 
form as a diagnostic tool (Chan,  1996 ).  

   Research with Japanese Samples 
 We identifi ed one translation commonly used in 
the literature developed by Niino, Imaizumi, and 
Kawakami ( 1991 ). A recent study in Japan orally 
interviewed 111 elderly Japanese using the Niino 
et al. translation and recommended the cut-off 

score of 6 based on high sensitivity (97 %) and 
specifi city (96 %), and notable false positive 
(89 %) and false negative (0 %) rates (Schreiner, 
Hayakawa, Morimoto, & Kakuma,  2003 ). 
Supporting these fi ndings, a different study with 
a community sample elderly Japanese 
Americans found that the cut-off score of 5 
identifi ed 20.6 % of their sample as suffering 
from moderate to severe depression (Mui & 
Shibusawa,  2003 ). The investigators also found 
a Cronbach’s α of 0.86 and a split-half reliabil-
ity coeffi cient of 0.78. The fi ndings support the 
use of this measure among Japanese samples to 
screen for depression.  

   Research with Korean Samples 
 An early translation of the GDS short form was 
conducted by Jang et al. ( 2001 ) among a commu-
nity sample of elderly Koreans living in metropoli-
tan areas of Korea. The internal consistency was 
0.85 and split-half reliability was 0.77. The factor 
structure of the Korean version of the GDS 
revealed the following three dimensions: (1) inter-
nal perceptions, (2) external aspects, (3) staying at 
home and problems with memory. While this ver-
sion seemed to be reasonably useful, a later trans-
lation revealed stronger psychometric properties. 

 A Korean translation of the GDS developed 
by Bae and Cho ( 2004 ) is available and demon-
strates strong psychometric properties. In this 
study, the full (GDS-K) and short form (SGDS-K) 
of the GDS was translated into Korean and 
administered to 154 elderly psychiatric patients 
in Korea. Findings of the study revealed strong 
correlations between the GDS-K, the SGDS-K, 
the Hamilton Rating Scale for Depression, and 
the CES-D. Further analyses indicated adequate 
internal reliability for the GDS-K ( α  = 0.91) and 
the SGDS-K ( α  = 0.86). Principal component 
analyses revealed the following three dimensions 
in the SGDS-K: (1) negative judgment about the 
past, present, and future, (2) lowered affect, and 
(3) cognitive ineffi ciency and lack of motivation. 
Overall, the researchers recommended the cut-off 
score of 18 for the GDS-K (sensitivity = 84 %, 
specifi city = 82 %) and 10 for the SGDS-K 
 (sensitivity = 86 %, specifi city = 86 %).   
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    Hamilton Rating Scale of Depression 

 The Hamilton Rating Scale of Depression 
(HRSD) is a 17-item scale that taps into various 
problems and symptoms of depression rated on a 
three- or fi ve-point scale (Hamilton,  1960 ). 
Despite the commonly used cut-off score of 7 in 
clinical trials, few studies empirically examine 
the sensitivity and specifi city of this criterion. 
   Zimmerman, Posternak, and Chelminski ( 2005 ) 
found high sensitivity (97.0 %) and acceptable 
specifi city (90.5 %) using the broad defi nition of 
DSM-IV remission in a sample of 303 psychiat-
ric outpatients. Our review yielded few studies 
that sought to examine the psychometric proper-
ties of the HRSD in Asian populations. 

   Research with Chinese Samples 
 An early translation of the HRSD was con-
ducted by Zheng, Zhao, et al. ( 1988 ) that dem-
onstrated low reliability ( α  = 0.71) among a 
sample of outpatient and inpatients adults. 
Further, the scale moderately correlated with 
the Global Assessment Scale (GAS) ( r  = −0.49). 
Principal component analyses revealed the fol-
lowing fi ve factors: (1) anxiety, somatization, 
weight-loss, (2) agitation, insight, (3) depressed 
mood, suicide, genital-symptoms, (4) guilt, 
psychomotor- retardation, and (5) sleep distur-
bance. A later study found that the cut-off 
score of 12/13 provided adequate sensitivity 
(88 %) and specifi city (86 %) (Leung, Wing, 
Kwong, & Shum,  1999 ).  

   Research with Japanese Samples 
 A recent study conducted a cross-cultural equiva-
lence study on the HRSD among a sample of 
Japanese, North American, and European patients 
(>18 years old) (Furukawa et al.,  2005 ). Results 
indicated a somewhat consistent factor structure 
across the three samples. In particular, the fol-
lowing fi ve factors were revealed: (1) anhedonia/
retardation, (2) guilt/agitation, (3) bodily symp-
toms, (4) insomnia, and (5) appetite. The fi ndings 
suggest an underlying factor structure across the 
three samples suggesting potential in cross- 
cultural comparisons using the HRSD.   

    Patient Health Questionnaire 

 The Patient Health Questionnaire-9 (PHQ-9) is a 
9-item self-report questionnaire based on nine 
symptoms of depression in the DSM-IV. Each 
item is rated on a four-point scale indicating fre-
quency of each symptom in the past 2 weeks. 
Scores ranging between 10 and 14 suggest mod-
erate levels of depression, 15–19 suggest moder-
ate to severe level of depression, and scores above 
20 suggest severe depression (Kroenke, Spitzer, 
& Williams,  2001 ). Studies suggest that the 
PHQ-9 serves as an easy and short assessment for 
depression among Asian populations. 

   Research with Chinese Samples 
 Past studies indicate that the Chinese version of 
the PHQ-9 demonstrates strong psychometric 
properties. For instance, one study of 364 elderly 
Chinese patients (>60 years old) revealed high 
internal reliability ( α  = 0.91) and strong utility 
(7.5 min administration) (Chen et al.,  2010 ). 
Further analyses indicated that the optimal cut- 
off of 8/9 yielded adequate sensitivity (86 %) 
specifi city (85 %). Similarly, another study of 
3,417 Chinese American adults (18–87 years old) 
found that 4.1 % of their sample suffered from 
signifi cant depression using the cut-off score of 
9/10 (Chen, Huang, Chang, & Chung,  2006 ). 
Using a higher cut-off score, a different study of 
1,940 Chinese American adults (>18 years old) 
found high internal consistency ( α  = 0.91) and the 
cut-off score of 15 yielded moderate sensitivity 
(81 %) and high specifi city (98 %) (Yeung et al., 
 2008 ). The authors indicated that the high cut-off 
score was chosen to screen for depression sever-
ity requiring psychological intervention.  

   Research with Japanese Samples 
 A study using a Japanese version of the PH-9 
with a sample of 153 psychiatric outpatients 
identifi ed the cut-off of 13/14 as demonstrating 
high sensitivity (86 %) and low specifi city (67 %) 
for screening current major depressive episodes 
(Inoue et al.,  2012 ). Further, total scores were 
moderately correlated with the HDRS ( r  = 0.55) 
and the GAF ( r  = −0.59). In sum, the  investigators 
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supported the use of the PHQ-9 for screening, but 
argued against the use of the scale for diagnostic 
purposes in their sample.  

   Research with Korean Samples 
 A Korean version of the PHQ-9 was developed 
by Han et al. ( 2008 ) with a sample of 1,060 
elderly Korean patients (>60 years old). The 
investigators found that their measure demon-
strated adequate internal consistency ( α  = 0.86) 
and low 3 week test–retest reliability ( r  = 0.79). 
Further analyses indicated that the cut-off score 
of 4/5 yielded adequate sensitivity (80 %) and 
specifi city (78 %) for depressive disorders. Their 
translation of the measure also was signifi cantly 
correlated with the GDS ( r  = 0.74) and the CES-D 
( r  = 0.66). Overall, although the Korean version 
of the PHQ-9 demonstrated strong criterion 
validity, its ability as a diagnostic tool for depres-
sion is questionable.   

    Zung Self-Rating Depression Scale 

 The Zung Self-Rating Depression Scale (SDS) is a 
20-item measure that taps into characteristics of 
depression (Zung, Richards, & Short,  1965 ). Items 
are rated on a four-point scale based on the extent 
to which each item applies to the person at the time 
of the test. Half of the items are symptomatically 
positive and the other half are symptomatically 
negative. While the SDS has been predominantly 
used in White/European American samples, trans-
lations in Japanese and Chinese exist. 

   Research with Chinese Samples 
 An early study by Lee ( 1990 ) sought to examine 
the psychometric properties of a Chinese version 
of the SDS in a sample of 265 undergraduate stu-
dents in Hong Kong (17–26 years old). The scale 
demonstrated adequate internal reliability 
( α  = 0.80) and criterion validity evidenced by 
moderate correlations with the BDI ( r  = 0.63), 
General Health Questionnaire ( r  = 0.58), and the 
Chinese Minnesota Multiphasic Personality 
Inventory D-scale ( r =  0.59). Interestingly, fur-
ther analyses suggested that the scale is diffi cult 

to “fake good,” yet relatively easy to “fake bad.” 
To this end, the investigators cautioned the use of 
the SDS in clinical settings. 

 A later study examining the psychometric 
properties of the SDS among a sample of elderly 
Chinese in Hong Kong also found adequate reli-
ability (Lee et al.,  1994 ). In this sample, the SDS 
demonstrated strong internal consistency ( α  = 0.91) 
and split-half reliability ( r  = 0.89). Furthermore, 
the SDS was strongly related to the GDS ( r  = 0.88) 
and the Chinese HDRS ( r  = 0.86). Overall, the cut-
off score of 42/43 yielded the highest sensitivity 
(92.3 %) and specifi city (87.5 %).  

   Research with Japanese Samples 
 A recent study of 7,136 residents in Japan 
(20–79 years old) were administered a Japanese 
version of the SDS (Chida, Okayama, Nishi, & 
Sakai,  2004 ). The investigators used the follow-
ing cut-off scores: 20–39 indicated no or insig-
nifi cant symptomology, 40–47 indicated mild 
depression, 48–55 indicated moderate depres-
sion, and >56 indicated severe depression. 
Results showed that 13.7 % of the sample scored 
within the moderate to severe range with more 
females (16.3 %) than males (10.6 %) in this 
range. Factor analyses revealed a two factor 
structure that only retained 12 of the 20 items in 
the overall sample. The researchers recom-
mended against the use of this scale among 
depressed individuals reporting mainly somatic 
symptoms as many of these items were dropped 
from the factor analysis. To this end, other rating 
scales of depression are recommended among 
Japanese individuals.    

    Assessment of Suicidality 

 Suicide was the eighth leading cause of death 
among Asian-Americans in 2007 and the second 
leading cause of death for Asian-Americans in the 
15–34 age group (Heron,  2011 ). Asian- American 
adults reported a lifetime prevalence of suicide 
ideation of 8.6 % and suicide attempts of 2.5 % 
(Duldulao, Takeuchi, & Hong,  2009 ). Choi, 
Rogers, and Werth ( 2009 ) provided a thorough 
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review of issues that may arise during the suicide 
risk assessment process when working with 
Asian-American college students. The authors 
recommended paying attention to issues such as 
self-disclosure, acculturation, intergenerational 
confl ict, collectivistic values, the model minority 
myth, and perfectionism when conducting a risk 
assessment with Asian-American clients (Choi 
et al.,  2009 ). 

 We found only few studies with Asian- 
Americans that examined the psychometric 
properties of suicide measures. The validity of 
the College Student Reasons for Living 
Inventory was examined with Asian-American 
college students (Choi & Rogers,  2010 ). Five 
of the original six factors were replicated and 
the reliability for each scale varied from mod-
erate to high. The scale still explained 8 % of 
the variance in suicidal behavior after depres-
sion and hopelessness were already accounted 
for. Thus, the CSRLI seems to be a valid and 
reliable measure of assessing suicide risk 
among Asian-American college students (Choi 
& Rogers,  2010 ). 

 Several other measures were translated and 
validated with Chinese samples. The Geriatric 
Suicide Ideation Scale-Chinese (GSIS-C; Chou, 
Jun, & Chi,  2005 ) demonstrated adequate psy-
chometric properties with Hong Kong older 
adults. Similarly, the Suicide Intent Scale had 
acceptable psychometric properties in a large 
community sample of Taiwanese respondents 
who committed deliberate self-harm (   Gau, Chen, 
Lee, Chang, & Cheng,  2009 ). The Chinese ver-
sion of the Adult Suicide Ideation Questionnaire 
measures the severity of suicidal ideation and 
also displayed appropriate psychometric proper-
ties with Hong Kong adults (Fu, Liu, & Yip, 
 2007 ). The questionnaire correctly classifi ed 25 
out of 33 people with suicidality (75 %) but had a 
low positive predictive value (5.2 %; cutoff 
score = 1). The few studies that we examined 
reveal that a large amount of the research in this 
area has been conducted in the last decade and 
there is a need to accumulate a body of research 
before determining the strengths and weaknesses 
of specifi c suicidality measures.  

    Conclusions and Recommendations 

 This chapter reviewed the most commonly used 
assessment measures of depression and suicidality 
in Asian-Americans. Based on the reviewed studies, 
we provide a summary of our fi ndings and suggest 
that future research needs to evaluate instruments’ 
internal and external validity (Leong,  1997 ). 

 Our review is consistent with Leong et al.’s 
( 2003 ) observation that a select few measures 
dominate the area of depression. Specifi cally, the 
BDI and the CES-D continue to receive signifi -
cant psychometric scrutiny. While this increases 
our psychometric understanding of these mea-
sures, less attention is directed to other promising 
measures. 

 Moreover, in order to compare depression and 
suicidality across groups, it is necessary to dem-
onstrate “an underlying  universal  or by searching 
for  equivalences ” (Berry,  1980 , p. 8, italics in the 
original). Despite recommendations for specifi c 
procedures in the translating and adaptation of 
tests (International Test Commission,  2010 ), few 
studies demonstrated the measurement equiva-
lence of each instrument. The internal validity or 
measurement equivalence requires that the 
words’ meanings in another language are pre-
served (linguistic equivalence), the construct 
serve the same function across groups (functional 
equivalence), the conceptual frame is preserved 
(conceptual equivalence), and the measure’s psy-
chometric properties are transportable and gener-
alizable to other groups (metric equivalence; 
Leong, Kalibatseva, & Park,  2013 ). 

 Recent research also indicated the emphasis 
on identifying cut-off scores and establishing the 
sensitivity and specifi city of the used instru-
ments. Cut-off scores and sensitivity/specifi city 
information are especially helpful for clinicians 
using self-report questionnaires as supplemen-
tary diagnostic tools. Thus, instruments with 
adequate external validity will be able to detect 
correctly individuals with below clinical (i.e., 
specifi city) and clinical levels of depression and 
suicidality (i.e., sensitivity). Studies, however, 
have largely depended on small sample sizes or 
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convenience samples to examine cut-off scores. 
Although criteria may be established for specifi c 
groups, researchers and clinicians need to use 
cut-off scores with caution and supplement their 
diagnostic decisions with data from other sources. 

 The increase in attention towards understand-
ing the psychometric properties of existing mea-
sures is encouraging. This signals greater interest 
in validating existing measures. Yet, we noticed 
that it was a small pool of researchers who were 
conducting these validity studies. Therefore, 
future recommendations include establishing the 
measurement equivalence and specifi city/sensitiv-
ity for various depression measures other than the 
CES-D and BDI, building on current fi ndings and 
encouraging collaborations across research teams.     
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           Assessment of Anxiety 
with Asian Clients 

       Anxiety and the Asian Client 

 The Asian population in the USA has rapidly 
grown to 12 million (US Department of Homeland 
Security,  2010 ) and Asian-born immigrants are 
the country’s second-largest population behind 
those from Latin America (US Census Bureau, 
 2011 ). In 2009, their share increased to 28 % of 
the foreign-born population, up from 5 % in 1960 
(US Census Bureau,  2011 ). In addition, the com-
position of the Asian population is constantly 
changing. The Asian-American population today 
is primarily born overseas, contrary to the situa-
tion three decades ago (Lee, Lei & Sue,  2000 ). 
Furthermore, the Asian population in the USA is 
extremely diverse and includes Indians, Chinese, 
Filipinos, Japanese, Koreans, Thai, Vietnamese, 
Pacifi c Islander Americans, and people from 
other heritages (Lee et al.,  2000 ). Thus, it is 
important to be aware of the composition of 
Asian-Americans and their heterogeneity in the 
USA in order to understand them better and not 
simply group them as “Asians.” 

 The prevalence of anxiety disorders among 
Asian-Americans has risen from 5.75 % (Gee, 

Spencer, Chen, & Takeuchi,  2007 ) to 11.8 % 
(Gonzalez et al.,  2010 ). Asian-Americans are less 
likely to meet the diagnostic criteria for general-
ized anxiety disorder, posttraumatic stress disor-
der, social anxiety disorder, and panic disorder 
than other ethnic groups (e.g., Hispanics White 
Americans; Asnaani, Richey, Dimaite, Hinton, & 
Hofmans,  2010 ). The specifi c prevalence rate for 
social anxiety disorder is 5.3 %, generalized anx-
iety disorder is 2.4 %, and panic disorder is 2.1 % 
among an Asian sample consisting of Chinese, 
Filipino, Vietnamese, or other Asian ancestry 
(Asnaani et al.,  2010 ). These rates are lower than 
those of White Americans, whose rates are 
12.6 % for social anxiety disorder, 8.6 % for gen-
eralized anxiety disorder, and 5.1 % for Panic 
Disorder (Asnaani et al.,  2010 ). The lifetime 
prevalence of posttraumatic stress disorder 
(PTSD) was also lowest among Asians (4.0 %) 
compared to African Americans (8.7 %), 
Hispanics (7.0 %), and White Americans (7.4 %) 
(Roberts, Gilman, Breslau, Breslau, & Koenen, 
 2010 ). However, Asian immigrants in the USA 
report a higher rate of mental health problems 
compared with individuals in their native coun-
tries, although this is less studied (Tiwari & Wang, 
 2006 ). For example, the 12-month prevalence rate 
of social anxiety disorder based on East Asian 
surveys is much lower in the native countries 
compared to Asian-Americans in the USA, in the 
range of 0.4 % in Taiwan (Hsu & Alden,  2008 ), 
0.2–0.6 % in Korea (Kung & Lu,  2008 ), 0.2 % in 
China (Roy-Byrne et al.,  2005 ), and 0.8 % in 
Japan (Matsunaga, Kiriike, & Matsui,  2001 ). 
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Considering that immigrants tend to have better 
health compared to those who remain in their 
home country, the higher prevalence of anxiety 
disorders in foreign-born Asian immigrants sup-
ports the hypothesis that acculturation and adjust-
ment issues may contribute to acculturative 
stress, which has been associated with depres-
sion, anxiety, and other health outcomes 
(Woodward et al.,  2011 ).  

    Cultural Sensitivity 

 There has been a growing concern among psy-
chologists for awareness of cross-cultural varia-
tion in psychopathology. Even though anxiety 
disorders have been found to exist across cultures 
(Good & Kleinman,  1985 ), the symptoms vary 
considerably cross-culturally (Barlow,  2002 ). As 
mentioned above, Asian-Americans are typically 
less likely to endorse and report symptoms of 
anxiety disorders than other racial groups includ-
ing Caucasians, Latinos, and African Americans 
(Asnaani et al.,  2010 ). Experts hypothesized that 
this is because language differences may impact 
the degree to which diagnostic instruments cap-
ture the meaning of anxiety symptoms among 
Asian-Americans (Alegria et al.,  2004 ). Another 
explanation for the lower prevalence rate is 
related to culture. In terms of a collectivistic 
worldview, an emphasis on the importance of 
maintaining harmonious relationships with other 
people and overall well-being may explain the 
lower rate of anxiety symptoms identifi ed among 
Asian populations (Asnaani et al.,  2010 ). There 
are, however, some notable exceptions. In fact 
social anxiety is exceptionally high among this 
group. Collectivistic countries (e.g., Japan, 
Korea, and Spain) showed higher levels of social 
anxiety and more positive attitudes toward 
socially avoidant behaviors than individualistic 
countries (e.g., Australia, Canada, Germany, the 
Netherlands, and the USA; Heinrichs, Rapee, & 
Alden,  2006 ). For Asian populations, the strict 
social norms of collectivist cultures that ensure 
group harmony (including being submissive and 
quiet) may increase social anxiety due to the 
 negative consequences when those norms are 
violated (Rapee & Spence,  2004 ). When Asians 

move to the USA, they might be more conscious 
of other people’s feelings and try to avoid situa-
tions where they might hurt other people’s feel-
ings based on their cultural values (Kleinknecht, 
Dinnel, & Kleinknecht,  1997 ). Thus, when 
assessing Asian clients, researchers and clini-
cians need to be aware whether culture/heritage- 
specifi c issues are infl uencing their endorsement 
and report of anxiety symptoms.  

    This Chapter 

 This chapter will identify (1) which measures are 
most commonly used to assess anxiety in English- 
speaking populations, (2) assessment measures 
for generalized anxiety disorder, panic disorder, 
specifi c phobias (e.g., social phobia and social 
anxiety), PTSD, and their reliability and validity, 
(3) different types and symptoms of anxiety dis-
orders and their respective measures depending 
on each nation and culture (Indian, Chinese, 
Japanese, Korean, Southeast Asian), and (4) the 
availability of measures in different languages. 
In addition, this chapter emphasizes the impor-
tance of administrating assessments for somatic 
symptoms of anxiety as researchers identifi ed 
that Asians often express mental health symp-
toms through somatization, and this is a critical 
cultural consideration when assessing anxiety 
disorders (   Table  13.1 ).

        Assessment of Anxiety as a Domain 

    Generalized Anxiety Disorder 

 The  Generalized Anxiety Disorder 
Questionnaire-IV  (GADQ-IV; Newman et al., 
 2002 ) is a nine-item self-report measure that 
assesses DSM-IV criteria for Generalized 
Anxiety Disorder (GAD), such as the presence 
and interference of worry and related physical 
symptoms. The measure assesses the presence, 
frequency, and controllability of excessive worry, 
the number of endorsed worry themes and physi-
cal symptoms (e.g., restlessness, irritability, 
being easily fatigued, diffi culty concentrating, 
muscle tension), and the interference and distress 
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   Table 13.1    Anxiety disorder assessment measures with Asians   

 Measure  Disorder assessed  Relevant research fi ndings  Available in 

 Generalized Anxiety 
Disorder Questionnaire 
for DSM-IV 

 Generalized anxiety 
disorder 

 1.  Good sensitivity and specifi city 
in distinguishing individuals with GAD 
from those with other anxiety diagnoses 

 2.  A single factor across different racial 
groups 

 Japanese 

 Penn State Worry 
Questionnaires 

 Generalized anxiety 
disorder 

 1.  Good internal consistency when 
examined for different ethnic groups 
(Caucasian, Hispanic, Asian) 

 Chinese, Japanese, 
Korean 

 State-Trait Anxiety 
Inventory 

 Examines two 
dimensions of anxiety: 
state and trait anxiety 

 1.  Most widely used self-report measure 
in the USA 

 2.  High validity and reliability among 
Asian-Americans 

 Chinese, Hong 
Kong, Japanese, 
Korean 

 Beck Anxiety Inventory  Panic disorder  1. Few/no studies for Asian-Americans 
 2.  Excellent reliability and validity among 

Asians 

 Chinese, Japanese, 
Korean 

 Panic Disorder Severity 
Scale 

 Panic disorder  1. Few/no studies for Asian-Americans 
 2. Validated in different Asian languages 

 Chinese, Japanese, 
Korean 

 Social Phobia and 
Anxiety Inventory 

 Social phobia  1.  Empirically derived from somatic, 
cognitive, and behavioral responses 
to social fears 

 2.  One study reported high reliability 
for Asian Americans 

 Chinese, Japanese, 
Korean 

 Social Avoidance and 
Distress Scale 

 Social anxiety  1.  One study published for Chinese 
Americans 

 2.  High reliability and validity 
for Japanese and Koreans 

 Japanese, Korean 

 Social Interaction 
Anxiety Scale 

 Social anxiety  1. Few/no studies for Asian Americans 
 2.  High reliability and validity 

for different Asian languages 

 Chinese, Japanese, 
Korean 

 Traumatic Life Events 
Questionnaire 

 Posttraumatic stress 
disorder 

 1. Few/no studies for Asian Americans 
 2.  High reliability and validity for Chinese 

 Chinese 

 PTSD Checklist-Civilian 
version 

 Posttraumatic stress 
disorder 

 1. Few/no studies for Asian Americans 
 2.  Excellent reliability for Cambodian 

refugees 

 Chinese 

caused by worry and its symptoms. It has good 
psychometric properties being sensitive and spe-
cifi c for distinguishing individuals with GAD 
from those with other anxiety disorders (Newman 
et al.,  2002 ). A recent factor analytic study has 
supported a one-factor model of the GADQ-IV 
(Rodebaugh, Holaway, & Heimberg,  2008 ). 
Based on this factor analysis, there is a single fac-
tor across all racial groups including African 
American, Caucasian, Hispanic/Latino, and 
Asian groups, and this result was consistent with 
a previous factor analysis conducted on a primar-
ily Caucasian sample (   Robinson et al.,  2010 ). 
Another study found out that Asian-Americans 
do not have the variations in intensity of worry 
depending on the circumstances while Caucasians 

and African Americans do (Scott, Winnie, & 
Heimberg,  2002 ). Other than those two studies, 
there are little/no recent studies published regard-
ing this measure for Asian-Americans in 
 English- language journals for the past 5 years. 
However, it has been translated and used in China 
(e.g., Wang, Wang, & Jiang,  2007 ) and Japan 
(e.g., Takebayasi, Koki, & Thugiura,  2012 ) and it 
appears this is appropriate for individuals of 
Chinese and Japanese origin. 

 The  Penn State Worry Questionnaire  (PSWQ; 
Meyer, Miller, Metzger, & Borkovec,  1990 ) is a 
16-item self-report questionnaire that measures 
an individual’s tendency toward excessive worry. 
Each item is rated on a 1 (“not at all typical of 
me”) to 5 (“very typical of me”) Likert-type scale. 
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Eleven items ask individuals to endorse worry 
items, with higher numbers meaning more worry 
(e.g., “My worries overwhelm me”; “I worry all 
the time”). Five items include items asking respon-
dents to rate a lack of worry (e.g., “I fi nd it easy to 
dismiss worrisome thoughts”; “I never worry 
about anything”) and the items are reverse-scored 
before computing the total score. The question-
naire has strong psychometric properties with 
clinical populations (Brown, Antony, & Barlow, 
 1992 ) and has been shown to distinguish patients 
with GAD from those with other anxiety disorders 
and healthy controls (Brown et al.,  1992 ). The 
PSWQ has excellent psychometric characteristics 
and there are studies comparing those characteris-
tics across diverse groups of ethnic backgrounds. 
The directly worded items demonstrated good reli-
ability when examined collectively or separately 
by different ethnic groups including Caucasian, 
Hispanic, and Asian groups in a community sam-
ple (all Cronbach’s as >0.90; Gillis, Haaga, & 
Ford,  1995 ). In addition, the PSWQ has been 
translated into Chinese (e.g., Zhong, Wang, Li, & 
Liu,  2009 ), Japanese (e.g., Matsumi,  2009 ), and 
Korean (e.g., Lim, Kim, Lee, & Kwon,  2008 ) and 
used pervasively in Asia. 

 The  State-Trait Anxiety inventory  (STAI; 
Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 
 1983 ) is a self-report measure with 40 items that 
assesses two dimensions of anxiety: state and trait 
anxiety (Virella, Arbona, & Novy,  1994 ). State 
anxiety refers to nervousness or worry that is 
highly relevant to situational factors. Trait anxiety 
is considered to be more stable and dispositional 
anxiety. The STAI is one of the most commonly 
used measures of anxiety in the USA. It has been 
used in clinical settings to diagnose anxiety and to 
distinguish it from depressive symptoms. The 
STAI-X is a previous form of the STAI-Y. The 
STAI-Y uses 20 items to assess trait anxiety and 
20 items to evaluate state anxiety. State anxiety 
items (how one feels at a particular moment in 
time) include “I am tense; I am worried; I feel 
calm; I feel secure.” Trait anxiety items (how the 
individual generally feels over an indefi nite period 
of time) include “I worry too much over some-
thing that really doesn’t matter,” “I am content,” 
“I am a steady person.” The responses are on a 

four-point Likert scale, such that higher scores 
indicate greater anxiety. The scale has high inter-
nal consistency from 0.86 to 0.95 (Spielberger 
et al.,  1983 ). 

 There is one study that validated the STAI for 
Asian/Pacifi c-Islander adolescents in the USA, 
and it showed that the scale had high reliability 
and concurrent validity (Hishinuma et al.,  2001 ). 
Although there are few/no other studies pub-
lished using the STAI with Asian-American pop-
ulations, a lot of efforts were made to translate it 
into Asian languages, and there are several stud-
ies published in English-language journals. Shek 
( 1988 ) conducted a number of studies to validate 
the Chinese translation of the STAI–X. He 
reported that the translated scale was valid and 
could be a reliable assessment instrument to mea-
sure anxiety in Chinese populations. Lee and Oei 
( 1994 ) used a Chinese version of the revised 
STAI–Y in their research for 226 college students 
in Hong Kong. The Cronbach’s alpha for the 
STAI-Y Chinese was 0.90 in that study. 
Psychometric data on the Japanese version of the 
STAI suggest that it has satisfactory reliability 
and validity for assessing anxiety in Japanese 
populations (Iwata et al.,  1998 ). In one cross- 
cultural study for Koreans, Youn, Knight, Jeong, 
and Benton ( 1999 ) translated the STAI–Y into 
Korean and then back-translated it into English. 
Cronbach’s alpha for the Korean translation was 
0.94 in that study, which suggests that this mea-
sure is appropriate for individuals with Chinese, 
Japanese, and Korean origin.  

    Panic Disorder 

 The  Beck Anxiety Inventory  (BAI; Beck, Epstein, 
Brown, & Steer,  1988 ) is a reliable 21-item self- 
report measure useful in the assessment of panic 
symptomatology rather than for anxiety, and it 
has been shown to discriminate the construct of 
anxiety from depression (Beck et al.,  1988 ). It is 
one of the most frequently used measures to 
assess the current level of various anxiety symp-
toms. Among the 21 items, 14 refl ect somatic 
symptoms (e.g., numbness or tingling, feeling 
hot, dizzy or lightheaded) and the remaining 
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seven items refer to specifi c aspects of cognition 
related to anxiety and panic symptoms (e.g., fear 
of the worst happening, fear of losing control, 
and fear of dying). The BAI asks individuals to 
endorse their symptoms during the past week by 
using a four-point severity scale with responses 
ranging from “Not at all” to “Severely-I could 
barely stand it” (Steer, Ranieri, Beck, & Clark, 
 1993 ). The BAI has demonstrated excellent reli-
ability and validity in clinical samples (Creamer, 
Foran, & Bell,  1995 ). Unfortunately, there are 
few/no studies published in English-language 
journals regarding the psychometric properties of 
the BAI for Asian-Americans. There is one study 
on using the BAI for outpatients attending the 
Neuroscience Psychiatric Clinic at a tertiary 
referral hospital in Singapore, which was pub-
lished in an English-language journal (Luo, 
Fones, Thumboo, & Li,  2003 ). The participants 
were fl uent in either English or Chinese, and they 
used identical English or Chinese questionnaires 
according to each individual’s preference. 
However, the study did not report on the reliabil-
ity and validity of the Chinese BAI. Other Asian 
countries have been pervasively using the BAI, 
but the resulting studies have not been published 
in English journals. An examination of Chinese 
(e.g., Li et al.,  2008 ) and Korean (e.g., Han, Cho, 
Park, Kim, & Kim,  2003 ) translations of the BAI 
in Asian journals, revealed numerous studies 
using these translated measures strong psycho-
metric properties of the translated measures. 
From these results, it appears that translated BAI 
version is appropriate for individuals with Asian 
origins (e.g., Chinese and Korean) or who are not 
fl uent in English. At the same time, original 
English version of BAI is fi ne for Asian- 
Americans who prefer English. 

 The  Panic Disorder Severity Scale  (PDSS; 
Houch, Spiegel, Shear, & Rucci,  2002 ) is a self- 
report measure with seven items assessing the 
overall severity of panic disorder. It evaluates the 
frequency of panic disorder, perceived distress, 
social and occupational interference, anticipatory 
anxiety, and avoidance of agoraphobic situations 
as interoceptive cues (e.g., (1) how many panic 
and limited symptoms attacks did you have dur-
ing the week, (2) during the past week, how much 

have you worried or felt anxious about when your 
next panic attack would occur or about fears 
related to the attacks?). Respondents rate each 
question from 0 to 4 on a fi ve-point Likert scale, 
and the total score ranges from 0 to 28. The scale 
has comparative reliability and validity when the 
measure is used for panic disorder patients, and it 
is sensitive to change with treatment (Houch 
et al.,  2002 ). Thus, the PDSS is a useful tool in 
clinical and research settings. There are few/no 
studies published using this measure for Asian- 
Americans in the English journals. However, it 
has been translated and used pervasively in Asian 
countries including China (e.g., Hu, Cui, & Li, 
 2012 ), Japan (e.g., Dakasi et al.,  2004 ), and Korea 
(e.g., Lim, Yu, & Kim,  2007 ) to measure panic 
disorder symptoms.  

    Specifi c Phobias 

 The  Social Phobia and Anxiety Inventory  (SPAI; 
Turner, Beidel, Dancu, & Stanley,  1989 ) is a self- 
report measure with 45 items assessing social anxi-
ety and fear. It evaluates specifi c somatic and 
affective symptoms, cognitions, and behaviors due 
to potentially fear-producing situations (e.g., with 
authority fi gures, with strangers). The measure was 
developed on an empirical basis and it has high test–
retest reliability and good internal consistency 
(Turner et al.,  1989 ). The SPAI is known to be an 
ideal screening tool for social phobia and anxiety in 
various settings including inpatient and outpatient 
clinics, residential treatment facilities, prisons, 
schools, and employment settings (Turner et al., 
 1989 ). In addition, the SPAI score has been shown 
to be sensitive to the distinction between socially 
anxious and nonsocially anxious populations 
(Beidel, Turner, Stanley, & Dancu,  1989 ) and it also 
distinguishes participants with social phobia and 
those with panic disorder with or without agorapho-
bia (Turner et al.,  1989 ). There is one study using 
the SPAI to understand cultural differences between 
European Americans and Asian-Americans regard-
ing social anxiety in anxiety-provoking situations. 
Asian-Americans reported higher average num-
ber on negative emotions in social situations 
than European Americans. The Cronbach’s alpha 
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 coeffi cient for Asian- Americans was 0.97 in that 
study (Lee, Okazaki, & Yoo,  2006 ). Although 
there are few studies regarding the SPAI in 
English-language journals, the measure has been 
translated and used frequently in Asian countries 
including China (e.g., Chin & Zhang,  2010 ), 
Japan (e.g., Okajima, Yoshihiro, & Sasagawa, 
 2008 ), and Korea (e.g., Kim,  2004 ). Studies on 
its use in these countries have been published in 
Asian journals in the respective languages. Thus, 
it is appropriate to use a translated version of 
measure for individuals of Asian origin who do 
not speak English or prefers their native lan-
guages (i.e., China, Japan, and Korea). 

 The  Social Avoidance and Distress Scale  
(SADS; Watson & Friend,  1969 ) is a self-report 
measure with 28 items evaluating the affective 
and behavioral components of social anxiety 
including distress, discomfort, fear, anxiety, and 
the avoidance of social situations. Half of the 
items assess social avoidance (i.e., the behavioral 
component of social anxiety) and the other 14 
assesses social anxiety (i.e., the affective compo-
nent of social anxiety). The items include “I feel 
relaxed even in unfamiliar social situations,” “I try 
to avoid situations which force me to be very 
sociable,” and “It is easy for me to relax when I 
am with strangers.” Respondents answer with 
either true or false. The SADS has high reliability, 
with an internal consistency of 0.94 and a test-
reliability ranging from 0.68 (Watson & Friend, 
 1969 ). There is one study on Chinese Americans 
using the SADS to examine passivity and nonas-
sertiveness (Sue, Sue, & Ino,  2001 ). However, the 
study did not report psychometric properties. 
Another study using the SADS for Japanese 
Americans reported high internal reliability, with 
Cronbach’s alpha at 0.91 (Norasakkunkit & 
Kalick,  2009 ). The SADS was translated into 
Chinese (e.g., Peng, Fan, & Li,  2003 ) and Korean 
(e.g., Lee & Choi,  1997 ) and has been used fre-
quently by researchers and clinicians. 

 The  Social Interaction Anxiety Scale  (SIAS; 
Mattick & Clarke,  1998 ) is a self-report measure 
with 20 items, refl ecting anxiety in social interac-
tion situations such as fear of being boring and 
unclear, or not knowing what to say. The items 
include anxiety-associated reactions to a variety 

of social interaction situations, such as “I get 
 nervous if I have to speak to someone in authority” 
and “When mixing socially I am uncomfortable.” 
Respondents are asked to indicate to what extent 
the statements describe themselves on a fi ve- point 
Likert scale (“not at all” to “extremely”). It has 
good internal consistency and well- established 
validity in clinical and nonclinical samples 
(Mattick & Clarke,  1998 ). There have been few to 
no studies on the reliability or  validity of the SIAS 
for Asian-Americans. However, the SIAS has 
been translated into Chinese (e.g., Ye, Qian, Liu, 
& Chen,  2007 ) and Japanese (e.g., Ochiai & 
Matsui,  2009 ), and it has been used  pervasively to 
measure anxiety in social situations.  

    Posttraumatic Stress Disorder 

 The  Traumatic Life Events Questionnaire  (TLEF; 
Kubany et al.,  2000 ) is a self-report measure 
evaluating the various types of traumatic events 
that a respondent has experienced during his or 
her lifetime with 23 items. Categories of trauma 
include natural disasters, exposure to warfare, 
interpersonal violence such as domestic abuse, 
sexual assault, and child abuse, and robbery 
involving a weapon. Respondents provide the 
number of times they experienced such events, 
ranging from “never” to “more than fi ve times.” 
The TLEQ also assesses whether respondents 
experienced helplessness, fear, or horror in 
response to the endorsed trauma exposure with a 
yes or no response (Kubany et al.,  2000 ). There is 
one study examining the relationship of PTSD 
and related perinatal behavioral risk factors 
among Caucasian, Asian, and Pacifi c Islander 
women. However, the study did not report the 
psychometric properties of the measure (Onoye, 
Goebert, Morland, Matsu, & Wright,  2009 ). In 
Chinese journals, it was observed that the TLEQ 
has been translated into Chinese (e.g., Huang, 
Zhang, Liu, & Wei,  2008 ). The other Asian coun-
tries such as Japan and Korea appear to have 
developed their own measures and use them 
instead of a translated TLEQ. 

 The  PTSD Checklist-Civilian version  (PCL- 
C; Weathers, Litz, Herman, Huska, & Keane, 
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 1993 ) assesses lifetime and current PTSD symp-
toms in clients who were exposed to trauma with 
17 items through self-report. The PCL-C includes 
items (re-experiencing, avoidance, arousal) based 
on the Diagnostic and Statistical Manual of 
Mental Disorders-IV (American Psychological 
Association,  1994 ) criteria for determining PTSD 
diagnoses. Each item corresponds to 1 of 17 
DSM-IV PTSD symptoms on a 1–5 Likert scale 
from “Not at all” to “Extremely” (Weathers et al., 
 1993 ). Example items are “Repeated, disturbing 
memories, thoughts, or images of a stressful 
experience from the past,” “Feeling very upset 
when something reminded you of a stressful 
experience from the past,” and “Avoid thinking 
about or talking about a stressful experience from 
the past or avoid having feelings related to it.” 
The measure has high internal consistency 
(alpha = 0.85–0.98) (Wilkins, Lang, & Norman, 
 2011 ). There is one study published in an English- 
language journal on Cambodian refugees with 
PTSD that uses this measure (Hinton, Rasmussen, 
& Nou,  2009 ). The Cambodian version of the 
PTSD-C has excellent test–retest (at 1 week) and 
inter-rater reliability ( r  = 0.91 and 0.95, respec-
tively) (Hinton et al.,  2009 ). In Chinese journals, 
we observe that the PCL-C has been translated 
into Chinese and used pervasively (e.g., Wang, 
Sui, Li, & Jie,  2010 ). However, this measure is 
not translated into other Asian languages. The 
other Asian countries such as Japan and Korea 
have developed their own measures.  

    Culture/Nation Specifi c Anxiety 
Disorder and Symptoms 

 Asian-Americans tend to report anxiety in terms 
of physical symptoms (irrespective of the trigger) 
rather than psychological symptoms, which does 
not show up very often in Americans. For exam-
ple, Asian-Americans may express concerns 
about throwing up or fainting when they are anx-
ious (Gordon & Teachman,  2008 ). Specifi cally, 
there are so-called culture-bound syndromes of 
Asian populations. For example, Koreans experi-
ence  hwabyung , which literally means fi re dis-
ease or anger disease. Japanese have been applied 

the diagnosis of  shinkeishitsu  (indicating a 
 nervous character) and  taijin kyofusho  (meaning 
fear of interpersonal relations). In Khmer, there is 
a syndrome of  kyol goeu , meaning wind over-
load. There has been debate whether these are 
cultural variations of Western anxiety disorders 
(e.g., Hinton, Um, & Ba,  2001 ; Lin,  1983 ). 
Although multiple functional somatic symptoms 
are common anxiety presentations, there are 
culture- specifi c syndromes for each Asian nation 
with particular cognitions about anxiety-type 
somatic and psychological symptoms. For clini-
cians and researchers, it is important to be aware 
of those race/nation specifi c syndromes and 
symptoms when assessing and measuring anxiety 
symptoms. 

    North East Asia 
  China . In China, patients with anxiety often com-
plain of “neurasthenia” or “weak nerves” (Shen, 
Zhang, & Huang,  2006 ); the Western diagnosis 
of “neurasthenia” was adopted in China at the 
beginning of the twentieth century. Key features 
of “weak nerves” include excessive worry, head-
ache, and fatigue. The patient is concerned that 
worry drains his or her mind and body and results 
in further fatigue, damaging the soul and the 
body (Shen et al.,  2006 ). In China, it is believed 
that neurasthenia produces catastrophic thoughts, 
and these contribute to the severity and frequency 
of generalized anxiety disorder and panic disor-
der. In addition, dizziness is a common complaint 
among Chinese patients with panic disorder 
(Park & Hinton,  2002 ). Due to the infl uence of 
traditional Chinese medicine, anxiety states are 
often attributed to organ dysfunction, especially 
to a “weak kidney” or a “weak heart” (Park & 
Hinton,  2002 ). In China, medical doctors used to 
attribute panic symptoms to such organ failure. 
Western doctors may have to be aware of the tra-
ditional approaches the Chinese used to have and 
intervene correctly when Chinese Americans 
report certain catastrophic cognitions and hyper-
vigilance for certain somatic symptoms. 

  Japanese . In Japan, as in China, “neurasthenia” 
refers to common anxiety disorder symptoms 
(Kitanishi & Kondo,  1994 ). Neurasthenia is a 
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term that captures various mental health disor-
ders ranging from social phobia to schizophrenia. 
Anxiety states in Japan are often diagnosed as 
“neurocirculatory asthenia” and typical symp-
toms include palpitations, fatigue, and orthostati-
cally induced dizziness (Hinton et al.,  2007 ). The 
syndrome of “orthostatic dysregulation” is a 
common manifestation of panic disorder. Patients 
with panic disorder have orthostasis-induced 
symptoms and appear to have various phobias, 
especially social phobia, which is presented as a 
syndrome called  taijin kyofusho , which means 
literally “fear of people” (Maeda & Nathan, 
 1999 ). Patients with  taijin kyofusho  avoid social 
relationships and social settings due to fears of 
blushing, being observed, having offensive odors, 
making inappropriate facial expressions, and 
offending other people (Kirmayer,  1991 ). 
However,  taijin kyofusho  differs from social pho-
bia because there is a greater emphasis on fear of 
offending others instead of embarrassing oneself 
(Nagata et al.,  2003 ).  Tajin kyofusho  has been fre-
quently considered as a Japanese culture-specifi c 
expression of social anxiety disorder. 

  Korean. Hwabyung , literally indicating “fi re 
sickness,” is a common syndrome in Korea that 
has also been reported among Koreans in the 
USA (Lin,  1983 ).  Hwabyung  occurs in middle- 
aged Korean women of low socioeconomic sta-
tus, with symptoms including generalized 
anxiety, panic, depression, aggression, and per-
sistent sadness. They also report somatic symp-
toms such as digestive problems, abdominal pain, 
hot or cold fl ashes, and sleeplessness. Researchers 
have remarked that  hwabyung  may result in panic 
attacks and may also be a presentation of general-
ized anxiety disorder (Lin et al.,  1992 ). 

  Indian Americans  ( Indian, Pakistani, and 
Bangladeshi ). Semen-loss syndrome is a well- 
known and common presentation of anxiety 
among Indian Americans (Perme, Ranjith, 
Mohan, & Chandrasekaran,  2005 ). Semen-loss 
anxiety involves fears of risky bodily depletion. 
A sufferer of semen-loss attributes multiple 
somatic symptoms (weakness, palpitations, 
aches, and pains) and psychological symptoms 

(anxiety, fear) to an excessive loss of semen 
through urination, nocturnal emissions, or exces-
sive masturbation. Semen loss syndrome usually 
starts with an acute onset characterized by intense 
anxiety symptoms consisting of high arousal, 
fatigue, somatic symptoms, and sexual dysfunc-
tion (Sumathipala, Siribaddana, & Bhugra,  2004 ).  

    Southeast Americans 
  Cambodia . As in China and Japan, the Western 
diagnostic category of neurasthenia has been 
adopted in Cambodia (Hinton, Hinton, Um, 
Chea, & Sak,  2002 ). Cambodians have several 
functional somatic syndromes that overlap with 
anxiety. Weakness is a common complaint among 
Cambodians who suffer from anxiety. Based on 
Cambodian belief, body weakness may result in 
various anxiety type symptoms including worry, 
frequent fear, tinnitus, shortness of breath, and a 
feeling of lightness in the body. Cambodians 
have a great fear of heart weakness, too (Hinton 
et al.,  2002 ). Especially among Cambodian refu-
gees, “weak heart” syndrome is a common pre-
sentation of generalized anxiety disorder, panic 
disorder, and PTSD. Specifi c anxiety symptoms 
such as palpitations, orthostatic dizziness, cold 
extremities, and even shortness of breath are 
attributed to a weak heart. In addition, Cambodian 
refugees commonly report neck-focused distress 
often associated with panic attacks, and those 
panic attacks frequently combine with both panic 
disorder features (e.g., catastrophic cognitions) 
and PTSD symptoms (e.g., trauma associations). 

  Thailand . In northeastern Thailand (where most 
of the population is Laotian speaking), patients 
with anxiety, especially panic disorder and PTSD, 
complain of having a weak heart (Hinton,  2000 ). 
They also report an “abdominal wind” syndrome, 
which is a frequent anxiety presentation (Hinton, 
 2000 ). Both Cambodians and northeastern Thais 
have ethnophysiology-caused catastrophic cogni-
tions resulting in hypervigilance of somatic symp-
toms (e.g., particularly  cardiac and gastrointestinal 
symptoms). Interestingly, the concept of “abdom-
inal wind” that exists in northeastern Thailand is 
not reported by people in central Thailand. In 
addition, the rates of gastrointestinal-focused 
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panic are much lower in central and Southern 
Thailand (Hinton et al.,  2007 ). 

  Vietnam . During French colonial rule, the 
 “neurasthenia” and “cardiac neurasthenia” theories 
were adopted in Vietnam. As in Cambodia, com-
mon symptoms of anxiety disorder including gener-
alized anxiety disorder, panic disorder, and PTSD 
were viewed as “weakness” and “heart weakness” 
in Vietnam (Chung & Singer,  1995 ). In addition, the 
Chinese diagnosis of “weak kidney” was adopted in 
Vietnam, which resulted in the fear that weakness 
may lead to “kidney weakness.” Cautious of disor-
dered kidneys, Vietnamese are hypervigilant to 
back sensations and sometimes experience urina-
tion-induced panic attacks. They worry that semen 
can be lost in the urine (Hinton, Nguyen, Tran, & 
Quinn,  2005 ). Vietnamese frequently report 
headache- focused panic, indicating that a headache 
to them means serious physiological abnormalities 
including overly tense nerve fi bers that may snap 
and cause death, insanity, or permanent loss of intel-
ligence (Hinton, Chau, et al.,  2001 ).   

    Non-English Measures Available 
to Each of Group 

 There have been attempts to translate English 
assessment measures into Asian languages in 
Asian countries. In the process, those items con-
sidered inappropriate were eliminated or revised 
in accordance with the tester’s opinion. 
Unfortunately, studies on the full array of vali-
dated instruments and measures used for Asian- 
Americans in the USA cannot be found in 
English-language journals. However, there are lots 
of instruments that have been translated, validated, 
and made available in Asian countries, and increas-
ing numbers of publications concerning psycho-
logical assessment are appearing in Asian journals. 
Nevertheless, they are only published in Asian lan-
guage journals that limit international access to the 
contents of those articles, and it is diffi cult to see 
the psychometric properties of each measure. 
Some of the Asian countries have developed their 
own culture-sensitive measures, but these also 
have limited access for international researchers.   

    Conclusion 

 It has been particularly problematic and diffi cult 
to conduct valid assessment research due to cul-
tural differences in self-disclosure tendencies and 
stigma around mental health illness among Asian 
populations. Culturally, Asians come from an ori-
entation with strong family ties (Fong,  1973 ) and 
there is a strong tradition of controlling emotional 
expression (Lai & Linden,  1993 ). This makes it 
hard for researchers to believe the prevalence 
rates and self-reporting among Asian- Americans. 
Another major issue in the anxiety assessment of 
Asian-Americans concerns the adaptation and 
translation of inventories. The most important 
question is whether the content of the measure is 
relevant to Asian-Americans, which is content 
validity. Another question is whether the test actu-
ally predicts the relevant behavior in Asian-
Americans, predictive validity. 

 In this chapter, many measures that are viable 
for use with Asian populations are presented. 
In addition, culture-specifi c anxiety syndromes 
and symptoms are introduced. It is crucial for cli-
nicians and researchers to keep in mind that psy-
chological symptoms of anxiety may be defi ned 
and manifested differently in various countries 
and cultures. Clinicians and researchers need to 
be mindful of those culture-bound differences 
regarding anxiety and utilize those measures 
carefully when evaluating the presence of an anx-
iety disorder with Asians. This is to develop 
 correct treatment planning and implementation 
of high-quality health care based on accurate 
assessments and understanding.     
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           Introduction 

    It is estimated that 17.3 million Asian-Americans 
live in the USA, according to the 2010 US Census 
bureau (Hoeffel, Rastogi, Kim, & Shahid,  2012 ). 
The majority identifi ed as Asian alone, 14.7 mil-
lion, while the remaining 2.6 million identifi ed as 
Asian in combination with one or more ethnic 
groups. Asian is a diverse group, being defi ned as 
“a person having origins in any of the original 
peoples of the Far East, Southeast Asia, or the 
Indian subcontinent, including, for example, 
Cambodia, China, India, Japan, Korea, Malaysia, 
Pakistan, the Philippine Islands, Thailand, and 
Vietnam” by the US Census Bureau (Hoeffel 
et al.,  2012 , p. 2). The largest Asian-American 
groups, alone or in any combination, were 
Chinese, Filipino, Asian Indian, Vietnamese, 
Korean, and Japanese. Asian-Americans were 
also found to be the fastest growing racial group 
from 2000 to 2010, growing by 43 % as com-
pared to 9.7 % for the total population. The 
assessment and treatment of health and behav-
ioral problems within this large and growing 
population within the USA is an important 
consideration. 

 A once common theory regarding health and 
behavioral problems in Asian-American popula-
tions was that of the model minority (Choi & 
Lahey,  2006 ; Evans, Pierce, Li, Rawson, & Hser, 
 2012 ; Fong & Tsuang,  2007 ). The model minor-
ity theory suggests that Asian-Americans have 
lower levels of health problems, are higher 
achieving, and maintain more self-suffi cient fam-
ily units than other ethnic groups (Choi & Lahey, 
 2006 ). Research has been mixed with regard to 
this theory, however, with some studies fi nding 
equal or higher rates of health and behavioral 
problems in Asian-Americans compared to other 
ethnic groups and others fi nding lower rates. 
Choi and Lahey ( 2006 ) found that Asian 
American Pacifi c Islanders (AAPI) in grades 
7–12 were less likely to smoke, consume alcohol, 
get drunk, or use substances than White youth. 
They did fi nd some effect for immigration fac-
tors, such that fi rst-generation immigrant chil-
dren reported less problem behaviors than 
second-generation or nonimmigrant children. 
The differences found in substance use behavior 
between White and Asian Pacifi c Islander youth 
were greater for immigrant than nonimmigrant 
children. This highlights the fact that immigra-
tion status and acculturation may be a factor in 
the differing results of health problems in Asian- 
American populations. AAPI may experience 
more tension between their culture of origin and 
Western cultural values, particularly when the 
acculturation level between themselves and their 
families is discrepant. This tension, as well as 
desire for acceptance by peer groups, may 
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increase the propensity for drug use as a coping 
mechanism (Rastogi & Wadhwa,  2006 ). Biracial 
Asian-American individuals likely feel similar 
tension between multiple cultural identities 
(Clark, Doyle, & Clincy,  2013 ). Clark and col-
leagues ( 2013 ) found biracial White-Asian- 
American children to begin drinking alcohol and 
smoking marijuana at earlier ages than White 
children and to use all substances at earlier ages 
than Asian-American children. Another factor 
that may account for differing results in health 
and problem behaviors is the use of different 
Asian subpopulations considering there are 
approximately 50 subgroups of AAPIs (Offi ce of 
Minority and National Affairs,  2010 ). The 
National Survey on Drug Health and Use 
(NSDUH,  2011 ) found lower levels of alcohol, 
cigarette, and marijuana use in the past month in 
Asian-American youth ages 12–17 as compared 
to the national average. When specifi c subgroups 
were compared they found a high of 9.7 % in 
Filipino youth for past month alcohol use and a 
low of 5.1 % among Asian Indians. With regard 
to past month marijuana use, a high of 5.2 % in 
Korean youth and a low of 1.0 % among Asian 
Indians was found. Similar to Choi and Lahey 
( 2006 ), there was an effect for immigration sta-
tus, such that Asian-American youth born in the 
USA had higher rates of past month alcohol use 
than foreign-born Asian-American youth; how-
ever, foreign-born Asian-Americans had slightly 
higher rates of nonmedical prescription drug use. 

 Regardless of differences in prevalence rates 
among ethnic groups, substance abuse and depen-
dence in Asian American Pacifi c Islanders does 
occur and warrants attention to ensure accurate 
assessment and treatment. Research has found 
that Asian-American populations may be under-
utilizing mental health and addiction treatment 
services (Fong & Tsuang,  2007 ; Offi ce of 
Minority and National Affairs,  2010 ). This may 
be due to shame associated with or unwillingness 
to disclose one’s problems (Fong & Tsuang, 
 2007 ; Offi ce of Minority and National Affairs, 
 2010 ), particularly outside of the family (Rastogi 
& Wadhwa,  2006 ). This fact may also contribute 
to the lower levels of mental health problems 
found in AAPI. Additionally, AAPI individuals 

that do seek or present for treatment tend to have 
more severe mental health problems, which may 
be a result of delayed treatment seeking (Fong & 
Tsuang,  2007 ; Offi ce of Minority and National 
Affairs,  2010 ). AAPIs also tend to manifest men-
tal health problems through physical symptoms 
(Offi ce of Minority and National Affairs,  2010 ). 

 Additional cultural considerations when 
assessing AAPI clients include considerations of 
language, cultural values, and religion. It is esti-
mated that one-third of Asian-Americans speak 
English “less than well” (Offi ce of Minority and 
National Affairs,  2010 ). Cultural or religious val-
ues may increase the prevalence of substance use 
and clash with disclosure of and treatment seek-
ing for mental health problems. For example, 
women tend to have fewer freedoms and to be 
 disciplined more sternly (Rastogi & Wadhwa, 
 2006 ). This may increase the tendency to use sub-
stances or inhibit the affl icted person or her family 
from seeking resolution outside the family. 

 When working with AAPI subgroups, the 
availability of culturally specifi c assessment 
measures is an important consideration. Research, 
particularly for some Asian-American subgroups 
may be lacking. This chapter will focus on cul-
tural considerations when assessing Asian- 
American clients and will describe substance use 
assessment instruments available for use 
(   Table  14.1 ). In this chapter, substance use disor-
der assessment instruments will be reviewed. 
This chapter is divided into two primary sections. 
The fi rst section discusses general alcohol and 
substance abuse and dependence measures that 
have evidence for their effective use in AAPIs. 
Some measures assess only one drug class while 
others assess general drug and alcohol misuse. 
The second section reviews alcohol abuse and 
dependence assessment measures that have been 
researched for use in AAPI subgroups. The psy-
chometric evidence of each assessment instru-
ment will be discussed when available in addition 
to specifi c AAPI subgroups and ages the instru-
ments have support in. For psychometric evi-
dence, published reports often include estimates 
of reliability/precision (e.g., internal consistency, 
test–retest reliability), as well as sensitivity (the 
true positive classifi cation rate) and specifi city 
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(the true negative classifi cation rate) estimates. 
A number of studies have also used receiver 
operating characteristics (ROC) analyses, to 
determine sensitivity, specifi city and a variety of 
other psychometric properties of the substance 
abuse instruments. Briefl y, in ROC analyses, the 
area under the ROC curve (AUC) indicates the 
ability of a test score to distinguish between two 
groups, for example substance use and nonsub-
stance use groups. An AUC of 1.00 indicates per-
fect classifi cation while and AUC of 0.50 
indicates classifi cation rate at chance levels. 
AUCs between 0.80 and 0.90 indicate good clas-
sifi cation accuracy (Hosmer & Lemeshow,  2000 ).

       General Substance Use Assessment 
Instruments 

    Addiction Severity Index (ASI) 

 The Addiction Severity Index (ASI; McLellan, 
Luborsky, Woody, & O’Brien,  1980 ) is a semi- 
structured interview that assesses alcohol and 
substance use problems. The interview takes 
approximately 50 min to 1 h to complete and 
assesses both current (within the last 30 days) 
and lifetime alcohol and substance use. The ASI 
assesses not only actual extent of alcohol and 

substance use, but areas typically affected by 
substance use and treatment considerations. The 
seven areas commonly affected by substance 
use that are assessed by the ASI are: alcohol 
use, drug use, medical, psychological, legal, 
family/social, and employment/support (Denis, 
Cacciola, & Alterman,  2013 ; McLellan et al., 
 1980 ). A composite score (CS) and a severity 
rating (SR) are calculated for each problem 
area. The ASI underwent slight changes since 
1980 with the most signifi cant revision occur-
ring in its sixth edition (Denis et al.,  2013 ; 
McLellan, Cacciola, Alterman, Rikoon, & 
Carise,  2006 ). By its sixth edition, the ASI had 
been translated into 20 different languages 
(McLellan et al.,  2006 ) and may be the most 
widely used addiction assessment in different 
settings and populations (Denis et al.,  2013 ). 
Manuals and some paper-and-pencil versions of 
the ASI are freely accessible online at   http://triweb.
tresearch.org/index.php/tools/download-asi-
instruments-manuals/    , although at this time the 
Web site contains only the fi fth version and does 
not contain AAPI-relevant versions. 

    AAPI-Relevant Versions of the ASI 
 The ASI has been translated into Chinese, 
Japanese, and Korean. The following is a review 
of the available research on those translations. 

   Table 14.1    Substance-related assessment instruments for use in Asian-Americans   

 Instrument  Type of assessment  Age range  Languages 

 Addiction Severity Index 
(ASI) 

 • Semi-structured interview 
 • Computer administration 

 Adults  Chinese, Japanese, 
Korean 

 Drug Abuse Screening 
Test (DAST) 
 Drug Abuse Screening 
Test-Adolescent (DAST-A) 

 • Self-report 
 • Structured interview 

 Adults  India—exact 
language unknown 

 • Self-report 
 • Structured interview 

 Adolescents: (13–17)  None 

 Severity of Dependence 
Scale (SDS) 

 • Self-report 
 • Interview 

 Adults  Chinese, Japanese 

 CRAFFT  • Self-report  Adolescents and 
young adults: (16–26) 

 Chinese 

 Alcohol Use Disorders 
Identifi cation Test 
(AUDIT) 

 • Interview 
 • Self-report 
 • Computer-assisted 

 Adults  Chinese, Hindi, 
Japanese, Nepali, 
Vietnamese 

 Michigan Alcoholism 
Screening Test (MAST) 

 • Self-report 
 • Structured interview 

 Adults  Chinese, India, 
Korean 

 CAGE Questionnaire  • Self-report  Adults  Chinese, Korean 
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  Chinese 
A Chinese version, based on the fi fth version of 
the ASI, has been assessed in Chinese patients in 
methadone maintenance treatment (Luo, Wu, & 
Wei,  2010 ). Luo and colleagues ( 2010 ) found 
acceptable internal consistency for six of the 
seven problem areas, with Cronbach’s alphas 
ranging from 0.63 to 0.79. The legal area, how-
ever, had a Cronbach’s alpha of 0.44. Notably, 
the authors deleted two questions in the legal 
scale for sociocultural reasons, which may have 
negatively impacted the internal consistency of 
the legal portion. One-week test–retest reliability 
for the composite scores was good, with signifi -
cant correlations ranging from 0.68 to 0.84. The 
psychiatric and family/social areas showed good 
criterion validity, signifi cantly correlating with 
the SCL-90 and the Family Adaptability and 
Cohesion Evaluation Scale α-Chinese Version 
(FACES α-CV), respectively. 

  Japanese 
A Japanese version, modeled after the fi fth ver-
sion of the ASI, has been assessed in Japanese 
substance users (ASI-J; Senoo et al.,  2006 ). 
Senoo and colleagues ( 2006 ) found the inter-
rater reliability in each area to range from 0.68 to 
0.99. Cronbach’s alpha for each composite score 
ranged from 0.57 to 0.86, supporting the reliabil-
ity of most areas with the exception of the drug 
use and employment/support areas. Also, the 
composite scores were signifi cantly  correlated 
with drug craving levels, length of abstinence, 
mental health, and/or relapse, supporting their 
concurrent and predictive validity. 

 The same Japanese version has also been eval-
uated in male inpatients with a history of alcohol 
use disorders (Haraguchi et al.,  2009 ). Haraguchi 
and colleagues ( 2009 ) found the internal consis-
tency of six of the seven problem areas to be 
acceptable with Cronbach’s alphas ranging from 
0.67 to 0.84. The family/social scale, however, 
had the lowest Cronbach’s alpha at 0.53. The 
family/social CS was signifi cantly higher in indi-
viduals that relapsed than those that remained 
abstinence, however, suggesting this scale may 
provide some relapse predictive validity. The 
alcohol use composite scale and severity rating 

were also signifi cantly correlated with some bio-
chemical markers, such as glutamic-oxaloacetic 
transaminase, a measure of liver function. 

  Korean  
A Korean version has also been developed and 
assessed in patients with alcoholism (Lee et al., 
 1997 ). This article is also not available in English, 
so the summary information is provided here. 
Lee and colleagues ( 1997 ) found signifi cant 
inter-rater reliability. A “reasonable level” of 
item consistency was found in the medical, alco-
hol, family/social and psychiatric sections. 
Correlations between composite scores and 
severity ratings of corresponding section were 
signifi cant for all sections. The severity ratings in 
the psychiatric section were signifi cantly corre-
lated with the Michigan Alcohol Screening Test 
(MAST) and Symptom Checklist-90- Revised 
(SCL-90-R), supporting concurrent validity. 

  Summary 
The original ASI authors have encouraged the 
modifi cation of the ASI for specifi c interests or 
populations. They recommend clinicians main-
tain the original questions within the versions of 
the ASI, as eliminating or modifying some ques-
tions may alter the reliability and validity research 
has established (McLellan et al.,  1992 ). However, 
an entire section, or problem area, can be elimi-
nated if it is not considered necessary. Also, addi-
tional questions addressing special interest, such 
as culturally specifi c questions, can be added to 
the interview (McLellan et al.,  1992 ) as deemed 
appropriate. 

 The research on the ASI in Asian populations 
just discussed has all been conducted in their 
respective countries. This may limit the generaliz-
ability of the instrument to Asian-Americans as 
they may be omitting important considerations 
unique to Asian-Americans, such as acculturation 
issues. Also, the populations examined are limited. 
For example, Haraguchi examined only male 
inmates. A clinician using the ASI or an Asian 
population-specifi c ASI should consider adding 
culturally relevant questions or assessment mea-
sures, such as the impact acculturation stress, trau-
mas, or gender roles may have on substance use.  
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    Application with Younger Populations 
 Four versions of the ASI have been adapted from 
the adult version to be used with younger popula-
tions (McLellan et al.,  1992 ). These versions are the 
Teen Addiction Severity Index (T-ASI; Kaminer, 
Bukstein, & Tarter,  1991 ), The Adolescent Drug 
Abuse Diagnosis (ADAD; Friedman & Utada, 
 1989 ), Adolescent Problem Severity Index (APSI; 
Metzger, Kushner, & McLellan,  1991 ), and the 
Comprehensive Addiction Severity Index for 
Adolescents (CASI-A; Meyers, McLellan, Jaeger, 
& Pettinati,  1995 ). 

 Of the adolescent versions of the ASI, the 
T-ASI has been researched the most extensively. 
The T-ASI has been translated into multiple lan-
guages and its psychometric properties have been 
assessed in a number of populations (Kaminer, 
 2008 ); however, the languages and populations 
covered to date do not include Asian subgroups.   

    Drug Abuse Screening Test (DAST) 

 The Drug Abuse Screening Test (DAST; Skinner, 
 1982 ) is a brief abuse and dependence screening 
measure for a wide variety of substances. The 
DAST can be found in 28- 20- and 10-item ver-
sions (Yudko, Lozhkina, & Fouts,  2007 ). The 
DAST was modeled after the Michigan Alcohol 
Screening Test (MAST, discussed below). 

    AAPI-Relevant Versions 
 The short version of the Drug Abuse Screening 
Test (DAST-10) was evaluated in psychiatric 
inpatients in India (Carey, Carey, & Chandra, 
 2003 ). The items were completed in interview 
format “using the language most comfortable for 
the patient” (p. 3). Exploratory factor analyses of 
the DAST-10 determined one factor to be the best 
fi t for all items. Internal consistency was excel-
lent, with a Cronbach’s alpha of 0.94. Of the 
patients that were discharged with a drug use dis-
order diagnosis, 6 (35 %) had not exceeded the 
DAST-10 cut score of ≥3. Notably, these six 
patients had lifetime use but had not used in the 
past year. Because the DAST assesses drug use 
during the past year these patients were not 
detected. Of those patients that exceeded the 

same cut-score and were considered high-risk, 16 
(59 %) did not receive a diagnosis of a drug use 
disorder at discharge. There was no signifi cant 
difference in DAST-10 scores between the high- 
risk patients that did and did not receive a dis-
charge diagnosis of a drug use disorder.  

    Application with Younger Populations 
 The Drug Abuse Screening Test for Adolescents 
(DAST-A; Martino, Grilo, & Fehon,  2000 ) is a 
27-item self-report measure modeled after the 
adult version. It takes approximately 5 min to 
administer and results in scores ranging from 0 to 
27. Martino and colleagues ( 2000 ) found the 
scale to have excellent internal consistency 
(0.91), and good 1-week test–retest reliability 
( r  = 0.89) in a sample of 15–19 year-olds. A cut- 
off score of ≥6 was considered optimal to indi-
cate a drug-related disorder. The DAST-A has not 
been evaluated in Asian subgroups.   

    Severity of Dependence Scale 

 The Severity of Dependence Scale (SDS; Gossop 
et al.,  1995 ) is a fi ve-item screening measure 
assessing psychological components of depen-
dence. It can be used to assess dependence in dif-
ferent kinds of drugs, and its use has been 
examined with respect to some drug categories. 
The fi ve-items are rated on a scale of 0–3 with 
regard to frequency and the last item referring to 
diffi culty, resulting in a total score ranging from 
0 to 15. In its general version, the SDS does not 
name any specifi c drug, but instead inserts 
[named drug] when necessary in the questions. 
The SDS can be modifi ed for any specifi c drug 
class and the name of the drug class of interest 
inserted as appropriate (Gossop et al.,  1995 ). 

    AAPI-Relevant Versions 
  Chinese  
A Chinese version of the SDS has been evaluated 
in non-institutionalized heroin users in China 
(Gu et al.,  2008 ). Gu and colleagues ( 2008 ) found 
a two-factor structure for the Chinese version, 
accounting for 69.59 % of the variance. The fi rst 
factor consisted of items 1, 2, and 5 and was 
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named the “Impact” factor, while items 3 and 4 
loaded on a separate “Perception.” Item-total cor-
relations ranged from 0.36 to 0.75, with items 4 
and 3 having the lowest correlations, respectively. 
The authors recommend a shortened three-item 
version of the SDS consisting of the fi rst factor 
items (SDS-R). Internal consistency for the SDS 
was 0.61, while the SDS-R had a Cronbach’s 
alpha of 0.78. The two versions had comparable 
test–retest reliability (0.63 and 0.64). The SDS 
was also signifi cantly correlated with the Opiate 
Addiction Severity Index and the Quality of Life- 
Drug Addiction. The SDS-R was more highly 
correlated with these measures. 

 The Chinese version has also been evaluated 
in heroin users in Taiwan (Chen et al.,  2008 ). A 
single factor was found for the fi ve-items, 
accounting for 50.2 % of the variance. Internal 
consistency was 0.75 and test–retest reliability 
was 0.88 for the total score. For individual items, 
test–retest reliability ranged from 0.59 to 0.93 
with items 4 and 3 having the lowest correlations 
(0.59 and 0.66, respectively). While they did not 
fi nd a second factor for these two items, results 
are consistent with the previous study (Gu et al., 
 2008 ) fi nding lower reliability for items 3 and 4. 

 Japanese
A Japanese version has also been evaluated in a 
nationwide mental hospital survey (Ozaki & 
Wada,  2005 ). The article is written in Japanese so 
the following information is based upon the 
English abstract. The SDS-J was found to have a 
Cronbach’s alpha of 0.76. A single  factor was 
found for the fi ve-items, accounting for 50.8 % of 
the variance. Item-total correlations ranged from 
0.68 to 0.76.  

    Application with Younger Populations 
 The SDS has been evaluated with regard to cannabis 
use in adolescents ages 14–18 (Martin, Copeland, 
Gates, & Gilmour,  2006 ). They found an internal 
consistency of 0.83 and a test–retest reliability of 
0.88. A single factor was found, accounting for 60 % 
of the variance. Using ROC analysis a cut-off score 
of 4 was found to be the best at determining cannabis 
dependence with a sensitivity of 65.1 and a specifi c-
ity of 94.3. The SDS has not been evaluated in AAPI 
adolescent populations.   

    CRAFFT 

 The CRAFFT is a six-item alcohol and other 
drug screening instrument developed for use in 
adolescents (Knight et al.,  1999 ). Its name is an 
acronym to represent the questions that are con-
tained within the measure. The acronym repre-
sents the problem areas car, relax, alone, forget, 
and family/friends (Knight et al.,  1999 ). The 
CRAFFT has been found to have a sensitivity of 
92.3 and specifi city of 82.1 using a cut-off score 
of ≥2 in adolescents ages 14–18 (Knight et al., 
 1999 ). It has also been found to have sensitivity 
ranging from 0.76 to 0.92 and specifi city from 
0.80 to 0.94 in identifying problem use, abuse, or 
dependence using a cut-off score of ≥2 (Knight, 
Sherritt, Shrier, Harris, & Chang,  2002 ). 

    Applications with Asian Populations 
 The CRAFFT has been evaluated in a multiethnic 
Asian population of adolescents and young adults 
ages 16–26 years in Singapore (Subramaniam, 
Cheok, Verma, Wong, & Chong,  2010 ). The 
internal consistency was acceptable at 0.73. The 
optimal cut-off score for drug or alcohol abuse or 
dependence was ≥1.    

    Alcohol Use Assessment 
Instruments 

    Alcohol Use Disorders Identifi cation 
Test (AUDIT) 

 The Alcohol Use Disorders Identifi cation Test 
(AUDIT; Babor, de la Fuente, Saunders, & 
Marcus,  1992 ; Babor, Higgins-Biddle, Saunders, 
& Monteiro,  2001 ) is a ten-item screening instru-
ment for alcohol-related problems consistent 
with International Statistical Classifi cation of 
Diseases and Related Health Problems revision 
10 (ICD-10) diagnostic criteria. The fi rst eight 
items address alcohol use in the last year, with 
scores ranging from 0 to 4 based on amount con-
sumed or frequency of problem behaviors, while 
the last two items address lifetime alcohol use, 
with higher scores given to occurrences in the last 
year. The AUDIT takes approximately 2–4 min 
to complete and can be administered as an inter-
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view, self-report, or computer assisted (Babor 
et al.,  2001 ). The AUDIT is intended to identify 
drinking patterns that qualify as “hazardous,” 
drinking that is at risk to become harmful; “harm-
ful,” drinking that results in negative conse-
quences; and “dependence,” drinking resulting in 
behavioral, cognitive, and physiological prob-
lems (Babor et al.,  2001 ). Briefer versions of the 
AUDIT have been used and both the original and 
briefer versions have been researched extensively 
(Reinert & Allen,  2007 ). 

   AAPI-Relevant Versions 
 AAPI-relevant translations of the AUDIT include 
Chinese, Japanese, Hindi (Babor et al.,  2001 ), 
Nepali (Pradhan et al.,  2012 ), and Vietnamese 
(Giang, Spak, Dzung, & Allebeck,  2005 ) versions. 
Most of these translated versions can be obtained by 
writing to the Department of Mental Health and 
Substance Dependence, World Health Organization. 
Babor and colleagues ( 2001 ) also suggest contact-
ing the World Health Organization to inquire about 
more recent translations or the procedure of trans-
lating before attempting to do so. 

 Chinese
Li and colleagues ( 2011 ) reviewed articles from 
1980 to 2009 referring to Chinese versions of the 
AUDIT published in both English and Chinese. 
They found 21 relevant articles, 9 of which exam-
ined the psychometric properties of Chinese ver-
sions of the AUDIT and the remaining used 
Chinese versions of the AUDIT for clinical pur-
poses. With regard to the 9 psychometric studies, 
translations include Mandarin, Cantonese, and 
Tibetan, and versions include the full AUDIT, 
AUDIT-C (items 1–3), AUDIT-4 (items 1–3 and 
10), and AUDIT-3 (item 3). The Cantonese transla-
tion resulted in an 18-item measure that addresses 
culturally relevant drinking practices. Overall, all 
versions and translations demonstrated good sensi-
tivity and specifi city, ranging from 0.88 to 0.997 
and 0.71 to 0.93, respectively. However, lower 
specifi city for alcohol dependence was found 
among Min- Nan Taiwanese at 0.58. 

 India
The AUDIT was evaluated in 297 individuals 
recruited from treatment centers in North India in 

interview format (Pal, Jena, & Yadav,  2004 ). 
There are 845 major languages spoken in India, 
with Hindi being the offi cial language and 
English being the associate offi cial language 
(Ramanathan,  2008 ). A Hindi AUDIT has been 
created (Babor et al.,  2001 ), however, the authors 
did not indicate a translation process or specifi c 
language used so it seems the English version 
was used in this study. They found the AUDIT to 
have good internal consistency, with a Cronbach’s 
alpha of 0.92. Using the traditional cut-off of ≥8, 
receiver operating characteristic (ROC) analyses 
found a sensitivity of 93.0 and specifi city of 
66.7 in identifying individuals qualifying for 
harmful use or alcohol dependence based on 
ICD-10 criteria. Using a cut-off of ≥16, the sen-
sitivity was 85.3 and specifi city 89.4. ROC analy-
ses were also conducted to determine the 
sensitivity and specifi city of distinguishing ICD- 
10 harmful users and alcohol dependence. The 
cut-off score and corresponding sensitivity and 
specifi city were as follows: ≥8, 96.2, 28.6; ≥10, 
95.2, 42.9; ≥24, 81.0, 85.7. 

 Carey and colleagues ( 2003 ) also examined 
the AUDIT in psychiatric inpatients in India in 
interview format “using the language most com-
fortable for the patient” (p. 3). This study was 
mentioned previously for the DAST-10. 
Exploratory factor analyses of the AUDIT deter-
mined one factor to be the best fi t for all ten 
items. Internal consistency was excellent, with a 
Cronbach’s alpha of 0.94. Of the patients that 
were discharged with an alcohol use disorder 
diagnosis, 2 (10 %) had not exceeded the AUDIT 
cut score of ≥8. Of those patients that exceeded 
the same cut-score and were considered high- 
risk, 65 (77 %) did not receive a diagnosis of 
alcohol use disorder at discharge. Because no 
standard diagnostic interview was used, these 
individuals may represent false positives or actual 
alcohol abusers that were not detected by stan-
dard psychiatric interview. 

 Japanese
The AUDIT has been translated to Japanese 
using a method approved by the World Health 
Organization. Cut scores ≥11 have been found to 
indicate substance abuse in Japan (Hiro & Shima, 
 1996 ). Using the same cut-score, the reliability of 
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the Japanese version was evaluated in 113 male 
workers in a car manufacturing company in Japan 
(Kawada, Inagaki, & Kuratomi,  2011 ). The inter-
nal consistency was 0.67 for the full version of 
the AUDIT and 0.51 for the AUDIT-C. 

 Gender difference for the AUDIT were evalu-
ated by national surveys in 15 countries as part of 
the Gender, Alcohol, and Culture: An 
International Study (GACAIS; Peng, Wilsnack, 
Kristjanson, Benson, & Wilsnack,  2012 ). Japan 
is the only AAPI-relevant country surveyed. 
Cronbach’s alpha was calculated for the total 
score and each subscale. The total score had the 
highest internal consistency at 0.68 for men and 
0.70 for woman. Confi rmatory factor analysis 
was conducted for men and women in each coun-
try. Both two- and three-factor models were a 
good fi t in Japanese men. None of the models 
were good fi t for Japanese women. For the pooled 
sample of all countries data, AUDIT total scores 
and subscale scores were signifi cantly correlated 
with measures of alcohol-related problems, with-
drawal, intoxication, expectancy, and intimacy. 

 Korean
The AUDIT and briefer versions have been eval-
uated in several Korean samples (Kim et al., 
 2013 ; Kwon et al.,  2013 ; Ryou, Kim, Jung, Kim, 
& Choi,  2012 ; So & Sung,  2013 ). In Korean men 
65 years and older, the AUDIT had better sensi-
tivity and specifi city than a four-item  alcohol 
screening instrument (CAGE, reviewed later in 
this chapter) and a geriatric version of the MAST 
(MAST-G) in detecting at-risk drinking and alco-
hol use disorders (Ryou et al.,  2012 ). The optimal 
AUDIT cut-off for at-risk drinking was ≥7, and 
≥11 for alcohol use disorders. 

 The AUDIT, AUDIT-C, and CAGE were com-
pared in Korean college students (Kwon et al., 
 2013 ). The area under the receiver operating 
characteristic curve (AUC) was the largest for the 
AUDIT-C in detecting at-risk drinking, but not 
signifi cantly different than the AUDIT. The AUC 
was largest for the AUDIT in detecting alcohol 
use disorders, but again not signifi cantly different 
from the AUDIT-C. Both AUDIT and AUDIT-C 
had signifi cantly larger AUC than the CAGE in 
detecting at-risk drinking and alcohol use disor-

ders. The optimal AUDIT cut-off score for at-risk 
drinking was ≥8 for males and ≥5 for females 
and ≥10 for alcohol use disorders in males and 
≥8 in females. The optimal AUDIT-C cut-off 
score for at-risk drinking was ≥6 for males and 
≥4 for females and ≥7 for alcohol use disorders 
in males and ≥6 in females. 

 So and Sung ( 2013 ) derived a brief AUDIT, 
consisting of items 3, 4, 5 and 9, using factor 
analysis in Korean males in an outpatient hospital 
and psychiatric ward. The brief AUDIT was then 
compared to the CAGE and the National 
Alcoholism Screening Test (NAST). They found 
good internal consistency for the AUDIT and the 
brief AUDIT, at 0.87 and 0.82, respectively, 
which was equivalent to the NAST and superior 
to the CAGE. Using ROC analysis, the optimal 
brief AUDIT cut-off score for alcohol use disor-
ders was ≥5 and ≥10 for alcohol dependence. 
The authors’ chose to maximize sensitivity, 
resulting in recommended cut-off scores of ≥6 
for alcohol use disorders and ≥9 for alcohol 
dependence. Additionally, the brief AUDIT had 
greater AUC than the NAST and CAGE for alco-
hol abuse (0.87) and dependence (0.97). 

 Finally, Kim and colleagues ( 2013 ) developed 
the fi ve-item AUDIT (AUDIT-5) consisting of 
items 2, 4, 5, 9, and 10 using regression analysis. 
This version was then compared to other brief 
versions of the AUDIT and the CAGE. They 
found good internal consistency for all AUDIT 
versions evaluated, ranging from 0.82 to 0.92, 
with the AUDIT being the highest and the 
AUDIT-5 the lowest. AUC for problem drinking 
screening for all versions of the AUDIT ranged 
from 0.94 to 0.99, with the AUDIT-5, AUDIT-C, 
and AUDIT having the highest values. The 
AUDIT, AUDIT-5, AUDIT-PC, and CAGE had 
high AUCs, ranging from 0.91 to 0.95 for alcohol 
use disorder screening. The same measures had 
high AUCs, ranging from 0.92 to 0.96 for alcohol 
dependence screening. 

 Nepali
Pradhan and colleagues ( 2012 ) translated the 
AUDIT to Nepali and examined its validity in 
1,068 hospital outpatients in Nepal. They found 
good internal consistency with a Cronbach’s 
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alpha of 0.82. They examined the diagnostic 
validity using DSM-IV (APA,  2000 ) alcohol 
abuse and dependence criteria. ROC curves indi-
cated optimal cut-off scores ≥11 for alcohol 
dependence in men and women, cut-off scores 
≥9 for both alcohol dependence and abuse in 
men and women, and cut-off scores ≥5 for men 
and ≥4 for women to indicate hazardous 
drinking. 

 Vietnamese
Giang and colleagues ( 2005 ) translated the 
AUDIT to Vietnamese and evaluated it in a rural 
district in Vietnam. Due to the low occurrence of 
alcohol problems found in female in the study, 
analyses were conducted with only male data. 
They found an optimal cut- off score of 7/8 for 
at-risk screenings in the general population. At 
this cut-off the sensitivity was 81.8 and specifi c-
ity 76.1 for detecting at-risk drinking. Using 
ICD-10 criteria, for Harmful Use the sensitivity 
was 100 and specifi city 69.9 and for alcohol 
dependence the sensitivity was 93.8 and specifi c-
ity 87.4. The AUC was 0.91 for Harmful Use and 
0.84 for alcohol dependence.  

   Application with Younger Populations 
 The AUDIT has been found to be superior to 
other alcohol screening measures at identify 
alcohol use problems in adolescents using a cut- 
off score of ≥10 (Kelly, Donovan, Chung, Cook, 
& Delbridge,  2004 ) and ≥9 (Cook, Chung, Kelly, 
& Clark,  2005 ). The AUDIT has not been evalu-
ated in adolescent Asian subgroups.   

    Michigan Alcoholism Screening 
Test (MAST) 

 Another commonly used and extensively 
researched alcohol screening instrument is the 
Michigan Alcoholism Screening Test (MAST; 
Selzer,  1971 ). The MAST is 25-items, with 
briefer versions available, such as the 10-item 
brief MAST (B-MAST; Pokorny, Miller, & 
Kaplan,  1972 ), and the 13-item short MAST 
(SMAST; Selzer, Vinokur, & Rooijen,  1975 ). 

   AAPI-Relevant Versions 
 Chinese
A Mandarin Chinese version of the short MAST 
(SMAST) has been evaluated in hospitalized 
patients in Taiwan (Wu et al.,  2008 ). The AUC 
was 0.87 for the entire sample and 0.81 for men 
only. The AUDIT and three briefer versions were 
signifi cantly better than the SMAST, while the 
SMAST was equivalent to the CAGE. 

 India
The SMAST was evaluated in the same study 
mentioned previously for the AUDIT in North 
India (Pal et al.,  2004 ). The internal consistency 
was 0.80. Using the cut-off of ≥4, ROC analyses 
found a sensitivity of 87.4 and specifi city of 
83.3 in identifying individuals qualifying for 
harmful use or alcohol dependence based on 
ICD-10 criteria. Using a cut-off of ≥6, the sensi-
tivity was 85.7 and specifi city 87.9. ROC analy-
ses were also conducted to determine the 
sensitivity and specifi city of distinguishing ICD- 
10 harmful users and alcohol dependence. The 
cut-off score and corresponding sensitivity and 
specifi city were as follows: ≥5, 91.9, 66.7; ≥10, 
81.0, 90.5. 

 Korean
The geriatric version of the MAST (MAST-G) 
was evaluated in Korean men aged 65 years and 
older in the same study discussed previously for 
the AUDIT (Ryou et al.,  2012 ). The AUDIT was 
found to have greater sensitivity and specifi city 
than the MAST-G and CAGE. The optimal 
MAST-G cut-off for at-risk drinking was ≥2, and 
≥4 for alcohol use disorders.   

    Cutting Down, Annoyed, Guilty, 
Eye-Opener (CAGE) 

 The CAGE is a four-item alcohol screening 
instrument (Mayfi eld, McLeod, & Hall,  1974 ). 
Its name is an acronym for the four questions 
contained in the measure, specifi cally the 
patients’ need to cut down on drinking, becoming 
annoyed by criticism, feeling guilty about drinking 
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and taking a drink as an eye-opener fi rst thing in 
the morning. Each question has a value of one 
point, with scores ≥2 indicative of alcoholism. 

   AAPI-Relevant Versions 
 Much of the research conducted in Asian sub-
groups on the CAGE has been in the examination 
of the psychometric properties of another screen-
ing instrument. The results of those studies are 
summarized below. 

 Chinese
A Mandarin Chinese version of the CAGE has 
been evaluated in hospitalized patients in Taiwan 
(Wu et al.,  2008 ). The AUC was 0.85 for the 
entire sample and 0.78 for men only. The AUDIT 
and three briefer versions were signifi cantly bet-
ter than the CAGE, while the CAGE was equiva-
lent to the SMAST. 

 Korean
The CAGE was evaluated in several studies pre-
viously mentioned in the AUDIT (Kwon et al., 
 2013 ; Ryou et al.,  2012 ; So & Sung,  2013 ). In 
Korean men aged 65 years and older the AUDIT 
was found to have greater sensitivity and speci-
fi city than the CAGE and MAST-G, with no sig-
nifi cant differences found between CAGE and 
MAST-G (Ryou et al.,  2012 ). The optimal CAGE 
cut-off for at-risk drinking and alcohol use disor-
ders was ≥2. 

 The AUDIT and AUDIT-C were found to be 
superior to the CAGE in detecting both at-risk 
drinking and alcohol abuse disorders in Korean 
college students (Kwon et al.,  2013 ). The optimal 
cut-off scores for at-risk drinking and alcohol use 
disorders in both males and females was ≥1. In 
Korean males in an outpatient hospital and psy-
chiatric ward the internal consistency of the 
CAGE was found to be 0.69 (So & Sung,  2013 ). 
The AUC was 0.76 ± 0.05 for alcohol abuse and 
0.93 ± 0.03 for alcohol dependence. Kim and col-
leagues (2012) found the internal consistency of 
the CAGE to be 0.70. The AUC for problem 
drinking was 0.76, 0.91 for alcohol use disorders, 
and 0.92 for alcohol dependence. Four versions 
of the AUDIT were found to be superior in 
screening for problem drinking, however, the 

CAGE was found to be superior to two brief ver-
sions of the AUDIT (AUDIT-3 and AUDIT-C) in 
screening for alcohol use disorders and alcohol 
dependence.  

   Application with Younger Populations 
 ROC analyses were conducted on the CAGE 
and other screening measures in adolescents in 
the USA (Cook et al.,  2005 ; Kelly et al.,  2004 ). 
Kelly and colleagues ( 2004 ) found the AUC to 
be 0.68, which was the lowest of the screening 
measures assessed. Cook and colleagues 
( 2005 ) found an AUC of 0.70, which was also 
the lowest of the screening measures assessed. 
Both studies found ≥1 to be the optimal cut-off 
score. An additional study found a sensitivity 
of 0.37 and specifi city of 0.96 (Knight, Sherritt, 
Harris, Gates, & Chang,  2003 ). The CAGE has 
not been evaluated in adolescent Asian 
subgroups.    

    Summary and Recommendations 

 Assessment measures for alcohol and substance 
use disorders have received some attention in the 
literature in Asian American Pacifi c Islander 
(AAPI) populations. Many of the cultural consid-
erations discussed in this chapter are general 
guidelines. As mentioned, there are more than 50 
subgroups of AAPIs and adequate coverage of 
each group’s cultural considerations is beyond the 
scope of this chapter. It is important for a health 
professional working with a specifi c Asian-
American population to familiarize him/herself 
with the cultural and religious beliefs of that group, 
and how those beliefs may promote or inhibit dis-
closure and treatment of problem behaviors. 

 Much of the AAPI research on psychometric 
properties of alcohol and drug assessment mea-
sures just discussed has been conducted in their 
respective countries. Modifi cations were made to 
some instruments in some languages to address 
sociocultural and dialectical differences. However, 
the modifi cations do not address important con-
siderations unique to Asian- Americans, such as 
acculturation issues. Clinician should consider 
adding culturally relevant questions or additional 
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assessment measures to address these missing 
items, such as the impact acculturation stress, 
traumas, or gender roles may have on substance 
use. Another consideration is that the same instru-
ment may have been translated to a specifi c lan-
guage by separate research groups, making its 
comparability across studies diffi cult. Finally, the 
samples were limited, with research into these 
instruments conducted primarily in males and in 
hospital settings. Further research into additional 
Asian subgroups, females, and adolescents are 
warranted.     
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        The seminal work of Masters and Johnson ( 1966 ) 
posited that the human sexual response cycle 
consisted of four stages—excitement, plateau, 
orgasm, and resolution. About a decade later, 
Kaplan ( 1977 ,  1979 ) and Lief ( 1977 ) expanded 
this model to recognize the important role of sex-
ual desire as a separate phase of the sexual 
response cycle that precedes excitement. This tri-
phasic model of desire—desire, excitement, and 
orgasm—served as the basis of the categorization 
of the sexual disorders from the third edition of 
the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-III; American Psychiatric 
Association,  1980 ) onwards: the Sexual Desire 
Disorders, Sexual Arousal Disorders, and 
Orgasmic Disorders correspond to the fi rst three 
stages of the sexual response cycle. The Sexual 
Pain Disorders were added as a fourth category 
of sexual dysfunction although the empirical 

research supporting their inclusion suggested that 
they were better placed within the Pain Disorders 
section of the DSM (Binik,  2010a ,  2010b ). 

 In the decades since the triphasic model of the 
sexual response cycle was introduced, a growing 
body of research has revealed greater complexity 
in the sexual response cycle as well as multifari-
ous factors that are implicated in the aetiology and 
maintenance of sexual dysfunctions. Among 
these factors, the infl uence of culture on sexuality 
has received little empirical attention, with a 
review of published sexuality articles over a 
25-year period fi nding that only 26 % described 
the cultural characteristics of the sample and just 
7 % studied ethnicity as a variable of interest 
(Wiederman, Maynard, & Fretz,  1996 ). Of the 
research that has examined ethnic infl uences on 
sexuality, signifi cant differences in sexual func-
tion have been found among ethnic groups, and 
Asians are no exception. For example, Cain et al. 
( 2003 ) found that Euro-American women 
reported sexual desire and arousal more fre-
quently than Chinese- and Japanese-American 
women, and pain during intercourse less fre-
quently than Chinese- and Japanese-American 
women. While these comparative studies have 
provided valuable insights into culture-linked dif-
ferences in sexuality, one of the issues with this 
research, especially in studies that were conducted 
in the west, is the propensity to use measures that 
were developed and validated in largely European 
American samples and to assume that the 
 measures are equally valid when used in ethnic 
minority groups. Interpretation of between- group 
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differences is therefore problematic as they may 
be artefacts of the way that members of different 
cultures respond to the measures. Furthermore, 
few measures of sexual function have been devel-
oped and validated in Asian languages and popu-
lations, and of the few English language sexual 
function measures that have been translated into 
Asian languages, only a subset have been empiri-
cally validated in the relevant populations. 

 The purpose of this chapter is to promote the 
assessment of sexual dysfunction in Asian indi-
viduals by offering the best options that are cur-
rently available in the absence of validated 
instruments. We will begin by presenting a brief 
overview of the DSM-IV diagnostic criteria for 
the sexual dysfunctions and the likely upcoming 
changes in the next revision of the DSM, fol-
lowed by estimates on their prevalence among 
individuals of Asian descent. We will then review 
cultural issues that may arise in the assessment of 
sexual dysfunction among Asian Americans and 
conclude with the best available tools for assess-
ing sexual dysfunction in this population. 

    The Sexual Dysfunctions 

 According to the fourth edition with text revision 
of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-IV-TR; American 
Psychiatric Association,  2000 ), a sexual dysfunc-
tion is “characterized by a disturbance in the pro-
cesses that characterize the sexual response cycle 
or by pain associated with sexual intercourse” (p. 
535). The diagnostic criteria comprise (1) recur-
rent or persistent symptoms relating to one of the 
phases of the sexual response cycle, or pain with 
sexual intercourse, (2) marked distress or inter-
personal diffi culty, and (3) the disturbance is not 
better accounted for by another Axis I disorder 
and is not due solely to the physiological effects 
of a substance or a general medical condition. 
Within the DSM-IV-TR, the sexual dysfunctions 
that affect the desire phase are Hypoactive Sexual 
Desire Disorder and Sexual Aversion Disorder; 
those affecting the excitement phase are Female 
Sexual Arousal Disorder and Male Erectile 
Disorder; and those that affect the orgasm phase 

are Female Orgasmic Disorder, Male Orgasmic 
Disorder, and Premature Ejaculation. The sexual 
pain disorders are Dyspareunia and Vaginismus, 
with dyspareunia occurring in both men and 
women, and vaginismus occurring only in 
women. It is important to note that like other 
Axis I disorders, there is high comorbidity among 
the sexual dysfunctions.  

    The DSM-5: Merging and Deletion 

 A brief summary of the changes in the DSM-5 
will be presented here as they refl ect the current 
research on sexual dysfunctions. 

 DSM-5 refl ects a major change in the number 
of female sexual dysfunctions. A new diagnostic 
category of Sexual Interest/Arousal Disorder with 
an expanded list of specifi ers has replaced DSM-
IV-TR’s Hypoactive Sexual Desire Disorder and 
Female Sexual Arousal Disorder. Sexual Aversion 
Disorder has been dropped from DSM- 5. Each 
disorder is also accompanied by a list of biopsy-
chosocial factors that affect sexual function 
(Brotto,  2010 ; Graham,  2010 ). This proposed 
change refl ects the rarity of Sexual Aversion 
Disorder and the clinical diffi culty in distinguish-
ing between Hypoactive Sexual Desire Disorder 
and Female Sexual Arousal Disorder, as well as 
women’s diffi culties in differentiating sexual 
desire from subjective sexual arousal (Brotto, 
Heiman, & Tolman,  2009 ; Graham, Sanders, 
Milhausen, & McBride,  2004 ; Hartmann, Heiser, 
Ruffer-Hesse, & Kloth,  2002 ). Similarly, the pre-
vious diagnostic categories of Dyspareunia and 
Vaginismus have been replaced by a single cate-
gory, Genito-Pelvic Pain/Penetration Disorder 
(Binik,  2010a ,  2010b ). The major reasons for this 
proposal are (1) there is currently no evidence that 
suggests that Vaginismus and Dyspareunia can be 
reliably differentiated, and (2) there is evidence 
that suggests that Dyspareunia may be more 
appropriately considered a pain disorder than a 
sexual one. In summary, the proposed changes 
will result in three female sexual dysfunctions in 
the DSM-5: Sexual Interest/Arousal Disorder, 
Female Orgasmic Disorder, and Genito-Pelvic 
Pain/Penetration Disorder. 
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 With regard to the male sexual dysfunctions, 
most changes are relatively minor, but include 
additional specifi ers (as was done for the female 
sexual dysfunctions), as well as changes to the 
names of the dysfunctions. Delayed Ejaculation 
has been suggested as an alternative to Male 
Orgasmic Disorder and Early Ejaculation has 
been proposed as an alternative to Premature 
Ejaculation (Segraves,  2010a ,  2010b ,  2010c ). No 
name changes have been proposed for Hypoactive 
Sexual Desire Disorder except the inclusion of 
“Male” before the name of this disorder to distin-
guish it from Sexual Interest/Arousal Disorder in 
women.  

    Prevalence of Sexual Diffi culties 
in Asian Individuals 

 In the largest study of sexuality-related attitudes, 
beliefs, behaviours, and satisfaction in middle- 
aged and older adults that has been conducted to 
date, 13,882 women and 13,618 men aged 
40–80 years in 29 countries were assessed for 
the presence of sexual diffi culties in the Global 
Study of Sexual Attitudes and Behaviors 
(GSSAB; Laumann et al.,  2005 ). Participants 
were asked whether they had experienced lack of 
interest in having sex, diffi culty in reaching 
orgasm, reaching orgasm too quickly, physical 
pain during sexual intercourse, lack of pleasure 
with sex, diffi culty achieving or maintaining an 
erection (men only), or diffi culty becoming suf-
fi ciently lubricated (women only) during the pre-
vious 12 months. A follow-up question regarding 
frequency (occasionally, sometimes, or fre-
quently) was asked of participants who endorsed 
the presence of sexual problems, with frequency 
of the problem serving as a proxy for severity. 
Laumann and colleagues ( 2005 ) found that the 
prevalence of sexual problems was almost 
always higher in East Asia (defi ned as China, 
Hong Kong, Japan, Korea, and Taiwan) and 
Southeast Asia (defi ned as Indonesia, Malaysia, 
Philippines, Singapore, and Thailand) compared 
to other regions in the world. Among women, 
the incidence of lack of sexual interest, inability 
to reach orgasm, reaching orgasm too quickly, 

pain during sex, fi nding sex not pleasurable, and 
lubrication diffi culties was higher in East Asia 
and Southeast Asia than in Europe and North 
America. Similarly, among men, the incidence 
of lack of sexual interest, inability to reach 
orgasm, early ejaculation, pain during sex, fi nd-
ing sex not pleasurable, and erectile diffi culties 
was higher in East Asia and Southeast Asia than 
in the west. Studies of individuals of Asian and 
European descent conducted in North America 
have yielded similar fi ndings, and results have 
been consistent across diverse populations rang-
ing from university and community samples to 
population-based studies (e.g., Avis et al.,  2005 ; 
Brotto, Chik, Ryder, Gorzalka, & Seal,  2005 ; 
Brotto, Woo, & Gorzalka,  2012 ; Cain et al., 
 2003 ; Woo, Brotto, & Gorzalka,  2011 ). 

 In addition to the well-documented ethnic dif-
ferences in sexual function, more recent research 
fi ndings indicate that acculturation within ethnic 
groups, which has been defi ned as changes that 
occur in the self-identity of individuals who 
move from one culture to another, also infl uences 
self-reported sexual functioning. Specifi cally, 
greater acculturation to western culture among 
Asian individuals has been linked to higher sex-
ual desire, arousal, and satisfaction (e.g., Brotto 
et al.,  2005 ; Woo, Brotto, & Gorzalka,  2009 ) and 
higher affi liation with the culture of origin has 
been associated with more sexual avoidance and 
more sexual complaints (Brotto et al.,  2005 ; Woo 
& Brotto,  2008 ).  

    Cultural Considerations in the 
Assessment of Sexual Dysfunction 
in Asian Americans 

    Sex Guilt 

 What are the mechanisms by which culture infl u-
ences sexuality? Recent research suggests that 
among Chinese, Japanese, and Korean men and 
women, sex guilt may play an important role in 
sexual functioning. Sex guilt may be understood 
as guilty feelings in relation to sexual behaviour 
or sexual situations. The results of three studies 
that examined sex guilt and sexual desire among 
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Chinese Canadian, Japanese Canadian, Korean 
Canadian, and European Canadian university 
men and women revealed that Asian ethnicity 
was associated with higher self-reported sex 
guilt, which in turn was associated with lower 
self-reported sexual desire (Brotto et al.,  2012 ; 
Woo et al.,  2011 ; Woo, Brotto, & Gorzalka, 
 2012 ). Although it is not possible to empirically 
demonstrate a causal relationship between sex 
guilt and sexual dysfunction, there is a small but 
growing body of evidence that indicates an asso-
ciation between the two. In addition to the studies 
cited above, Nobre and Pinto-Gouveia ( 2006 ) 
found that sex guilt was one of the best discrimi-
nants between women with and without sexual 
dysfunction, and Nobre and Pinto-Gouveia 
( 2003 ) found that sex guilt was negatively corre-
lated with sexual desire and sexual satisfaction, 
such that higher sex guilt was associated with 
lower sexual desire and sexual satisfaction. 

 These fi ndings have important clinical impli-
cations for the assessment of sexual dysfunction 
in Chinese, Japanese, and Korean American indi-
viduals. Specifi cally, they suggest that 
 participation in the assessment of sexual func-
tioning may be diffi cult for these individuals as 
guilty feelings may be elicited through the dis-
cussion of sexual material. Individuals from these 
cultures may thus choose not to present for the 
assessment and treatment of sexual diffi culties, a 
speculation that appears reasonable based on 
anecdotal observations that individuals from 
these cultures are underrepresented in treatment 
settings in a metropolitan Canadian city with a 
large Asian population. Furthermore, and consis-
tent with their higher levels of sex guilt, individu-
als from these cultures are more likely to view 
sex as procreative than recreative (e.g., Cain 
et al.,  2003 ) and may seek treatment only when 
their sexual diffi culties interfere with fertility. 
When an individual presents for assessment, it 
may therefore be especially important for the 
assessor to be mindful of the potential for cul-
ture-linked discomfort with sexuality. It may be 
helpful to discuss the client’s discomfort and to 
normalize it. While it is generally important for 
questions about sexuality to be asked in a serious 
manner in professional settings (e.g., doctor’s 

offi ce, psychologist’s clinic) and for the clinician 
to demonstrate comfort with the topic, a serious 
demeanour, comfort with discussing sexuality, 
and the ability to put clients at ease may be espe-
cially important when assessing sexual dysfunc-
tion among Chinese, Japanese, and Korean 
American clients. Unfortunately, as similar 
research has not been conducted among other 
Asian American groups, the extent to which these 
fi ndings and implications generalize to Indian 
Americans and Southeast Asian American indi-
viduals is unknown.  

    Sexual Communication 
in Asian Individuals 

 The research that has considered sexual commu-
nication among Asian individuals suggests that 
undergoing an assessment of sexual dysfunction 
is likely to elicit considerable discomfort. Cross- 
cultural quantitative research suggests that Asian 
Americans talk to their friends less frequently 
about sex compared to European Americans 
(Chan,  1997 ; Moore & Erickson,  1985 ). This pat-
tern is also seen within families (Kim & Ward, 
 2007 ) and is consistent with the cultural belief 
that sexuality is a private topic that is inappropri-
ate for discussion with others (Okazaki,  2002 ). 
This belief may pose an additional barrier to pre-
senting for an assessment of sexual dysfunction 
for Asian Americans. 

 If this barrier is overcome and the client pres-
ents for assessment, another feature of communi-
cation in Asian cultures becomes salient. Despite 
the observation that individuals in Asian cultures 
 talk about  or  discuss  sex less frequently than 
their western counterparts, qualitative research 
on Asian sexual communication reveals that 
much is communicated about sex through non-
verbal or indirect means. Asian cultures have 
been described as “high-context” cultures in that 
speakers convey messages in indirect and implicit 
ways, and listeners use contextual cues to discern 
the meaning of the verbal portion of the message. 
Asian parents have been documented to convey 
their disapproval of premarital sex through the 
use of statements such as “romance is for 
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 marriage, and not before” (Kim & Ward,  2007 ) 
and Chinese Canadian women participating in 
focus groups about Pap testing and sexuality 
were observed to discuss these topics in depth 
with minimal use of the terms “sex” and “Pap 
testing” (Chang, Woo, Yau, Gorzalka, & Brotto, 
 2013 ). In both of these instances, the speakers’ 
meaning was clearly understood without the need 
to resort to explicit statements. 

 In the clinical setting, Asian Americans are 
therefore more likely than their Euro-American 
counterparts to refer to sexuality-related issues 
such as genitalia, sexual diffi culties, and sexual 
activities in what may appear to be vague terms. 
Clinical sensitivity will be required to establish 
and maintain a balance between the clinician’s 
need to gather specifi c information to inform the 
diagnosis and treatment, and the client’s prefer-
ence for avoiding the use of explicit statements. It 
may be especially important to allow the client to 
begin by describing the problem in their own 
words. This would provide the clinician with the 
opportunity to observe the client’s style of com-
munication and degree of comfort with  discussing 
sexual issues. It may also be helpful for the clini-
cian to preface requests for greater specifi city 
with a brief rationale for the requests.   

    Assessment Tools 

    Clinical Interview 

 The clinical interview represents the primary 
source of information about the client’s sexual 
functioning and is the most important tool at the 
clinician’s disposal. It is also likely to yield infor-
mation on culturally relevant infl uences on the 
client’s sexual functioning. Whereas standard-
ized structured or semi-structured interviews are 
available for the assessment of other Axis I disor-
ders, there is as yet no similar instrument for the 
assessment of sexual dysfunctions. However, 
guidelines for the comprehensive clinical evalua-
tion of sexual dysfunction have been proposed by 
a number of experts in the fi eld (e.g., Derogatis & 
Balon,  2009 ; Pukall, Meana, & Fernandez,  2010 ) 
and these are summarized here. 

 The clinical interview usually begins with 
open-ended questioning, allowing the client to 
describe their sexual diffi culties in their own 
words. Using the client’s characterization as a 
starting point, the clinician can follow the client’s 
cues and gradually ask more specifi c questions 
about the diffi culties. Increasing specifi city in 
questioning may be especially important in the 
assessment of Asian American clients as research 
on East Asian learning styles suggests that East 
Asians dislike ambiguity and uncertainty, both of 
which are inherent elements of open-ended ques-
tions. With regard to the content of the interview, 
it is essential to ascertain the phase or phases in 
the sexual response cycle at which the diffi culties 
occur, the course of the diffi culties, as well as the 
biological, psychological, social, and cultural 
infl uences that may underlie the sexual problems. 
Because sexual dysfunctions can arise from mul-
tiple etiological factors, and because these factors 
often interact with and reinforce one another, 
careful and thorough examination is required to 
enable the clinician to construct an accurate case 
conceptualization. 

 Biological factors that may infl uence sexual 
functioning include age, body mass index, physi-
cal illness (e.g., diabetes mellitus, cardiovascular 
disease, sexually transmitted infections), chronic 
pain, hormone levels, and lifestyle (e.g., exercise, 
diet). A wide array of medications such as selec-
tive serotonin re-uptake inhibitor antidepressants, 
antipsychotics, and antihypertensives have the 
potential to affect normal functioning at multiple 
stages of the sexual response cycle and it is 
important to inquire about the temporal relation-
ship between the commencement of medication 
use and the onset of sexual problems. It may be 
necessary to make a medical referral for the 
assessment of some of these factors. 

 During the interview, it is also important to 
assess psychological factors, including stress and 
mental illness such as anxiety and depression as 
the latter are frequently associated with sexual 
dysfunction. For example, it has been estimated 
that about 40–50 % of individuals diagnosed with 
major depressive disorder also have sexual dys-
function (Bonierbale, Lancon, & Tignol,  2003 ). 
Other psychological factors that have been 
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 implicated in sexual functioning include body 
image, self-esteem, and diffi culties with mindful-
ness (i.e., staying in the moment) during sexual 
activity. Fear of disease or pregnancy may also 
disrupt the sexual response cycle and should be 
asked about. As discussed earlier, high sex guilt 
has been associated with poorer sexual function; 
as such, it is important for the clinician to explore 
the potential presence of guilty feelings sur-
rounding sexuality. 

 Social or relational issues also need to be 
assessed in the interview. Examples of issues 
relating to the current relationship that are impor-
tant to assess include discrepancies in sexual 
desire and preferences (e.g., preferences for posi-
tion, techniques, frequency, timing), the effec-
tiveness of communication, and the quality of the 
relationship (e.g., amount of confl ict). The avail-
ability of both partners for assessment, either 
separately or together, is helpful as sexual dys-
function in the partner is common, and this can 
be assessed directly if the partner is willing to be 
interviewed. The clinician should also ask about 
affairs outside the relationship and whether the 
sexual dysfunction occurs or has occurred in 
other sexual relationships. 

 Finally, it is important to explore cultural and 
religious attitudes and beliefs about sexuality and 
their impact on the client’s sexual functioning. 
For instance, is sex viewed as an enjoyable activ-
ity with the partner or as serving a purely procre-
ative role? Does the client see sex as something 
shameful or as an integral part of human nature? 
What messages did the client receive about sexu-
ality from their family of origin? Sexuality- 
related beliefs and attitudes can be infl uential in 
the development and perpetuation of sexual dif-
fi culties and need to be respected for successful 
treatment of the client. 

 It is important to note that compared to the 
assessment of other psychological diffi culties, 
the assessment of sexual dysfunction may be 
especially infl uenced by the clinician’s charac-
teristics. One reason for this, as discussed ear-
lier, is the absence of a standardized structured 
or semi- structured interview for assessing sexual 
dysfunction, which leaves clinicians to their own 

devices in terms of deciding what questions to ask. 
A related issue is that sexuality, arguably more 
so than other psychological diffi culties, is a topic 
that is value-laden and the clinician’s personal 
values and beliefs, as well as their views of 
Asians and sexuality, may affect the questions 
they ask and the conclusions that they draw. The 
effective assessment and treatment of sexual 
dysfunction in the Asian American client there-
fore requires that clinicians be aware of their 
personal biases that may infl uence their clinical 
judgment.  

    Self-Report Measures of Sexual 
Dysfunction 

 In this section, information on the most fre-
quently used psychometric measures that were 
developed to assess the quality of an individual’s 
sexual functioning will be presented, with an 
indication of which are available in languages 
that are relevant to the cultural groups that are the 
focus of this book (Table  15.1 ). While there are a 
large number of measures that have been devel-
oped to assess sexual dysfunction, there is a rela-
tively small handful of widely used measures. 
Moreover, the vast majority of these measures 
were created and validated in the west, with 
norms and cutoff scores that were developed 
based primarily on research conducted in western 
samples. An additional caveat on the use of psy-
chometric measures is that formal diagnosis of a 
sexual dysfunction cannot occur on the basis of 
these measures alone, even though diagnostic- 
like domain labels may suggest otherwise; the 
clinical interview is an integral component of the 
diagnostic process. 

 In addition to measures of sexual dysfunction, 
we have also included the Female Sexual Distress 
Scale (FSDS; Derogatis, Rosen, Leiblum, 
Burnett, & Heiman,  2002 ). The FSDS is a self- 
report measure of sexually related personal dis-
tress in women and is included here because the 
presence of sexuality-related distress is required 
before a DSM-IV-TR diagnosis of a sexual dys-
function can be made and because the FSDS has 
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   Table 15.1    Tools for assessing sexual dysfunction with Asian clients   

 Measure  Languages  Notes/recommendations 

  Measures applicable to men and women  
 Arizona Sexual Experience Scale 
(McGahuey et al.,  2000 ) 

 English, Chinese. However, 
the Chinese version does not 
appear to have been published 

 Measures sexual drive, arousal, penile erection/
vaginal lubrication, ability to reach orgasm and 
satisfaction from orgasm in men and women 

 Changes in Sexual Functioning 
Questionnaire (Clayton et al., 
 1997 ) 

 English, Chinese (traditional)  Measures sexual desire, frequency, pleasure, 
arousal, and orgasm in men and women 

 Derogatis Interview for Sexual 
Functioning (Derogatis,  1997 ) 

 English  Measures sexual cognition/fantasy, arousal, 
sexual behaviour/experience, orgasm, sexual 
drive/relationship in men and women 

 Golombok-Rust Inventory of 
Sexual Satisfaction (Rust & 
Golombok,  1986 ) 

 English  Subscales in the male version are labelled 
Impotence, Premature Ejaculation, Non- 
sensuality, Avoidance, Dissatisfaction, 
Infrequency, and Noncommunication. 
Subscales in the female version are labelled 
Vaginismus, Anorgasmia, Non-sensuality, 
Avoidance, Dissatisfaction, Infrequency, and 
Noncommunication 

 Nagoya Sexual Function 
Questionnaire (Kikuchi et al., 
 2011 ) 

 Japanese  Male version measures the frequency of 
pulsating sensations in the mammary area, 
galactorrhea, interest in women, sexual interest, 
sexual self-confi dence, erectile dysfunction, and 
ejaculatory diffi culties. Female version measures 
the frequency of menstrual irregularity, pulsating 
sensations in the mammary area, galactorrhea, 
interest in men, sexual interest, sexual self-
confi dence, and sexual arousal 

  Measures applicable to women  
 Brief Index of Sexual 
Functioning for Women (Taylor 
et al.,  1994 ) 

 English  Measures sexual thoughts/desire, arousal, 
frequency of sexual activity, receptivity/initiation, 
pleasure/orgasm, relationship satisfaction, and 
problems affecting sexual function 

 Female Sexual Distress Scale 
(Derogatis et al.,  2002 ) 

 English, Korean  Measures sexually related personal distress 

 Female Sexual Function Index 
(Rosen et al.,  2000 ) 

 English, Chinese (traditional 
and simplifi ed), Japanese, 
Malay, Tamil 

 Measures sexual desire, arousal, lubrication, 
orgasm, sexual satisfaction, and pain with 
intercourse 

 McCoy Female Sexuality 
Questionnaire (McCoy & 
Matyas,  1998 ) 

 English  Measures sexual enjoyment, sexual arousal, 
sexual interest, satisfaction with partner, feelings 
of attractiveness, frequency of sexual intercourse, 
frequency of orgasm, pleasure from orgasm, 
lubrication, pain with sexual intercourse, and 
impact of partner’s potential erectile diffi culties 

 Profi le of Female Sexual 
Function (Derogatis et al.,  2004 ) 

 English  Measures sexual desire, arousal, orgasm, 
sexual pleasure, sexual concerns, sexual 
responsiveness, and sexual self-image 

 Sexual Interest and Desire 
Inventory (Clayton et al.,  2006 ; 
Sills et al.,  2005 ) 

 English  Measures sexual satisfaction, sexual 
receptivity, sexual initiation, frequency of 
desire, affection, satisfaction with level of 
desire, distress regarding level of desire, 
positive thoughts about sex, interest in erotica, 
frequency of arousal, ease of arousal, 
continuation of arousal and orgasm 

(continued)
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become a benchmark in the psychometric mea-
surement of sexual distress in women. 
  Measures applicable to both men and women . 
The  Arizona Sexual Experience Scale  (ASEX; 
McGahuey et al.,  2000 ) is a self-report measure 
that was designed to assess sexual functioning in 
men and women being administered psychotro-
pic drugs. The ASEX consists of fi ve single-item 
domains—drive, arousal, penile erection/vaginal 
lubrication, ability to reach orgasm, and satisfac-
tion from orgasm—that are assessed on a 6-point 
Likert scale. Total scores may range from 5 to 30, 
with higher scores being indicative of more sex-
ual dysfunction. The ASEX demonstrated excel-
lent internal consistency (Cronbach’s  α  = 0.91) 
and strong test–retest reliability (ranging from 
0.80 for patients to 0.89 for controls) in the vali-
dation sample. 

 Although the ASEX has been translated into 
Chinese and there are references to validation 
studies of the Chinese version (e.g., Jenkins et al., 
 2011 ; Lin, Juang, Wen, Liu, & Hung,  2012 ), 
these validation studies appear to have not been 
published and authors wishing to use the ASEX 
in Chinese-literate populations have conducted 
their own translations of the original English 
 version (e.g., Chen, Lin, Wang, & Shuai,  2011 ). 

 The  Changes in Sexual Functioning 
Questionnaire  (CSFQ; Clayton, McGarvey, & 
Clavet,  1997 ) is designed to assess illness- and 
medication-related changes in sexual functioning 
and may be clinician-administered as a structured 
interview or self-administered as a questionnaire. 
The CSFQ consists of 35 items in the female ver-
sion and 36 items in the male version that fall into 
fi ve domains of sexual functioning—sexual 

 Measure  Languages  Notes/recommendations 

 Short Personal Experiences 
Questionnaire (Dennerstein et al., 
 2001 ) 

 English  Measures feelings for partner, sexual 
responsivity, sexual frequency, libido, partner 
problems in sexual performance, and vaginal 
dryness/dyspareunia 

  Measures applicable to men  
 Brief Sexual Function 
Inventory—(O’Leary et al., 
 1995 ) 

 English  Measures sexual drive, erection, ejaculation, 
perceptions of problems in each area, and 
overall sexual satisfaction 

 Chinese Index of Premature 
Ejaculation (Yuan et al.,  2004 ) 

 Chinese (simplifi ed)  Measures degree of sexual interest, frequency 
of erections hard enough for sexual intercourse, 
frequency of maintenance of erections until the 
completion of sexual intercourse, intravaginal 
ejaculatory latency, diffi culty in prolonging 
sexual intercourse, sexual satisfaction, partner’s 
sexual satisfaction, frequency of partner 
reaching orgasm, confi dence in being able to 
complete sexual activity, and frequency of 
feelings of anxiety, depression, or stress during 
sexual activity 

 Index of Premature Ejaculation 
(Althof et al.,  2006 ) 

 English  Measures ejaculatory control, sexual 
satisfaction, and distress 

 International Index of Erectile 
Function (Rosen et al.,  1997 ) 

 English, Chinese, Japanese, 
Korean, Malay 

 Measures erectile function, orgasmic function, 
sexual desire, intercourse satisfaction, and 
overall satisfaction 

 Male Sexual Health 
Questionnaire (Rosen et al., 
 2004 ) 

 English, Korean  Measures ejaculation, erection, and sexual 
satisfaction 

Table 15.1 (continued)
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desire, frequency, sexual pleasure, sexual arousal, 
and orgasm—and also provides a total score that 
indicates overall sexual functioning, with lower 
scores refl ecting poorer sexual functioning. The 
CSFQ was originally standardized on a sample of 
American medical students and psychiatry resi-
dents and was found to possess high test–retest 
reliability. The CSFQ has also been abbreviated 
into the CSFQ-14, a 14-item self-administered 
version of the measure which yields scores for 
the fi ve domains of the original CSFQ as well as 
a score for overall sexual functioning (Keller, 
McGarvey, & Clayton,  2006 ). 

 The CSFQ-14 has been translated into Chinese 
and validated in a number of studies of sexual dys-
function in Taiwan (e.g., Chen et al.,  2008 ,  2009 ). 
The Chinese version of the CSFQ-14 has good 
internal consistency (Cronbach’s  α  = 0.86 in the 
Chinese validation sample). The cutoff score for 
women is 32 and that for men is 42, with scores 
below these thresholds indicating the potential 
presence of a sexual dysfunction that should be 
thoroughly evaluated through a clinical interview. 

 The  Derogatis Interview for Sexual 
Functioning  (DISF/DISF-SR; Derogatis,  1997 ) 
is similar to the CSFQ in that it may be either 
clinician administered as an interview (DISF) or 
self-administered as a gender-keyed question-
naire (DISF-SR). Both versions of the DISF con-
sist of 25 items that are responded to on four-point 
Likert scales and assess overall sexual function-
ing in addition to fi ve specifi c domains: sexual 
cognition/fantasy, sexual arousal, sexual behav-
iour/experience, orgasm, and sexual drive/rela-
tionship. Higher scores on the DISF/DISF-SR 
indicate better sexual functioning. Test–retest 
reliability ranged from 0.80 to 0.90, and internal 
consistency ranged from 0.74 for the sexual 
drive/relationship domain to 0.80 for the orgasm 
domain. To date, there are no published studies 
that have described the use of the DISF/DISF-SR 
or its validation in Asian Americans. 

 The  Golombok - Rust Inventory of Sexual 
Satisfaction  (GRISS; Rust & Golombok,  1986 ) is 
a self-report inventory with gender-specifi c ver-
sions that measure the existence and degree of 
sexual dysfunction. Both versions contain 28 
items with a fi ve-point Likert response format 

that comprise seven subscales. Higher scores on 
the GRISS indicate lower sexual functioning. 
The subscales in the male version are labelled 
Impotence, Premature Ejaculation, Non- sensuality, 
Avoidance, Dissatisfaction, Infrequency, and 
Noncommunication. The subscales in the female 
version are labelled Vaginismus, Anorgasmia, 
Non-sensuality, Avoidance, Dissatisfaction, Infre-
quency, and Noncommunication. Split-half reliabil-
ity for the overall male GRISS in the standardization 
is 0.87 and test–retest reliability is 0.76. Internal 
consistency of the subscales ranges from 0.61 for 
Noncommunication to 0.78 for Impotence and 
Premature Ejaculation, and test–retest reliability 
ranges from 0.52 for Noncommunication to 0.84 
for Premature Ejaculation. Standardization data 
for the overall female GRISS indicate that split- 
half reliability is 0.94 and test–retest reliability is 
0.65. Internal consistency of the subscales ranges 
from 0.61 for Noncommunication to 0.83 for 
Anorgasmia and test–retest reliability ranges 
from 0.47 for Female Dissatisfaction to 0.82 for 
Vaginismus. Both versions of the GRISS effec-
tively discriminate between individuals with and 
without sexual dysfunction in research settings. 

 There are no published studies that reference 
versions of the GRISS that have been translated 
into Asian languages. However, the English ver-
sion of the GRISS has been used in the study of 
the effects of acculturation on the sexual func-
tioning of Asian (Chinese, Southeast Asian, 
Korean, Japanese, Vietnamese) Canadian men 
and women (e.g., Brotto, Woo, & Ryder,  2007 ; 
Woo & Brotto,  2008 ). 

 The  Nagoya Sexual Function Questionnaire  
(NSFQ; Kikuchi et al.,  2011 ) is a  self- administered, 
gender-specifi c questionnaire that was created by 
researchers in Nagoya, Japan, who aimed to 
develop and validate a Japanese measure of sex-
ual functioning for patients with schizophrenia 
taking antipsychotic medications. The NSFQ con-
sists of seven items that are responded to on a 
fi ve-point adjectival scale. Higher scores on the 
NSFQ indicate lower sexual functioning. The 
male version contains items that inquire about the 
frequency of pulsating sensations in the mam-
mary area, galactorrhea, interest in women, sex-
ual interest, sexual self-confi dence, erectile 

15 Assessing Sexual Dysfunction in Asian Clients



234

dysfunction, and ejaculatory diffi culties. The 
female version contains items that inquire about 
the frequency of menstrual irregularity, pulsating 
sensations in the mammary area, galactorrhea, 
interest in men, sexual interest, sexual self- 
confi dence, and sexual arousal. The NSFQ dem-
onstrated acceptable internal consistency (0.76 
for men and 0.79 for women) and excellent test–
retest reliability (0.92 for both men and women) 
and has been used in a study of the prevalence of 
sexual dysfunction in patients with schizophrenia 
(Kikuchi et al.,  2012 ). 
  Measures applicable to women . The  Brief Index 
of Sexual Functioning for Women  (BISF-W; 
Taylor, Rosen, & Leiblum,  1994 ) is a self-report 
questionnaire that consists of 22 items that yield 
an overall score for sexual function and assess 
the dimensions of thoughts/desire, arousal, fre-
quency of sexual activity, receptivity/initiation, 
pleasure/orgasm, relationship satisfaction, and 
problems affecting sexual function. Responses 
are given in a variety of formats. A principal 
components analysis identifi ed three factors 
which were labelled as Sexual Interest/Desire, 
Sexual Activity, and Sexual Satisfaction. 
Internal consistency of the factors ranged from 
0.39 for Sexual Interest/Desire to 0.83 for 
Sexual Activity, and test–retest reliability 
ranged from 0.68 for Sexual Satisfaction to 0.78 
for Sexual Activity. 

 The BISF-W has been used in the study of sex-
ual function in married women in North India 
(Avasthi et al.,  2008 ). Unfortunately, data on reli-
ability and validity in this sample are unavailable. 

 The  Female Sexual Distress Scale  (FSDS; 
Derogatis et al.,  2002 ) is a 12-item self-report 
inventory that measures sexually related personal 
distress in women. Items are responded to on four-
point adjectival scales and higher scores on the 
FSDS indicate higher levels of sex-related distress. 
The scale was initially validated on a total of about 
500 women, of whom 340 had been diagnosed 
with a sexual dysfunction at the time of their eval-
uation. The FSDS demonstrated high internal con-
sistency and test–retest reliability across all of the 
three initial validation studies, in addition to dem-
onstrating a strong ability to distinguish between 
women with and without sexual dysfunction. 

 The FSDS has been translated into Korean 
and validated in a sample of married Korean 
women (FSDS-K; Bae et al.,  2006 ). The FSDS-K 
consists of 20 items and showed excellent inter-
nal consistency (0.96) and test–retest reliability 
(0.99). The FSDS-K also effectively discrimi-
nated between women with and without subjec-
tive distress related to sexual dysfunction. The 
FSDS was also used in a study of the effi cacy and 
safety of a topical cream for the treatment of 
female sexual arousal disorder in Chinese women 
(Liao et al.,  2008 ) although no published studies 
have reported on the validation of this measure in 
Chinese populations. 

 The  Female Sexual Function Index  (FSFI; 
Rosen et al.,  2000 ) is the most widely used self- 
report measure of overall sexual functioning in 
women. It contains 19 items with fi ve- or six- 
point adjectival scales that inquire about sexual 
function in the previous 4 weeks. The FSFI yields 
an overall score for sexual functioning as well as 
scores for the domains of sexual desire, arousal, 
lubrication, orgasm, sexual satisfaction, and pain 
with intercourse. Higher scores on the FSFI indi-
cate better sexual functioning. In the original 
validation sample, test–retest reliability was high, 
ranging from 0.79 for the pain domain to 0.86 for 
the lubrication domain, and internal consistency 
was also high and ranged from 0.89 for the satis-
faction domain to 0.96 for the lubrication domain. 

 The FSFI has been translated into and psycho-
metrically validated in a number of Asian lan-
guages, and these versions of the FSFI will be 
described here in turn. The Malay version of the 
FSFI (MVFSFI; Sidi, Abdullah, Puteh, & Midin, 
 2007 ) was validated in a sample of married 
women who presented at a primary care clinic in 
Kuala Lumpur, Malaysia. Like the FSFI, the 
MVFSFI contains 19 items that are responded to 
on fi ve- or six-point adjectival scales and covers 
the same six domains of sexual functioning. 
Test–retest reliability of the MVFSFI was high 
and ranged from 0.77 for the arousal domain to 
0.97 for the orgasm domain. Internal consistency 
was also high and ranged from 0.87 for the desire 
domain to 0.95 for the satisfaction domain. 

 There is also a Japanese version of the FSFI 
(FSFI-J; Takahashi, Inokuchi, Watanabe, Saito, 
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& Kai,  2011 ) that was validated in Japanese 
women who were in partnered relationships. 
Some instructions from the FSFI were modifi ed 
in the FSFI-J in an attempt to reduce the occur-
rence of missing data. For instance, pilot testing 
revealed that women who had not engaged in 
sexual activity in the previous 3 months were 
more likely to skip questions about their satisfac-
tion with the sexual relationship with their part-
ner. To address this issue, “all of the following 
questions can be answered even if you do not 
have a partner or sexual activity” was added at 
the beginning of the FSFI-J. Exploratory factor 
analysis of the FSFI-J revealed fi ve principal fac-
tors (compared to six for the FSFI): desire/
arousal, lubrication, orgasm, satisfaction, and 
pain. Internal consistency of the FSFI-J was 
excellent and ranged from 0.84 for the satisfac-
tion domain to 0.97 for the lubrication domain. 

 There are two validated Chinese language ver-
sions of the FSFI—one in traditional Chinese 
which was developed in Taiwan (Chang, Chang, 
Chen, & Lin,  2009 ), and one in simplifi ed 
Chinese which was developed in China (Sun, Li, 
Jin, Fan, & Wang,  2011 ). The former was devel-
oped to measure the sexual concerns of pregnant 
women in Taiwan and demonstrated adequate 
test–retest reliability (0.69) and excellent internal 
consistency (0.96) in a random sample of preg-
nant who presented for prenatal examinations at a 
medical centre in Taipei, Taiwan. The latter, the 
Chinese version of the FSFI (CVFSFI; Sun et al., 
 2011 ), was validated in women who presented at 
the obstetrics and gynaecology outpatient depart-
ment of a teaching hospital in Beijing, China. 
Principal component analysis revealed the same 
six-factor structure as the original FSFI. Test–
retest reliability was good and ranged from 0.82 
for the desire domain to 0.92 for the arousal 
domain. Similarly, internal consistency was good 
and ranged from 0.86 for the desire and orgasm 
domains to 0.94 for the pain domain. 

 The FSFI has also been used in Indian women 
(e.g., Grover, Shah, Dutt, & Avasthi,  2012 ; Singh, 
Tharyan, Kekre, Singh, & Gopalakrishnan,  2009 ) 
and has been translated into Tamil (Singh et al., 
 2009 ). Although the Tamil version of the FSFI 
was pilot-tested for linguistic accuracy and cul-

tural appropriateness, no published study has 
reported on its psychometric properties. 

 The  McCoy Female Sexuality Questionnaire  
(MFSQ; McCoy & Matyas,  1998 ) is a 19-item 
self-report measure that assesses a woman’s sex-
ual experience over the previous 4 weeks and was 
designed to assess aspects of female sexuality 
that are likely to be affected by changing levels of 
sex hormones during the menopausal transition 
period. Items are responded to on a seven-point 
adjectival scale and inquire about overall sexual 
enjoyment, sexual arousal, sexual interest, 
 satisfaction with partner, feelings of  attractiveness, 
frequency of sexual intercourse, enjoyment of 
sexual intercourse, frequency of orgasm, pleasure 
from orgasm, lubrication, pain with sexual inter-
course, and the impact of partner’s potential erec-
tile diffi culties. Establishing the reliability and 
validity of the MFSQ has been challenging as 
researchers who have used the MSFQ have 
tended to omit some items due to cultural sensi-
tivity, researchers’ discomfort with specifi c ques-
tions, and the need for brevity (McCoy,  2001 ). As 
a result, no data exist on the psychometric prop-
erties of the complete MFSQ, although studies 
that have used abbreviated versions suggest that 
those versions demonstrate acceptable reliability, 
good face and content validity, and evidence of 
construct validity. No published studies have 
described the use of the MFSQ or its validation in 
Asian Americans. 

 The  Profi le of Female Sexual Function  (PFSP; 
Derogatis et al.,  2004 ; McHorney et al.,  2004 ) is 
a self-administered questionnaire that was devel-
oped for the assessment of loss of sexual desire 
and other sexuality-related symptoms in meno-
pausal women with hypoactive sexual desire dis-
order. The PFSP consists of 37 items that cover 
seven domains of sexual functioning—sexual 
desire, arousal, orgasm, sexual pleasure, sexual 
concerns, sexual responsiveness, and sexual self- 
image. Higher scores on the PFSP indicate higher 
sexual function. The PFSP was translated into 
seven languages from the original English ver-
sion and initially validated in about 500 oopho-
rectomized women with low sexual desire in 
North America, Europe (Germany, UK, Italy, and 
France), and Australia. Test–retest reliability 
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ranged from 0.57 to 0.91, and internal consis-
tency ranged from 0.74 to 0.95 for the seven 
domain scores (Derogatis et al.,  2004 ). No pub-
lished studies have described the use of the PFSP 
or its validation in Asian Americans. 

 The  Sexual Interest and Desire Inventory  
(SIDI-F; Clayton et al.,  2006 ; Sills et al.,  2005 ) is 
a clinician-administered instrument that was cre-
ated to assess the severity of Hypoactive Sexual 
Desire Disorder, or changes in the severity of 
Hypoactive Sexual Desire Disorder in response 
to treatment, among premenopausal women. It 
also has a broader conceptualization of sexual 
desire compared to the FSFI’s narrow focus on 
desire  frequency and intensity. The SIDI-F con-
sists of 13 items that assess the domains of sexual 
satisfaction, sexual receptivity, sexual initiation, 
frequency of desire, affection, satisfaction with 
level of desire, distress regarding level of desire, 
positive thoughts about sex, interest in erotica, 
frequency of arousal, ease of arousal, continua-
tion of arousal, and orgasm. Higher scores on the 
SIDI-F indicate higher sexual function. The 
SIDI-F demonstrated excellent internal consis-
tency (0.90). No published studies have described 
the use of the SIDI-F or its validation in Asian 
Americans. 

 The  Short Personal Experiences Questionnaire  
(SPEQ; Dennerstein, Lehert, & Dudley,  2001 ) 
consists of nine items and was designed to mea-
sure sexual functioning among middle-aged 
women. The SPEQ was adapted from the MSFQ 
(McCoy & Matyas,  1998 ). Items are responded 
to in a variety of formats and assess the domains 
of feelings for partner, sexual responsivity, sexual 
frequency, libido, partner problems in sexual per-
formance, and vaginal dryness/dyspareunia. No 
published studies have described the use of the 
SPEQ or its validation in Asian Americans. 

  Measures applicable to men . The  Brief Sexual 
Function Inventory - M  (BSFI-M; O’Leary et al., 
 1995 ) is a self-report measure that consists of 11 
items that cover the domains of sexual drive, 
erection, ejaculation, perceptions of problems in 
each area, and overall sexual satisfaction. 
Response options consist of 5-point adjectival 
scales, with higher scores indicating better sexual 
functioning. There are no published studies that 

have used Asian language translations of the 
BSFI-M. 

 The  Chinese Index of Premature Ejaculation  
(CIPE; Yuan et al.,  2004 ) was developed in China 
and is a ten-item Chinese language measure 
designed to assess the sexual functioning of men 
with premature ejaculation. Items are responded 
to on a fi ve-point adjectival scale, with higher 
scores on the measure indicating better sexual 
function. The CIPE includes questions about the 
degree of sexual interest, the frequency of erec-
tions hard enough for sexual intercourse, the fre-
quency of maintenance of erections until the 
completion of sexual intercourse, intravaginal 
ejaculatory latency, diffi culty in prolonging sex-
ual intercourse, sexual satisfaction, partner’s sex-
ual satisfaction, frequency of partner reaching 
orgasm, confi dence in being able to complete 
sexual activity, and frequency of feelings of anxi-
ety, depression or stress during sexual activity. 
Receiver operating characteristic analysis sug-
gests that a cutoff score of 35 on the CIPE results 
in 97.6 % sensitivity, 94.7 % specifi city, 96.4 % 
positive predictive value, and 95.6 % negative 
predictive value. Data on the reliability and valid-
ity of the CIPE are not available. 

 The  Index of Premature Ejaculation  (IPE; 
Althof et al.,  2006 ) is a ten-item self-report mea-
sure that assesses three subjective aspects of pre-
mature ejaculation—ejaculatory control, sexual 
satisfaction, and distress. Items are responded to 
on fi ve- to six-point adjectival scales. Internal 
consistency ranges from 0.74 for the control 
domain to 0.91 for the distress domain and test–
retest reliability ranges from 0.70 for the distress 
domain to 0.90 for both the sexual satisfaction 
and control domains. There has been no pub-
lished research on the use of Asian language 
translations of the IPE. 

 The  International Index of Erectile Function  
(IIEF; Rosen et al.,  1997 ) is a self-report ques-
tionnaire that consists of 15 items and covers fi ve 
domains of sexual function—erectile function, 
orgasmic function, sexual desire, intercourse sat-
isfaction, and overall satisfaction. Items are 
responded to on fi ve- or six-point adjectival 
scales with reference to sexual functioning in the 
previous 4 weeks. Higher scores on the IIEF indi-
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cate better sexual function. There is also a shorter 
version of the IIEF, the IIEF-5 (Rosen, Cappelleri, 
Smith, Lipsky, & Pena,  1999 ), which consists of 
fi ve items from the IIEF that assess erectile func-
tion and intercourse satisfaction. 

 The IIEF has been translated and linguisti-
cally validated in over 30 languages, including 
Japanese, Korean, Malay, and Chinese, although 
not all of these translations have been psycho-
metrically validated (e.g., Chinese). The Japanese 
version of the IIEF was validated in Japan (Shirai 
et al.,  1999 ). Based on the English-language 
abstract, test–retest reliability of the Japanese 
version of the IIEF ranged from 0.51 to 0.79 for 
patients with erectile dysfunction, and from 0.63 
to 0.80 for controls. Unfortunately, as the original 
article is in Japanese, it was not possible to ascer-
tain whether the authors assessed the internal 
consistency of their instrument. 

 The Korean version of the IIEF was validated 
in a sample of men who presented at an androl-
ogy clinic with erectile diffi culties and age- 
matched controls who presented at the department 
of family medicine at an academic medical cen-
tre in Seoul, Korea (Chung et al.,  1999 ). Test–
retest reliability ranged from 0.67 for the 
orgasmic function domain to 0.88 for the overall 
satisfaction domain and internal consistency 
ranged from 0.70 for the sexual desire domain to 
0.96 for the overall satisfaction domain. The 
Korean version of the IIEF-5 (Ahn, Lee, Kang, 
Hong, & Kim,  2001 ) was validated in men who 
presented at an andrology clinic in Seoul, and 
was found to possess high sensitivity (91.3 %) 
and specifi city (86.3 %). Data on reliability were 
not made available, but this version of the IIEF-5 
has been used in a number of studies on the sex-
ual function of Korean men (e.g., Ahn et al., 
 2007 ; Choi, Song, & Son,  2012 ). 

 There are two Malay versions of the IIEF that 
were independently developed (Lim et al.,  2003 ; 
Quek, Low, Razack, Chua, & Loh,  2002 ). One 
version (Mal-IIEF) was validated in patients who 
had lower urinary tract symptoms (Quek et al., 
 2002 ). Test–retest reliability was good and ranged 
from 0.75 for the orgasmic function domain to 
0.87 for the sexual drive domain. Internal consis-
tency was also good and ranged from 0.74 for the 

orgasmic function domain to 0.87 for the sexual 
drive domain. The other version was validated in 
two separate studies: one enrolled healthy volun-
teers from the community and patients presenting 
at primary care clinics, and the other enrolled 
patients who had been diagnosed with erectile 
dysfunction and who were going to undergo a 
trial of sildenafi l therapy (Lim et al.,  2003 ). Both 
test–retest reliability and internal consistency 
were high. Test–rest reliability ranged from 0.82 
for the orgasmic function and sexual desire 
domains to 0.89 for the intercourse satisfaction 
domain and internal consistency ranged from 0.80 
for the sexual desire domain to 0.96 for the over-
all satisfaction domain. 

 The  Male Sexual Health Questionnaire  
(MSHQ; Rosen et al.,  2004 ) is a 25-item self- 
report questionnaire that assesses the domains of 
ejaculation, erection, and sexual satisfaction in 
aging men who have urogenital health concerns. 
Higher scores on the MSHQ indicate higher sex-
ual function. Internal consistency for all three 
domains was high in the validation sample, rang-
ing from 0.81 for the ejaculation domain to 0.90 
for the erection and satisfaction domains. Test–
retest reliability was also high and ranged from 
0.86 for the ejaculation domain to 0.88 for the 
satisfaction domain. 

 The MSHQ has been translated into Korean 
and validated in a Korean population (Oh, Lee, & 
Chung,  2005 ). The Korean version of the MSFQ 
was found to have high internal consistency 
(0.95, 0.90, and 0.93 for the ejaculation, erection, 
and satisfaction domains, respectively) and high 
test–retest reliability (0.89, 0.81, and 0.87 for the 
ejaculation, erection, and satisfaction domains, 
respectively) and has been used in the assessment 
of sexual functioning in Korean men with benign 
prostatic hyperplasia (Lee et al.,  2009 ) and those 
who have undergone urethrotomy (Choi, Song, 
Kim, & Moon,  2013 ).   

    Conclusion 

 Like the assessment of most psychological prob-
lems in any population, the cornerstone of the 
assessment of sexual dysfunction in Asian 
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Americans is the clinical interview, which can be 
supplemented by self-report measures. However, 
although a handful of self-report measures of 
sexual function have been translated into Asian 
languages and validated in specifi c Asian popula-
tions (most frequently Chinese, Japanese, and 
Korean), the interpretation of these measures as 
used in Asian Americans needs to be done with 
particular caution as overall, empirically vali-
dated translations remain lacking. In assessing 
sexual dysfunction in Asian Americans, it is 
important for clinicians to bear in mind the 
 general reluctance of Asians to discuss sexual 
issues and the use of indirect and nonverbal com-
munication in discussing sexuality in Asian cul-
tures. Furthermore, it is important for clinicians 
to recognize that the assessment may arouse sig-
nifi cant discomfort and potential feelings of guilt 
in the client, and to utilize their clinical judgment 
to guide the assessment process.
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           Overview of Cultural Considerations 

    Relatively little research has been conducted on 
eating disorders (EDs) among Asian and Asian 
American (AA) women. In recent years, some 
researchers have found that Asians and AAs 
have equal or greater rates of disturbed eating 
(Wildes, Emery, & Simons,  2001 ), and body dis-
satisfaction (Grabe & Hyde,  2006 ) as do Whites, 
and that AAs may be more concerned with shape 
or body parts than with weight (Mintz & 
Kashubeck,  1999 ). 

 Much of the existing ED research with 
Asian women in Asia or AA (or Asian British) 
women consists of survey research on atti-
tudes, behaviors, and risk factors for ED with 
nonclinical convenience samples, using different 
measures and criteria, leading to contradictory 
results (Cummins, Simmons, & Zane,  2005 ). 
Furthermore, researchers found that clinicians 
were less likely to give ED diagnoses or 
referrals to ethnic minorities (Becker, Franko, 
Speck, & Herzog,  2003 ; Franko, Becker, 

Thomas, & Herzog,  2007 ). In a qualitative 
study, therapists working with this population 
reported that subclinical and atypical EDs 
were more common in their practices and cli-
ents often had a mix of subclinical features, 
and that EDs were not always the presenting 
issue (Smart, Tsong, Mejía, Hayashino, & 
Braaten,  2011 ). 

 An additional population that is relevant to this 
chapter is Asian Pacifi c Islander (API) Americans 
who comprise approximately 4.8 % of the U.S. 
population (Humes, Jones, & Ramirez,  2011 ). 
Over 48 different ethnic groups fall under the 
“Asian” racial group and there are large differ-
ences in language, religion, and values (Sandhu, 
 1997 ). In fact, more than half of Pacifi c Islanders 
endorsed multiple races and over 2.5 million addi-
tional census respondents checked Asian and one 
other ethnic group. Complicating things further, 
more than 60 % of AAs are immigrants, with 
more than two thirds speaking a non- English lan-
guage at home and about 40 % not speaking 
English “very well” (U.S. Census Bureau,  2012 ). 
The diversity in ethnic cultures and the within-in 
group differences (acculturation levels, immigra-
tion experiences, SES, family structure, degree of 
adherence to country of origin values, religious 
beliefs, and more) further compound the diffi cul-
ties in assessing and working with this population 
based on any over- generalization of the “Asian 
American” stereotypes, and miss the possible 
important distinctions between different Asian 
ethnic group eating disorder patterns, as well as 
risk and protective factors. 
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 It is also unclear if the current ED assessment 
measures are culturally appropriate for Asian 
Pacifi c American women of different religious 
practices, dieting, and family traditions. Current 
assessment measures originally developed for 
Western populations may not, for example, accu-
rately distinguish between culturally appropriate 
fasting behaviors and ED behaviors (Ahmad, 
Waller, & Verduyn,  1994b ). Data resulting from 
Western measures could be refl ecting issues such 
as the willingness to disclose, cultural defi nitions 
of thinness or attractiveness, or cultural differ-
ences in eating behaviors (Lucero, Hicks, 
Bramlette, Brassington, & Welter,  1992 ). In addi-
tion, the stereotype that API women are well 
adjusted and naturally petite may lead mental 
health professionals to be less likely to assess for 
an ED. Further, it may be more culturally accept-
able for some API women to have their ED 
symptoms manifest more somatically (e.g., indi-
gestion and stomachaches), which can further 
confuse diagnosis (H.-Y. Lee & Lock,  2007 ; Ting 
& Hwang,  2007 ). Controversy exists as well 
regarding the commonly used DSM-IV criteria 
for anorexia because the required “fear of fat” 
criterion may not occur or present differently in 
Asian women (H.-Y. Lee & Lock,  2007 ; S. Lee & 
Katzman,  2002 )    (Table  16.1 ).

       Assessment Measures 

    Eating Disorder Examination (EDE) 

 The EDE (Fairburn & Cooper,  1993 ) is a 62-item 
semi-structured interview designed to assess the 
specifi c psychopathology of EDs and correct for 
some of the inherent diffi culties of self-report 
questionnaires. The advantage of the EDE is that 
the interviewer can provide specifi c explanations 
of the complex behaviors in question and obtain 
more detail from participants. The EDE is one of 
the most widely used semi-structured interviews 
for the assessment of specifi c ED behaviors; it can 
be used to provide a diagnosis and track treatment 
outcomes (Kashubeck-West & Mintz,  2001 ). 
It has four subscales:  dietary restraint, eating 
concern, shape concern , and  weight concern . 

The global EDE score is obtained by taking the 
average of the four subscales. Most items are 
rated on a 7-point scale (ranging 0–6) to assess 
either frequency (0 = absence of the feature, 
6 = presence to an extreme degree) or severity 
(Anderson, De Young, & Walker,  2009 ). The 
EDE assesses frequency over the previous 
4 weeks and arrives at the diagnosis of AN, BN, 
and BED measuring behaviors over the past 
3–6 months. The internal consistency reliability 
ranges from 0.67 to 0.96 (Cooper, Cooper, & 
Fairburn,  1989 ; Stice & Fairburn,  2003 ) in overall 
populations. 

  Research with Asian Americans . Specifi c reli-
ability and validity data for AAs are not avail-
able. However, a number of researchers have 
used the EDE with AA girls and women. One 
study found that AA adolescent girls (12–18 year 
olds) scored signifi cantly lower on the  Restraint  
subscale ( M  = 1.48) and the  Weight Concerns  
subscale ( M  = 1.35) than did their non-Asian 
peers (H.-Y. Lee & Lock,  2007 ). In another study 
comparing AA, Hispanic, and White adolescent 
girls and young women (13–20 years), it was 
found that all three groups had similar ED symp-
tom scores in a Cognitive Dissonance-based pro-
gram ( M  = 15.45, SD = 14.92) (Rodriguez, 
Marchand, Ng, & Stice,  2008 ). When comparing 
AA female undergraduate students with their 
White counterparts, it was found that AA women 
reported more  Shape Concerns  ( M  = 16.62, 
SD = 11.6) (Haudek, Rorty, & Henker,  1999 ). 
Shaw, Ramirez, Trost, Randall, and Stice ( 2004 ) 
used the EDE to compare multiple ethnic groups, 
both adolescents and young adults across four 
data sets (8 % AA), and found no statistical dif-
ference in ED symptoms across groups. 

  Languages available . A Cantonese-Chinese ver-
sion for the Eating Disorder Examination 
(CC-EDEI) was validated by Lau and her col-
leagues (Lau, Lee, Lee, & Wong,  2006 ) with 
young women at a university-affi liated psychiat-
ric clinic in Hong Kong. They found satisfactory 
and comparable internal reliability for both the 
global scales and the subscales: 0.81 ( restraint ), 
0.89 ( eating concern ), 0.95 ( shape concern ), and 
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0.81 ( weight concern ) compared to the other 
studies conducted (e.g., Cooper et al.,  1989 ). The 
CC-EDEI also provides good discriminant valid-
ity for BN and AN (Lau et al.,  2006 ) using the 
global scale and three out of the four subscales 
(i.e., all except weight concern). 

  Special considerations . Because the EDE uses a 
semi-structured interview protocol and allows the 
interviewer to follow up and also rate the reported 
experiences, some suggest that the EDE may be 
less susceptible to self-report biases than ques-
tionnaires or other self-report assessment tools. 
However, it also has been suggested that shame, 
social desirability, and other factors may prevent 
individuals from fully disclosing their psychopa-
thology and disordered eating behaviors 
(Anderson, Simmons, Milnes, & Earleywine, 
 2007 ). For AAs, the tendency to minimize pathol-
ogy to avoid the danger of “loss of face” may be 
even more salient (B. S. K. Kim, Brenner, Liang, 
& Asay,  2003 ), particularly for those who adhere 
to more traditional values of avoidance of shame 
and embarrassment. Lee and Lock’s ( 2007 ) study, 
mentioned earlier, may be a case in point: the AA 
adolescents with anorexia had lower scores on 
the EDE, even though their illnesses were just as 
severe as those of their non-AA counterparts, 
possibly due to less fat phobia, denial, or a pre-
sentation infl uenced by cultural factors. This may 
indicate a disadvantage to using the EDE with 
AAs; however, given that the gold standard for 
ED diagnosis remains a clinical interview and the 
paucity of interview data with AAs, it is strongly 
recommended that more research is done in this 
area. Researchers who are trained in cultural 
competency, aware of the cultural context of ED 
behaviors, and aware of some of the cultural dif-
ferences in ED presentation and symptoms, could 
likely make good use of the EDE and its interpre-
tations. For example, in their cross-cultural vali-
dation study of the EDE in Cantonese, Lau et al. 
( 2006 ) took note of people who met all the DSM 
IV criteria for anorexia, except for fat phobia. 
The EDE also requires the administrator to have 
training and it is noted by the authors that train-
ing is essential if it is to be used for research pur-
poses (Fairburn,  2008 ). In conjunction with the 

relatively lengthy administration (30–60 min), it 
may be less practical than self-report measures 
for many clinicians and researchers.  

    Eating Disorder Examination 
Questionnaire (EDE-Q) 

 The EDE-Q (Fairburn,  2008 ; Fairburn & Bèglin, 
 1994 ) is a self-report version of the interview- 
based EDE. It has thirty-six 7-point (0–6) Likert-
scale items and measures ED pathology in the 
past 28 days, with scores of 4 or higher consid-
ered to be in the clinical range (Anderson et al., 
 2009 ). It assesses the core pathology of EDs 
using four subscales ( Dietary Restraint, Eating 
Concern, Weight Concern, and Shape Concern ), 
produces a global score, and ED diagnoses can 
be generated from the participants’ ratings. 

 The four subscales and the global score have 
been found to have acceptable internal consis-
tency reliability with 0.70, 0.73, 0.72, 0.83, and 
0.90 respectively in the overall population 
(Peterson et al.,  2007 ). The sixth edition was 
published in 2008 (Fairburn,  2008 ), and a modi-
fi ed form for adolescents along with normative 
data was published in 2001 (J. C. Carter, Stewart, 
& Fairburn,  2001 ). Numerous studies have dem-
onstrated good agreement between the EDE and 
the EDE-Q; however, the EDE-Q, like other self- 
report measures, struggles to adequately capture 
behaviors that are left open to interpretation, such 
as binging (Anderson et al.,  2009 ). There is some 
indication that the EDE-Q results in higher levels 
of pathology than does the EDE and it may be 
better used as a screening measure rather than a 
diagnostic one (Kashubeck-West & Mintz,  2001 ). 

  Research with Asian Americans . No studies on 
the psychometric properties of the EDE-Q with 
Asian Americans, to the best of our knowledge, 
have been conducted. However, the EDE-Q has 
been used to compare AA and non-AA students 
(Akan & Grilo,  1995 ; Shaw et al.,  2004 ; 
Tomiyama & Mann,  2008 ). High internal consis-
tency was reported with AAs as part of the sam-
ple with α of 0.95 (Tomiyama & Mann,  2008 ). 
One study found that AA female college students 
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had lower scores on  dietary restraint  and  eating 
concerns  subscales and a lower global score than 
their White peers (Akan & Grilo,  1995 ). 
Normative means for the four subscales and the 
global score were 0.80 for  dietary restraint , 0.54 
for  eating concern , 1.66 for  shape concern , 1.47 
for  weight concern , and 1.14 for the global score 
(Akan & Grilo,  1995 ). 

  International Research . A comparative study 
examining ED behavior between Australian and 
Singaporean young women (18–20 years old) 
found that there were no differences on their 
EDE-Q subscales (Mond, Chen, & Kumar,  2010 ). 
However, at the item analysis level, Singaporean 
women had more fear regarding weight gain and 
loss of control over eating. Normative data for the 
four subscales and the global score were 0.96 
(SD = 1.07) for  dietary restraint , 1.06 (SD = 1.03) 
for  eating concern , 2.31 (SD = 1.44) for  shape 
concern , 1.96 (SD = 1.36) for  weight concern , 
and 1.57 (SD = 1.07) for the global score. Internal 
consistency reliability  α  were 0.72, 0.67, 0.86, 
0.77, and 0.92 respectively for the Australian and 
Singaporean young women population. 

 In another study examining ethnically Asian 
women in Australia and Singapore, after con-
trols, Singaporean Chinese had more ED symp-
tomatology than did European Australian, East 
Asian Australian, or European women living in 
Singapore (Soh et al.,  2007 ). 

  Languages available . It has been translated into 
Chinese and validated with secondary school stu-
dents in Hong Kong with good internal consis-
tency reliability (0.69–0.89), and normative 
descriptive data for females and males separately 
have been provided (Leung et al.,  2009 ). 

  Special considerations . A modifi ed form of the 
EDE-Q for adolescents with normative data for 
the age group has been published by Carter and 
her colleagues (J. C. Carter et al.,  2001 ). In addi-
tion, a modifi ed version of the EDE-Q with 
instructions (EDE-Q-I) is available to improve its 
validity for assessing binge-eating behaviors, 
which provides defi nitions and examples of 
“unusually large amount of food” and “sense of 

loss of control” (Goldfein, Devlin, & Kamenetz, 
 2005 ). Since there is preliminary evidence that 
the EDE-Q and EDE were equally appropriate 
across a cross-cultural sample (see Shaw et al., 
 2004 ), this measure may have promise for use 
with AAs. However, only small samples of AAs 
have been included in just a handful of studies, 
with no interviews to back up the results. 
Reliability and validity studies with AAs and 
specifi c subgroups of AAs are sorely needed.  

    Eating Attitudes Test (EAT) 

 The EAT (Garner & Garfi nkel,  1979 ), considered 
the fi rst self-report questionnaire developed to 
assess ED symptoms, is a 40-item questionnaire 
(EAT-40) with 6-point Likert scales (1 = never, 
6 = always). It was originally designed to mea-
sure attitudes, thoughts, and behaviors associated 
with anorexia nervosa. A shortened 26-item ver-
sion (EAT-26) was developed later (Garner, 
Olmsted, Bohr, & Garfi nkel,  1982 ) and assesses 
three factors: restrictive attitudes and behaviors 
( dieting ), bulimic attitudes and behaviors ( buli-
mia ), and social and practical control over intake 
( oral control/food preoccupation ). Both versions 
are used widely. They are scored by summing 
scores of each item from 3 points (most extreme 
response) to 0 point (the three least extreme 
responses). A cutoff score of 30 on the EAT or 20 
on EAT-26 is used to indicate the presence of 
clinically signifi cant eating pathology (Garfi nkel 
& Newman,  2001 ). However, it has been sug-
gested that EAT-26 is best used as a continuous 
score (Kashubeck-West & Mintz,  2001 ). 

 The EAT has satisfactory internal consistency 
of 0.79 (Garner et al.,  1982 ) and good test–retest 
reliability ( r  = 0.84) (P. I. Carter & Moss,  1984 ). 
When used as a measure of symptom severity, the 
EAT-26 has been shown to correspond to full- 
threshold, subthreshold, symptomatic, and 
asymptomatic diagnoses (Mintz & O’Halloran, 
 2000 ). Garner and his colleagues published 
norms for the EAT-26 (Garner et al.,  1982 ) based 
on early defi nitions of the disorder, which is dif-
ferent from the current diagnostic criteria in 
DSM-IV-TR or DSM 5 (American Psychiatric 
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Association,  2000 ). Norms for women in the 
community (e.g., Dolan, Evans, & Lacey,  1992 ; 
Dolan, Lacey, & Evans,  1990 ) have been found to 
be between 11 and 15, and typically 10–15 % of 
women screened with EAT report above the cut-
off EAT score (Garfi nkel & Newman,  2001 ). 

  Research with Asian Americans . There are no 
studies on the psychometric properties of the 
EAT with Asian Americans, to our knowledge. 
Even though the EAT has been widely used 
around the world and has been used in numerous 
U.S. studies comparing European Americans and 
African Americans, relatively few (e.g., Akan & 
Grilo,  1995 ; Bisaga et al.,  2005 ; Iyer & Haslam, 
 2003 ) have used the EAT in studies that 
included AAs. 

 Akan and Grilo ( 1995 ) found that AA female 
college students had lower scores on the EAT 
than did their White peers but were similar to 
African American female college students. The 
normative mean for AA female college students 
found in this study was 53.62 (SD = 15.35). In a 
study on South Asian American female college 
students (Iyer & Haslam,  2003 ), history of hurt-
ful racial teasing was found to be associated with 
disturbed eating behaviors, even after controlling 
for body mass. The EAT-26 had satisfactory 
Cronbach’s alpha value of 0.91 in this study. 

 The EAT has been used with other Western 
populations of Asian descent, notably in Britain 
and Australia. For example, Asian British women 
were compared with Afro-Caribbean and White 
women living in London (Dolan et al.,  1990 ), and 
South Asian female adolescents living in the 
U.K. were compared with their White counter-
parts (Furnham & Patel,  1994 ). 

 Jennings, Forbes, McDermott, and Hulse 
( 2006 ) found no differences between Asian and 
Caucasian Australian young women (18–24 years 
old) in their EAT-26 scores, which had Cronbach’s 
alpha of 0.87. However, in adolescent girls (14–
17 years old), Asian Australian girls reported sig-
nifi cantly higher eating psychopathology in the 
Dieting subscale ( M  = 27) of the EAT-26, but not 
other areas (Jennings, Forbes, McDermott, 
Juniper, & Hulse,  2005 ). 

  Languages available . The EAT has also been 
used as a measure of disordered eating in non- 
Western populations. It has been translated 
into Chinese (S. Lee,  1993 ), Japanese (Mukai, 
Crago, & Shisslak,  1994 ; Ujiie, Kono, Eisler, 
& Dare,  1990 ), and Korean (Ko & Cohen, 
 1998 ), as well as Urdu, Hebrew, Turkish, 
Arabic, and numerous European languages 
(Anderson et al.,  2009 ). 

 Its Chinese version exhibited good reliability 
and validity among undergraduates (S. Lee, 
 1993 ), and high school students in Hong Kong 
(A. M. Lee & Lee,  1996 ). S. Lee ( 1993 ) modifi ed 
several of the items to better provide cultural 
equivalents. For example, “cut my food into 
small pieces” was used instead of “eat very 
slowly” because Chinese people use chopsticks; 
“aware of how much weight the food that I eat 
will cause me to put on” was used instead of 
“aware of the calorie content of foods that I eat” 
because it was uncommon for people to count 
calories in Hong Kong. And as “diet food” was 
not a popular Chinese term, examples (“diet coke 
and artifi cial sweeteners”) were given for eat diet 
foods (A. M. Lee & Lee,  1996 , p. 178). Lee 
( 1993 ) also reported a similar factor structure 
using data from bilingual Chinese university stu-
dents in Hong Kong. 

 The Japanese version showed acceptable 
internal reliability (0.79) and validity (Mukai 
et al.,  1994 ) with the mean total scores of 16.66 
(SD = 7.76) in a nonclinical sample of Japanese 
high school female students. 

 The Korean version (K-EAT-26) was adapted 
and translated from the EAT-26 for Korean- 
speaking populations. It has a suggested clinical 
cutoff of 21 in the Korean population, slightly 
higher than the English North American version 
(Jackson, Keel, & Lee,  2006 ). Previous studies 
have supported the cross-cultural validity of the 
scale (Rhee, Go, Lee, Whang, & Lee,  2001 ), with 
reported Cronbach’s internal consistency of 0.81 
(Rhee et al.,  1998 ). In a study comparing eating 
attitudes between Native Koreans and Korean 
American women, it was suggested that Native 
Koreans had more disordered eating attitudes 
(Jackson et al.,  2006 ). 
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 It was translated into Urdu for school girls in 
Mirpur, Pakistan (Choudry & Mumford,  1992 ). 
The factor structure of the EAT in Mirpur dif-
fered substantially from those obtained in studies 
among Western populations (Garner et al.,  1982 ) 
and from Asian Pakistani school girls living in 
Bradford and Lahore in the U.K. (Mumford, 
Whitehouse, & Choudry,  1992 ; Mumford, 
Whitehouse, & Platts,  1991 ) suggesting that the 
eating disordered beliefs, attitudes, and behaviors 
may present and cluster differently for Pakistani 
girls (whether living in Pakistan or the U.K.) than 
their Western counterparts. 

  Special considerations . It has been used with 
 adolescents, and the Children’s Eating Attitudes 
Test (ChEAT) was developed for Children 
(Maloney, McGuire, & Daniels,  1988 ) to assess 
four factors: (a)  dieting, (b) overconcern with eat-
ing, (c) social pressure to increase body weight, 
and (d) extreme weight control practices . 

 In a study (Stark-Wroblewski, Yanico, & 
Lupe,  2005 ) with international students study-
ing in the United States from Taiwan, People’s 
Republic of China, Hong Kong, and Japan, 
participants indicated that the translation 
would not be particularly helpful. However, 
they did fi nd some items to be confusing in the 
English version (e.g., “preoccupied with”). 
This may suggest that if no adequate translated 
versions are available, researchers and clini-
cians should provide additional explanations or 
synonyms to terminologies or phrases in the 
questionnaire. 

 Although the EAT has been translated into 
numerous languages and has demonstrated vari-
ous degrees of reliability and validity across cul-
tures, many researchers have reported diffi culty 
with the wording and cultural misunderstand-
ings, so we believe it is best to check whether 
norms have been created for the measure in that 
specifi c country and to conduct pilot studies 
using alternative wording. Given that symptom 
presentation can differ across cultural groups and 
total scores may obscure the subtleties, it is sug-
gested that researchers examine the separate fac-
tors (subscales) when possible. 

 The advantage of the EAT is that it is the most 
widely used self-report measure in the fi eld, it is 
easy to use, and it has been used across cultures. 
It is best used as a screening tool for EDs in gen-
eral (but not to differentiate among EDs or pre-
dict them) or as a continuous measure of 
problematic eating for European American 
women (Kashubeck-West & Mintz,  2001 ). Since 
small samples of AAs have been included in 
studies that used the EAT, it can provide a point 
of comparison for future studies and may be a 
good self-report option for researchers. However, 
reliability and validity studies with AAs, and spe-
cifi c subgroups of AAs, are greatly needed; at 
this point, it is not clear whether the EAT is valid 
and reliable for AAs.  

    Eating Disorder Inventory (EDI) 

 The EDI (Garner, Olmsted, & Polivy,  1983 ) is a 
self-report measure developed to assess psychologi-
cal, behavioral, and cognitive characteristics and 
symptoms common to AN and BN. The fi rst EDI 
had 64 6-point items and eight subscales:  Drive 
for Thinness, Bulimia, Body Dissatisfaction, 
Ineffectiveness, Perfection, Interpersonal Distrust, 
Interoceptive Awareness, and Maturity Fears . The 
items scores range from “always,” “usually,” to 
“never.” The revised EDI, or the EDI-2 (Garner, 
 1991 ), added three additional subscales ( Asceticism     , 
Impulse Regulation , and  Social Insecurity ). The 
second revision, the EDI-3 (Garner,  2004 ) increased 
from 11 subscales to 12 scales, and added six com-
posite scores and three response style indicators. 
There are three eating disorder-specifi c scales 
( Drive for Thinness, Bulimia, Body Dissatisfaction ) 
and nine general psychological scales ( Low 
Self- Esteem, Personal Alienation, Interpersonal 
Insecurity, Interpersonal Alienation, Interoceptive 
Defi cits, Emotional Dysregulation, Perfectionism, 
Asceticism, and Maturity Fears ). Out of the six 
composite scores, one is ED specifi c ( Eating 
Disorder Risk ), and the other fi ve are  general psy-
chological constructs ( Ineffectiveness, Interpersonal 
Problems, Affective Problems, Overcontrol, General 
 psychological maladjustment ). The three response- style 
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indicators to gauge response style and profi le valid-
ity are  Inconsistency, Infrequency , and  Negative 
Impression . Internal consistency reliabilities are 
high (over 0.80) for all the scales and composite 
score for U.S. adults, international adults, and U.S. 
adolescent samples (Anderson et al.,  2009 ). 

  Research with Asian Americans . To our knowl-
edge, there are no studies that have examined the 
psychometric properties of the EDI with AAs 
specifi cally, even though, similar to the EAT, the 
EDI has been used across numerous populations. 
Using EDI-2, a prevalence rate of 0.78 % for BN 
( M  = 41, SD = 26) was found with AA female col-
lege students (Tsai & Gray,  2000 ), which is simi-
lar to the rates of 1.10 % in China (Chun, 
Mitchell, Li, & Yu,  1992 ) and 0.46 % in Hong 
Kong (S. Lee,  1993 ). However, Ting and Hwang 
( 2007 ) noted that if only three of the four criteria 
for BN in DSM-IV were used (rather than all the 
diagnostic criteria), 5.10 % of the AA women in 
this study would be characterized as bulimic, 
suggesting that prevalence rates among AA 
women may be higher than we currently think, if 
we consider the subclinical nature of this group. 
In another study comparing AA female under-
graduate students with their White counterparts, 
AA women reported more  Body Dissatisfaction  
( M  = 35.08, SD = 8.63) and  Drive for Thinness  
( M  = 23.12, SD = 8.19) (Haudek et al.,  1999 ). 

 The EDI has also been used with other Western 
groups of Asian descent. No differences were 
found between Asian and Caucasian Australian 
young women (18–24 years old) in their EDI-2 
scores, which had Cronbach’s alpha of 0.93 
(Jennings et al.,  2006 ). However, in adolescent 
girls (14–17 years old), Asian Australian girls 
reported signifi cantly higher EDI-2 scores 
( M  = 26.9) than did their Caucasian counterparts, 
as well as in  Interpersonal Distrust, Maturity 
Fears, Impulse Regulation, and Social Insecurity  
subscales (Jennings et al.,  2005 ). 

  Languages available . The EDI has been trans-
lated into Japanese and back translation was used 
to obtain item equivalence (Ujiie et al.,  1990 ). The 
EDI-2 was also used in a study comparing clinical 
and nonclinical groups of Japanese women in 

Japan and clinical and nonclinical groups of North 
American women (Pike & Mizushima,  2005 ) that 
provided descriptive data of the EDI-2 and a pro-
fi le of eating pathology for both Japanese women 
with and without DSM-IV EDs. 

 The EDI was also translated into Chinese to 
examine the prevalence of AN and BN among 
college students in China (Chun et al.,  1992 ), and 
while no case of AN was found in this study, the 
“fear of being fat” was very common (78.1 %) in 
these female college students, which may suggest 
that the EDI may not be very useful in identifying 
Asian women with EDs because the “fear of 
being fat” is prevalent in nonclinical populations, 
while it is often not found in AN patients in Asia 
(e.g., S. Lee,  1994 ; S. Lee, Ho, & Hsu,  1993 ). 
More discussion on the phenomenon of “fear of 
fat” can be found at the end of this chapter. 
Another Mandarin Chinese version of the EDI 
was developed and validated with a Taiwanese 
ED clinical patient sample (Tseng & Hu,  2012 ) 
that demonstrated internal consistency reliabili-
ties above 0.70 for all scales. 

 The  Drive for Thinness Scale  (EDI-DTFS) 
and the  Bulimia Scale  (EDI-BS) of the EDI were 
translated into Korean to compare the eating 
pathology of female college students in South 
Korea with those in the United States (Jung & 
Forbes,  2006 ), and it was found that South 
Korean college women reported more disordered 
eating on the EDI  Bulimic  scale, but no differ-
ences were found on the  Drive for Thinness  scale. 
Cronbach’s alpha coeffi cients for the Korean 
sample were 0.86 for EDI-DFTS and 0.82 for 
EDI-BS, with normative descriptive data of a 
mean of 22.70 (SD = 6.36) and 18.66 (SD = 5.78) 
respectively. When comparing these South 
Korean college women to those in China and the 
United States using the same two scales in the 
EDI ( Drive for Thinness  and  Bulimia ), alpha 
coeffi cients were found to be similar (0.91 and 
0.85 for the EDI-DT China and U.S. samples, 
and 0.75 and 0.82 for the EDI-B China and 
United States samples) (Jung & Forbes,  2007 ). 
The authors found that the Korean and Chinese 
female college women had more eating disor-
dered behaviors than those in the United States. 
Similarly, when comparing early adolescents in 
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South Korea and the United States (Jung, Forbes, 
& Lee,  2009 ), South Korean girls reported the 
most disordered eating, followed by South 
Korean boys, then girls in the United States, and 
then boys in the United States. 

  Special considerations . The  Bulimia  subscale of 
the EDI is not a diagnostic tool, but rather mea-
sures the behavioral and cognitive features of the 
disorder, and can be used as a screening instru-
ment. In fact, many researchers only use specifi c 
subscales of the EDI. The advantages to the EDI 
and its revisions are that they are easy to admin-
ister and score, and take only approximately 20 
min to administer. Its usefulness is as a screening 
tool in nonclinical populations and to track treat-
ment progress; however, it remains unclear as to 
whether this usefulness applies to AAs. Although 
the EDI, like the EAT, is widely used in other 
countries and has been translated into other lan-
guages, no research exists examining the validity 
and reliability of the measure with AAs. Given 
this, although using specifi c subscales is poten-
tially useful, it is recommended that researchers 
utilize multiple measures (ideally with pilot stud-
ies or interviews as a second step) and keep in 
mind that culture may infl uence factors such as 
 perfectionism  and  drive for thinness.   

    SCOFF 

 The purpose of the SCOFF (Morgan, Reid, & 
Lacey,  1999 ) is typically to serve as a quick and 
simple screening instrument for EDs used in medi-
cal settings by nonspecialists. There are fi ve Yes/No 
questions that can be administered orally or in writ-
ten format (Perry et al.,  2002 ). Scores of two or 
greater (answering “yes” to two or more questions) 
were originally suggested as the cutoff scores for 
detecting AN and BN. However, it was suggested 
later that a cutoff of 3 was the “best compromise 
between sensitivity and specifi city” (Siervo, Boschi, 
Papa, Bellini, & Falconi,  2005 , 81). The original 
SCOFF used words that were specifi c to the U.K. 
(e.g., “lost more than one stone in a 3-month 
period,” vs. “14 founds”), but adaptations have been 
made to the U.S. version (Morgan et al.,  1999 ). 

 Test–retest reliability was found to be high in 
a sample of previously undiagnosed ED patients 
over a 2-week interval. Normative data for both 
adult patients with EDs as well as for nonclini-
cal community samples can be found in a sum-
mary by Anderson and his colleagues (Anderson 
et al.,  2009 ). 

  Research with Asian Americans . The SCOFF 
was validated as a “moderately effective” (p. 
105) screening tool with a graduate student 
sample that included 19.2 % AAs as partici-
pants (Parker, Lyons, & Bonner,  2005 ). Other 
than that, we know of no research that provides 
psychometric data on the use of the SCOFF 
with AAs. 

  Language available . The SCOFF has been trans-
lated into Japanese and was found to be corre-
lated with EAT-26; the detection rates for AN or 
BN and EDNOS (not otherwise specifi ed) were 
96.2 % and 48.1 % respectively (Noma et al., 
 2006 ) of the patients receiving treatment in 
Japan. It was translated into Chinese and vali-
dated with secondary school students in Hong 
Kong with acceptable internal consistency reli-
ability (0.44–0.57), and normative descriptive 
data was provided for females and males sepa-
rately (Leung et al.,  2009 ). 

  Special considerations . It is important to keep the 
purpose of the SCOFF in mind: With only fi ve 
questions, it is very easy to administer and is 
moderately useful in adult primary care environ-
ments as a screening tool. Given that medical 
complications are common with EDs, it is poten-
tially quite important; however, this cannot 
replace the need for additional questions and 
follow-up. It is not clear whether it reliably 
screens AAs with EDs. However, researchers are 
encouraged to conduct reliability and validity 
studies of the measure with AAs because there is 
some evidence that it is culturally more accept-
able for some AAs to seek help for physical 
symptoms (rather than psychological issues) and 
indeed that ED symptoms may manifest physi-
cally (e.g., stomach aches, nausea) in some AAs 
(Ting & Hwang,  2007 ).  
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    Yale Brown Cornell Eating Disorder 
Scale (YBC-EDS) 

 The YBC-EDS (Mazure, Halmi, Sunday, 
Romano, & Einhorn,  1994 ) is a semi-structured 
clinician-administered interview that provides a 
process-oriented approach (e.g., “How much of 
your time is occupied by these symptoms?” 
p. 426) for measuring the preoccupations and 
rituals common to people with EDs in those who 
have already been diagnosed. The fi rst part con-
sists of 65 items associated with  preoccupations  
with food, eating, appearance, and more, as well 
as  rituals  associated with eating, bingeing, purg-
ing, exercise, and more. The second part rates 
those symptoms on a 0–4 Likert scale, and the 
third part assesses for  Time Occupied, 
Interference, Distress , and  Degree of Control  
regarding the preoccupations and rituals. 

 The YBC-EDS takes approximately 45–60 min 
to administer. A self-report version has been 
developed (Bellace et al.,  2012 ). The Yale-
Brown-Cornell Eating Disorder Scale Self- 
Report Questionnaire (YBC-EDS-SRQ) provides 
a  Preoccupation  Subtotal,  Rituals  Subtotal, and 
 Total  score; takes only 20–25 min to complete; 
and it provides good test–retest reliability 
and strong convergent validity between the 
YBC- EDS interview and the YBC-EDS-SRQ 
(Bellace et al.,  2012 ). 

  Research with Asian Americans . H.-Y Lee and 
Lock ( 2007 ) reported on the YBC-ED descriptive 
data of AA adolescent girls (12–18 year olds) diag-
nosed with AN and found the AAs in their study 
resembled the non-Asians in demographic and 
clinical presentation. However, most studies using 
the UBC-ED have either not reported the ethnicity 
of their participants or have not included AAs. 

  Languages available . No other language is 
available. 

  Special considerations . The YBC-ED and YBC-
EDS-SRQ are relatively newer assessment tools 
for ED pathology. The unique advantage of them 
is that they assess the nature and severity of 

 people’s preoccupations and rituals related to 
their ED, and so are potentially quite useful in mea-
suring response to treatment and nature of recovery. 
It is suggested that the YBC-EDS can effectively 
distinguish healthy eating controls from restrained 
eating dieters and ED patients who had recovered 
for at least 6 months (Sunday & Halmi,  2000 ) and 
the ED preoccupations and rituals may help in 
understanding the onset and maintenance of ED. 

 AAs, as discussed earlier, may feel more com-
fortable disclosing their problematic symptoms 
and less likely to minimize them by completing a 
questionnaire independently, rather than talking 
to an interviewer, and so the questionnaire ver-
sion may be more helpful in this case. However, 
there are no data available on the psychometric 
properties of these measures with AAs. 
Nevertheless, more research using these instru-
ments with AAs is encouraged, importantly to 
ascertain whether they are reliable and valid, but 
then also to further the state of research regarding 
EDs in AAs beyond prevalence and correlational 
data and into examining the expression and sever-
ity of ED symptomatology, as well as treatment 
response.  

    Bulimic Investigatory Test, 
Edinburgh (BITE) 

 The BITE (Henderson & Freeman,  1987 ) is a 
33-item self-report questionnaire used to mea-
sure attitudes, behaviors, and severity of binging, 
purging, and dieting in the previous 3 months. It 
consists of a  Symptom  subscale with a maximum 
score of 30 and a  Severity  subscale that uses 
frequency to measure the severity of disordered 
eating behavior with a maximum score of 39. 
A cutoff score of 20 or more on the Symptom 
scale indicates a likely BN diagnosis (using DSM 
III criteria); and a cutoff score of 5 on the Severity 
scale and a total score of 25 suggest symptoms 
that are clinically important. 

 The internal consistency for the  Symptom  sub-
scale is very good (0.96), and for the  Severity  
 subscale it is moderately good (0.62) (Henderson 
& Freeman,  1987 ). A copy of the instrument and 
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other psychometric information can be found in 
the original article (Henderson & Freeman,  1987 ). 
Norms can be found in a review by Anderson and 
his colleagues (Anderson et al.,  2009 ). 

  Research with Asian Americans . Although the 
BITE has been used across different countries 
(e.g., Turkey, India, Spain, Taiwan), we are not 
aware of any studies that have utilized it with 
AAs. The BITE has been used with South Asian 
(Indian, Bangladeshi, Pakistani, and Sri Lankan) 
adolescent students (age 13–15) in East London, 
U.K. (Bhugra & Bhui,  2003 ), and it was found 
that these students, compared to their Anglo and 
African-Caribbean peers, were more likely to fast 
and eat compulsively. It was unclear whether the 
fasting behaviors were related to religious prac-
tices, only one example of how diffi cult it is to 
discern ED behavior from normal cultural prac-
tices in a questionnaire. 

  Languages available . The Mandarin Chinese 
version of the BITE had good internal consis-
tency (0.95 for the Symptom Scale and 0.77 for 
the Severity Scale) in a Taiwanese women clini-
cal patient sample (Tseng & Hu,  2012 ). No nor-
mative descriptive data are available. 

  Special considerations . The BITE can be admin-
istered by untrained individuals for assessing the 
clinical signifi cance and severity of the symp-
toms and provide a screening for BN. The advan-
tage is that it more specifi cally targets binge and 
purge behaviors than do most other measures. 
However, as has been discussed earlier, the sub-
jectivity and personal interpretations of questions 
regarding binging make accurate assessment 
notoriously diffi cult. Because there are no psy-
chometric data available for use with AAs and 
few studies, if any, that have used it with AA 
samples, there is very little basis on which to rec-
ommend it. Reliability and validity studies are 
greatly needed; in the meantime, if researchers 
specifi cally want to screen for bulimic behavior, 
it is recommended that they perform pilot stud-
ies, or use additional measures, such as the buli-
mia subscale of the EDI, and ideally follow up 
with interviews.   

    Additional Diet-Related 
Assessments 

    Dieting Peer Competitiveness 
Scale (DPC)  

 The DPC (Huon, Piira, Hayne, & Strong,  2002 ) 
focuses on the degree to which girls compare 
themselves to other girls regarding their bodies, 
appearance, and eating habits, particularly as 
those manifest in social situations. It is also use-
ful in distinguishing between serious and non- 
serious dieters. There are nine items and they are 
on a 5-point Likert scale (“not at all like me” to 
“extremely like me”). Although the instrument 
has not, to our knowledge, been validated with 
U.S. populations, it has been validated with 
Australian girls 12–17 years old (Huon, Piira 
et al.,  2002 ) and has been used with Asian and 
Asian Australian groups (Huon et al.,  2002 ). Its 
internal consistency (above 0.76), test–retest reli-
ability (above 0.70), and split-half reliability 
(above 0.70) were all high (Huon, Piira et al., 
 2002 ). Higher scores indicate that the individual 
is competitive with her peers about weight con-
trol issues. 

  Languages available . A Chinese version was 
developed to compare peer competitiveness in 
dieting between Chinese, Chinese Australian, 
and non-Chinese Australian girls (12–16 years 
old), and found that Chinese girls ( M  = 24.01, 
SD = 5.77) were signifi cantly more competitive 
than were the Chinese Australian girls regarding 
their dieting behavior ( M  = 21.40, SD = 5.46) 
(Gunewardene, Huon, & Zheng,  2001 ).  

    Dutch Restrained Eating Scale 
(DRES)/Dutch Eating Behavior 
Questionnaire (DEBQ) 

 The DRES is from the Dutch Eating Behavior 
Questionnaire (DEBQ) (Van Strien, Frijters, 
Bergers, & Defares,  1986 ). The DEBQ is a 
33-item, self-assessment scale developed to eval-
uate  restrained  eating (ten items which ascertain 
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people’s attempts to deliberately control their 
weight),  emotional  (13 items which ascertain peo-
ple’s eating in response to negative emotions), 
and  external eating behaviors  (ten items which 
ascertain people’s susceptibility to environmental 
cues that increase eating) (Lowe & Thomas, 
 2009 ). It has been shown to have reliability in 
early adolescent and ethnically diverse samples 
(Stice,  1998 ; Weiss, Merrill, & Gritz,  2007 ). The 
DRES is one of the three most commonly used 
restraint measures and has excellent internal con-
sistency and is reliable both for people who are 
considered normal weight or obese (Lowe & 
Thomas,  2009 ). Restraint is of interest to some 
ED researchers because dieting behavior can be a 
precursor to binge eating and bulimia (Kashubeck-
West & Mintz,  2001 ) or it can be separate from 
EDs but range in its severity and impact. Items are 
measured on a 5-point Likert scale (1 = never, 
5 = very often), with items like, “Do you try to eat 
less at mealtimes than you would like to eat?” and 
“Do you deliberately eat foods that are slim-
ming?” (Van Strien, Frijters, Van Staveren, 
Defares, & Deurenberg,  1986 , p. 752). 

  Research with Asian Americans . A study with 
eighth and ninth graders used a modifi ed version 
of the DRES to assess weight concerns and found 
that AA adolescents reported the lowest weight 
concerns compared to their African American, 
White, and Hispanic counterparts (Weiss et al., 
 2007 ). The DEBQ was used to assess restraint, 
emotional eating, and external eating in a large- 
scale study of Korean American adult twins and 
their families (Sung, Lee, Song, Lee, & Lee, 
 2010 ). Internal consistency reliabilities with this 
AA sample were 0.92 for the Restrained Eating 
subscale, 0.94 for the Emotional Eating subscale, 
and 0.86 for the External Eating subscale. 

  Languages available . A translated Korean ver-
sion of the DEBQ (H.-J. Kim, Lee, & Kim,  1996 ) 
was developed with nonclinical female Korean 
adults (average age 19.3 years). 

  Special considerations . This measure shows pre-
liminary promise for use with AAs, given that it 
has been used in a couple of studies that included 
an AA sample. However, given that specifi c 

 reliability and validity data are not available, it is 
not clear whether cultural factors regarding eat-
ing, overall restraint, or response bias (particu-
larly the desire to present as having restraint) may 
impact use of this measure with AAs. As with all 
the other measures, more research is needed.   

    Additional Assessment 
Considerations 

 It should be noted that while some of the assess-
ments and measures discussed above have been 
translated into different Asian languages and vali-
dated using Asian populations it does not mean 
that they are valid for AAs. For example, the defi -
nition of “excessive” regarding exercise food con-
sumption may be different for Asians and AAs 
(Adkins & Keel,  2005 ). There is also evidence 
suggesting that the manifestation of EDs may 
vary with cultural context. Lee’s work with Hong 
Kong’s Chinese population has suggested that 
while “fat phobia” has been an essential criterion 
in diagnosing AN in the United States in DSM-IV, 
it only presents in a minority of AN inpatient par-
ticipants in Hong Kong (S. Lee et al.,  1993 ), and 
a similar phenomenon has been observed in India, 
Malaysia, Singapore, and Japan (S. Lee,  1994 ). 

 One major limitation in the current ED literature 
on AAs is the defi nition and interpretation of 
“Asian American” samples. As described above, 
more than 48 distinct ethnic groups with different 
language, histories, cultural practices, and physical 
features are included in the group of “Asian 
American.” Eating disordered presentations and 
levels of severity cannot be assumed to be the same 
for this broad category of “Asian heritage.” For 
example, South Asian British young girls were 
found to report eating problems seven times more 
likely than East and South East Asian American 
college students (Dolan et al.,  1990 ; Lucero et al., 
 1992 ; Mumford et al.,  1991 ). Other contextual fac-
tors, such as age, place of residence, experiences 
with discrimination, adherence of traditional Asian 
or family cultural values or practices, must also be 
taken into consideration when making assessment 
and planning treatments with this population. 

 Comparing results from international research 
on ethnically Asian individuals is particularly 
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problematic because the same “Asian” category is 
given to individuals with varied immigration his-
tories, food and diet practices, etc. For example, 
most of the individuals given the “Asian” category 
in the ED research from the U.K. are South Asian 
(e.g., Indian, Pakistani), while the individuals in 
the “Asian” category in the United States are usu-
ally East Asians (e.g., Japanese, Korean, Chinese) 
and sometimes South East Asian (e.g., Vietnamese). 

    Sociocultural Factors 

  Discrimination . APIA women experience both 
sexism (“beauty” for women is considered to be 
more important than for men, within the API 
community) and racism (many standards of 
beauty are racially based, e.g., eyes, breast size, 
skin color, etc.) and may be more vulnerable to 
body image distortion and disordered eating 
behaviors (Hall,  1995 ). 

 Research found that ethnic minority women 
who have endured racist and oppressive aggres-
sions can experience lowered self-esteem, help-
lessness, and a loss of the sense of control 
(Fernando,  1984 ). Teasing based on racially and 
ethnically distinctive attributes (e.g., being 
shorter, single-fold eyelid, low nose bridges) may 
exacerbate the struggles that some API women 
already encounter as they navigate the process of 
integration into the dominant culture, and may 
contribute to eating and body image disturbances, 
as found in a study on South Asian American 
women (Iyer & Haslam,  2003 ). 

  Acculturation . Acculturation is a complex pro-
cess in which immigrants adopt and adapt, to 
varying degrees, the values and customs of the 
host culture. Research has examined the role of 
acculturation with EDs, hypothesizing that higher 
levels of acculturation to Western values and 
behaviors are associated with more incidences of 
EDs. However, the results have been inconclu-
sive (Cummins et al.,  2005 ). In addition, the tra-
ditional Asian Confucian values, such as an 
emphasis on self-restraint and conforming to the 
norm, may provide their own thinness ethic and 
standards (Jackson et al.,  2006 ), and the standard 
of thinness may be even higher than that of 

Caucasian women (Smart et al.,  2011 ). In a study 
in the United States examining Pakistani immi-
grant girls, those who were classifi ed as being 
more traditional also reported a greater risk of 
eating disordered behaviors (Mumford et al., 
 1991 ). Similarly, when comparing U.S.-born 
non-Korean-speaking Korean American female 
college students with native Koreans female col-
lege students, women in South Korea reported 
more disordered eating behaviors in both dieting 
and bulimia, even after controlling for their BMI 
(Ko & Cohen,  1998 ). Nevertheless, some studies 
have compared rates of disordered eating among 
adolescents and young women residing in their 
country of origin with those who have recently 
immigrated, and found that immigration to a 
Western society was a risk factor for ED. For 
example, female South Asian immigrants to the 
U.K. were found to have more disordered eating 
attitudes than their counterparts who were not 
immigrants (Mumford et al.,  1991 ,  1992 ).  

    Role of Family 

 Several familial factors (e.g., parental bonding, 
family history) have been found to be associated 
with EDs. For AA women, parental control and 
overprotection also have been found to be associ-
ated with EDs (Ahmad, Waller, & Verduyn,  1994a ; 
Furukawa,  1994 ). Therapists who worked with API 
women with EDs believed family dynamics as a 
relevant factor to their clients’ EDs, such as par-
ents’ sense of self being linked to the children’s 
achievement, using traditional Asian authoritarian 
parenting styles with more U.S. acculturated 
daughters, and the blunt expressions commenting 
on the clients’ physical appearance and need for 
improvement (Smart et al.,  2011 ), even though the 
implicit understanding was that these comments 
came from love and care.  

    Individual Factors 

  Perfectionism . Perfectionistic tendencies have 
been found in people with AN (Hewitt & Flett, 
 1991 ) and body dissatisfaction (Kiemle, Slade, & 
Dewey,  1987 ). Therapists who have worked with 
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API women with EDs observed their clients were 
often under extraordinary pressure to achieve in 
academics, career, and appearance (Smart et al., 
 2011 ). It was hypothesized that AA women may be 
more vulnerable to EDs due to their adherence to 
collectivism and may feel a heavy burden to correct 
the negative image of their culture in the United 
States, and work to become the “perfect Asian 
Woman” in behaviors, image, and  appearance 
(Hall,  1995 ; Root,  1990 ). 

  Fear of fatness/Desire for Thinness . Intense fear of 
fatness, a central criterion in the DSM-IV diagnosis 
of AN, has been questioned in its usefulness in 
assessing Asian and AAs and indeed, criteria in 
DSM-V are now more fl exible. Several studies in 
Asia (e.g., Hong Kong, Japan, Singapore, and 
India) found that many AN patients engage in strict 
dieting without self-reporting “fat phobia” 
(Khandelwal, Sharan, & Saxena,  1995 ; S. Lee, 
 1991 ,  1995 ,  2001 ; Pike & Mizushima,  2005 ). 
However, nonclinical studies found a high preva-
lence (78 %) of “fear of fat” among Chinese female 
college students (Chun et al.,  1992 ), greater “fear 
of fat” amongst AA female college students within 
healthy BMI limits compared to their White coun-
terparts (Sanders & Heiss,  1998 ), and high preva-
lence of weight concerns and dieting practices in a 
nonclinical sample of Japanese high school girls 
(Mukai et al.,  1994 ). 

 S. Lee and his colleagues (S. Lee, Lee, Ngai, 
Lee, & Wing,  2001 ) suggested that AN patients 
may switch to nonfat-phobic rationales because 
they are not as challengeable as fat-phobia ratio-
nales as these patients are visibly emaciated. The 
high prevalence of “fear of fat” in nonclinical 
samples may also be explained by other cultural- 
specifi c factors, such as the pursuit of thinness in 
Japan being linked to the “culture of cute”(Pike 
& Borovoy,  2004 ) or as cultural practices of con-
forming to the norm of a higher standards of thin-
ness (Smart et al.,  2011 ).   

    Summary 

 This chapter provided clinicians and researchers 
with a brief overview of some of the issues perti-
nent to the assessment of EDs for AAs, and an 

examination of the most frequently used eating 
pathology assessments that have been validated 
with AA samples. The chapter reviewed research 
conducted in the United States on AAs, ethni-
cally Asian individuals in other western counties 
(e.g., U.K., Australia), and also Asians living in 
Asian countries. Finally, the chapter provided 
additional considerations when assessing ED or 
eating disordered behaviors.     
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           Introduction 

 Clinical             assessments afford clinicians and 
researchers insight into various forms of psycho-
pathology, and allow for more precise diagnosis 
and treatment of individuals. An important area 
of assessment is in personality disorders. 
Personality disorders were placed on a separate 
axis to distinguish it from Axis I disorders begin-
ning with the third revision of the  Diagnostic 
Statistical Manual of Mental Disorders  (DSM- 
III; APA,  1980 ) to encourage diagnosis of mal-
adaptive personality traits and stimulate research. 
The DSM-IV-TR defi nes personality disorders as 
“an enduring pattern of inner experience and 
behavior that deviates markedly from the expec-
tations of the individual’s culture…” (APA, 
 2000 ). This emphasizes the importance of cul-
tural experiences in shaping personality traits. 
Furthermore, personality disorders “should not 
be confused with problems associated with accul-
turation following immigration or with the 
expression of habits, customs, or religious and 
political values professed by the individual’s cul-
ture of origin” (APA,  2000 ). Therefore, culturally 
sensitive assessments are central to adequately 
distinguish maladaptive personality traits in 

 ethnic minorities who may come from various 
 cultural backgrounds with different levels of 
acculturation, religious, and cultural values. Lack 
of attention to cultural sensitivity of personality 
disorder instruments, and clinician bias in admin-
istering and interpreting these assessments can 
lead to inaccurate diagnoses and ineffective treat-
ments for personality disorders in ethnic minority 
populations. 

 One of the fastest growing ethnic populations in 
the United States is Asian Americans, with a 46 % 
increase in the population between 2000 and 2010 
(U.S. Census Bureau,  2010 ). However, there con-
tinue to be few empirical studies examining per-
sonality pathology and its assessment in this 
population. The goal of this chapter is to fi rst pro-
vide an overview of the Asian American popula-
tion and sociocultural factors that infl uence 
personality traits in this ethnic group. Next, avail-
able personality disorder assessment tools for this 
population will be discussed, with suggestions and 
recommendations for interpretation and use of 
these assessments in Asian American clients. 
A summary of available measures along with research 
fi ndings on psychometric properties and norms for 
Asian Americans is outlined in Table  17.1 . 

     Demographics of Asian American 
population in the United States 

 The Asian population in the United States covers 
a diverse range of cultures encompassing individ-
uals from Chinese, Japanese, Korean, Vietnamese, 
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Asian Indian, and Filipino descents. According to 
the U.S. 2010 Census, Asians comprise 5.6 % of 
the general population (U.S. Census Bureau, 
 2010 ). Chinese Americans comprise the largest 
Asian population in the United States with 
Filipinos following, then Asian Indians, 
Vietnamese, Korean, and Japanese (U.S. Census 
Bureau,  2010 ). As can be seen from the U.S. 
Census data, Asian Americans comprise a hetero-
geneous group of individuals with diverse cultural 
and linguistic infl uences. 

 Asian Americans are often referred to as the 
“model minority” as they are often perceived as a 
successful ethnic minority group with high rates 
of educational and occupational achievement. 
Fifty percent of Asian Americans have    a bache-
lor’s degree or higher education compared to 
28 % of all Americans, and 20 % of Asian 
Americans have a graduate or professional 
degree, compared to 10 % of all Americans (U.S. 
Census Bureau,  2010 ). The median household 
income for Asian Americans in 2010 was 
$67,022, but this varied by Asian groups (U.S. 
Census Bureau,  2010 ). This stereotype of Asian 
Americans being a “model minority” has led to 
the problematic perception that these individuals 
experience few mental health problems (Sue & 
Morishima,  1982 ).  

    Barriers to Mental Health Use in Asian 
Americans and Risk Factors 

 Several sociocultural factors infl uence help- 
seeking behaviors in Asian Americans. Research 
has shown that Asian Americans tend to under-
utilize mental health services and prematurely 
terminate treatment compared to other ethnic 
minority groups (Leong & Lau,  2001 ; Sue & Sue, 
 1987 ; Uba,  1994 ). Many factors contribute to this 
underutilization of mental health services in 
Asian Americans, including problems with 
stigma, language barriers, lack of knowledge of 
available resources, lack of fi nancial resources, 
and a lack of culturally sensitive or ethnic 
matched counselors (Sue & Sue,  1987 ; Uba, 
 1994 ). Less acculturated Asian Americans often 
have more concerns over stigma associated with 

mental health problems (Atkinson & Gim,  1989 ), 
stemming from traditional views that help-seeking 
is a sign of weakness or shame associated with 
having a mental disorder. 

 Being a collectivistic culture, Asian Americans 
tend to seek help from within their own family 
and ethnic community in dealing with emotional 
or psychological problems (Leong & Lau,  2001 ; 
Uba,  1994 ). Studies examining cultural factors 
that infl uence psychopathology in Asian 
Americans have consistently found that Asian 
Americans tend to somaticize their symptoms 
(Kleinman & Sung,  1979 ; Leong & Lau,  2001 ; 
Lin, Carter, & Kleinman,  1985 ; Sue & Morishima, 
 1982 ; Sue & Sue,  1987 ) as this is more culturally 
acceptable than expressing emotional complaints. 
Therefore, Asian Americans may be more likely 
to seek help from a medical professional for men-
tal health problems. This somatization of symp-
toms is important to note as Asian Americans 
may over-endorse somatic symptoms on self- 
report instruments assessing for personality 
pathology. Cultural factors are important to take 
into consideration when conducting assessments 
with Asian Americans, in order to avoid under-
pathologizing or overpathologizing symptoms 
that are related to cultural infl uences. It is also 
important to be aware of barriers to mental health 
usage in Asian Americans, as these clients may 
not seek treatment until symptoms are severely 
impairing.  

    Sociocultural Infl uences in Asian 
Americans 

 Given that Asian Americans consist of heteroge-
neous groups, it is important to take into consid-
eration various sociocultural infl uences including 
level of acculturation, immigration status, socio-
economic status, cultural belief systems and val-
ues (e.g., collectivism), language, and other 
cultural factors that infl uence personality traits in 
Asian Americans. Below, we discuss several of 
these issues as they are crucial in the assessment 
of the Asian American client. 

 First, several studies have found a relation 
between level of acculturation and personality, 
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with clinical scales of the MMPI being more 
 sensitive to level of acculturation than normal 
personality traits (Cuellar & Parniagua,  2000 ; 
Stevens, Kwan, & Graybill,  1993 ; Tsai & Pike, 
 2000 ). Therefore, level of acculturation should be 
assessed alongside personality disorder. Several 
acculturation measures have been developed and 
are discussed elsewhere in this handbook. 

 Second, traditional Asian cultural values 
including collectivism, deference to authority, fi l-
ial piety, controlled emotional expression, and an 
emphasis on academic and occupational achieve-
ment (Kim, Atkinson, & Yang,  1999 ; Sue & Sue, 
 1999 ; Uba,  1994 ) have been shown to infl uence 
personality traits. Collectivism, an important cul-
tural value for Asian Americans, places an 
emphasis on group harmony and group goals, 
which has implications for concepts of personal-
ity and self (Mulder,  2012 ; Oyserman, Coon, & 
Kemmelmeier,  2002 ). A meta-analysis reported 
that among Asian Americans, Chinese Americans 
are more collectivistic than Caucasian Americans, 
but that Caucasian Americans were not more col-
lectivist than Japanese or Korean Americans 
(Oyserman et al.,  2002 ). This illustrates the 
within-group differences and heterogeneity 
within Asian Americans, and the differential 
emphasis certain Asian groups place on cultural 
values like collectivism. It is important for clini-
cians to be aware of these differences in interpre-
tation and administration of personality disorder 
assessments to various Asian American popula-
tions, as not all Asian Americans place similar 
emphasis on collectivistic values. 

 Other cultural values that may also impact 
personality traits in Asian Americans include the 
emphasis on indirect forms of communication in 
families, with less verbal communication, more 
indirect expression of emotions, and an emphasis 
on conformity and cohesion (Uba,  1994 ). Asian 
cultural values should be taken into consideration 
during selection, administration, and interpreta-
tion of personality disorder assessments with 
Asian Americans to minimize risk of overpathol-
ogizing or underpathologizing clients. Also of 
importance is the recognition that Asian 
Americans comprise a heterogeneous group, and 
these cultural values are mostly researched in 

Chinese, Japanese, Korean, Filipino, and 
Vietnamese Americans, with very little research 
including Asian Indians, although this is the third 
largest Asian American group.  

    Cross-Cultural Assessment, 
Bias, and Test Equivalence 

 Test equivalence helps to minimize test and inter-
pretation biases in the assessment of personality 
disorders in Asian Americans, as some of the 
most popular personality disorder assessments 
have been translated into several Asian languages 
for international use. Three important types of 
equivalence that have been proposed in cross- 
cultural assessment include linguistic, concep-
tual, and psychometric equivalence (Allen & 
Walsh,  2000 ; Brislin,  1993 ; Cheung,  2009 ; 
Marsella, Dubanoski, Hamada, & Morse,  2000 ; 
Nichols, Padilla, & Gomez-Maqueo,  2000 ). 

 Linguistic equivalence refers to the accurate 
translation and adaptation of the assessment instru-
ment. Guidelines have been established for trans-
lations of assessment instruments to ensure 
accurate translation of items, starting with an ini-
tial translation of the instrument, then a back trans-
lation, and a comparison of the two translations 
(Brislin,  1993 ; Geisinger,  1994 ). Additionally, 
Geisinger ( 1994 ) has outlined steps for determin-
ing reliability and validity of translated measure-
ment scores. Conceptual equivalence refers to the 
process of ensuring that the meaning of the psy-
chological construct remains consistent across 
 cultures. Psychometric equivalence refers to 
whether the assessment scores can demonstrate 
similar reliability and validity across cultures. 
Statistical methods including factor analyses, 
regression analyses, and item response theory 
(IRT) have been employed to examine the cross-
cultural validity of personality assessment instru-
ments (for a review, see Allen & Walsh,  2000 ). 

 It is important to ensure adequate test equiva-
lence so that an objective and unbiased assessment 
can provide an accurate diagnosis, and aid in treat-
ment planning with Asian Americans. While all 
three methods described above are useful for deter-
mining equivalence, IRT is especially promising. 
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Through the use of Differential Item Functioning 
(DIF), it is possible to determine whether groups 
differ at the level of the item or trait. These differ-
ences can then be related to mean differences on 
the test scores (Sharp, Goodyer, & Croudace, 
 2006 ). It is therefore possible to determine 
whether true differences exist for instance 
between American Chinese and other groups, or 
whether these differences are due to measure-
ment inequivalence.  

    Personality Disorders in Asian 
Americans 

 The DSM-IV-TR broadly defi nes personality dis-
order as an enduring pattern of internal and exter-
nal experiences that distinctly deviate from the 
expectations of an individual’s culture, and is 
characterized by dysfunction in two or more 
areas including cognition (i.e., perception of self, 
other, and events), affectivity (i.e., appropriate-
ness of emotional response), interpersonal func-
tioning, or impulse control (APA,  2000 ). The 
dysfunction has to be “infl exible and pervasive 
across a broad range of personal and social situa-
tions,” and “its onset can be traced back at least to 
adolescence or early adulthood” (APA,  2000 ). 
Personality disorders are classifi ed into three 
broad clusters based on similar characteristics, 
with the odd or eccentric disorders classifi ed into 
Cluster A; dramatic, emotional, or erratic classi-
fi ed into Cluster B; and anxious or fearful person-
alities classifi ed into Cluster C (APA,  2000 ). 
Cluster A includes Paranoid, Schizoid, and 
Schizotypal personality disorders, while Cluster 
B includes Antisocial, Borderline, Histrionic, 
and Narcissistic Personality Disorders, and 
Cluster C includes the Avoidant, Dependent, and 
Obsessive-Compulsive Personality Disorders 
(APA,  2000 ). 

 While the DSM-IV-TR uses a categorical 
approach to diagnosing personality disorders, 
there have been many arguments made for use of 
a dimensional approach to diagnosis which was 
proposed in the newest revision of the manual, 
the DSM 5. While changes to the hybrid 
dimensional- categorical approach were not 
accepted for the main body of the DSM 5 

 (published in May 2013), it was included in 
Section III of the DSM 5 which is the section for 
suggestions for future research. As we will argue 
throughout this chapter, the dimensional approach 
to assessing personality disorder holds great 
promise for the future of personality disorder in 
clinical and research practice in general, but spe-
cifi cally also for cross-cultural research since 
cross-cultural studies of personality pathology 
have supported the use of a dimensional trait 
approach to examine cross-cultural variations of 
maladaptive personality (Widiger & Boyd,  2009 ). 

 Much of the cross-cultural studies examining 
personality, personality traits, and disorders have 
argued that personality disorder is a construct 
derived from Western views of the self that do not 
fi t with other culture’s views of self, yet there is 
emerging evidence for the universality of person-
ality traits across various cultures (Mulder,  2012 ). 
In particular, individualistic and collectivistic 
values shape different perspectives on the self 
and personality in various cultures (Mulder, 
 2012 ). While studies on the interactions of per-
sonality with culture are scarce, a hypothesis has 
been proposed to explain the interaction, suggest-
ing that this clash between personality and cul-
ture places individuals at risk for developing 
personality disorders (Mulder,  2012 ). There is 
emerging data in support of a “goodness of fi t” 
model (Mulder,  2012 ), where individuals may 
develop maladaptive patterns if they are placed in 
a society or culture that is not supportive of their 
own cultural values. This has major implications 
for Asian Americans, in particular in immigrants 
or in less acculturated individuals, as traditional 
cultural values of collectivism may interact with 
personality traits in ways that place individuals at 
risk for development of personality pathology as 
they attempt to navigate and assimilate to their 
new social and cultural environment, which 
emphasize values very different from their own. 

 Currently, there are no epidemiological stud-
ies investigating the prevalence of personality 
disorders in Asian Americans. Mulder ( 2012 ) 
provided a review on cross-cultural studies of 
personality traits which support the universality 
of personality traits across cultures, using the 
Five Factor Model (Costa & McCrae,  1990 ). 
There is evidence that    antisocial personality 
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 disorder (ASPD) is universal across cultures, 
although the prevalence rates may vary depend-
ing on location and sociocultural factors (Mulder, 
 2012 ). For example, Asian countries like Taiwan 
has a much lower prevalence of ASPD in com-
munity samples, compared to the United States 
with rates ranging from 0.10 to 0.22 % in Taiwan 
compared to 1.49–5.66 % in the United States 
(Compton et al.,  1991 ). In Japan, a rate of 5.8 % 
was found for a sample of patients from a general 
medical clinic. A higher rate of ASPD was 
reported for South Korea (2.1 %) which was sim-
ilar to rates found in the United States (Lee, 
Kavoc, & Rhee,  1987 ). Furthermore, the commu-
nity prevalence of personality disorders in China 
was found to be very low at 0.13 %, although the 
author acknowledged that the low rates may have 
been attributed to underreporting as there is much 
stigma surrounding having mental health prob-
lems (Cheung,  1991 ). In clinical settings, a prev-
alence study of personality disorders in 
psychiatric outpatients conducted in Shanghai, 
China reported a rate of 31.9 % for any personal-
ity disorder diagnosis (Zhang et al.,  2012 ). 

 These fi ndings in Asian countries provide evi-
dence that maladaptive personality patterns do 
exist in Asian cultures. Additionally, there is sup-
porting evidence that the DSM-IV criteria in 
diagnosis of personality disorders are relevant for 
Chinese individuals (Zhang et al.,  2012 ). 
Therefore, it is important to assess for personality 
pathology in Asian Americans, as many recent 
immigrants are fi rst generation Americans.  

    Assessment Instruments 
for Personality Disorders 
in Asian Americans 

 Accurate assessment of personality disorders can 
be a complex task, as there are many factors to 
take into account, including the consideration of 
boundaries between adaptive and maladaptive 
personality traits, boundaries with other Axis I 
and Axis II psychopathology, and gender and 
cultural factors that may play a role in shaping 
these personality traits (Widiger & Boyd,  2009 ). 
Therefore, researchers have recommended that a 
multi-method approach be taken, through use of 

semi-structured interviews, self-reports, and 
reports from signifi cant others such as close 
friends or spouses (Widiger & Chaynes,  2003 ; 
Widiger & Samuel,  2005 ). Specifi cally, Widiger 
( 2002 ) has recommended a two-step procedure in 
obtaining an evidence-based assessment of per-
sonality disorders, beginning with the use of a 
self-report instrument to detect the presence of 
personality pathology, and then to follow-up with 
a semi-structured interview to confi rm the pres-
ence of these maladaptive traits (Widiger & 
Samuel,  2005 ). Cross-cultural researchers have 
also recommended the use of multi-method 
assessments, including measures of accultura-
tion, use of an ethnic consultant, and translated 
instruments when appropriate (Okazaki, Okazaki, 
& Sue,  2009 ). 

 There continues to be a lack of culturally sensi-
tive assessment tools for examining personality 
disorders in Asian Americans. However, many 
Asian countries have used translated versions of 
some well-known personality assessments includ-
ing the Minnesota Multiphasic Personality 
Inventory (MMPI; Butcher,  1996 ; Butcher, Lim, 
& Nezami,  1998 ), the Millon Clinical Multiaxial 
Inventory-III (MCMI-III; Millon, Millon, Davis, 
& Grossman,  2009 ), as well as developed their 
own measures of personality assessment (Cheung, 
 2004 ). One measure developed and normed in 
Chinese populations, the Chinese Personality 
Assessment Inventory (CPAI; Cheung et al.,  1996 ) 
has been used in cross- cultural research on person-
ality disorders, with preliminary evidence support-
ing its use with Chinese American samples 
(Cheung, Cheung, Leung, Ward, & Leong,  2003 ; 
Lin & Church,  2004 ). Most of the research in 
Asian American personality assessment has been 
with Chinese Americans, and there continues to be 
a lack of research in other Asian American sub-
groups, in particular with Asian Indians. 

 Other personality disorder assessments that 
have been translated for use in China include the 
Personality Diagnostic Questionnaire (PDQ-4; 
Bagby & Farvolden,  2004 ), Personality Disorder 
Interview (PDI-IV; Widiger, Mangine, Corbittt, 
Ellis, & Thomas,  1995 ), and the Structured 
Clinical Interview for DSM-IV Axis II Disorders 
(SCID-II; First, Gibbon, Spitzer, Williams, & 
Benjamin,  1997 ). These instruments have shown 
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reliability and validity in assessment of Chinese 
psychiatric patients, but there remains no research 
on their use in Asian Americans. Therefore, these 
assessments will only be briefl y summarized in 
this chapter, as their applicability for assessment 
of Chinese Americans remains uncertain. 

 This section will fi rst focus on research exam-
ining the use of the MMPI and MMPI-2, in Asian 
Americans, with a review of research evidence 
for the utility of the Chinese translations of the 
MMPI and MMPI-2. Findings from the cross- 
cultural research on the utility of the CPAI 
(Cheung et al.,  1996 ) will also be discussed in 
terms of its development for use in China and the 
research conducted on the English translation for 
use with Chinese Americans. Then, research 
fi ndings from Chinese translated versions of the 
PDQ-4, PDI-IV, and SCID-II will be briefl y 
reviewed, and implications for use with Asian 
Americans will be discussed. Since there contin-
ues to be a paucity of research on personality dis-
order assessments in Asian Americans, translated 
assessments and their use in Asia will be 
reviewed, with implications for the potential use 
of these assessments in Asian Americans dis-
cussed. Finally, a brief discussion on personality 
disorder assessment in adolescents will be pro-
vided along with evidence in support of a trans-
lated version of the MMPI-A for use with Chinese 
adolescents. A summary of available assessment 
tools for Asian Americans is provided in 
Table  17.1  along with normative data and recom-
mendation for interpretation.  

    Minnesota Multiphasic Personality 
Inventory (MMPI and MMPI-2) 

 One of the most frequently used tools for personal-
ity assessment includes the MMPI and MMPI- 2, 
which have gained popularity with international 
clinicians and researchers. The fi rst MMPI was 
published in 1943 (Hathaway & McKinkey,  1943 ), 
with ten clinical scales and several validity scales. 
The restandardization of the MMPI involved 
updating the normative sample and revision of 
items, which began in 1982, leading to an updated 
version of the MMPI. The MMPI-2  contains 567 
items with a true or false response option (Butcher, 

Dahlstrom, Graham, Tellegen, & Kaemmer, 
 1989 ). The MMPI-2 consists of 10 clinical scales, 
9 validity scales, and 15 content scales. The clini-
cal scales of the MMPI-2 are identifi ed by assigned 
scale numbers as follows: (1) Hypochondriasis, 
(2) Depression, (3) Hysteria, (4) Psychopathic 
Deviance, (5) Masculinity/Femininity, (6) 
Paranoia, (7) Psychasthenia, (8) Schizophrenia, 
(9) Hypomania, and (0) Social Introversion. 
Validity scales include Cannot Say, Variable 
Response Inconsistency (VRIN), True Response 
Inconsistency (TRIN), Infrequency (F), Back 
Infrequency (Fb), Infrequency-Psychopathology 
(Fp), Lie (L), Correction (K), Superlative Self- 
Presentation (S). Interpretations for scales can be 
found in several manuals and handbooks (Butcher, 
 2006 ; Butcher et al.,  1989 ; Cox, Weed, & Butcher, 
 2009 ; Graham,  2006 ). 

 Both the MMPI and MMPI-2 continue to be 
widely used nationally and internationally with 
translations in over 22 languages. Specifi c 
guidelines have been established for its adapta-
tion and translation, and a breadth of cross-
cultural investigations has reported on the 
psychometric properties of the translated ver-
sions (Butcher,  2004 ; Butcher et al.,  1998 ). 
A review of cross-cultural studies using the 
MMPI-2 translations has supported the use of 
U.S. established norms in several countries, 
except with the Korean translation (Butcher 
et al.,  1998 ). Additionally, countries have col-
lected their own norms and the raw scores have 
been found to be very similar to U.S. estab-
lished norms (Butcher et al.,  1998 ). While 
adaptations of the MMPI and MMPI-2 cur-
rently exist in Asian countries with translations 
in Chinese, Japanese, Korean, Filipino, 
Vietnamese, Hmong, and Thai languages 
(Butcher, Cheung, & Lim,  2003 ; Butcher et al., 
 1998 ; Okazaki et al.,  2009 ), few empirical 
studies have been conducted with Asian 
Americans using these assessments. Existing 
studies have been primarily conducted in mid-
dle class and educated Asian American college 
student samples, limiting the generalizability 
of these fi ndings to other Asian American pop-
ulations including clinical samples. 

 The Chinese MMPI was translated and stan-
dardized in Hong Kong by Fanny M. Cheung 
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( 1985 ,  1995 ) using structured methods to assess 
for linguistic equivalence. It has been used in 
clinical settings in both mainland China and 
Hong Kong, with several research studies con-
ducted in clinical populations (Butcher et al., 
 2003 ). It is recommended that both the U.S. and 
Chinese norms are used for interpretation of 
scores on the Chinese MMPI (Cheung,  1995 ), as 
Chinese respondents have been shown to be ele-
vated on the F scales, on scale 2 (Depression), 
and scale 8 (Schizophrenia) when using the U.S. 
norms (Cheung & Song,  1989 ). The profi les for 
psychiatric samples are moderately elevated 
when using the Chinese norms; therefore the 
researchers have suggested that a T-score of 60 
be used as a cutoff for Chinese psychiatric 
patients (Butcher et al.,  2003 ; Cheung,  1995 ; 
Cheung & Song,  1989 ). The Chinese MMPI-2 
has also been extensively investigated for equiva-
lence and validity (Cheung, Song, & Zhang, 
 1996 ; Cheung, Zhang, & Song,  2003 ) in Chinese 
samples. Okazaki and colleagues ( 2009 ) recently 
reviewed the literature on the MMPI and 
MMPI-2 in Asian Americans and their use over-
seas in Asia. 

 In the United States, both the MMPI and 
MMPI-2 have been investigated in several stud-
ies with Asian Americans (Kwan,  1999 ; Stevens 
et al.,  1993 ; Tsai & Pike,  2000 ). These studies 
revealed that signifi cant differences exist between 
Asian Americans and Caucasian nonclinical 
samples on certain scales of the MMPI, with 
Asian Americans receiving elevated scores on 
scales 0 (Social Introversion), 2 (Depression), 
and 8 (Schizophrenia: Bullock,  1995 ; Kwan, 
 1999 ; Tsai,  1996 ). Similarly, in the few studies 
conducted on the MMPI and MMPI-2 with Asian 
American clinical samples, it has been found that 
compared to Caucasian samples, Asian American 
patients were more elevated on several scales 
(Kwan,  1999 ). In general, fi ndings from these 
studies have supported the reliability and validity 
of the translated MMPI-2 for use with Asian 
Americans (Vietnamese and Hmong translations 
of the MMPI-2). The Japanese translation of the 
MMPI-2 (Shiota, Krauss, & Clark,  1996 ), and 
Korean (Han,  1996 ) and Thai (Pongpanich,  1996 ) 
translations have also demonstrated adequate 
psychometric properties (Okazaki et al.,  2009 ). 

It is important to note that studies have found that 
the level of acculturation infl uences discrepant 
scores on the MMPI-2 between both groups, with 
highly acculturated Asian Americans scoring 
similar to Caucasians, and less acculturated 
Asian Americans demonstrating signifi cant ele-
vations (Sue, Keefe, Enomoto, Durvasula, & 
Chao,  1996 ; Tran,  1996 ; Tsai,  1996 ; Tsai & Pike, 
 2000 ). Therefore, it is suggested to use accultura-
tion measures in conjunction with the MMPI or 
MMPI-2 in interpretation of the clinical profi les 
(Kwan,  1999 ) and to take a more conservative 
approach in the interpretation of results for less 
acculturated clients whose scores may be differ-
ent from the U.S.-based norms (Okazaki et al., 
 2009 ; Okazaki & Sue,  1995 ). 

 Depending on the client’s acculturation level 
and linguistic profi ciency in English, it may be 
appropriate to use a translated version of the 
MMPI-2 and compare the client’s profi le scores 
to both U.S. norms and norms developed in Asian 
countries. Velásquez and colleagues ( 2002 ) pro-
vided eight basic guidelines for clinicians to con-
sider in the administration and interpretation of 
the MMPI-2 with ethnic minorities. In summary, 
these are to: (1) consider whether the MMPI-2 is 
the most appropriate measure for your client, 
along with considering the client’s linguistic and 
ethnic background; (2) follow standardized pro-
cedures for administering the MMPI-2; (3) 
employ caution in using computerized interpre-
tive reports generated by software programs; (4) 
consider use of supplementary scales; (5) con-
sider the appropriateness of using a translated 
adaptation of the MMPI-2 for clients whose 
native language may not be English; (6) consider 
acculturation factors; (7) consider the language 
in which feedback is given to clients; and (8) seek 
consultation as needed.  

    Chinese Personality Assessment 
Inventory (CPAI) 

 The CPAI (Cheung et al.,  1996 ) was initially 
developed as an indigenous assessment of per-
sonality for use in China and Hong Kong to 
address the limitations of using imported or trans-
lated personality assessments (Cheung,  2004 ). 
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The development of the CPAI followed a similar 
structure to the MMPI-2, with both personality 
and clinical scales, and has been validated, 
normed, and standardized for use with Chinese 
populations (Cheung, Kwong, & Zhang,  2003 ). 
The CPAI consists of 510 self-report items using 
a true-false response format, with 22 personality 
scales, 12 clinical scales, and 3 validity scales 
(Cheung et al.,  1996 ). The CPAI has demon-
strated adequate convergent validity with the 
MMPI-2 in a sample of Chinese students from 
Hong Kong and Southern China (Cheung, 
Cheung, & Zhang,  2004 ). Four personality fac-
tors were derived from factor analyses of the 
CPAI, including Dependability, Interpersonal 
Relatedness, Social Potency, and Individualism 
(Cheung et al.,  2001 ). The Interpersonal 
Relatedness factor was found to be unique to 
Chinese individuals compared to a non-Chinese 
sample of Hawaiian undergraduate students, 
emphasizing collectivistic values such as main-
taining harmony, avoidance of confl ict, saving 
face, and adherence to norms and reciprocity in 
social interactions (Cheung et al.,  2001 ). An 
English version of the CPAI has been adapted 
using structured back-translation guidelines sim-
ilar to what has been used in translating Western 
developed instruments, with psychometric prop-
erties investigated in Caucasian and Chinese 
American samples (Cheung et al.,  2003 ; Lin & 
Church,  2004 ). 

 Several studies have reviewed the develop-
ment and validation of the CPAI across different 
populations (Cheung,  2004 ; Cheung et al.,  2004 ; 
Okazaki et al.,  2009 ). There is evidence in sup-
port of its clinical utility in forensic and psychiat-
ric populations and in discriminating clinical and 
nonclinical samples in Hong Kong and China 
(Cheung et al.,  2003 ). Similar factor structures 
were found for a sample from Singapore and 
Caucasian Americans, using Chinese norms 
(Cheung et al.,  2003 ). 

 Currently, only one study has investigated the 
use of the English version of the CPAI with a com-
munity sample of Chinese Americans (Lin & 
Church,  2004 ). Results from this study confi rmed 
the four factor structure found with Chinese nor-
mative samples for Chinese Americans. Signifi cant 

differences were found between less acculturated 
Chinese Americans and Caucasian Americans in 
the Interpersonal Relatedness scale, supporting the 
concurrent validity of the CPAI (Lin & Church, 
 2004 ). However, overall reliability was modest 
with alphas ranging from 0.43 to 0.81 (Lin & 
Church,  2004 ). This study supports the potential 
use of the CPAI with Chinese American samples, 
although future studies should investigate the psy-
chometric properties of the assessment in clinical 
populations. While the CPAI appears to be a promising 
assessment of personality pathology, in particular 
with less acculturated Chinese Americans, it 
should be used in conjunction with other methods 
of assessment and interpreted with caution, as 
normative data may not fi t well for highly accul-
turated Chinese Americans.  

    Millon Clinical Multiaxial Inventory-III 
(MCMI-III) 

 The MCMI-III is a self-report instrument for the 
assessment of DSM-IV-TR personality disorders, 
developed and standardized for use with clinical 
populations. The inventory consists of 175 items 
with a true-false response format, and provides a 
profi le containing 14 personality disorder scales, 
10 clinical scales, and 2    validity scales (Millon 
et al.,  2009 ). Extensive research has been con-
ducted with this measure and it’s one of the most 
popular self-report measures for assessing per-
sonality pathology (Widiger & Boyd,  2009 ). 

 While the MCMI-III is a valid and reliable 
self-report inventory for assessment of personal-
ity disorders, there are no studies reporting its use 
with Asian Americans. It has, however, been 
translated and adapted for use in China, but only 
one study has reported on its use in a Chinese 
sample of substance abusers (So,  2005 ). The 
study reported a high prevalence of Axis II 
comorbidity, with ASPD being the most preva-
lent in the sample (So,  2005 ). However, the study 
does not report on the validity or reliability of the 
translated MCMI-III. While the translated ver-
sion of the MCMI-III may be of use for Chinese 
American immigrants with limited fl uency in 
English, it should be used in conjunction with 
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other assessments and interpreted with caution as 
it is unknown how Chinese Americans may per-
form on these scales using the standard American 
norms. Future studies should investigate the psy-
chometric properties of the translated MCMI-III 
and establish its clinical utility in Chinese 
American samples. Additionally, future research 
should evaluate the use of the MCMI-III in other 
Asian American populations, and consider trans-
lations in other Asian languages. 

 Another study conducted in a Korean sample 
was conducted using the English version of the 
MCMI-III. In this study, college students in 
Seoul, Korea were selected only if they majored 
in English, as English fl uency was required to 
complete the MCMI-III (Gunsalus & Kelly, 
 2001 ). A sample of American college students 
(Gunsalus & Kelly,  2001 ) was also selected for 
participation in the study as a comparison group. 
The study demonstrated signifi cant differences 
on 7 out of 11 scales on the MCMI-III profi les, 
with Koreans scoring higher on Schizoid, 
Avoidant, Depressive, Aggressive, and Self- 
defeating scales of the MCMI-III (Gunsalus & 
Kelly,  2001 ). Again, conclusions of this study 
pointed to the importance of multi-method 
assessments for personality disorder in Korean 
Americans and emphasize the need for therapists 
to consider cultural values of collectivism and 
orientation toward others that should be taken 
into consideration as cultural infl uences that may 
elevate scores on the MCMI-III as opposed to 
actual personality pathology (Gunsalus & Kelly, 
 2001 ). It should be noted that fi ndings from this 
study have limited generalizability to Korean 
Americans as the sample consisted of a specifi c 
group of Korean college students majoring in 
English. Future research should examine the clin-
ical utility of the MCMI-III in Korean American 
and other Asian American samples.  

    Other Assessments of Personality 
Disorder in Asians 

 The SCID-II (First et al.,  1997 ) is one of the most 
widely used semi-structured interviews for the 
assessment of DSM-IV personality disorders. 

Interviewers rate symptom criteria for each of the 
10 DSM-IV personality disorders as absent or 
false (1), subthreshold criteria (2), or as threshold 
criteria or true (3) based on the interviewer’s clini-
cal judgment and the interviewee’s responses 
(First et al.,  1997 ). There is a short screening 119-
item screening tool for the SCID-II rated by self-
report to shorten administration time (First et al., 
 1997 ). A Chinese translation of the SCID-II has 
been developed, and its psychometric properties 
have been supported (Dai & Xiao,  2006 ; Dai, 
Xiao, Wang, Zhang, & Chen,  2006 ). Most recently, 
it has been used in examination of the prevalence 
of personality disorders using the DSM-IV Axis II 
criteria in an outpatient psychiatric sample from 
Shanghai, China (Zhang et al.,  2012 ). Support was 
demonstrated for use of the DSM-IV classifi cation 
system for identifying personality disorders in a 
Chinese clinical sample (Zhang et al.,  2012 ). 

 The Personality Disorders Questionnaire for 
DSM-IV (PDQ-4; Bagby & Farvolden,  2004 ; 
Hyler,  1994 ) and the Personality Disorder 
Interview-IV (PDI-IV; Widiger et al.,  1995 ) were 
adapted and translated into Chinese for use with 
clinical samples in China (Yang, Bagby, Costa, 
Ryder, & Herbst,  2002 ; Yang et al.,  2000 ). The 
PDQ-4 is a self-report instrument consisting of 
99 items with a true-false response format. Seven 
of the original items on the PDQ-4 were replaced 
with more culturally appropriate items, and an 
additional eight items were added to substitute 
for items that were culturally irrelevant (Yang 
et al.,  2000 ). The Chinese translation consists of 
107 items. Adequate reliability and validity of 
the PDQ-4 has been reported for use with Chinese 
psychiatric patients and in a community sample 
of Chinese college students (Ling, Qian, & Yang, 
 2010 ; Yang, Shen, Wang, & Yang,  2002 ). The 
PDQ-4 has also been used to assess for preva-
lence of personality disorders in a sample of psy-
chiatric outpatients in China (Zhang et al.,  2012 ) 
and similar to studies in U.S. populations, the 
self-report instrument was found to overdiagnose 
PDs in Chinese samples. It is  recommended that 
the PDQ-4 be used as a screening instrument, 
prior to administering a semi- structured inter-
view to identify personality pathology. However, 
the PDQ-4 has not been validated for use in 
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Chinese American populations, so it remains 
unclear whether this instrument would be an 
effective screener for personality disorders in this 
population. 

 The PDI-IV (Widiger et al.,  1995 ) is a semi- 
structured interview of DSM-IV personality dis-
orders, but it is the least used of existing measures 
to assess for personality pathology (Widiger & 
Boyd,  2009 ). The interviewer rates responses 
using a 3-point scale, with 0 indicating absence 
of the symptom, 1 indicating present, and 2 indi-
cating present to a severe or substantial degree. 
The Chinese adaptation moved the Antisocial 
Personality disorder module to the end of the 
interview as opposed to the beginning, and 31 
new culturally relevant questions were added to 
the interview (Yang et al.,  2002 ). There is evi-
dence for its utility in assessment of personality 
pathology in Chinese clinical populations (Yang 
et al.,  2002 ,  2000 ). 

 Research studies using these measurements 
have supported the diagnosis of almost all of the 
personality disorders as defi ned by the DSM-IV 
in Chinese psychiatric samples, except for 
Schizotypal Personality Disorder (Yang et al., 
 2000 ). While these are promising fi ndings and 
have demonstrated clinical utility in Chinese psy-
chiatric samples, it is unclear whether these 
translated instruments would be adequate for use 
in Asian American populations as there are no 
research studies examining the psychometric 
properties of these measures in America.  

    Personality Disorder Assessment 
in Asian American Youths 

 It is important to note that although there has been 
signifi cant advances in the assessment of PD in 
children and adolescents over the last decade 
(Sharp, Ha, Michonski, Venta, & Carbonne,  2012 ; 
Sharp & Kine,  2008 ), there remains some contro-
versy and hesitation over diagnosis of personality 
disorders in adolescence (Adshead, Broderick, 
Preston, & Deshpande,  2012 ). One of the major 
arguments has been over the stability and continu-
ity of personality disorders from childhood and 
adolescence into adulthood (Adshead et al.  2012 ). 

However, emerging evidence in the area of 
 personality disorder research has supported the 
stability of personality disorder diagnoses into 
adulthood (Bondurant, Greenfi eld, & Tse,  2004 ; 
Cohen, Crawford, Johnson, & Kasen,  2005 ; Sharp 
& Romero,  2007 ). There is also extensive evi-
dence for the validity of personality disorder diag-
noses in adolescence (Bernstein et al.,  1993 ; Levy 
et al.,  1999 ; Miller, Muehlenkamp, & Jacobson, 
 2008 ; Sharp et al.,  2012 ). Prevalence studies of 
personality disorders in youths have reported high 
rates in the community from 15 % (Kasen, Cohen, 
Skodol, Johnson, & Brook,  1999 ) to 31 % 
(   Bernstein et al.,  1993 ). Given the wealth of evi-
dence in support of a personality disorder diagno-
sis in adolescence, it is important to adequately 
assess youths so that early intervention may afford 
positive outcomes. However, there continues to be 
a paucity of research on personality disorder diag-
noses in Asian American youths. In addition, 
assessments tools are lacking for this ethnic minor-
ity population, with only one instrument available 
for Chinese adolescents, the MMPI-A. Findings 
from the validation study conducted on the 
MMPI-A may inform future research and clinical 
use with Chinese Americans; therefore its devel-
opment and validity fi ndings are reported below. 

 The MMPI-A was adapted for assessment of 
adolescents ages 14–18, with 478 items, and 10 
clinical scales, 6 validity scales, and 3 social 
introversion subscales (Butcher et al.,  1992 ). 
Currently, only one study has been conducted in 
examining the psychometric properties of the 
translated MMPI-A in a sample of Chinese ado-
lescents from Hong Kong (Chueng & Ho,  1997 ). 
The study reported fi ndings of moderate eleva-
tions on several clinical and content scales for 
Chinese adolescents when using U.S. norms, with 
a notable elevation on the Depression scale, in 
which Chinese adolescents scored one standard 
deviation above the mean (Chueng & Ho,  1997 ; 
Okazaki et al.,  2009 ). However, these results are 
similar to those found in adult studies using U.S. 
norms for Chinese adults on the Chinese MMPI 
and MMPI-2 (Cheung et al.,  1996 ) and none of 
the elevations exceeded the clinical cutoff 
( T -score = 65). The authors suggested that this 
may be more refl ective of cultural differences 
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between U.S. and Chinese adolescents rather than 
actual psychopathology in Chinese youths 
(Chueng & Ho,  1997 ). Suggestions for interpreta-
tion of Chinese adolescent MMPI-A profi les 
include comparing both raw scores and standard-
ized  T -scores obtained with U.S. norms, with 
means obtained for the sample of Hong Kong 
adolescents (Cheung & Ho,  1997 ). 

 While the study established norms for Chinese 
adolescents, no studies have examined the clini-
cal utility of the MMPI-A in Chinese American 
adolescents. The availability of a Chinese version 
of the MMPI-A may be useful for researchers 
and clinicians in assessment of personality 
pathology in Chinese American adolescents, in 
particular with less acculturated adolescents or 
those who have recently immigrated from China 
or Hong Kong and may not be profi cient in 
English. When conducting personality disorder 
assessment in Asian American youths, similar 
standards and guidelines as outlined for adults 
should be taken into consideration (Velásquez 
et al.,  2000 ) as well as extra caution not to misdi-
agnose the disorder in youths, due to concerns 
over stigmatizing youths with a lifelong disorder 
which may hinder their access to appropriate 
clinical services (Adshead et al.  2012 ). In assess-
ment of personality disorders in youths, it is inte-
gral to take a multi-method assessment approach 
and incorporate multiple perspectives, including 
parent- and teacher-reported symptoms to pro-
vide a comprehensive assessment and aid in for-
mulation of an accurate diagnosis. Consultation 
with an expert in adolescent personality disorders 
is also highly recommended.   

    Conclusion 

 There continues to be a dearth of research on per-
sonality disorder assessment with Asian 
Americans, examining the equivalence, validity, 
and reliability of personality disorder instruments 
for use in Asian American samples. While this 
presents a signifi cant ethical dilemma, as psy-
chologists are required to use appropriate assess-
ments that have been adapted for target 
populations (APA,  2003 ), there are challenges to 

adapting measures appropriate for use with Asian 
Americans as they represent a diverse group with 
heterogeneity in terms of background, language, 
and level of acculturation. In terms of Chinese 
Americans alone, the largest Asian American 
population, it would be impractical to have stan-
dardized assessment tools available in every 
Chinese dialect, as there are several dialects spo-
ken by Chinese immigrants. 

 While some psychometric research has been 
conducted for Chinese Americans, clearly more 
research is warranted. Moreover, this review also 
clearly points to an urgent need for psychometric 
studies with other Asian American populations, 
including Asian Indians. The best studied 
evidence- based assessment of personality pathol-
ogy is with the MMPI and MMPI-2 in Asian 
Americans, with translations in several Asian lan-
guages and recommendations on scale interpreta-
tions. There is increasing research being conducted 
in China in using measures specifi cally developed 
for personality disorders, including an indigenous 
measure of personality pathology in China. The 
availability of translated measures assists with 
cross-cultural evaluations of personality disorder, 
and helps to identify which underlying personality 
constructs are universal, and which are culture-
specifi c. While it may be appropriate to use some 
of the measures for which Asian norms have been 
established in China, it is recommended that clini-
cians do so with caution in interpreting the results, 
as there continues to be a lack of evidence of the 
reliability and validity of these norms for use in 
Asian Americans (Okazaki & Sue,  2000 ). 

 As suggested throughout this chapter, it is 
essential that personality disorder assessment 
include a multi-method approach, including 
assessing for linguistic profi ciency, level of 
acculturation, and use of both self-report and 
interview-based assessments. However, clini-
cians must be aware of test bias, and take caution 
in interpretation of the assessment results, as 
there continues to be limited research available 
on the reliability and validity of these instruments 
with the diverse Asian American population. 
Whenever appropriate, it may be useful to seek 
out an ethnic consultant in assisting with admin-
istering and interpretation of the assessment data.     
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           Assessing Culture-Bound 
Syndromes Among 
Asian-Americans 

    In 2010, Asians surpassed Hispanics as the larg-
est immigrant group in the United States (Pew 
Research Center,  2012 ) with more than 17 mil-
lion Asian-Americans residing in the country, or 
5.6 % of the US. population (Pew Research 
Center; US Bureau of the Census,  2011 ). Despite 
the model minority stereotype, many Asian- 
Americans (including immigrants) experience 
psychological and physical problems, posing 
complex challenges for practitioners and medical 
services (Yeh, Kim, Pituc, & Atkins,  2008 ). In 
this chapter, we discuss different types of Asian 
culture-bound syndromes and their diagnosis, 
assessment, and treatment. 

 At some point in their career, many medical 
and mental health practitioners will work with an 
Asian client who may not be easy to diagnose 
with traditional Western assessment methods. 
These practitioners may encounter problems that 
are experienced emotionally, physically (chest 
pains, trouble sleeping, etc.), or a combination of 
both. In fact, different cultural groups have their 

own unique conceptualizations of psychiatric 
disorders.  Culture-bound syndromes  (or culture- 
specifi c syndromes) are a combination of somatic 
and psychiatric symptoms that are specifi c to a 
cultural group or setting (American Psychiatric 
Association,  2000 ). A description of some of the 
more common culture-bound syndromes are 
listed in the DSM-IV-TR (American Psychiatric 
Association,  2000 ); however, the notion of cul-
tural syndromes is still not widely accepted and 
training in this area remains at its infancy. Due to 
large numbers of Asian-Americans living in the 
United States, it is imperative that practitioners 
be familiar with and competent in assessing 
culture- bound syndromes.  

    History and Evolution of Diagnosis 
of Culture-Bound Syndromes 

 The history of the classifi cation and diagnosis of 
culture-bound syndromes is representative of 
their marginal status in the US psychiatric com-
munity with little clarity and professional atten-
tion. According to the literature, cultural 
syndromes were fi rst described as “peculiar, 
atypical, or exotic psychiatric disorders” (Tseng, 
 2006 , p. 555) and “peculiar to certain cultures” 
by Yap ( 1951 , p. 313). This was later changed to 
the term “atypical, culture-bound, psychogenic 
psychosis,” (Yap,  1962 , p. 163) and then offered 
“culture-bound reactive syndrome” (Yap,  1965 , 
p. 172), which eventually was changed to 
“culture- bound syndrome.” Hence, from 1970 to 
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1980, the term “culture-bound syndrome” was 
used. However, Western psychiatrists continued 
to use terms such as “exotic,” “rare,” “uncom-
mon,” “extraordinary,” and “unclassifi able” men-
tal disorders (Tseng,  2006 ). 

 In the past few decades, research has indicated 
that culture-bound syndromes were not necessar-
ily confi ned to just one culture (Tseng,  2006 ). In 
fact, there were many commonalities in symp-
toms that spanned across cultures. For example, 
 latah  in Malaysia had similarities to  imu  in Japan 
and  taijin - kyofusho has found in both Korea and 
Japan (Kleinknecht, Dinnel, Kleinknecht, 
Hiruma, & Harada,  1997 ). Due to the overlap in 
cultural-bound syndromes across different coun-
tries, the term “culture-related specifi c syn-
dromes” appeared (Tseng,  2006 ). Moreover, 
many culture-bound syndromes evolve and 
change over time with some decreasing in occur-
rence while new syndromes are also emerging as 
societies and cultural dynamics shift.  

    Description of Different Asian 
Culture-Bound Syndromes 

 Identifying, classifying, and describing all the dif-
ferent Asian culture-bound syndromes is an ambi-
tious task. In fact,    Hughes ( 1996 ) contends that it 
is impossible to create a defi nitive list of this group 
of diagnostic entities because it is not clear what 
should be included. For example, should behaviors 
from different countries be lumped together or 
split apart? In addition, are phenomena such as 
possessions and trances with local names consid-
ered culture-bound syndromes? It is also not clear 
what the difference is between an illness and a cul-
tural view of a person’s physical or emotional, 
mental, and spiritual state. These questions pose 
complex issues relating to the categorization and 
defi nitions of cultural syndromes. 

 Various professionals have made attempts to 
compile a complete list of culture-bound syn-
dromes. From 1890 to 1970, the fi rst recognizable 
disorders were described including  latah ,  amok , 
 koro ,  mali - mali ,  imu ,  dhat , and  frigophobia . 
These were followed by additional syndromes 
that were reported around the world, such as 

 anthrophobia ,  phi pob ,  hwa - byung , and  susto  
(Tseng,  2006 ). Simons ( 2001 ) created a list of 
almost 200 folk illnesses that have at one time 
been considered culture-bound syndromes. 
Simons asserted that some of the syndromes 
(such as  latah ) are indeed syndromes while oth-
ers are not. There are also culture-bound experi-
ences that are not mentioned in the DSM-IV 
category. For example, the syndrome,  lanti  in the 
Philippines, refers to the combination of several 
illnesses (i.e., a fever, stomachache, shouting 
during sleep, incessant crying, various skin ail-
ments). In this chapter, we focus on the most 
common syndromes and their symptoms and 
have found that many syndromes can be orga-
nized based on commonalities. Table  18.1  
includes a listing of common Asian cultural syn-
dromes, their regions, case examples, and group-
ings based on similar symptoms.

       Mind and Body Connection 

 From a cultural perspective, Asian culture-bound 
syndromes often represent a strong mind and 
body connection. In fact, many culture-bound 
syndromes can be described with both psycho-
logical and physical characteristics. For example, 
different Asian cultures have some variation of 
 dhat. Dhat  originates from India and refers to 
strong anxiety and hypochondriacal beliefs asso-
ciated with the discharge of semen (American 
Psychiatric Association,  2000 ). This syndrome 
emerges from a culture where many men in gen-
eral believe that semen loss is harmful (Malhotra 
& Wig,  1975 ). Similarly, in China, semen is 
viewed as the essence of energy or chi, so a loss 
of chi is considered to be sign of weakness 
(Sumathipala, Siribaddana, & Bhugra,  2004 ). 
 Dhat  also resembles other syndromes in which 
anxiety is associated with the malfunction of a 
man’s penis or genitalia. These disorders are 
referred to as  rok - joo  in Thailand,  jiryan  in India, 
 sukra prameha  in Sri Lanka,  shenkui  in China, 
and  koro  in Malaysia. Specifi cally, koro is a sud-
den episode and powerful fear that one’s repro-
ductive organs are shrinking and will disappear 
into the body and in some cases cause death. 
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    Table 18.1    Common CBS: Diagnostic criteria and interviewing   

 Syndrome  Criteria  Assessment 

 Taijin 
kyofusho 

 Something about 
one’s physical 
appearance offending 
the public 

 1. Inquire about their anxiety or fears: Does it have an origin/trigger? 
 2. Have them describe their symptoms of social anxiety/social phobia more 

concretely. 
 3. Encourage them to explore what about being in public is so distressing. 
 4. Inquire about how they perceive others to see them. Then follow up with 

why they have this belief or why they believe that this is true. 
 Example: How do people treat you? What do people think of you? Do 
you think that people want to socialize with you? 
 Example: Why do you think people treat you that way? Why do you 
think people avoid you? How do you know that people are avoiding you? 
 Assessment tool: 
 Taijin-Kyofusho Scale (Kleinknecht et al.,  1997 ). 

 Koro  Fear that one’s 
reproductive organ is 
diminishing in size 

 1. Inquire about the physical malformation in question. Encourage the 
patient to be as specifi c as possible. (This may be a delicate matter and 
proper development of rapport is crucial.) 

 2. Explore the concerns with the patient. Get additional information about 
when it started for them, precipitating events, and determine if there are 
any medical conditions that would better explain or account for this 
experience. 

 Dhat  Anxiety over one’s 
perceived semen loss 

 Similar inquiries as koro. 

 Amok  Unexpected 
aggressive and violent 
outburst, can be 
homicidal in nature 

 1. It is important to gather information from the patient and family/
signifi cant others. Inquire about the conditions that prompted the 
violence (was there a period of brooding, was the violent unexpected or 
predictable). 

 Latah  A startle response that 
puts one into a 
trancelike state in 
which movements/
speech are repetitive 
in nature 

 1. Individuals diagnosed with latah are usually self-diagnosed and can 
identify this disturbance. Inquiries can be made about what happens 
when the patient is startled, do they recall what just occurred, and do they 
recall being startled. Inquiries should also be made of family members 
and signifi cant others to determine if this is an appropriate diagnosis. 

 Hikikomori  Disorder in which one 
completely withdraws 
from society and 
family and shuts 
themselves in a room 
for at least 6 months 

 1. Due to the clear and dramatic behaviors of these patients, the family and 
patient can clearly identify if the individual is suffering from hikikomori. 
Inquiries should be made in regard to the withdrawing behaviors 
observed that include silence, not leaving the room, disengagement in 
social functions and activities, and a diffi culty leaving the room. 

 2. In some cases in Japan, patients suffering from hikikomori will not leave 
their rooms to eat and must be brought their food (often parents/loved 
ones will leave food at the door of the room). 
 Assessment tool: 
 Hikikomori Behavioral Checklist (Sakai,  2004 ). 

 Hwa-byung  Disorder in which 
one’s suppressed 
anger (usually 
women) is sublimated 
into various physical 
symptoms; this 
disorder is typically 
self-diagnosed by 
patient. Patients often 
feel a lot of guilt in 
regard to having these 
symptoms and may 
often feel like a 
burden upon their 
family 

 1. Assess for current symptoms, and discuss with patient if the emergence 
of symptoms followed a traumatic or a diffi cult family event. 

 2. Inquire about any environmental factors that may have contributed to the 
current disorder: shifts in family dynamics, familial discord, confl icts 
with in-laws, or death of a spouse or a loved one. 

 3. A defi ning characteristic of HB is that patients will acknowledge that 
they have HB and/or family members will note that the patient has HB. 

 4. Despite having HB (and various manifestations of depressive symptoms) 
the patient will appear quite resilient and typically does not have thoughts 
of suicide or self-harm. Make inquiries about the patient’s resiliency and 
what they are able to do despite these symptoms. 
 Assessment tool: 
 Korean MMPI-II and Hwa-Byung Scale (Ketterer et al.,  2010 ; Roberts, 
Han, & Weed,  2006 ). 

       During the assessment process, be sure to note the patients’ cultural heritage before attempting to diagnose a cultural 
bound syndrome. The cultural bound syndrome must match their identifi ed cultural heritage. The context of the symp-
toms is critical in determining the presence or the absence of a cultural bound syndrome  
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 Koro  has differing variations found in China, 
Thailand, and India (Haque,  2008 ; Roy et al., 
 2011 ; Yeh & Kwong,  2008 ). 

 Sumathipala et al. ( 2004 ) performed an exten-
sive literature search on  dhat  syndrome to better 
understand the prevalence rates, treatment, and 
cultural attitudes toward semen loss. For example, 
in a previous research study by Malhotra and Wig 
( 1975 ), 175 males in India (aged 30–50 years) 
were asked about their attitudes toward semen 
loss. They were also inquired about causes and 
the management of semen loss. Researchers 
found that a signifi cant number of respondents 
believed that semen loss was harmful and 30 % 
favored no intervention for its occurrence. In 
addition, 22.5 % of participants advocated for the 
psychological and behavioral persuasion by rela-
tives and friends to avoid negative infl uences, 
masturbation, and erotic literature. A small num-
ber of men suggested dietary intervention, and 
6 % recommended marriage as a treatment option. 

 Semen loss may also cause anxiety in China as 
semen is seen as the essence of energy (chi), so it 
is thought that its excretion produces weakness. 
Hence, people who experience semen loss may 
fear that they will lose their strength and energy. 
Moreover, in this review, Sumathipala et al. 
( 2004 ) also found historical evidence, indicating 
that  dhat  syndrome was prevalent in Europe, 
Asia, and Australia mainly in the nineteenth 
 century, but is not as prevalent in the Western 
world today. The authors argued that with indus-
trialization and urbanization, anxiety about semen 
loss in the West has diminished and that the same 
is likely to occur in southern parts of Asia. They 
also believe that the category “culture-bound syn-
dromes” should be abandoned and that a focus on 
multiaxial systems, which include cultural factors 
in aetiology and management, be implemented.  

    Somatization and Emotional 
Suppression 

 Other Asian culture-bound syndromes underscore 
somatization over emotional expressions. For 
example, neurasthenia (also known as  shenjing 
shuairuo ) is perceived as a Chinese version of 
major depressive disorder but the main focus is on 

the physical versus the psychological symptoms 
such as weakness, fatigue, chest pain, and intense 
heartbeat that may be irregular (palpitations, 
tachycardia); cold and clammy hands and feet; 
abnormally rapid breathing (hyperventilation); 
dizziness or faintness; periodic sighing; and/or 
sweating for no apparent reason, yet triggered by 
anxiety and depression (Kleinman,  1977 ). 

 Asian culture-bound syndromes also under-
score the cultural emphasis on restraining one’s 
emotions. Specifi cally,  hwa - byung  or  wool -hwa - 
bung     in Korea (known as  anger syndrome ) is 
believed to emerge from the suppression of anger. 
Symptoms from this syndrome include insomnia, 
panic, fear of impending death, indigestion, pal-
pitations, generalized aches and pains, and a feel-
ing of a mass in the epigastrium (Glossary of 
Culture-Bound Syndromes,  2001 ; Min & Lee, 
 1989 ).  Hwa - byung  has been reported to occur in 
4–11.9 % of women of Korean descent. This is 
more common in older women who are from 
South Korea, and the symptoms continue even 
when they immigrate to the United States. 
According to Korean culture, women with men-
tal illnesses are seen as social deviants. Hence, 
they tend to avoid seeking professional help for 
fear of bringing shame onto themselves and their 
families (Myunghan & Hye-A,  2011 ). Myunghan 
and Hye-A ( 2011 ) shared specifi c ideas for how 
practitioners can assess for  hwa - byung , diagnose 
it, and manage its symptoms. They also provided 
a case study of a 61-year-old fi rst-generation 
South Korean immigrant who came to the United 
States 37 years ago and continues to have  hwa - 
byung    . This case helps to describe the difference 
between  hwa - byung  and depressive disorder. 

 Haque ( 2008 ) described the main culture- bound 
syndromes in Malay and Chinese cultures that 
relate to fear, anger, and violence. In particular, 
 amok  is a brief and sudden outburst of unrestrained 
violence, typically of a homicidal nature, that pre-
cedes a period of brooding and exhaustion. While 
the DSM-IV recognizes  amok , it fails to acknowl-
edge the more common syndrome,  beramok , which 
is related to personal loss and is preceded by 
depression.  Amok  is also connected to feelings of 
rage and the possibility of violent attacks. 

 The second disorder described by Haque 
( 2008 ) is  latah. Latah  is a trance syndrome 
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 exemplifi ed by a severe response to startling 
stimuli and an intense hypersensitivity to sudden 
fright.  Latah  is frequently associated with echo-
praxia, echolalia, and dissociative or trancelike 
behaviors (Haque,  2008 ).  Latah  is a condition in 
which a person is often startled or surprised and 
reacts by yelling out obscene utterances or in 
some instances imitate words, gestures, or actions 
or automatically obeys commands that would not 
normally be followed (Winzeler,  1995 ).  Latah  
affects some individuals more than others. 
Moreover, people often report that they have no 
memory of an episode of  latah . The examples 
provided by Winzeler ( 1995 ) emerge from his 
own observation and from stories shared by 
Malaysian individuals. He contends that  latah  is 
well known in Malaysia and is often depicted in 
the mass media and discussed during government 
trials. He also shares a brief history of culture- 
bound syndromes and the different perspectives 
related to the terminology used to describe them.  

    Spiritual and Ancestral Worlds 

 Asian culture-bound syndromes also often priori-
tize connections to the spiritual and ancestral 
world. In Taiwan, there is a syndrome known as 
 hsieh - ping  which is exemplifi ed by a brief period 
of disorientation during which one is over-
whelmed by an ancestral ghost, who tries to com-
municate to one’s family members. Symptoms of 
 hsieh - ping  often include a daze-like state, trem-
ors, and visual or auditory hallucinations. 
Likewise, in Korea, there is a syndrome known as 
 shin - byung , which refers to feelings of anxiety 
and a series of physical reactions such as faint-
ness, appetite loss, insomnia, and gastrointestinal 
problems. People with  shin - byung  also often 
experience dissociation and possession by ances-
tral spirits (Burnhill, Park, & Yeh,  2008 ).  

    Interdependence 

 In addition to a cultural emphasis on the spiritual 
and ancestral world, many Asian cultures highlight 
the importance of interdependence, and this 
 cultural value is embedded in notions of cultural 

syndromes. In fact, many Asian cultural syndromes 
include intense social reactions and feelings. 
An especially unique culture-bound syndrome, 
 hikikomori , is from Japan.  Hikikomori  describes 
the phenomenon of youth and young adults (typi-
cally male) who unexpectedly withdraw from soci-
ety by locking themselves in their bedroom or 
another room in their home for a minimum of 
6 months (Jones,  2006 ; Teo,  2009 ). Many experts 
believe that this type of confi nement and alienation 
often emerges from the experience of intense social 
pressures, relationships, family problems, and a 
lack of interest in social relations. One expert esti-
mates that the number of hikikomori are close to 
one million in Japan, but others believe that the 
number is signifi cantly lower (roughly 20 % of all 
male youth in Japan). The majority of  hikikomori  
cases are with the oldest son in the family, perhaps 
because of the intense familial pressure to be suc-
cessful (Jones,  2006 ). There have also been cases 
reported in South Korea, Taiwan, Hong Kong, and 
among Asian immigrants in the United States. 

 Two additional examples of culture-bound 
syndrome that illuminate interpersonal and 
emotional issues in Asian cultures are  jiko -
shisen - kyofu     (fear of one’s own glance) and  tai-
jin - kyofusho  (fear of interpersonal relations), 
both found primarily in Japan (Iwata et al., 
 2011 ). Iwata and colleagues ( 2011 ) describe 
four cases that illuminate the unique cultural 
aspects of these syndromes. In the fi rst case, a 
27-year-old male fi rst fears his own glance at 
the age of 16 and eventually withdraws from 
societal interactions because of his extreme 
worry that his glance causes others discomfort. 
He was admitted to a hospital and advised to 
receive Morita therapy, which was developed in 
Japan in the 1920s as a type of cognitive-behavioral 
therapy, proven effective in the treatment of 
 taijin - kyofusho    . However, the patient declined 
the offer. In the second case, a 21-year-old 
female that has  jiko - shisen - kyofu  was abused by 
her father throughout her childhood. She was 
treated with alprazolam and risperidone to 
reduce her anxiety, agitation, labile affect, and 
suicidal ideation but not given any medicine to 
treat her fear of offending others with her 
glance. During an intervention, her father was 
warned against seeing her, which greatly 
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reduced her worries about her own glance. In 
the third case, a 50-year-old male taxi driver had 
 jiko - shisen - kyofu  since he was 20 years old. At 
22, he was treated with an antidepressant, but it 
did not alleviate the fear of his own glance. Later 
he was treated with pimozide but still continued 
to have  jiko - shisen - kyofu . In the fourth case, a 
52-year-old female with fear of her glance 
responded well to a combination of 30 mg/day of 
maprotiline and 6 mg/day of bromazepam. After 
the treatment, she reported only rare feelings of 
embarrassment due to the problem. 

 Iwata et al.’s ( 2011 ) main point is that unlike 
the other subtypes of  taijin - kyofusho ,  jiko -shisen    - 
kyofu     is the only true culture-bound syndrome. 
All cases have been reported in Japan, with the 
exception of one case that has been reported in 
Korea. The other subtypes of  taijin - kyofusho     
have related syndromes that can be found in 
Western countries. For example, a fear of blush-
ing is common among people with social phobia 
in the West. Additionally, the fear of a deformed 
face or body fulfi lls the criteria for body dysmor-
phic disorder under the DSM-IV. Although pho-
bia of one’s own foul body odor cannot be 
assigned to any of the diagnoses in the DSM-IV, 
a similar condition (olfactory reference syndrome) 
exists in the West.  

    Cultural Considerations in 
Assessing Asian Culture- Bound 
Syndromes 

 Asian culture-bound syndromes have still not 
been adequately recognized in the Western diag-
nostic system. Specifi cally, the DSM-IV primar-
ily holds a Western worldview of mental health 
and normalcy and does not fully consider other 
cultural world views. Haque ( 2010 ) contends that 
in order to assess and treat Asian culture-bound 
syndromes, it is important to have a strong appre-
ciation and knowledge of mental health, concep-
tions of illness, and treatment based on Hinduism, 
Buddhism, Chinese beliefs, and Islam. Haque 
( 2010 )offers specifi c practical guidelines relating 
to assessing clients. These include assessing the 
client’s holistic cultural identity, seeking to 

understand his/her perspective of illness, the role 
of one’s culture in his/her life, and the role and 
need for a language interpreter. 

 As described in the previous sections, Asian 
culture-bound syndromes tend to emphasize 
mind and body connection, spiritual and ances-
tral worlds, somatization and emotional suppres-
sion, and interdependence. These cultural 
priorities underscore critical values and aspects 
of Asian culture that must be considered in the 
assessment and treatment of Asian culture-bound 
syndromes. For Asian-Americans and immi-
grants living in the United States, there are many 
additional factors that may infl uence the expres-
sion of Asian culture-bound syndromes: cultural 
orientation, ethnic identity, acculturation, cul-
tural explanations for illness, available social 
support systems, religion, and kin networks. In 
particular, a critical problem with the Western 
medical model of psychology and psychiatry is 
that many cultural groups do not share this con-
ceptualization of mental health and disease and 
in fact have a considerably unique and shared 
cultural view of health. It follows that assessment 
and treatment plans should be consonant with 
indigenous perceptions and beliefs about disease 
and health. 

 Haque ( 2008 ) provided a description of men-
tal health concepts in Malay and Chinese cultures 
as well as cultural practices in healing. For exam-
ple, in Malay culture, there is a strong belief in 
the spiritual world and that humans are made of 
both body and soul. While the body needs and 
desires physical pleasure there may be a tendency 
to overstep its boundaries. In these cases, the soul 
of a person intervenes and strikes a balance in the 
individual. Moreover, in Chinese culture, emo-
tion is a critical element in the body’s basic func-
tions and is managed by the circulation of chi (air 
or breath). Emotions that are abnormal impact 
the functions of chi. In this regard, excessive, 
unbalanced, or undisciplined emotions are the 
basis for most types of illnesses. 

 It is important to recognize that approaches to 
healing refl ect deeply embedded cultural belief 
systems. For example, Malays rely on a local 
healer (known as  bomoh ) for the treatment of 
their culture-bound syndromes. This healer may 
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in fact be someone in the family. There are many 
different kinds of  bomoh  based on the different 
types of illnesses.  Bomoh  often treat illnesses 
through specifi c ceremonies that entail reading 
from the Quran, using magical charms, calling 
upon spirits, or food preparation. In Chinese cul-
ture, there is a reliance on  shen , who are spiritual 
beings who also behave as mediums during traces 
and communicate with the deities.  Shen  also use 
various traditional practices such as acupuncture, 
herbal medicine, special diets, and exercises to 
clear a blocked chi (Haque,  2008 ). 

 As another example, the treatment of  hikiko-
mori  also refl ects some specifi c Asian cultural 
values in Japan. In particular, most families who 
have a child with  hikikomori  leave them alone in 
hopes that they will get out of this phase or grow 
out of it. Many families do not discuss the syn-
drome with anyone, including close friends and 
family. In order to hide their secret, many fami-
lies create elaborate stories. While there are 
 different programs emerging in Japan to address 
 hikikomori , families are slow to react and engage. 
While from an American perspective many par-
ents may assertively respond to the social con-
fi nement, in Japan, such an approach may be 
harmful to social harmony. Furthermore, many 
Japanese families may wish to keep the  hikiko-
mori  a secret in order to save face and maintain 
social relations (Jones,  2006 ). 

 The typical Japanese responses for dealing 
with  hikikomori  refl ect important cultural orien-
tations and values that exist for other culture- 
bound syndromes as well. For example, in 
treating various syndromes such as neurasthenia, 
the most common method is to treat the physical 
symptoms only with herbal remedies, acupunc-
ture, or other forms of traditional Chinese medi-
cine. Similarly, when treating syndromes that 
have a spiritual component, it is common to use 
prayer, ancestral worship, and communication 
with spirits (Inman, Yeh, Madan-Bahel, & Nath, 
 2007 ). Hence, treatment for Asian culture-bound 
syndromes must be considered in the context of a 
culture’s understanding and conceptualization of 
disease and health in addition to cultural orienta-
tion and ethnic identity. Cultural specifi c 
responses to disease or stress may not always 

involve a specifi c treatment plan or indigenous 
healer and may also refer to an individual’s cul-
turally responsive coping strategies (   Yeh, Arora, 
& Wu,  2006 ).  

    Assessing and Treating Asian 
Culture-Bound Syndromes 

 The assessment of cultural bound syndromes can 
be a diffi cult process especially when the practi-
tioner is unfamiliar with the differential diagno-
ses and/or has never been exposed to the specifi c 
syndrome. In this section, we present a general 
assessment process to help clarify the presence of 
a potential cultural bound syndrome. We discuss 
cultural consideration, ecological and systemic 
perspectives, and conducting a clinical interview. 
We focus on diagnostic criteria for specifi c cul-
tural bound syndromes of interest and provide 
sample questions and inquiries when conducting 
a clinical interview. Finally, we also offer assess-
ment tools and measures to consider to use dur-
ing the assessment process. 

 In all assessment processes, it is important for 
the practitioner to develop a good working rapport 
with the patient. Working collaboratively with the 
patient and encouraging the patient to describe the 
disturbance in behavioral, affective, and/or cogni-
tive ways will increase the likelihood of determin-
ing the appropriate diagnosis. Moreover, a strong 
connection with the patient will positively impact 
the effectiveness of treatment. In previous litera-
ture (Choi,  2006 ; Choi & Lee,  2007 ; Kim, Kim, & 
Kelly,  2006 ; Mezzich, Kleinman, Fabrega, & 
Parron,  2002 ), the practitioner is advised to help 
the patient to funnel his or her symptoms or dis-
turbances from vague and general disturbances to 
very specifi c and discrete symptoms. 

 For instance, if the patient describes “being 
sad” as a symptom, inquiries should clarify what 
the patient means by the words “being sad.” This 
may include asking questions such as the follow-
ing: “What does your sadness look like?” “How 
often does your sadness appear?” “How long 
does your sadness last?” “What specifi cally trig-
gers your being sad?” “What happens when you 
are sad?” “What do you typically do when you 

18 Assessing Culture-Bound Syndromes Among Asian-Americans



286

are sad?” Practitioners need to create spaces that 
allow patients to indicate in how these symptoms 
have manifested, the progression of each symp-
tom, and how it has impacted their day-to-day 
living experience. In giving patients permission 
to describe their symptoms and experiences in 
their own language, it allows them to feel much 
more comfortable and supported by the practitio-
ner (Mezzich et al.,  2002 ). 

 Asian cultural conceptions of health should 
also be considered when conducting an assess-
ment. For many Asian cultures, there is a strong 
mind and body connection, which contributes to 
how symptoms are experienced and expressed 
(Yeh,  2000 ). In fact, expressing emotional con-
cerns is considered to be stigmatizing and a sign 
of weakness. Hence, physical symptoms may be 
reported more frequently than psychological 
ones (Haque,  2008 ). With this cultural context in 
mind, it is important for the practitioner to 
 differentiate actual physical symptoms with med-
ical origins versus physical symptoms with psy-
chological origins (Beale,  2009 ; Bybee et al., 
 2004 ; Choi,  2006 ; Haque,  2008 ; Penas-Lado, 
Barriales- Villa, & Goicolea,  2003 ; Tsuchihashi 
et al.,  2001 ). A medical evaluation may be war-
ranted to rule out a diagnosable medical disorder, 
if the patient presents with very specifi c physical 
symptoms. 

 Another cultural consideration that must be 
made during the assessment process is that many 
Asian cultures prefer not to make direct eye con-
tact with the practitioner. This can often be 
confused as avoidance, anxiety, or social 
 awkwardness, but in fact for many Asian cul-
tures, this is a sign of respect (Yeh,  2012 ). 
Additionally, the practitioner should not immedi-
ately start asking about the patient’s family, 
fi nancial stability, martial satisfaction, sex, or 
other similar “sensitive” topics. In Asian cul-
tures, talking with a stranger about personal 
problems is inappropriate and refl ects poorly on 
the family name. Since personal information is 
often guarded as private, the patient may be 
unwilling to immediately disclose the informa-
tion without getting to know the process, the 
experience, or the practitioner a little better (Yeh, 
Hunter, Madan-Bahel, Chiang, & Kwong,  2004 ). 

 Once the practitioner has a much more devel-
oped sense of the presenting symptoms, it is 
important to understand the symptoms within a 
specifi c context (Choi & Yeom,  2009 ; Mezzich 
et al.,  2002 ; Min,  2004 ). The context of the pre-
senting symptoms will enable the practitioner to 
determine if a cultural bound syndrome may be 
present (Flaskerud,  2009 ). In developing the con-
text, the practitioner is advised to make inquiries 
about the history of the disturbance and how their 
culture has viewed these and/or similar symptoms 
in their homeland and to also assess the patient 
and family’s level of acculturation to the United 
States (Flaskerud,  2009 ; Mezzich et al.,  2002 ).  

    Ecological and Systemic 
Perspectives in Assessment 

 In fact, practitioners are instruments in the assess-
ment process and are prone to threats of reliabil-
ity and validity (Yeh & Kwan,  2010 ). They can 
be unreliable and invalid tools when their ques-
tions do not represent the client’s main issues, 
when client data are interpreted out of context, 
and when a culturally inappropriate approach is 
applied to understand client’s concerns. It is criti-
cal for practitioners to envision the individual as 
embedded in a larger set of familial, political, 
social, and cultural systems and structures. 

 An ecological perspective (Bronfenbrenner, 
 1979 ) is a helpful approach to assessment on dif-
ferent levels: the microsystem (e.g., families), the 
mesosystem (e.g., communities), and the macro-
system (e.g., policies and structures). Practitioners 
must learn to effectively conduct assessments as 
embedded in a larger social and cultural context; 
investigate the infl uence of political history, 
acculturation, immigration, community, and fam-
ily; and examine language, translation issues, and 
preferred indigenous coping strategies (Yeh & 
Kwan,  2010 ). 

 Specifi cally, it is necessary to adopt an eco-
logical approach when assessing for cultural 
bound syndromes. In addition to focusing on the 
individual, practitioners may also identify sys-
temic forces that infl uence clients’ presenting 
symptoms. An ecological assessment schema 
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offers signifi cant contextual information during a 
clinical interview that may help rule out inaccu-
rate or culturally inappropriate diagnoses. The 
ability to place clients’ psychological and behav-
ioral problems in the correct sociopolitical con-
text is also an issue of cultural competence and 
ethical practice.  

    Conducting a Clinical Interview 

 It is essential for the practitioner to complete a 
thorough interview in regard to how the patient’s 
culture is or is not related to the presenting 
symptoms in order to make a proper diagnosis 
of a cultural bound syndrome (Blease,  2010 ; 
Haque,  2008 ; Min,  2004 ). The difference 
between how Western cultures and Asian cul-
tures defi ne, understand, treat, and accept spe-
cifi c symptoms is vital in determining if a 
cultural bound syndrome exists (Flaskerud, 
 2009 ; Haque,  2008 ). Without the proper cultural 
context, the practitioner is likely to misdiagnose 
the disorder as being a DSM-IV diagnosable 
disorder, such as a somatoform disorder, disso-
ciative disorder, anxiety, depression, impulse 
control disorder, and/or an eating disorder, as 
opposed to being an actual cultural bound syn-
drome (Chang,  1997 ; Choi & Yeom,  2009 ; 
Clarvit, Schneier, & Liebowitz,  1996 ; Flaskerud, 
 2009 ; Ketterer, Han, & Weed,  2010 ; Kim, 
Rapee, & Gaston,  2008 ; McNally, Cassiday, & 
Calamari,  1990 ; Min,  2004 ; Park & Bernstein, 
 2008 ; Tanaka-Matsumi,  1979 ). 

 In addition to assessing the patient, the practi-
tioner is advised to get additional information 
from spouses, family members, and other signifi -
cant individuals about the context of the distur-
bance (Ketterer et al.,  2010 ; Mezzich et al.,  2002 ; 
Min,  2004 ). In interviewing the family members 
and close relations, similar interviewing tech-
niques should be employed to assist in clarifying 
the diagnosis and to determine if a strong enough 
cultural context exists that explains for the pre-
senting symptoms. Family involvement allows 
clients to tell their story and history and incorpo-
rates critical dimensions of the clients’ social and 
cultural world (Yeh,  2012 ). 

 In developing a collaborative relationship 
with the patient and the family/signifi cant others, 
the practitioner will fi nd that all parties involved 
will be much more candid and open to the inter-
ventions and support of the practitioner. Once the 
practitioner has clearly identifi ed that a potential 
cultural bound syndrome exists, Table  18.1  can 
assist the practitioner in determining what cul-
tural bound syndrome can best describe the 
symptoms presented by the patient.  

    Future Directions for Assessing 
Asian Culture-Bound Syndromes 

 The assessment and diagnosis of Asian culture- 
bound syndromes are still in a beginning phase. 
Clearly there needs to be more research in regard 
to the development of structured and unstruc-
tured interviews and assessment protocols that 
assess for specifi c cultural bound syndromes 
(Tseng, Min, Nakamura, & Katsuragawa,  2012 ). 
Additionally, these assessments need to be cre-
ated in the appropriate languages and translated 
into English, as these disorders are increasingly 
appearing in the United States and culturally 
appropriate instrumentation needs to be available 
to practitioners in the United States. 

 Additional research studies also need to empir-
ically validate the effi cacies of pharmacological 
and therapeutic treatments for culture- bound syn-
dromes. Specially, a guide book or manual can aid 
the well-informed practitioner in regard to how 
best to treat patients suffering from the various 
cultural bound syndromes. This type of manual 
should incorporate the perspectives of practitio-
ners and healers from these native countries. 

 We also suggest that comparative samples and 
research studies should be conducted between 
individuals living in the United States that are 
diagnosed with a cultural bound syndrome and 
should be compared to others with the same cul-
tural bound syndrome in their country of origin in 
order to determine if any differences exist in the 
progression, manifestation, and treatment of the 
syndrome across countries. Currently, there are 
very few studies that even focus on the preva-
lence of Asian culture-bound syndromes in the 
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United States, so developing culturally respon-
sive treatment plans is quite challenging for 
practitioners. 

 We also advocate for the development of 
 diagnostic criteria that clearly and accurately 
refl ect the defi ning characteristics of the cultural 
bound syndrome. We also believe that it is impor-
tant to have specifi c strategies outlined so that 
practitioners can more effectively differentiate 
between the cultural bound syndrome and differ-
ent types of DSM-IV diagnoses. Furthermore, 
Simons ( 2001 ) believes that it is essential for the 
 diagnoses to be coherent and accurate because 
individuals are often very conscious of the way 
they are labeled and may try to change their 
behavior and self-conceptions in response to 
their classifi cation. 

 This chapter centered on the assessment of 
culture-bound syndromes among Asian- 
Americans. Given the increasing numbers of 
immigrants coming to the United States from 
various Asian countries, we believe that it is 
urgent for practitioners, researchers, and educa-
tors to better understand the unique history and 
background of these syndromes. We offered many 
examples of different syndromes in an attempt to 
better explain the importance of cultural consider-
ations and the need for an unbiased cultural 
approach when working with Asian- American 
clients and patients who may present with Asian 
culture-bound syndromes. Additionally, we 
offered some specifi c recommendations for the 
assessment and treatment of Asian-American 
individuals who appear to have Asian culture-
bound syndromes. We underscored the impor-
tance of incorporating cultural values in working 
with clients who present with such concerns. 
Finally, we provide some suggestions and ideas 
for future efforts in research and practice as they 
relate to Asian culture-bound syndromes.     
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        In our review of the extant literature on cognitive 
decline and dementia in Asian elders we made 
several key observations. First, the literature on 
the assessment of cognitive decline in Asian 
elders in a US context is extraordinarily limited. 
In fact, the vast majority of relevant research has 
been internationally conducted, possibly limiting 
the generalizability of norms and cutoffs to Asian 
elders residing in the USA. Second, many Asian 
cultures possess a great deal of stigma towards 
with cognitive decline, making assessment more 
diffi cult. For example, the Chinese word for 
dementia is 痴呆 Chīdāi; the fi rst character 
means “imbecile” or “silly” and the second 
means “foolish” or “stupid” (Dementia,  2013 ). 

Unfortunately, dementia is present in Asian 
elders with an estimated prevalence rate of 9 % in 
primacy care settings. While this is lower than 
the 16 % prevalence rate observed in Caucasian 
individuals in primary care settings (Chen, Foo, 
& Ury,  2002 ), it is clear from these numbers that 
a substantial number of Asian elders are impacted 
by cognitive impairment. Complicating things 
further is the broad range of diversity that consti-
tutes the Asian culture; 24 ethnicities make up 
the Asian American panoramic in the USA (   U.S. 
Census Bureau,  2000 ), and each of these ethnic 
groups has its own language, customs, and chal-
lenges in assessment. Finally, our review of the 
literature also revealed numerous sources that 
emphasized the importance of considering liter-
acy and educational attainment when assessing 
for cognitive decline with Asian elders. 

 In addition to the observations we made in our 
review of the literature, Dick and colleagues 
( 2006 ) outlined the challenges in assessing 
dementia in Asian elders which include perceiv-
ing memory problems as a normal part of aging 
and misattributing cognitive impairment to the 
stress of immigration and acculturation, an imbal-
ance of yin and yang, mental illness, or punish-
ment for past actions. Dick and colleagues also 
noted the complexities of language that result in 
diffi culty translating and adopting existing tests. 
As a result, a number of experts have proposed 
alternatives for words when words or phrases 
either do not exist in another language or the 
translation itself creates nuanced problems. For 
example, in the Shanghai version of the MMSE 
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“please close your eyes” was replaced with 
“please raise your hands” as “please close your 
eyes” has a death connotation in Shanghai (Zhang 
et al.,  1990 ). Moreover, differential  linguistic per-
formance has been demonstrated for tasks that 
involve recall where the number of syllables var-
ies across languages. For example, Hispanic indi-
viduals completing digit span tend to perform 
poorer on digit span as the numbers in Spanish pro-
duce a greater number of syllables whereas 
Vietnamese and Chinese speaking individuals 
score higher on these same tests (Dick et al.,  2006 ). 

 Dick and colleagues ( 2006 ) also discussed the 
relevance of timed tasks with Asian clients, empha-
sizing that many Western psychological tests place 
a premium on effi ciency. Specifi cally, they dis-
cussed how Spreen and Strauss ( 1998 ) found that 
Asian individuals took longer to complete Part A of 
the Trail Making Test than their Caucasian peers 
even when educational differences were accounted 
for. Others have also cited the fast pace as a Western 
and particularly US cultural characteristic. Indeed, 
researchers have found that even when education is 
controlled for, Chinese individuals take longer on 
timed tests than Caucasians (Spreen & Strauss, 
 1998 ). Therefore the test administrator may take 
this into account particularly in instances where 
performance is poor on time measures only. 

 Given the limited research available on this 
population, we choose to limit the scope of this 
chapter to assessment measures that function as 
screens for cognitive impairment and to assess-
ments that are specifi c to Asian cultural groups. 
We also took care to limit our discussion of the 
measures that are the most applicable to Asians 
who are residing in the USA as the focus in this 
book is mostly within that context, although 
when necessary we extended beyond research 
conducted in a US context and ventured abroad 
for resources to provide the most salient recom-
mendations for assessment possible. 

 The American Psychological Association 
( 2011 ) created guidelines for the evaluation of 
dementia and age-related cognitive decline, empha-
sizing the importance of the clinical interview and 
the administration of standardized psychological 
and neuropsychological tests. The guidelines call 
for the use of a brief mental status examination and 

for comprehensive neuropsychological evaluations 
for dementia and cognitive change including tests 
that assess multiple cognitive domains including 
memory, attention, perceptual and motor skills, 
language, visual- spatial abilities, reasoning, and 
executive functions (and in certain instances mea-
sures of mood and personality). Because the neuro-
psychological assessment chapter in this book 
covers a range of tests that are specifi c for the eval-
uation of the above domains, we refer the reader to 
that chapter for specifi cs regarding the appropriate 
use of these tests in Asian American populations. 

    Mini-Mental Status Examination 

    The Mini-Mental Status Examination (MMSE; 
Folstein, Folstein, & McHugh,  1975 ) is a 30-item 
measure assessing seven cognitive domains 
including orientation to time, orientation to place, 
registration, attention and calculation, recall, lan-
guage, and visual construction. For the standard 
English version of the MMSE the cutoff is 24 out 
of 30, with a score of 23 or less indicating cogni-
tive impairment. 

 There are several versions of the MMSE that 
are applicable to Asian individuals although the 
bulk of the research on these measures was con-
ducted abroad and therefore their generalizability 
should be taken into consideration. For example, 
the Chinese Mini-Mental Status Examination 
(C-MMSE) was initially developed by Katzman 
et al. ( 1988 ) and since then a series of cultural and 
linguistic modifi cations of MMSE for C-MMSE 
have been recommended (see Table  19.1  for 
details). In addition to cultural and linguistic mod-
ifi cations, our review of the literature revealed 
varying cutoff scores with corresponding sensitiv-
ity and specifi city levels (see Table  19.2  for 
details). Moreover, adjustments based on literacy 
and educational attainment have been developed. 
For example Cui and colleagues ( 2011 ) reported 
that the Institute of Mental Health of Peking 
University recommends using the following cut-
off scores: 14/15 for individuals who are illiterate 
and 19/20 for individuals who are non-illiterate. 
In terms of educational adjustments, Cui et al. 
reported that the Shanghai Mental Health Center 
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    Table 19.1    Cultural and linguistic modifi cations for Chinese versions of the MMSE   

 Measure  Item  Revised item  Source 

 CMMSE  Orientation (place, fl oor, city, 
county, state) 

 Province, district, street, place, fl oor  Katzman et al., 1988 as 
cited in Zhang et al.,  1990  

 Repetition (“no if, ands, or buts”)  “Forty-four stone lions”  Katzman et al., 1988 as 
cited in Zhang et al.,  1990  

 Following commands 
(“close your eyes”) 

 “Please raise your hands”  Katzman et al., 1988 as 
cited in Zhang et al.,  1990  

 Sentence construction 
(“write a sentence”) 

 “Say a sentence” to account for 
lack of education 

 Chiu et al.,  1998  

 Attention (spell “world” 
backwards) 

 Reversal of fi ve digits  Chiu et al.,  1998  

 Registration (apple, table, penny)  National fl ag, tree, rubber ball  Xu, Meyer, Huang, 
& Du,  2003  

 CAMSE  Registration (apple, table, penny)  Apple, table, ax  Xu et al.,  2003  
 Attention (spell “world” 
backwards) 

 “JIN MU SHUI HUO TU” (metal, 
wood, water, fi re, earth) backwards 

 Xu et al.,  2003  

 Naming (pencil, watch)  Button, watch  Xu et al.,  2003  
 Following commands 
(“close your eyes”) 

 Observing and imitating the posture 
shown by a cartoon of a man 
crossing his arms across his chest 

 Xu et al.,  2003  

 Sentence construction 
(“write a sentence”) 

 Ask: “If you did not know my name 
how would you fi nd out my name?” 

 Xu et al.,  2003  

   CMMSE  Chinese Mini-Mental Status Examination,  CAMSE  Chinese Adapted Mini-Mental Status Examination  

   Table 19.2    Cutoff scores and sensitivity and specifi city levels for the Chinese versions of the MMSE   

 Measure  Source  Cutoffs  Specifi city (%)  Sensitivity (%)  Notes 

 CAMSE  Xu et al.,  2003   22  86.44  81.67  For literate participants 
 Xu et al.,  2003   20  73.17  84.85  For illiterate participants 

 CMMSE  Wong et al.,  2013   23/24  84  58 
 Sahadevan, Lim, Tan, 
& Chan,  2000  

 20/21  93  94  Aged 60–74 with 0–6 years 
of education 

 Sahadevan et al.,  2000   23/24  87  93  Aged 60–74 with more than 
6 years of education 

 Sahadevan et al.,  2000   18/19  92  94  Aged 75 and older with 
0–6 years of education 

 Sahadevan et al.,  2000   22/23  88  100  Aged 75 and older with more 
than 6 years of education 

 Zhang et al.,  1990   17/18  92.7  85.2  No formal education 
 Zhang et al.,  1990   20/21  92.7  85.2  1–6 years of education 
 Zhang et al.,  1990   24/25  92.7  85.2  More than 6 years of education 
 Hu et al.,  2013   26  53  85  For detecting MCI 
 Hu et al.,  2013   26  95  94  For detecting AD 

      CMMSE  Chinese Mini-Mental Status Examination,  CAMSE  Chinese Adapted Mini-Mental Status Examination  

recommends 17/18 for those without formal edu-
cation, 20/21 for those with 1–6 years of educa-
tion (primary school), and 24/25 for participants 
with more than 6 years of education (middle 
school or higher). Similarly, the Beijing Union 

Medical College recommends the following cut-
off scores: 19/20 for those without formal educa-
tion, 22/23 for those with 1–6 years of education 
(primary school), and 26/27 for participants with 
more than 6 years of education (middle school or 
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higher). If an individual scores below these cut-
offs cognitive impairment is suspected and further 
assessment is required. In additional to the 
C-MMSE, other renditions of the MMSE that are 
specifi c to varying cultural groups also exist. 
Tables  19.3  and  19.4  summarize linguistic and 
cultural modifi cations to various renditions of the 
MMSE, and Table  19.5  summarizes recom-
mended cutoff scores and sensitivity and specifi c-
ity levels for the same measures.

       In our review we noted a few important fi nd-
ings that merit a discussion here. First, Tse and 
colleagues ( 2013 ) noted that enhancement of 
older adults’ performance on some C-MMSE 
items, including attention and orientation to time 
and place, highlights the role of attention as an 
early marker for dementia. While not specifi c to 
Asians, Tse et al. also reported that it is likely that 
education enhances performance in some 
C-MMSE components because the tasks involved 
refl ect typical routine tasks learned in school. In 
light of the fi ndings described above some experts 
focused on adapting the MMSE for those who are 
illiterate or minimally educated (Xu et al.,  2003 ). 
For example, as shown in Table  19.1 , the CAMSE 

asks participants to respond to the question “If 
you did not know my name how would you fi nd 
out my name?” rather than “write a sentence” to 
account for educational differences.  

    Montreal Cognitive Assessment 

 The Montreal Cognitive Assessment (MoCA) is 
used to assess for mild cognitive impairment 
(MCI) and covers several domains including 
attention, orientation, language, verbal memory, 
visual-spatial ability, and executive function. 
A score of ≥ 26 (out of a possible 30 points) is 
indicative of normal cognitive functioning with a 
1-point education correction for those individuals 
who have less than 12 years of education 
(Nasreddine, Phillips, Bedirian, et al.,  2011 ). It is 
freely available in multiple languages on the 
Internet (  http://www.mocatest.org/    ) with avail-
able references regarding its use related to a 
broad spectrum of cognitive disorders (e.g., 
Parkinson’s, Alzheimer’s dementia, HIV-related 
dementia) as well as a bibliography detailing the 
research that has been conducted on this  measure. 
This measure has been demonstrated to be reli-
able, valid, specifi c, and sensitive (e.g., 
Nasreddine et al.,  2011 ; Luis, Keegan, & Mullan, 
 2009 ). For example, Smith, Gildeh, and Holmes 
( 2007 ) administered the MoCA and the MMSE 
to 32 individuals with dementia, 23 individuals 
with MCI, and 12 controls at baseline and at 
6-month follow-up. They found that the MoCA 
was effective in identifying those at risk of devel-
oping dementia at 6-month follow-up. 

 A review of the extant literature revealed that 
the MoCA may effectively be used with 
Taiwanese (Tsai et al.,  2012 ), Japanese 
(Fujiwara et al.,  2010 ), Korean (Lee et al., 
 2008 ), Chinese (Hu et al.,  2013 ; Lu et al.,  2011 ; 
Wong, Lam et al.,  2013 ; Zhang & Liu,  2008 ), 
Thai (Tangwongchai et al.,  2009 ), and Sri 
Lankan individuals (Karunaratne, Hanwella, & 
de Silva,  2011 ). Moreover, research on this 
measure with Chinese individuals revealed that 
it is a useful and psychometrically valid tool for 
the assessment of gross cognitive function in 
patients who have experienced a traumatic brain 

   Table 19.3    Cultural and linguistic modifi cations for 
Indian version of the Hindi Mini-Mental Status 
Examination (H-MMSE; Ganguli, Ratcliff, Chandra, 
Sharma, & Gilby,  1995 )   

 Item  Revised item 

 Orientation (day, date, 
month, year, season) 

 Time of day, day of week, 
date, month, season 

 Orientation (place, 
fl oor, city, county, state) 

 District, postal district, village, 
block, “whose house is this?” 

 Registration (apple, 
table, penny) 

 Mango, chair, coin 

 Attention (spell 
“world” backwards) 

 Name the days of the week 
backwards 

 Naming (pencil, watch)  Pen, watch 
 Repetition (repeat “no 
if, ands, or buts”) 

 “Neither this nor that” 

 Following commands 
(“close your eyes”) 

 If illiterate, told “look at me 
and do exactly what I do” and 
then the examiner closes his or 
her own eyes 

 Sentence construction 
(“write a sentence”) 

 Ask “tell me something about 
your house” 

 Copy intersecting 
pentagons 

 Copy a diamond within a 
square 
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injury (Wong et al.,  2013 ) and for individuals 
with cerebral small vessel disease (Wong et al., 
 2009 ). The usefulness of this measure is not 
only specifi c to Chinese individuals but also 
with elderly individuals from other Asian back-
grounds and can be used effectively to screen 
for MCI (Lee et al.,  2008 ). Table  19.6  summa-
rizes the research on the MoCA with various 
Asian groups.

   Despite the ample body of research that sup-
ports the use of this measure with individuals of 
various Asian backgrounds, Lu and colleagues 
( 2011 ) highlighted that the generalizability of the 
MoCA’s validity to large general (non-clinical) 
populations (as it had mostly been researched in 
clinical settings) was questionable. In light of 
this, Lu et al. examined the use of the MoCA with 
cognitively normal individuals, individuals with 
MCI, and individuals with dementia in mainland 

China. They established that the MoCA is in fact 
a valid screen for cognitive impairment. 

 Similar to the MMSE, several authors 
 recommended cultural and linguistic modifi ca-
tions of MoCA for the different Asian popula-
tions. For example, even among those with the 
highest level of education, the words “watch” 
and “ruler” in the abstract thinking task were 
only correctly identifi ed 50 % of the time in the 
Chinese population (Hu et al.,  2013 ). Table  19.6  
summarizes linguistic and cultural modifi ca-
tions that are recommended, and Table  19.7  
summarizes available recommended cutoff 
scores and sensitivity and specifi city levels. It is 
important to note that much of the research 
described above has been conducted abroad and 
therefore when using the MoCA with individu-
als residing in the USA, results may need to be 
interpreted with caution.

   Table 19.4    Cultural and linguistic modifi cations for Korean, Taiwanese, and Thai versions of the MMSE   

 Group  Measure  Item  Revised item  Source 

 Korean MMSE  K-mMMSE  Registration (apple, 
table, penny) 

 Airplane, pine tree, 
sincerity 

 Seul-Ki, Ki-Hyun, & 
Jae-Min,  2004  

 MMSE-K  Following commands 
(“close your eyes”) 

 Ask: “Why do people 
wash their clothes?” 

 Park & Kwon,  1990  

 MMSE-K  Sentence construction 
(“write a sentence”) 

 Ask: “How can you 
give an ID card back to 
the owner if you fi nd it 
on the street?” 

 Park & Kwon,  1990  

 MMSE-K  Repetition (repeat “no if, 
ands, or buts”) 

 In Korean, “all Korea, 
beautiful” 

 Park & Kwon,  1990  

 K-MMSE  Repetition (repeat “no if, 
ands, or buts”) 

 In Korean, “seeing is 
believing” 

 Han et al.,  2008  

 K-MMSE  Three-stage command 
(“take this paper in your 
right hand, fold it in half, 
and put it on the fl oor”) 

 “Turn the paper over, 
fold it in half, and give 
it to me” 

 Han et al.,  2008  

 Taiwanese MMSE  CMMSE  Orientation (place, fl oor, 
city, county, state) 

 City, district, street, 
fl oor, room 

 Shyu & Yip,  2001  

 Registration (apple, 
table, penny) 

 Bicycle, happy, red  Shyu & Yip,  2001  

 Repetition (repeat “no if, 
ands, or buts”) 

 “Black words are truly 
written on white paper” 

 Shyu & Yip,  2001  

 Thai MMSE  Repetition (repeat “no if, 
ands, or buts”) 

 “Today is a good day”  Phanthumchinda, 
Jitapunkul, Sitthi-Amorn, 
Bunnag, & Ebrahim,  1991  

 Attention (spell “world” 
backwards) 

 Spell “Bangkok” 
backwards (in Thai) 

 Phanthumchinda et al., 
 1991  

  Given the limited existent data for the Japanese MMSE there are no suggested cultural and linguistic modifi cations  
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       Hasegawa Dementia Scale 

 The original Hasegawa Dementia Scale (HDS; 
Hasegawa, Inoue, & Moria,  1974 ) consisted of 
11 items, took 10 min to administer, was pre-
dominantly used in East Asian countries, and 
was characterized by eastern social and cultural 

backgrounds. Since then the HDS has been 
revised (HDS-R) and shortened to nine items 
that assess for orientation to age, time, and date; 
orientation to place; memory of three words; cal-
culation; recall of numbers in reverse order; 
delayed recall of three words; memory of fi ve 
objects; and verbal fl uency. A score of 20 or less 
(out of 30) indicates cognitive impairment 

   Table 19.5    Cutoff scores and sensitivity and specifi city levels for the Indian, Japanese, Korean, Taiwanese, and Thai 
versions of the MMSE   

 Group  Measure  Source  Cutoffs  Spec. (%)  Sens. (%)  Recommendations 

 Indian 
MMSE 

 MMSE  Ng, Niti, Chiam, 
& Kua,  2007  

 23/24  75.6  97.5  This study included 
Chinese, Malay, and 
Indian participants 

 Japanese 
MMSE 

 Japanese MMSE  Konagaya et al.,  2007   26  95.3  91.8 

 Japanese MMSE  Fujiwara et al.,  2010   28/29  97  89  Participants in study 
limited to mild AD 

 Korean 
MMSE 

 K-mMMSE  Seul-Ki et al.,  2004   69/70  79  86  For detecting MCI; 
authors used an 
expanded scoring 
(0–100) to allow for 
fi ner discrimination 

 K-mMMSE  Seul-Ki et al.,  2004   59/60  78  91  For detecting AD; 
authors used an 
expanded scoring 
(0–100) to allow for 
fi ner discrimination 

 MMSE-K  Park, Park, & Ko, 
 1991  

 23/24  91.5  92 

 K-MMSE  Heo, Lee, Park, Ahn, 
& Kim,  2012  

 23/24  80  82  For detecting AD 

 K-MMSE  Heo et al.,  2012   26/27  65  62  For detecting MCI 
 Taiwanese 
MMSE 

 MMSE-short  Lou, Dai, Huang, 
& Yu,  2007  

 11 (out 
of 16) 

 97.4  100  16-item measure 
assessing orientation, 
recall, and attention 
and calculation 

 Thai MMSE  MMSE-Thai 2002  Limpawattana 
et al.,  2012  

 24  66.3  78.7 

 MMSE-Thai 2002  Limpawattana 
et al.,  2012  

 24  76.8  35.4  Illiterate participants; 
suggested cutoff is 14 

 MMSE-Thai 2002  Limpawattana 
et al.,  2012  

 24  88.9  56.6  Participants with 
0–6 years of education; 
suggested cutoff is 17 

 MMSE-Thai 2002  Limpawattana 
et al.,  2012  

 24  91.2  92  Participants with more 
than 6 years of 
education; suggested 
cutoff is 22 

 Thai MMSE  Phanthumchinda 
et al.,  1991  

 18  75  78 
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(Katoh et al. as cited in Tsuboi et al.,  2009 ). The 
HDS-R is more focused on memory and verbal 
fl uency than the MMSE and therefore may be 
more sensitive and specifi c regarding screening 
for Alzheimer’s disease than the MMSE (Kim 
et al.,  2005 ; Tsukamoto et al.,  2009 ). The HDS 
and the HDS-R have both been fairly well 
researched with a focus in Japan and China (e.g., 
Mu et al.,  2000 ). Our review of the literature also 
revealed a Korean version of the HDS- R, which 
has been demonstrated to be more robust to 
demographic infl uences than the MMSE (Jeong 
et al.,  2007 ) and better suited as a screening 

instrument for Alzheimer’s disease than the 
MMSE (Kim et al.,  2005 ). Some additional 
observations that we made as we were reviewing 
the literature include that older age, lower educa-
tion, and being male can impact the performance 
of the HDS-R (Jeong et al.,  2007 ; Mu et al.,  2000 ) 
and therefore adjustments to cutoff scores based 
on these factors may be necessary. Specifi cally 
Jeong et al. ( 2007 ) found that these factors were 
associated with lowered performance on the 
HDS-R. Despite these caveats the HDS-R has 
been demonstrated to be a valid means to screen 
for cognitive impairment (Kim et al.,  2005 ; 

    Table 19.6    Cultural and linguistic modifi cations for the MoCA   

 Group  Measure  Item  Revised item  Source 

 Chinese  MoCA-C; 
BJ-MoCA 

 Alternating Trail Making 
(Roman alphabets) 

 Chinese character sequences 
 甲/乙/丙/丁/戊 

 Hu et al.,  2013 ; Lu et al., 
 2011 ; Nie et al.,  2012 ; 
Yu, Li, & Huang,  2012  

 MoCA-C; 
BJ-MoCA 

 Attention-Auditory 
Vigilance (English alphabet) 

 Arabic numerals  Hu et al.,  2013 ; Lu et al., 
 2011 ; Nie et al.,  2012 ; 
Yu et al.,  2012  

 MoCA-C  Language—Sentence 
repetition 

 Names were changed to more 
common Chinese names 

 Hu et al.,  2013  

 MoCA-C; 
BJ-MoCA 

 Language—Verbal fl uency 
(phonemic letter fl uency) 

 Animal category fl uency  Hu et al.,  2013 ; Lu et al., 
 2011 ; Nie et al.,  2012 ; 
Yu et al.,  2012  

 MoCA-C  Alternating Trail Making 
(character sequence) 

 Suggested change: Color 
changes 

 Hu et al.,  2013  

 MoCA-C  Naming Test (“rhinoceros” 
and “camel”) 

 Suggested change: Replace 
with “tiger” and “panda” 

 Hu et al.,  2013  

 MoCA-C  Word memory test (“velvet” 
and “church”) 

 Suggested change: Replace 
with “silk” and “temple” 

 Hu et al.,  2013  

 BJ-MoCA  Word memory test (“velvet” 
and “daisy”) 

 “Silk” and “chrysanthemum”  Yu et al.,  2012 ; 
Lu et al.,  2011  

 Korean  MoCA-K  Word memory test (“velvet” 
and “daisy”) 

 “Silk” and “azalea”  Lee et al.,  2008  

 MoCA-K  Language—Verbal fl uency 
(phonemic letter fl uency) 

 Objects bought in a market 
fl uency 

 Lee et al.,  2008  

 MoCA-K  Alternating Trail Making 
(Roman alphabets) 

 Korean character sequences  Lee et al.,  2008  

 Sinhalese  MoCA-S  Alternating Trail Making 
(Roman alphabets) 

 Sinhala alphabet  Karunaratne et al.,  2011  

 Naming Test (“rhinoceros” 
and “camel”) 

 “Rabbit” and “elephant”  Karunaratne et al.,  2011  

 Word memory test (“velvet,” 
“church,” and “daisy”) 

 “Cotton,” “temple,” “Araliya” 
(a fl ower) 

 Karunaratne et al.,  2011  

 Language—Sentence 
repetition (the name “John”) 

 The name “Nimal”  Karunaratne et al.,  2011  

 Verbal fl uency (words 
beginning with “F”) 

 Words beginning with “S”  Karunaratne et al.,  2011  
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Yamamoto et al.,  2012 ) and has been used fre-
quently in epidemiological research studies (e.g., 
Shiba et al.,  1999 ). Table  19.8  summarizes the 
limited available data for recommended cutoff 
scores and sensitivity and specifi city levels.

       Cognitive Abilities Screening 
Instrument 

 The Cognitive Abilities Screening Instrument 
(CASI) is a 40-item measure of global cognitive 
functioning that combines items from the MMSE 
and HDS-R to assess attention, concentration, 
orientation, short-term memory, long-term mem-
ory, language abilities, visual construction, list- 
generating fl uency, abstraction, and judgment 
(Teng et al.,  1994 ). Originally designed for use in 
Japan, scores range from 0 to 100 with Teng and 

colleagues fi nding the original cutoff to range 
between 70 and 76 in Japan. 

 Dick and colleagues ( 2006 ) summarized the 
research on the CASI and indicated that valid 
versions of the CASI exist for English-speaking 
individuals in Guam; Chinese elders in Kimmen 
and Taiwan; Japanese elders in Seattle, Honolulu, 
and Japan; and individuals in Vietnam. They also 
reported that both education and age-related 
norms exist for the Chinese and Taiwanese ver-
sions of this measure. Some experts have indi-
cated that the (Chinese) CASI has superior 
specifi city and similar sensitivity to the MMSE 
(Rong, Zhuming, & Xiehe, 2000), at least when 
used in international settings. Our review of the 
literature revealed that the CASI has been used 
extensively in a variety of areas, including exam-
ining cognitive decline in mild Alzheimer’s 
 disease (Huang et al.,  2013 ), depression (Chen, 

   Table 19.7    Cutoff scores and sensitivity and specifi city levels for the MoCA   

 Group  Measure  Source  Cutoffs  Specifi city (%)  Sensitivity (%)  Recommendations 

 Chinese  MoCA-C  Hu et al.,  2013   26  85  92  For detecting MCI 
 MoCA-C  Hu et al.,  2013   26  96  92  For detecting AD 
 BJ-MoCA  Lu et al.,  2011   13/14  83.2  80.9  No formal education 
 BJ-MoCA  Lu et al.,  2011   19/20  82.5  83.8  1–6 years of education 
 BJ-MoCA  Lu et al.,  2011   24/25  81.5  89.9  More than 6 years 

of education 
 BJ-MoCA  Yu et al.,  2012 ; 

Lu et al.,  2011  
 22  63.9  68.7 

 Japanese  MoCA-J  Fujiwara et al.,  2010   25/26  87  93  For detecting MCI 
 MoCA-J  Fujiwara et al.,  2010   25/26  89  100  For detecting AD 

 Korean  MoCA-K  Lee et al.,  2008   22/23  84  89  For detecting MCI 
 MoCA-K  Lee et al.,  2008   22/23  84  98  For detecting AD 

 Sinhalese  MoCA-S  Karunaratne 
et al.,  2011  

 24  79.6  98.1 

 Taiwan  MoCA-T  Tsai et al.,  2012   23/24  78  92 
 Thailand  Moca-Thai  Tangwongchai 

et al.,  2009  
 24  80  80 

   Table 19.8    Cutoff scores and sensitivity and specifi city levels for the HDS-R   

 Group  Measure  Source  Cutoffs  Specifi city (%)  Sensitivity (%)  Recommendations 

 Chinese  HDS-R  Mu et al.,  2000   17  97.7  95.1 
 Japan  HDS-R  Fujiwara et al., 

 2010  
 26/27  97  97  Participants in study 

limited to mild AD 
 Korea  HDS-R  Kim et al.,  2005   18/19  89  88.6  For detecting MDI 

 HDS-R  Kim et al.,  2005   17/18  92.7  90.2  For detecting AD 
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Yeh, & Tsai,  2012 ), and white matter lesions 
(Inaba et al.,  2011 ). 

 We identifi ed only a single study that exam-
ined the psychometric properties of the CASI. 
Gibbons and colleagues ( 2009 ) reported that 
while the CASI had been designed for use in 
cross-cultural studies in Japanese and Japanese- 
American elderly in Japan and the USA, the 
equivalence of the Japanese and English- 
language version of this measure had not been 
investigated. Using an impressive sample of 
Japanese-American elderly they found that the 
CASI measures cognitive function equivalently 
in Japanese and English. Recommended cutoff 
scores and sensitivity and specifi city levels are 
reported in Table  19.9 .

       The Seoul Neuropsychological 
Screening Battery 

 The Seoul Neuropsychological Screening 
Battery (SNSB; Kang & Na,  2003 ) assesses tra-
ditional domains of language, visual-spatial 
abilities, as well as attention, memory, and exec-
utive functioning that are common in most neu-
ropsychological evaluations. This battery is 
being described here as it has been adapted to 
include a dementia-specifi c screen (SNSB-D; 
   Ahn, Kim, Saxton, & Kim,  2007 ) that has good 
overall convergent validity with the MMSE 
( r  = 0.876) as well as moderate-to-good conver-
gent validity for the general cognitive function-
ing score and the subdomains of the SNSB-D 
(attention  r  = 0.629, language and related func-
tion  r  = 0.848, visual- spatial function  r  = 0.779, 

memory  r  = 0.945, frontal/executive function 
 r  = 0.919). Further, the SNSB-D was able to dif-
ferentiate among a sample of Korean patients 
with MCI, Koreans with Alzheimer’s dementia, 
and normal controls, with a high degree of test–
retest reliability (0.960 for normal controls, 
0.999 for MCI, and 0.918 for Alzheimer’s 
dementia). With the exception of the subtest that 
is used to measure frontal lobe/ executive func-
tioning ( p  < 0.072), the discriminant validity of 
this measure is good (being able to discriminate 
normal controls from cognitively impaired indi-
viduals). Despite the apparent strong psycho-
metric properties of this measure, it was 
developed and designed for use in Korea. Thus, 
it presents several challenges for the clinician 
who is not fl uent in Korean and who practices in 
the USA. It was introduced here mainly to sup-
port the initial assertion that there are universal 
constructs across cultures as evidenced by the 
inclusion of the aforementioned domains of 
neuropsychological functioning.  

    Clinical Dementia Rating Scale 

 The Clinical Dementia Rating (CDR) is a semi- 
structured, informant-based interview designed 
to examine a person’s memory, orientation, judg-
ment and problem solving, community affairs, 
home and hobbies, and personal care. The person 
is assigned a score (on a 5-point spectrum) rang-
ing from “none” to “severe.” Scores in each of 
these are combined to obtain a composite score 
that ranges from 0 through 3 (Morris,  1993 ). The 
CDR is relevant here as it has been described as a 

   Table 19.9    Cutoff scores and sensitivity and specifi city levels for the CASI   

 Group  Measure  Source  Cutoffs  Specifi city (%)  Sensitivity (%)  Recommendations 

 Chinese  CASI C-2.0  Lin et al.,  2002   49/50  85  83  No education 
 CASI C-2.0  Lin et al.,  2002   67/68  91  83  1–5 years of education 
 CASI C-2.0  Lin et al.,  2002   79/80  90  89  More than 6 years of 

education 
 CASI C-2.0  Tsai, Lin, Wu, 

& Liu,  2004  
 78.5  97.1  91.9 

 Osaka, Japan  CASI  Teng et al.,  1994   70/71  94  95 
 Tokyo, Japan  CASI  Teng et al.,  1994   75/76  93  93 
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global clinical scale, has established diagnostic, 
severity-ranking utility, and has been amply 
researched with Asian individuals (Lim, Chong, 
& Sahadevan,  2007 ). In a review of the extant lit-
erature on the CDR and Asian individuals Lim, 
Chong, and Sahadevan concluded that clinicians 
who use the CDR with Asian individuals should 
be mindful of the infl uence of cultural factors on 
premorbid lifestyle, informant reliability, and 
performance in certain CDR test items (specifi -
cally judgment and problem solving, community, 
and home and hobbies). 

 Generally speaking there is support that this 
measure can be useful with Asian clients who are 
suspected of having dementia. For example, Lim 
and colleagues ( 2005 ) conducted a retrospective 
review of 329 multiracial Asian patients who 
attended their clinic from 1994 to 1999. They 
found substantial evidence for the validity of the 
CDR’s overall ability to stage dementia severity. 
Specifi cally the CDR showed convergent validity 
when compared against clinical features, mental 
status, and psychometric test scores and DSM 
III-R measures of dementia severity. More 
recently Lam and colleagues ( 2010 ) explored the 
applicability of a combined cognitive and clinical 
approach to identify older Chinese adults at risk 
of cognitive decline. Community-dwelling par-
ticipants (aged 60 or over;  N  = 740) were assessed 
at baseline and 2 years with CDR and a cognitive 
battery. They conducted that a combined 
approach may be more practical in screening for 
MCI participants with diverse educational and 
cultural background highlighting the importance 
of collateral contacts when cognitive decline is 
suspected. Therefore in addition to cognitive bat-
teries, measures such as the CDR should be used 
to assess for the presence of cognitive decline. In 
addition to the above, the CDR has been effec-
tively used in validity and reliability studies of 
other measures to assess Alzheimer’s disease in 
Korean patients (Ahn et al.,  2007 ).  

    Recommendations 

 In this chapter we reviewed several screening 
instruments that can be used with Asian elders to 
screen for cognitive impairment as well as other 

relevant measures that can be useful when 
 cognitive decline associated with dementia is 
suspected. Our review of the literature revealed 
several themes, which resulted in the following 
recommendations. 

 The Asian cultural panoramic in the USA is 
broad, and clinicians are likely to encounter indi-
viduals with varying levels of acculturation as 
well as individuals who were born in the USA; 
individuals who immigrated to the USA during 
childhood; and individuals who immigrated to 
the USA as adults. Our fi rst recommendation is 
that the clinician assess the client’s level of accul-
turation as well as his or her level of fl uency in 
English (which again can range broadly—some 
clients will be native English speakers whereas 
others may not be able to speak English at all). 
Based on the client’s level of acculturation and 
level of English profi ciency, the clinician should 
determine the client’s optimal language for test-
ing (this is typically the person’s native language) 
as researchers found an inverse relationship 
between years spent in one’s native country dur-
ing school age and cognitive performance in late 
life (Yano et al.,  2000 ). 

 The clinician should be aware that the client 
may not come forth with concerns about cogni-
tive decline because of the stigma associated with 
dementia and also with the possible misattribu-
tions of memory impairments that have been 
documented in the literature (Dick et al.,  2006 ). 
Therefore it is important that when cognitive 
decline is suspected (particularly cognitive 
decline that is associated with dementia) mea-
sures such as the CDR be used and/or that the 
clinician make contact with collaterals. Moreover, 
the clinician should not assume that multilingual-
ism may act as a protective factor against the 
development of dementia. For example, research-
ers have found that for Japanese individuals, mul-
tilingualism did not act as a protective factor 
against the development of cognitive decline in 
later life (Crane et al.,  2010 ). Screening for cog-
nitive impairment is important, and thus our sec-
ond recommendation is that screening for 
cognitive impairment occur at routine appoint-
ments, as researchers found that Asians are not as 
likely to seek mental health services as other 
 ethnic groups (Meyers,  2006 ). 
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 Our third recommendation is that clinicians 
consider the various adjustments discussed within 
this chapter. Adjustments to scores may be neces-
sary based on the client’s education (e.g., Tse 
et al.,  2013 ) and age. We also encountered an 
abundance of literature that emphasized the impor-
tance for considering literacy and for the MMSE 
adjustments based on whether or not the person 
can read does exist (Xu et al.,  2003 ). Moreover, the 
presence of agraphia may not in and of itself be an 
indicator of cognitive impairment despite literacy 
levels as individuals who do not practice writing 
characters regularly may be prone to committing 
errors due to lack of practice rather than cognitive 
impairment (Akanuma et al.,  2010 ). 

 In this chapter we covered the following mea-
sures: MMSE, MoCA, HDS, CASI, SEOL, and 
CDR. Each of these measures comes with its own 
strengths and weaknesses, and the utility of each 
of these measures varies in terms of the client’s 
educational attainment, literacy, and native lan-
guage. These factors should all be considered for 
selecting the ideal screening instrument for a par-
ticular client or homogenous group of individuals. 
Ultimately each of these measures offers a rea-
sonable means for screening for cognitive impair-
ment, and if concerns arise, the clinician should 
refer the client for further testing. The neuropsy-
chological assessment chapter in this book pro-
vides a detailed overview of the specifi c domains 
that should be tested when cognitive impairment 
is suspected and details recommendations for spe-
cifi c measures that assess said domains.     
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           Introduction 

 Schizophrenia is a severe and persistent mental 
illness affl icting approximately 1 % of the popu-
lation. It is characterized by positive symptoms 
such as hallucination, delusions, and disorga-
nized thinking; negative symptoms such as avoli-
tion and affect fl attening (American Psychiatric 
Association,  2000 ); and cognitive defi cits most 
prominent for memory, attention, and executive 
functioning (Heinrichs & Zakzanis,  1998 ). The 
general course of schizophrenia includes a pro-
drome phase that lasts between 2 and 5 years 

before the onset of a full-blown presentation of 
symptoms (Häfner, Riecher-Rössler, Maurer, 
Fätkenheuer, & Löffl er,  1992 ). Treatment for 
schizophrenia involves both antipsychotic medi-
cations and psychosocial interventions that target 
improving insight into illness, developing skills 
for independent living, minimizing negative 
symptoms, maximizing cognitive and social 
functioning, educating family, and providing 
support with an overall goal of maximizing qual-
ity of life and restoring functioning (Tandon, 
Nasrallah, & Keshavan,  2010 ). 

 Assessment and formal testing are important 
for diagnosis, monitoring symptoms, and treat-
ment planning. Schizophrenia is typically diag-
nosed through clinical interview using Diagnostic 
and Statistical Manual-IV (DSM-IV; American 
Psychiatric Association,  2000 ) or International 
Statistical Classifi cation of Diseases and Related 
Health Problems (ICD-10; World Health 
Organization,  2010 ) criteria. However, other for-
mal tools such as the Structured Clinical Interview 
for DSM-IV (SCID; First, Spitzer, Gibbon, & 
Williams,  2002 ), Structured Interview for 
Prodrome Symptoms (Miller et al.,  2002 ), Positive 
and Negative Symptom Scale (PANSS; Kay, 
Fiszbein, & Opler,  1987 ), and Brief Psychotic 
Rating Scale (BPRS; Overall & Gorham,  1962 ) 
are also utilized for research purposes, tracking 
the course of illness, and measuring treatment 
effectiveness. Other assessment tools measuring 
moderating factors such as insight into illness 
(McEvoy et al.,  1989 ), neurocognition, violence 
risk (Webster, Douglas, Eaves, & Hart,  1997 ), and 
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quality of life (Frisch, Cornell, Villanueva, & 
Retzlaff,  1992 ) are also useful for providing infor-
mation for targeting specifi c symptoms to improve 
functional outcome. 

 Assessing Asian Americans with schizophre-
nia (AAS) can be very challenging. First, there is 
limited research on cultural factors specifi c to 
Asian Americans on assessment measures. 
Translating measures is also not a straightfor-
ward process. Asian languages have different 
grammatical structures from European lan-
guages, which can considerably alter how ques-
tions are interpreted (Ertan & Eker,  2000 ). In 
addition, certain cultures do not use medical ter-
minology to describe mental states which can 
prevent accurate assessment of the patient’s 
symptoms (Aggarwal,  2007 ). 

 Second, cultural factors are complicated by 
the diversity within the Asian American popula-
tion. For example, the US Census Bureau recog-
nizes over 20 different ethnicities as Asian 
(Hoeffel, Rastogi, Kim, & Shahid,  2012 ). AAS 
differ in acculturation and generation in the 
United States as well as English profi ciency 
(Reeves & Bennett,  2004 ). Factors such as edu-
cational level, migration history, traumatic his-
tory, socioeconomic status, and access to care 
also differ between Asian groups within the 
United States. Each of these factors can impact 
the assessment and treatment of schizophrenia. 
Recent migration, for example, is associated with 
mental health problems (Lauber & Rossler, 
 2007 ), and an increased risk of schizophrenia has 
been found among fi rst- and second-generation 
immigrants (Weiser et al.,  2008 ). 

 In addition, the expression of emotions var-
ies across cultures (Abu-Lughod & Lutz, 
 1990 ). Emotional restraint tends to be highly 
valued in Asian cultures (Sue & Sue,  1999 ). 
This is particularly relevant to diagnostic 
assessments for schizophrenia in which clini-
cians often use behavioral observation to rate 
factors such as emotional expression, insight, 
and agitation levels. It has also been noted that 
the doctor–patient relationship varies across 
cultures and can impact self-report; endorse-
ment of symptomatology could be impacted in 
Asian cultures, where patients are expected to 

obey their families and physicians (Tsai,  2001 ). 
Finally, the assessment of schizophrenia has 
proved to be challenging in Asian American 
populations due to the stigma of mental illness 
within Asian American families. 

 The purpose of this chapter is to identify and 
describe cultural issues related to assessment of 
AAS and to make recommendations for testing. 
Specifi cally, we focus on diagnosis, presentation, 
and moderating variables known to have predic-
tive validity for outcome and quality of life. This 
chapter is organized in the following sections: (1) 
presentation of schizophrenia in Asians and 
Asian Americans, (2) diagnostic assessment 
issues for treatment with a focus on test validity, 
and (3) assessment recommendations. We con-
clude with an illustrative case study. Within each 
section, we attempt to review the literature on 
Asian Americans and Asians and parse out diver-
sity issues with individual ethnicities. Given the 
number of Asian ethnicities, our focus will be on 
the most common Asian ethnicities in the United 
States including Chinese, Filipino, Asian Indian, 
Vietnamese, and other Southeast Asians, Korean, 
and Japanese.  

    Presentation of Schizophrenia 

    Research has consistently demonstrated that 
early intervention leads to a better prognosis in 
schizophrenia, which appears to apply to AAS 
(Yamazawa et al.,  2008 ). Unfortunately, many 
AAS delay seeking treatment (Lin & Cheung, 
 1999 ), thus entering into mental health treatment 
only after a substantial duration of untreated 
psychosis. Lin, Inui, and Kleinman ( 1982 ) 
reported that Asians sought mental health ser-
vices for schizophrenia an average of 3 years 
after the onset of psychotic symptoms. This 
duration of untreated psychosis was about three 
times longer than Whites and twice as long as for 
Blacks. Given delays, it is not surprising that on 
average, AAS present with more severe symp-
toms that require longer hospitalizations (Lin & 
Cheung,  1999 ). In line with this, emergency 
rooms are often the fi rst point of contact in the 
pathway to mental healthcare (Archie et al.,  2010 ). 
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Not all AAS, however, delay treatment. Okazaki 
( 2000 ) found that AAS who sought treatment 
within 6 months of the onset of symptoms dem-
onstrated more violent and suicidal behaviors 
and also had families reporting lower levels of 
shame and stigma. Once Asian Americans pres-
ent for their initial evaluation, it is reasonable to 
assess them for schizophrenia using our current 
diagnostic system. 

 Although it is not clear whether and how indi-
vidual diagnostic criteria may be relevant to 
Asian populations (Krishnadas, Moore, Nayak, 
& Patel,  2007 ; Lin, Hwu, & Tsuang,  2012 ), the 
DSM conceptualization of schizophrenia appears 
to be relevant for these groups. A study by 
Flaskerud and Hu ( 1992 ) examined the relation-
ship among White, Black, Latino, and Asian cli-
ents of the Los Angeles County mental health 
system. In a large sample of adult inpatient and 
outpatient clients seen in county mental health 
facilities between January 1983 and August 
1988, they found that ethnicity had a signifi cant 
and consistent relationship with diagnosis, with 
Black and Asian clients receiving more diagno-
ses of schizophrenia and other psychoses than 
Whites and Latinos receiving fewer of these 
diagnoses than Whites. Filipinos, Koreans, and 
Southeast Asians had particularly high percent-
ages of psychotic diagnoses. It is unclear whether 
Asians were overdiagnosed with psychotic disor-
ders or whether Asians were more likely to meet 
the criteria for psychotic disorders in this sample. 
However, it is reasonable to assume that Asians 
are being diagnosed with schizophrenia and other 
similar disorders in the United States at rates 
comparable to other racial groups using our cur-
rent diagnostic system. 

    Cross-Cultural Similarities 
and Differences in Schizophrenia 
Symptoms 

 The current presumption is that the schizophrenia 
symptom profi le for Asians is similar to Western 
populations. However, delusional content, con-
text, and signifi cance vary across ethnic/cultural 
groups (Bhavsar & Bhugra,  2008 ; Lin et al.,  2012 ), 

and cross-cultural factors play a role in the 
 development and threshold of hallucinations 
(Al-Issa,  1995 ; Lin et al.,  2012 ). Kim et al. ( 1993 ) 
conducted a transcultural study of schizophrenic 
delusions among Koreans in Seoul, Korea, and 
Korean-Chinese and Chinese in Yanbian, China. 
They found signifi cant differences in delusional 
themes among the three cultural groups, which 
could be explained by sociocultural and political 
factors. For example, delusions about “family” 
and “love affairs” were most frequent in Koreans, 
and this may be related to strong family ties 
among Koreans and the recent liberation from 
traditional sexual rigidity and suppression. 
Meanwhile, delusions of “political themes” were 
most frequent in Korean-Chinese, and these may 
be related to their being dominated culturally by 
North Korea’s communist regime and politically 
by China’s communist government. This study 
illustrates how a person’s cultural context may 
infl uence the manifestation of their psychotic 
experiences. 

 Another study conducted by Lee, Chong, 
Chan, and Sathyadevan ( 2004 ) examined the 
nature of the command hallucinations among 
Asian schizophrenia inpatients in Singapore and 
found rates of compliance (62 %) similar to rates 
found in Western samples. Patients experiencing 
violent command hallucinations were less likely 
to comply in contrast to those experiencing non-
violent command hallucinations. The partici-
pants who were able to ignore command 
hallucinations used various coping methods, 
especially prayer. In addition to assessing the 
content of command hallucinations, this study 
illustrates the importance of assessing beliefs 
about voices and coping strategies, which may be 
particularly signifi cant for AAS with strong reli-
gious backgrounds; religious beliefs can both 
increase or decrease a person’s willingness to 
comply with his/her auditory hallucinations. 

 Further research is needed to identify how 
Asian cultures infl uence the development and 
maintenance of delusions and hallucinations. For 
example, are AAS more likely to experience 
somatic delusions? Additionally, research is 
needed to determine how Asian cultures infl u-
ence the development and maintenance of 
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 negative symptoms and disorganization in 
schizophrenia. Research is also needed to under-
stand how Asian cultural values (e.g., deference 
to authority) infl uence the interpretation of these 
symptoms and a person’s relationship with their 
symptoms (e.g., auditory hallucinations).  

    Cross-Cultural Similarities 
and Differences in Neurocognition 

 Studies indicate that neurocognition accounts for 
between 20 and 60 % of the variance in outcome 
of persons with schizophrenia (for a review see 
Kurtz,  2012 ); thus, this is an important area for 
evaluation. In general, neurocognitive defi cits 
appear to be similar in Asian and non-Asian sam-
ples. However, the impact of these defi cits varies 
by culture. In a study of Indian patients with 
schizophrenia, Krishnadas et al. ( 2007 ) found 
signifi cant defi cits on tests of attention, concen-
tration, verbal and visual memory, and tests of 
frontal lobe/executive functions compared to 
matched controls, which is similar to what has 
been found in Western studies. However, they did 
not fi nd a statistically signifi cant relationship 
between cognitive function and scores on a dis-
ability scale, in contrast to studies of Western 
samples. Sociocultural factors, such as family 
assumption of patient care, may lessen the impact 
of these defi cits on a person’s daily life. However, 
neurocognitive defi cits have been associated with 
poorer quality of life in Japanese and Singaporeans 
with schizophrenia (Matsui, Sumiyoshi, Arai, 
Higuchi, & Kurachi,  2008 ; Woon, Chia, Chan, & 
Sim,  2010 ), medication adherence in Japanese 
with schizophrenia (Maeda et al.,  2006 ), and 
social functioning in Chinese with schizophrenia 
(Zhu et al.,  2007 ). 

 Further, neuropsychological defi cits may also 
contribute to worse social disability for some 
AAS (Yang et al.,  2012 ). Western-language 
patients with schizophrenia demonstrate tonal 
defi cits; however, language processing is mini-
mally affected. Meanwhile, Mandarin-speaking 
patients use syllables, which are voiced in differ-
ent tones, with word meaning varying accord-
ingly. Yang et al. ( 2012 ) investigated whether 
schizophrenia tonal defi cits would impair 

Mandarin language performance in patients with 
schizophrenia compared to healthy controls. 
Results showed that the patient group was signifi -
cantly lower on tone-matching and distorted 
tunes as well as word discrimination and word 
identifi cation. Moreover, tonally impaired 
patients had “lower status” jobs overall when 
compared with tonally intact patients. This study 
illustrates how common symptoms of schizo-
phrenia can interact with unique characteristics 
of specifi c Asian cultures to moderate levels 
of disability.  

    Cross-Cultural Similarities 
and Differences in Substance 
Abuse and Suicide 

 In addition to assessing the core symptoms of 
schizophrenia in AAS, it is also important to be 
aware of cultural differences in problems fre-
quently associated with schizophrenia, specifi -
cally for substance abuse and suicide. Studies 
with Western patients with schizophrenia typi-
cally show a strong relationship between schizo-
phrenia and substance use, which may be less 
pronounced in Asians. Thara et al. ( 2009 ) exam-
ined the clinical characteristics of a diagnosti-
cally and ethnically homogenous schizophrenia 
sample from Tamil Nadu, India. The investiga-
tors found that none of the affected participants 
had used illicit drugs such as cannabis, amphet-
amine, and cocaine; only 1.1 % reported alcohol 
abuse/dependence, and only 12.4 % had ever 
smoked. These fi ndings may have been due to the 
fact that an overwhelming majority of affected 
individuals lived with family members, which 
may reduce fi nancial autonomy and the freedom 
to purchase and use substances. Similar studies 
have demonstrated a lower rate of substance 
abuse in Asians diagnosed with schizophrenia 
compared to white samples (McLean et al.,  2012 ; 
Verma, Subramaniam, Chong, & Kua,  2002 ). 

 Research has also found some possible differ-
ences in the relationship between schizophrenia 
and suicide among Asian patients. Unlike almost 
every other country, the prevalence of schizo-
phrenia and suicide in China is higher in women 
than in men, which may be due to the overall 
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lower rates of substance abuse in China (Phillips, 
Yang, Li, & Li,  2004 ). Other risk factors for sui-
cide in Western samples with psychosis, such as a 
history of depression or a diagnosis of schizo-
phrenia, were not found to be related to suicide in 
an Indian sample with schizophrenia (Bhatia 
et al.,  2006 ). In another study,    Xiang, Weng, 
Leung, Tang, and Ungvari ( 2007 ) found that the 
lifetime prevalence of suicide attempts in Chinese 
outpatients with schizophrenia differed between 
Hong Kong and Beijing samples, 20 % and 
33.6 %, respectively. The authors noted that Hong 
Kong is a cosmopolitan city with a Western social 
structure and mental health system, while Beijing 
demonstrates more traditional Chinese values 
with a less well-developed mental health system. 

 Overall, when assessing AAS, it is important 
to assess for suicidality, even in the absence of 
the usual risk factors, such as substance abuse. 
Although the symptom profi le of AASs may be 
generally similar to Western schizophrenia 
patients, there may be substantial differences in 
the development, interpretation, and conse-
quences of specifi c symptoms.   

    Further Areas of Assessment 

 Besides symptoms and neurocognition, Asian cul-
ture infl uences a number of other important areas 
for assessment in AAS, including—but not limited 
to—treatment-seeking behavior/engagement, etio-
logical models of illness, family dynamics and 
involvement, treatment preferences (e.g., the use of 
complementary and alternative medicine), stigma 
(including self-stigma), and religious beliefs, 
which impact not only the content of hallucinations 
and delusions but also the ways in which AAS 
interpret and respond to their unusual experiences. 
We highlight three of these areas below: etiological 
models, family involvement, and the use of com-
plementary and alternative medicine. 

    Etiological Models 

 AAS’ explanations for their unusual experiences 
impact whether or not they seek treatment and 
from whom. When AAS encounter the mental 

health system, whether voluntarily or involuntarily, 
their illness explanations infl uence their treat-
ment engagement. For example, a genetic and 
biological explanation of illness may increase a 
patient’s willingness to take medications. 
Conversely, it may also increase the patient’s 
hopelessness if they do not respond to medication 
and may make it less likely that they will engage 
in psychosocial treatments. Because etiological 
explanations of illness directly impact a patient’s 
behavior (e.g., treatment adherence, willingness 
to comply with voices), it is important to assess 
how persons explain the cause of their unusual 
experiences and their strength of conviction in 
their explanations. Research in Asian countries 
offers some clues as to the etiological models that 
AAS may hold, especially those who recently 
emigrated from these countries. 

 Saravanan et al. ( 2007 ) examined the explana-
tory models among fi rst episode patients with 
schizophrenia in South India. Their fi ndings 
demonstrated that the majority of patients (70 %) 
considered spiritual and mystical factors as the 
cause of their schizophrenia, and 22 % had mul-
tiple models of illness. Other studies of non- 
patient samples have not found such high rates of 
spiritual or mystical explanations of illness. For 
example,    Furnham and Chan ( 2004 ) compared 
British and Chinese young people’s beliefs about 
the manifestations, causes, and cures of schizo-
phrenia. Chinese participants endorsed more 
negative attitudes and beliefs about schizophre-
nia than the British. Also, the Chinese tended to 
use a sociological model to explain the etiology 
of schizophrenia. There were no group differ-
ences in the endorsement of superstitious beliefs 
to explain schizophrenia symptoms. The lack of 
group differences regarding superstitious beliefs 
may have been due to the younger age of the 
sample and the fact that the Chinese participants 
came from Hong Kong, which is less traditional 
than mainland China. 

 Similarly, Swami, Furnham, Kannan, and 
Sinniah ( 2008 ) examined the beliefs about causa-
tion and treatment of schizophrenia among 
Malay, Chinese, and Kadazan-Dusun participants 
in Kota Kinabalu, Malaysia. Their results showed 
that Malaysians tended to favor social- 
environmental explanations of schizophrenia. 
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Specifi cally, Malay participants more strongly 
endorsed that schizophrenia has a social cause 
and that treatment should be focused on changes 
on a societal level. However, they also endorsed a 
belief in the effectiveness of mental hospitals. The 
authors speculated that these results were due to 
recent government initiatives to improve mental 
healthcare in Malaysia, which, among other 
things, has combated the once prevalent view that 
schizophrenia is due to supernatural forces. 

 Interestingly, Asian American caregivers may 
demonstrate different beliefs about schizophrenia 
than Asians from Asia. Kung ( 2004 ) interviewed 
Chinese American caregivers in Los Angeles who 
cared for relatives suffering from schizophrenia 
and found that they endorsed biological and stress 
explanations for schizophrenia. Of those who 
cited to stress-related causes, over half referenced 
familial stressors, refl ecting the sociocentric cul-
ture and centrality of family. Supernatural causes 
were subscribed to the least. Higher acculturation 
was also found to be positively associated with 
biological attributions of the illness. Caregivers 
with this attribution are more in line with the 
beliefs of service providers, which increased the 
likelihood of mental health service utilization. 
Another study found that Chinese Americans 
were more likely than European Americans to 
attribute genetic explanations for mental illness 
(WonPat-Borja, Yang, Link, & Phelan,  2012 ). Of 
note, genetic attribution actually appeared to be 
destigmatizing among Chinese Americans while 
it increased stigma or made no difference among 
European Americans. 

 Due to the diversity of beliefs within Asian 
populations, it is misleading to generalize AAS’ 
etiological models of illness based on a few stud-
ies. What these studies illustrate is the need to 
evaluate each patient’s explanations of illness 
and to explore the consequences of these beliefs 
with each patient. It is not accurate to assume that 
AAS will endorse superstitious explanations of 
their illness. Once the patient’s explanations are 
elicited, it is possible to use this information to 
guide treatment decisions. For example, patients 
who endorse a socio-environmental explanation 
of their illness (e.g., family stress) may particu-
larly benefi t from family interventions.  

    Family Involvement/Issues 

 A thorough assessment of AAS includes 
 questions related to family involvement and 
dynamics. Although one study found that Chinese 
relatives of individuals with schizophrenia 
expressed fewer critical comments and less emo-
tional over-involvement (i.e., expressed emotion) 
in comparison to Western family members (Ran, 
Leff, Hou, Xiang, & Chan,  2003 ), family stress 
may be particularly distressing for some AAS 
who value maintaining harmony and avoidance 
of loss of face (i.e., social shame). Whenever pos-
sible (e.g., during family visits in inpatient set-
tings), it is helpful to observe family dynamics 
and to inquire about patient’s interactions with 
their family members. For example, one AAS 
inpatient reported that his voices became more 
aggressive after his visits with family members, 
and he appeared more agitated for days after-
ward. The patient subsequently reported that he 
believed that his family members had been 
replaced with “imposters.” Since the patient lived 
with his parents, it was necessary to address these 
beliefs in order for him to return home. 

 Assessment of family dynamics is also helpful 
with treatment planning. Bae and Brekke ( 2002 ) 
suggested that interventions designed to foster 
family relationships and involve families in a col-
laborative effort may be more appropriate for 
Asian Americans because of the interdependent 
nature of their family dynamics ( see  Lin & 
Cheung,  1999 ). They also argued that it is imper-
ative that the cultural congruence of interventions 
to improve social functioning be assessed before 
they are applied to Asian groups. In support of 
family involvement in treatment, Kennedy, 
Schepp, and Rangruangkonkit ( 2008 ) conducted 
a qualitative study with a Chinese, Korean, and 
Lao family, in the United States, who had a child 
with schizophrenia in a community-based, 
family- centered, self-management intervention 
program, and found that Asian American parents 
valued participating in the group intervention and 
realizing their similarities with non-Asian 
American families with a mentally ill youth. 

 In general, the research shows that Asian 
schizophrenia patients and their families prefer to 
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have the families involved in treatment, particu-
larly in residential treatment. This suggests that 
treatment issues, such as discussion of the 
patient’s diagnosis, medication, and treatment 
goals and objectives, should incorporate the fam-
ily members and take into account the context of 
the family dwelling, neighborhood, and family- 
related practices (e.g., worship, recreation). Even 
when caregiver burden is high, Asians may still 
prefer the care of family members to non-family 
members (Hanzawa et al.,  2010 ). Family involve-
ment may be considered as a strength of AAS. 
The fi nding that outcomes for schizophrenia in 
developing countries, including China and India, 
tend to be better than for that in developed coun-
tries (Cohen, Patel, Thara, & Gureje,  2008 ; 
Hopper & Wanderling,  2000 ; Sartorius, Gulbinat, 
Harrison, Laska, & Siegel,  1996 ) has been attrib-
uted the greater tolerance for and acceptance of 
individuals with schizophrenia by family and 
community members in developing countries 
(Leff, Sartorius, Jablensky, Korten, & Ernberg, 
 1992 ) as well as lower rates of expressed emo-
tions from family members (Leff et al.,  1990 ).  

    Complementary and Alternative 
Medicine 

 Finally, it is important to assess for the use of 
complementary and alternative medicine, espe-
cially in less acculturated AAS and recent immi-
grants. Wong and Xuesong ( 2011 ) examined 
schizophrenia-related knowledge and prefer-
ences about professional help, medication, and 
treatment among Chinese living in Shanghai, 
China, as compared to Chinese living in 
Melbourne, Australia, and Hong Kong. Although 
a far lower percentage of Shanghai Chinese 
endorsed the use of counseling professionals, a 
much higher percentage endorsed the use of 
Chinese medical doctors and herbal medication. 
However, a higher percentage of Shanghai 
Chinese endorsed the use of psychiatric treat-
ment and the traditional Chinese practices of 
nutritious diet and supplements than the other 
two groups of Chinese. The authors noted that 
mainland Chinese do not see traditional Chinese 

medicine and Western medicine as incompatible, 
and it is not uncommon to adopt both types of 
medical approaches in treating illnesses. 
However, they tend to believe that Chinese medi-
cine is useful in maintaining health and prevent-
ing illness from occurring. 

 Cultural factors may also direct Asian schizo-
phrenia patients towards initially utilizing tradi-
tional and culturally based remedies. Tang, 
Sevigny, Mao, Jiang, and Cai ( 2007 ) found that a 
majority of inpatients with schizophrenia in 
Beijing sought help from at least one type of non-
psychiatric facility (NPF), including acupunctur-
ists and “qigong” masters or other folk healers. 
Among the reasons for seeking treatment from 
NPFs, the most common ones included feeling 
shameful or stigmatized about going to psychiat-
ric hospitals, inaccessibility to or unavailability 
of psychiatric hospitals, and fear of being incar-
cerated or receiving electric shock treatment. 
Similar studies have also found that the use of 
traditional medicine is perceived as less stigma-
tizing than Western mental health treatment 
(Higgins, Dey-Ghatak, & Davey,  2007 ; Raguram, 
Raghu, Vounatsou, & Weiss,  2004 ). 

 While the use of complementary and alterna-
tive medicine is not contraindicated for schizo-
phrenia—indeed, there is some evidence that the 
use of Chinese herbal medicine is benefi cial 
when combined with antipsychotic medication 
(   Rathbone et al.,  2007 )—it is important for medi-
cal professionals to be aware of any supplements 
that may interfere or provide a catalyst for antipsy-
chotic medications. Also, patients may choose to 
discontinue Western treatments in favor of tradi-
tional treatments without informing their provid-
ers, and this may be harmful to patients, especially 
if tapering of medication does not occur.  

    Summary 

 On the matter of the presentation of schizophre-
nia in Asians or Asian Americans, current 
research indicates that Asian schizophrenia 
patients may differ in terms of delusions/ 
hallucinations, neuropsychological function-
ing, substance abuse, suicide, and outcome. 
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Cultural factors also affect beliefs about schizo-
phrenia, treatment seeking and engagement, 
family engagement, and utilization of tradi-
tional remedies. The aforesaid clearly have 
ramifi cations for the assessment of Asian 
schizophrenia patients and the particular tests 
and measurements which may be used to evalu-
ate Asians suffering from schizophrenia.   

    Assessment Measures 

        Diagnosis     

  Clinical Interviews . There is signifi cant hetero-
geneity in the presentation of schizophrenia with 
some individuals showing predominantly posi-
tive symptoms, predominantly negative symp-
toms, or a mixture of both positive and negative 
symptoms. Several semi-structured clinical inter-
views have been developed to assess whether an 
individual meets diagnostic criteria for schizo-
phrenia in Asian populations. The Structured 
Clinical Interview for DSM-IV-R, the Composite 
International Diagnostic Interview for ICD-10 
(CIDI), Schedules for Clinical Assessment in 
Neuropsychiatry (SCAN), and the Schedule for 
Affective Disorders and Schizophrenia (SADS) 
are the most widely used structured clinical inter-
view assessment tools. The most popular among 
these measures is the Structured Clinical 
Interview for DSM-IV Axis I Disorders (SCID-I), 
which bases its questions off the diagnostic crite-
ria in the Diagnostic and Statistical Manual of 
Mental Disorders, Fourth Edition, Text Revision 
(DSM-IV-TR; American Psychiatric Association, 
 2000 ). The SCID-I has been shown to be both a 
reliable measure for determining if an individual 
meets the criteria for an Axis I DSM-IV-TR diag-
nosis when compared with the “gold standard” of 
consensus diagnosis (   Ventura et al.,  1998 ). The 
SCID has been translated into several languages 
for use with Asian American populations, includ-
ing Chinese (   So et al.  2003 ), Japanese (   Osone & 
Takahashi,  2003 ), and Korean (   Hahn et al.,  2000 ). 
The SCAN also has a Chinese equivalent (   Cheng 
et al.,  2001 ). 

 The Diagnostic Interview for Genetic Studies 
(DIGS) is another structured clinical interview 
that was developed in 1994 by the National 
Institute of Mental Health (NIMH). The DIGS 
allows the clinician to extract multiple psychiatric 
diagnoses according to different diagnostic sys-
tems. Furthermore, the DIGS was designed for 
comprehensive assessment of illness course, 
chronology, and comorbidity. It is particularly 
useful when assessing families because the same 
assessment tool can be used across families allow-
ing for greater reliability and standardization in 
the assessment process. The DIGS has been trans-
lated into Hindi (   Deshpande et al.,  1998 ), 
Japanese, Chinese, and Korean (   Joo et al.  2004 ), 
with studies indicating good reliability and valid-
ity between the DIGS and its translations. 

 Other structured interviews include the Early 
Signs Scale (   Birchwood et al.  1989 ), which has 
been translated into Japanese (   Koichi & 
Miyamoto,  2011 ), and the Composite Diagnostic 
Interview (CIDI) Schedule which was used in the 
National Latino and Asian American Study 
(NLAAS), an epidemiological study evaluating 
for mental health service utilization in the United 
States, although results for psychotic illness were 
not reported (Takeuchi et al.,  2007 ). The CIDI 
has been translated into more than 25 languages, 
including Arabic, Japanese, Cantonese, Chinese, 
Hindi, Italian, Japanese, Korean, Mandarin, and 
Nepali. The Schedule for Affective Disorders and 
Schizophrenia was developed by    Endicott and 
Spitzer ( 1978 ) based on research diagnostic crite-
ria outlined in    Spitzer, Endicott, and Robins 
( 1978 ). The authors can be contacted for avail-
able versions in over ten languages. 

 It is notable that several of these interviews 
contain hundreds of questions and often require 
1–2 h to conduct. This can prove to be diffi cult 
with patients that have attention problems or are 
experiencing agitation or when clinicians have 
limited time for assessment. The Mini- 
International Neuropsychiatric Interview (MINI) 
is one alternative that has been developed which 
allows for briefer assessment of psychiatric diag-
nosis (Sheehan et al.,  1998 ). This measure has 
been translated to over 50 languages including 
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Japanese (Otsubo et al.,  2005 ), Arabic (Kadri 
et al.,  2005 ), Korean (Yoo et al.,  2006 ), Punjabi, 
Tamil, Telugu, Bengali, Gujarati, Hindi, Kannada, 
Malayalam, Marathi, Urdu, and Chinese. 

  Prodromal Measures . Interventions early in the 
course of the illness can have a profound impact 
on public health costs and functional disability 
associated with the development of schizophre-
nia. This is not possible without valid and reliable 
methods to identify young people who are at risk 
for conversion to psychosis. The “ultrahigh” risk 
strategy (McGorry, Yung, & Phillips,  2003 ; 
Phillips, Yung, & McGorry,  2000 ) is one method 
that helps determine youths with sub-psychotic 
or “prodromal” symptoms that are severe enough 
to prompt clinical referral and have a relatively 
high rate of conversion to psychosis (Cannon 
et al.,  2008 ). Structured interview measures (akin 
to the SCID and DIGS) were developed to diag-
nose youths at risk for psychosis. For example, 
the Comprehensive Assessment of At-Risk 
Mental States (CAARMS) and the Structured 
Interview for Prodromal Syndromes (SIPS) are 
two face-to-face clinical interviews that can be 
used with at-risk populations. The SIPS has been 
translated to Korean (Jung et al.,  2010 ). 

 Screening questionnaires are another alternative 
that can be preferable because they allow for rapid 
and effi cient delineation of those who need further 
assessment via clinical interview. They also allow 
for a community-based screening approach where 
large cohorts can be screened quickly. The PRIME 
Screen questionnaire for prodromal symptoms 
(PS-R) was developed to screen for prodromal 
symptomatology using items derived from the 
SIPS. However, translated versions of these scales 
are available for use in individuals speaking 
Japanese (Kobayashi et al.,  2008 ). A Chinese ver-
sion of the Prodromal Questionnaire is also avail-
able (Chiu, Hwu, Shiau, Yao, & Hsieh,  2010 ).

       Presentation     

   Schizophrenia Symptoms . The Positive and 
Negative Symptom Scale is a 30-item rating 
instrument to assess negative and positive symp-
toms in schizophrenia and measure treatment 

response (von Knorring & Lindstrom,  1995 ), 
level of daily functioning (Llorca, Blanc, Samalin, 
Bosia, & Cavallaro,  2012 ), and insight (Monteiro, 
Silva, & Louza,  2008 ). The PANSS contains four 
subscales: positive symptoms, negative symp-
toms, general psychopathology, and a composite 
scale (Kay, Opler, & Fiszbein,  1992 ). The PANSS 
also includes fi ve additional scores for clusters of 
symptoms including anergia, thought disturbance, 
activation, paranoid/belligerence, and depression. 
Each dimension has distinct criteria in order to 
rate all levels of symptom severity. Each of the 30 
items of the PANSS has a specifi c defi nition, and 
each of these defi nitions is accompanied by 
detailed anchor criteria for the seven-point rating 
scale. Reliability assessments of the PANSS have 
shown that each item correlated strongly with the 
appropriate scale total (Kay et al.,  1987 ). 
Assessments of validity have shown strong dis-
criminate, convergent, criterion, predictive, and 
concurrent validity (Kay et al.,  1992 ). 

 The PANSS was fi rst published in 1987 and 
since then has been translated into many lan-
guages including Japanese (   Igarashi et al.,  1998 ), 
Thai (Nilchaikovit, Uneanong, Kessawai, & 
Thomyangkoon,  2000 ), and Chinese (Phillips 
et al.,  1991 ). The Chinese translation of the 
PANSS was part of a four-center study which 
confi rmed its internal consistency and both test–
retest and interrater reliability. Other versions of 
the PANSS and its application in Chinese popu-
lations have been developed as well (   He & 
Zhang,  1997 ). Studies comparing PANSS scores 
between psychiatric patients in China to the 
United States have noted signifi cant differences 
in the profi le of symptoms (Aggarwal et al., 
 2011 ). Chinese inpatients endorsed greater hos-
tility and disturbance of volition with poorer 
insight and impulse control, which the authors 
attributed to cross-cultural differences in how 
patients related to their doctors. 

 Other instruments have been developed to 
characterize the clinical and emotional status of 
schizophrenia patients including the Scales for the 
Assessment of Negative Symptoms (SANS; 
Andreasen,  1983 ) and Positive Symptoms (SAPS; 
Andreasen,  1984 ), which are available in Chinese. 
The Brief Psychiatric Rating Scale has also been 
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used with Chinese psychiatric inpatients, but its 
psychometric properties have not been evaluated 
in other Asian populations or in Chinese schizo-
phrenia patients (   Chan & Lai,  1993 ). 

  General Psychiatric Symptoms . General psychi-
atric measures are also available including the 
Peters et al. Delusion Inventory for use in a 
Taiwanese population (   Kao et al.,  2012 ) and the 
Arabic self-reporting questionnaire (SRQ) which 
was developed by the World Health Organization 
for use as a psychiatric screening instrument in a 
Saudi medical patient sample (Ghubash, 
Daradkeh, El-Rufaie, & Abou-Saleh,  2001 ). In 
addition, the Arabic General Health Questionnaire 
(AGHQ) was also developed for use with this 
population and both were revealed to be useful in 
screening for psychiatric morbidity (Al-Subaie, 
Mohammed, & Al-Malik,  1998 ). 

  Depressive Symptoms . The Beck Depression 
Inventory and the 21-item Hamilton Rating Scale 
for Depression (HAM-D; Hamilton,  1960 ) are 
well-known measures of depressive symptom-
atology and contain a question regarding suicid-
ality as well. There are Chinese versions of the 
Beck Depression Inventory (CBDI) (Yeung et al., 
 2002 ; Zheng & Lin,  1991 ) and Chinese clinician 
and self-report versions of the Quick Inventory of 
Depressive Symptomatology (   Liu et al.,  2013 ).

       Moderating variables    

   Insight . Insight is a multidimensional construct 
that can be helpful to assess as studies have shown 
that it is not independent of cultural experiences 
and can impact assessment, treatment, and prog-
nosis. Insight involves awareness of psychiatric 
symptoms, the consequences of having those 
symptoms, and an understanding of the need for 
treatment. To date, few studies have examined 
insight in Asian populations. Nevertheless, one 
study reported reduced insight in over 75 % of 
stable Chinese patients with schizophrenia (Wang 
et al.,  2011 ). Assessment at follow-up 1 year later 
only showed a 5 % improvement suggesting that 
psychiatric care does not heavily impact the level 
of insight in Chinese schizophrenia patients. In 

contrast, a study conducted in patients in South 
India found comparable levels of insight reported 
in patients from Western populations. However, 
the authors noted that there is potentially poor 
agreement in categorizing patient’s indigenous 
illness attributions (e.g., black magic, evil spirits) 
as poor or good based on locally accepted explan-
atory frameworks (Saravanan et al.,  2007 ). 

  Violence Risk . Although most persons with 
schizophrenia are not violent, violence risk 
assessment is important particularly for forensic 
psychiatric inpatients where discharge is contin-
gent upon confi dently predicting safe behaviors 
within the community and developing discharge 
plans to maintain nonaggressive behaviors. 
Despite its clinical importance, only a handful of 
studies have assessed predictors of violence in 
Asians with schizophrenia. In a study of state hos-
pital inpatients using the Historical Clinical Risk 
Management 20 (HCR-20; Webster et al.,  1997 ) 
as a predictor of institutional violence, Asian 
American persons with schizophrenia were com-
pared with persons of Euro-American and Native 
Hawaiian heritages. There were no differences in 
the percentage of participants demonstrating vio-
lent behaviors between the groups; however, the 
AAS group had signifi cantly lower total HCR-20 
scores as well as historical predictors associated 
with violent behaviors. There also existed differ-
ences in predictors for violent behaviors between 
the ethnic groups. For Asian Americans, current 
emotional lability (HCR-20: Impulsivity) pre-
dicted violence, as compared to Euro-Americans 
for whom violence was predicted by young age at 
the fi rst incidence of violence. 

 In a study of Singaporeans with schizophrenia, 
the PANSS was found to be useful in discriminat-
ing patients with a history of violence versus 
those with no history (Verma, Poon, Subramaniam, 
& Chong,  2005 ). Violent patients demonstrated 
elevated PANSS scores for hostility, poor impulse 
control, lack of insight, judgment, and somatic 
concern. They were also found to have a signifi -
cantly longer duration of untreated psychosis. 

 Only one violence scale has been developed 
specifi cally for assessing aggressive behaviors for 
Asians with schizophrenia, the Chinese  version of 
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the Violence Scale which was adapted from 
Morrison’s Violence Scale (Chen & Hwu,  2009 ). 

  Quality of Life . While controlling and reducing 
symptoms is the immediate focus in the treat-
ment of schizophrenia, enhancement of patient’s 
quality of life, including one’s passions, values, 
and life goals, can impact long-term prognosis 
and perceived stigma. In Chinese populations, 
spirituality has been reported to be of potential 
benefi t to Chinese patients with severe mental ill-
ness. In particular, tranquility, resistance to dis-
orientation, and resilience were associated with 
improved quality of life (Young,  2010 ). Measures 
for assessment of quality of life in Asian popula-
tions include the Chinese version of the 
Schizophrenia Quality of Life Scale Revision 4 
(SQLS-R4), which was evaluated in Taiwanese 
schizophrenia patients (Kuo et al.,  2007 ) and the 
Schizophrenia Quality of Life Scale, which was 
validated in a Japanese population (Kaneda, 
Imakura, Fujii, & Ohmori,  2002 ). 

    Neurocognition 

 Neuropsychological assessment with AAS can be 
highly challenging. Given that about 69 % of 
Asian Americans are immigrants (Reeves & 
Bennett,  2004 ), English profi ciency and accultur-
ation are important issues that can signifi cantly 
impact test performance in this population (Fujii, 
 2010 ). Unfortunately, there is a paucity of trans-
lated tests or norms for the majority of Asian eth-
nicities with most translated into Chinese, Korean, 
Japanese, and primary Asian Indian languages. 
The only schizophrenia-specifi c cognitive battery 
translated into an Asian language is the Brief 
Assessment of Cognition in Schizophrenia 
(BACS) that has been translated and validated in 
Japanese (Kaneda et al.,  2007 ). In addition, many 
Southeast Asians suffer from undiagnosed post-
traumatic stress disorder (PTSD), a mental disor-
der that can present similarly to schizophrenia 
(Morrison, Frame, & Larkin,  2003 ) and is also 
associated with cognitive defi cits, particularly 
memory problems (Bremner,  2006 ). Thus, when 
testing neurocognition in AAS, the psychologist 

will be faced with several decisions including 
determining the need for an interpreter, selecting 
appropriate tests, interpreting fi ndings, and deter-
mining diagnostic accuracy. 

 Fujii ( 2012 ) provides guidelines for performing 
neuropsychological testing with Asian Americans 
which are summarized here. The fi rst step is to 
evaluate for English profi ciency and acculturation 
to the United States. AAS who are born, raised, 
and educated in the United States can be assumed 
to be English profi cient. For fi rst- generation AAS, 
age at immigration, whether the primary language 
is spoken at home, past placement in English as a 
Second Language (ESL) programs, and general 
ability to converse and answer open-ended ques-
tions are important considerations for determining 
profi ciency. Command of English can also be 
determined quantitatively through measures such 
as the Bilingual Verbal Abilities Test that com-
pares verbal skills in English versus a person’s 
native language (Munoz-Sandoval, Cummins, 
Alvarado, & Ruef,  1998 ). Acculturation can also 
be determined formally through measures such 
as the Asian American Multidimensional 
Acculturation Scale (Gim-Chung, Kim, & Abreu, 
 2004 ) or informally by asking questions concern-
ing cultural practices such as typical foods eaten, 
ethnicity of friends, and frequency of participation 
in cultural activities. 

 Tests should be administered in English if a 
person is born in the United States, English is the 
primary language spoken at home, or the person is 
an immigrant but attending a university. For AAS 
who were educated in Asia, and those with partial 
education in the United States who speak their 
native language at home, and/or are less accultur-
ated, it is recommended that tests that are trans-
lated and normed in the AAS native language be 
administered through an interpreter. All fi rst-generation 
AAS should be asked whether they would prefer 
an interpreter. Psychologists can refer to the 
American Academy of Clinical Neuropsychology 
(AACN) Multicultural Reference (Fujii,  2007 ) or 
 The Neuropsychology of Asian Americans  (Fujii, 
 2010 ) for a list of translated tests. 

 If normed tests are not available, Fujii ( 2010 ) 
recommends translating tests demonstrating 
cross-cultural validity, such as Color Trails, 
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Digit Span, and the Rey Auditory Verbal 
Learning Test (RAVLT), administered in the 
World Health Organization (WHO) studies (Maj 
et al.,  1994 ), or the shopping list memory test 
(Lim et al.,  2009 ). Although discouraged by 
many, “spot” translations can provide useful 
information, particularly if the person scores 
within the normal range as this type of perfor-
mance would rule out impairment. Use of test 
translation guidelines is useful for reducing 
biases and identifying other potential problems 
(International Test Commission,  2010 ). 

 When interpreting test performances for AAS 
who come from ethnicities without norms, “ball 
park” test expectation can be determined by IQ 
scores attained by persons in that country (see 
Lynn,  2006 ). Using these IQ scores as an initial 
base, AAS functioning can be estimated by 
adjusting for background information which 
would provide clues for functioning in compari-
son with the ethnic peer group. For example, per-
sons with higher levels of education than the 
countries’ average might be estimated to score 
higher while those below the average lower. 
Current performances can be interpreted by com-
paring scores to expectations for premorbid abili-
ties. When writing reports, the non-standardized 
nature of the evaluation and test materials should 
be described and caveats for test interpretation 
emphasized. 

 Finally, PTSD should always be assessed 
for Southeast Asian immigrants to determine 
the accuracy of schizophrenia diagnosis. 
Psychologists can screen for trauma by asking 
AAS to describe in detail their experience of 
immigrating to the United States. Alternatively, 
family members can be asked if the AAS is 
unable to provide this information. Inquiries can 
then be made about past or current PTSD symp-
toms using DSM-IV criteria.  

    Summary 

 Studies validating assessment measures for 
schizophrenia on entirely Asian American sam-
ples are almost nonexistent. There is much vari-
ability in the validation and translation of 

assessment tools evaluating the presentation of 
and moderating variables associated with schizo-
phrenia for different Asian ethnicities. Widely 
used tools measuring general symptoms of 
schizophrenia are more likely to be validated 
than more specifi ed measures, for example, 
prodromal symptoms, insight, violence risk, or 
quality of life. The most widely translated test, 
however, is a brief assessment for neuropsychiat-
ric diagnosis. Tests are most likely to be translated 
in the more resource-rich Asian countries including 
China, India, Japan, and South Korea. Assessing 
neurocognition can be challenging, particularly 
for ethnicities where there are no translated tests 
or norms. Fujii ( 2010 ) provides general recom-
mendations for assessing neurocognition of 
Asian Americans.   

    Recommendations 

 Given the relatively small but emerging literature 
on assessment for AAS, and heterogeneity of the 
AA population, the following recommendations 
for assessing AAS are provided:
    1.    Clinicians should be familiar with the gen-

eral culture of the specifi c ethnicity of the 
AAS to provide a context for interpreting 
behaviors, facilitating rapport and communi-
cation, diagnosing, and making culturally 
relevant treatment recommendations.   

   2.    If the clinician is not familiar with the cul-
ture of an AAS, referring to or consulting 
with a knowledgeable colleague or collabo-
rating with a cultural broker is recommended 
to facilitate communication and understand-
ing by contextualizing behaviors. For exam-
ple, many Asian ethnicities nod their heads 
or respond “yes” to statements made by cli-
nicians to indicate that they are listening and 
paying attention versus actual agreement. 
Also the stoicism and tendency of many 
Asians to hold in emotions may be mistaken 
for negative symptoms.   

   3.    Clinicians should be familiar with the AAS 
literature but be aware of the heterogeneity 
of AA, such that fi ndings from one spe-
cifi c ethnicity may not apply to another. 
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Generation in United States and acculturation 
are also important moderating variables 
whereby the more acculturated an individual 
is to Western values, the less likely the fi nd-
ings from his/her country of origin will apply.   

   4.    Assess for acculturation, informally by ask-
ing questions about language spoken at home, 
neighborhood, ethnicity of friends, and food 
eaten or formally through measures such as 
the Suinn–Lew Asian Self-Identity Scale 
(Suinn, Richard-Figueroa, Lew, & Vigil, 
 1987 ). Generation and level of acculturation 
can provide clues to beliefs about severe 
mental illness and treatment approaches.   

   5.    Assessment tools for symptoms and moderat-
ing variables associated with schizophrenia 
have not been validated or normed with pure 
AA samples; thus, these tools should be 
interpreted with caution. For example, Asians 
do not demonstrate a self- enhancement bias 
and thus may score worse on depression mea-
sures, may respond with a central tendency 
bias, and may be less likely to endorse sui-
cidal ideation on intake questionnaires (for a 
review see    Chu & Sue,  2011 ).   

   6.    Vietnamese, Cambodian, and Laotian immi-
grants who lived through the aftermath of the 
Vietnam War and/or were housed in refugee 
camps should be screened for PTSD which 
can present with hallucinations and paranoid 
ideation similar to schizophrenia.   

   7.    Explore shame and stigmatization associated 
with mental illness and impact on family. If 
salient, attempt to normalize through 
 education about biological models of schizo-
phrenia and instill hope. In addition Tepou 
( 2010 ) recommends the following to reduce 
shame: pay respect to the client; demonstrate 
acceptance by creating a warm, open, and 
supportive atmosphere; avoid intense per-
sonal questioning in the initial session; focus 
on practical help that does not emphasize 
emotional disclosures; and normalize prob-
lems by sharing instances where others have 
experienced similar problems and improved.   

   8.    Be aware that many Asians experience 
somatic symptoms when distressed. Thus 
AAS who also suffer from depression may 

not complain of mood symptoms but instead 
present with multiple somatic complaints. In 
addition, for AAS who are fi rst or second 
generation, consider differences in intergen-
erational expectations and acculturation 
issues, for example high parental expecta-
tions, shame, intergenerational confl icts, per-
fectionism, or problem-solving defi ciencies, 
as potential sources of depression or suicidal 
ideation (Barongan,  2008 ).   

   9.    Also explore attribution of causes of mental 
illness that can help to direct treatment that is 
congruent with belief system to maximize 
cooperation. For example, AAS with spiritual 
models of etiologies may benefi t from involve-
ment of church or cultural spiritual leaders, 
while AAS who report sociological attribu-
tions may benefi t from family interventions.   

   10.    Similarly, inquire about the use of CAM 
which can be a useful adjunct to help empower 
through bolstering cultural identity and 
improve quality of life. If herbs are used, eval-
uate the impact on or interaction with psycho-
tropic medications and make appropriate 
recommendations. Asking about duration 
CAM can be used to assist in identifying the 
onset and duration of untreated psychosis.   

   11.    AAS often have close-knit families who are 
highly involved in care. Thus it would be 
important to involve family in treatment 
through discussing diagnoses, medications, 
treatment goals and objectives, and psycho-
social interventions. Be sure to obtain con-
sent from the client before involving the 
family. Evaluation of family dynamics would 
also be important.      

    Case Study 

    Brief Overview and Reason 
for Testing 

 Peter is a 48-year-old, married Filipino veteran 
with a long history of inpatient psychiatric 
treatment for paranoid schizophrenia. He sur-
vived one suicide attempt in his early 40s, in 
which he jumped from a bridge into traffi c. 
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Although he survived, Peter became paralyzed 
and suffered a traumatic brain injury from his 
fall, requiring 24-h care in a residential facility. 
He was referred for testing by his psychiatrist 
to determine his current level of cognitive func-
tioning and suicidality and to provide psycho-
social treatment recommendations based on his 
assessment results.  

    Testing Considerations 

 Peter spoke fl uent English and requested that the 
assessment occur in English. However, his fi rst 
language was Filipino, thus raising the possibility 
of unfamiliar terms and concepts during testing. 
Further testing considerations included the follow-
ing: 1) the lack of norms for the majority of neuro-
psychological tests and symptom measures with a 
Filipino American sample; 2) concern regarding 
the veteran’s desire to please authority fi gures and 
its potential to infl uence the veteran’s responses; 
and 3) fatigue caused by the veteran’s medication 
regiment, which consisted of three antipsychotics, 
two mood stabilizers, an antidepressant, and oral 
medications for high blood pressure and diabetes. 
Despite these concerns, Peter’s willingness to par-
ticipate in assessment and his motivation to per-
form well on neurocognitive tests made it possible 
to assess him and draw preliminary conclusions 
based on these assessments.  

    Presentation 

 Peter agreed to meet with a psychologist for eval-
uation at the request of his psychiatrist. Initially, 
attempts were made to engage the veteran in the 
initial clinical interview through the use of self- 
disclosure. For example, Peter was asked about 
his children and informed by the interviewer that 
she also had a child. How diffi cult it is to be apart 
from his children was refl ected. Attempts to put 
the veteran at ease were also made through the 
use of small talk about lighter topics (e.g., the 
food at the hospital) and by identifying shared 
interests (e.g., love of animals; he kept a picture 
of his dog near his bed). 

 Peter’s mood appeared to be sad and did not 
match his self-descriptions. For example, when 
asked how he was feeling, he replied, “Wonderful, 
fantastic, magnifi cent ….” He avoided eye con-
tact, which was judged to be reduced even within 
the context of his Filipino background. He was 
also very respectful and spoke in a deferential 
manner (e.g., “Yes, doctor … thank you, doc-
tor.”). Although Peter reported that he heard 
voices in the recent past, he did not appear to be 
responding to internal stimulation during the 
assessment. He did, however, have some trouble 
focusing on conversation, and questions had to be 
repeated to him and simplifi ed. 

 Also of interest, Peter’s room was decorated 
with crosses and he kept a Bible nearby. His room 
was clean, and he appeared adequately groomed; 
according to hospital staffs, his wife assisted him 
with his activities of daily living and brought in 
new clothes for him every day. She was able to 
participate in one of the meetings and provided 
corroborative information and her own perspec-
tive. She also became an important part of Peter’s 
treatment plan, which is described below.  

    Relevant History 

 Peter grew up in Manila until the age of 13, when 
he moved to the United States with his mother to 
live with his older brother and sister-in-law, 
directly following the sudden death of his father, 
who had been killed in a motor vehicle accident. 
He described his childhood as “happy, wonder-
ful, marvelous ….” However, he reported one 
instance of forced sexual contact with an older 
male as an early teenager. 

 After graduating from high school where he 
received mostly Bs and Cs, he decided to join the 
military in order to become a naturalized citizen. 
This appeared to be of great importance to Peter, 
who emphasized his status as a US citizen several 
times during the interview. For 2 years, the vet-
eran worked in artillery in the army. His military 
career ended unexpectedly when he started hear-
ing voices, which resulted in psychiatric hospital-
ization and a medical discharge. He could not 
recall a history of mental illness in his family, 
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although it is possible that illness existed and 
went undiagnosed. 

 After being diagnosed with paranoid schizo-
phrenia and in-between multiple hospitalizations, 
the veteran married a woman from the Philippines 
and brought her to the United States in his mid- 
20s. They had two children together before the 
marriage ended due to the veteran’s violent 
behavior, and he was not able to remain in con-
tact with his children. He remarried a woman 
from the Philippines, and they had a child 
together shortly afterward. Peter supported his 
family through his military disability benefi ts and 
was able to bring his mother-in-law over to the 
United States, who also visited him on occasion.  

    Illness Beliefs 

 Peter stated that his problems are called “schizo-
phrenia.” When asked what does schizophrenia 
mean, he replied, “It means I need to take medica-
tion.” He reported that he took medication for his 
voices and because he sees scary faces. Further 
questioning revealed that he believed he developed 
schizophrenia after receiving an alcoholic beverage 
at a party at the age of 15. He explained that he was 
“infected” with the virus of schizophrenia at that 
time, which refl ected a poor understanding of 
schizophrenia and a literal interpretation of schizo-
phrenia as an illness. He reported that he believed 
he heard the voice of God, refl ecting a spiritual 
interpretation of his auditory hallucinations and, 
perhaps, vacillating interpretations of his experi-
ences (to assess for a person’s explanatory model of 
illness, see    Kleinman’s  1978  guidelines). He also 
reported that having schizophrenia means that he is 
a “killer,” and “un-American,” refl ecting internal-
ized stigma and confl ict with his cultural identity. 

 Peter also reported that he believed he had 
dementia, since he had memory diffi culties. He 
was not sure how old he was but suspected that he 
was 81 years old (though this number also varied 
over the course of meeting with him). He identi-
fi ed medication as the only way to improve his 
problems and endorsed the belief that his prob-
lems would never improve because “medications 
make me sleepy.”  

    Neuropsychological Tests 

 Peter was administered the COGNISTAT, which 
tests language, construction, memory, calcula-
tions, and reasoning. Attention, level of con-
sciousness, and orientation are also assessed. He 
was also administered the Trail Making Test A 
and B to assess attention and executive function-
ing and the Adult North American Reading Test 
(ANART), which is designed to estimate a per-
son’s verbal IQ. Despite English being his second 
language, his verbal IQ appeared to be in the 
average range. 

 Testing indicated that Peter’s cognitive 
strengths included his ability to orient himself to 
time and place, perform simple mathematical cal-
culations without the aid of pen and paper, and 
make appropriate judgments for minor, everyday 
problems and situations (e.g., what to do if he is 
running late for an appointment). Additionally, 
he demonstrated an average reading ability. 
Although he showed signifi cant defi cits of atten-
tion across testing measures, he was able to learn 
new words with a number of repetitions and was 
able to recall or recognize these words with inter-
ference and time delay, indicating potential for 
new learning with repetition. 

 Overall, testing revealed a number of moder-
ate–severe cognitive defi cits in the areas of mem-
ory, language, and construction, with evidence of 
perseverating thoughts and behaviors. Peter per-
formed very poorly in a test of abstraction, which 
is consistent with behavioral observations of con-
crete thinking and poor abstract reasoning. For 
example, when a staff member showed him a 
ladybug and said that she had brought with her a 
“friend” from the outside, he corrected the staff 
member and stated, “That is not a friend—that is 
an insect.” He also had diffi culty holding more 
than two–three words in his working memory. 
Although he was able to follow one-step com-
mands, he was not able to follow two- and three- 
step commands. Similarly, he could not repeat 
back phrases longer than three syllables. 

 Peter also had diffi culty integrating different 
pieces of information. When presented with a 
picture of a situation, he could not tell a coherent 
story and instead focused on different parts of the 
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picture. He also could not identify the emotion of 
the boy in the picture, and it is likely that further 
testing would have revealed defi cits in emotion 
recognition, both of self and others.  

    Symptom Measures and Suicidal 
Risk Assessment 

  Positive and Negative Syndrome Scale . Peter 
endorsed a number of positive and negative 
symptoms on the PANSS, including visual and 
auditory hallucinations and delusions. He 
reported seeing scary faces, hearing a voice call-
ing his name, and interpreting this voice to be the 
voice of God. He also believed that he had died 
when he jumped off the bridge and had been 
brought back to life by God because he was too 
young to die at the time. He displayed a number 
of negative symptoms, as well (blunted affect, 
emotional withdrawal, alogia, amotivation, and 
stereotyped thinking), disorganized thought con-
tent, depression, and guilt for being a “playboy” 
in his past and, therefore, “unclean.” 

  Beck Depression Inventory . Although Peter 
reported feeling “wonderful, fantastic, magnifi -
cent …,” he scored a 26 on this measure of depres-
sive symptoms, which is in the moderate range. 
He reported suicidal ideation, but no intent. Upon 
further questioning, Peter said that he believes 
that Jesus has been calling him and that he is 
going to die soon. However, he believes that he 
does not need to die to go to heaven and that God 
will take him while he is alive. If God does not 
come for him right away (within the next year), 
then he said that he is okay with waiting. It became 
clear from talking with him, however, that he was 
very depressed and understandably so, given his 
circumstances and lack of meaningful activity. 
Besides visits from his wife, mother-in-law, and 
child, he engaged very little with other residents 
and staff members. In fact, he rarely left his room, 
even for meals, which were brought to him, with 
the exception of attending the facility’s church 
service. His quality of life was poor, and his 
behavior (staying in bed most of the time) refl ected 
his attitude of waiting to die.  

    Goals and Strengths 

 Peter identifi ed his treatment goals as, being able 
to walk again, elimination of his auditory and 
visual hallucinations and going home. With 
prompting, he identifi ed the importance of his 
role as a father to his youngest daughter and 
wanted to see her grow up to be    successful. He 
also was a devout Roman Catholic and sought out 
a close relationship with God through prayer and 
reading the Bible. Peter also reported that he 
wanted to be “like God,” become a doctor (or 
President), and help others. 

 In addition to these goals, the involvement and 
devotion of his wife were considered a particular 
strength of Peter’s. Although nursing staff mem-
bers were available to bathe Peter and help him to 
the bathroom, the veteran’s wife took on these 
responsibilities on a daily basis. She expressed a 
willingness to be involved in Peter’s treatment 
plan, specifi cally a token economy.  

    Treatment Considerations/
Recommendations 

 Taking all of this information into account, a 
number of recommendations were made to 
Peter’s treatment team. Foremost, it was impor-
tant for Peter to spend more time outside of his 
room, as isolation and perseverative thinking, in 
addition to his interpretations of his auditory hal-
lucinations as God wanting him to die/leave the 
world, were worsening his depression. There had 
initially been some concern about Peter eating 
with other residents due to his history of violent 
and aggressive behavior. However, he had not 
engaged in such behavior in years, and his desire 
to be “good” for God and for his treatment team 
suggested that it was unlikely for him to act out in 
such a way. Therefore, it was recommended that 
Peter eat his meals with the other residents, and 
he was encouraged to interact with them. 

 Peter also rarely left the treatment facility, 
which also contributed to his depression. His 
wife expressed concern that Peter would hurt 
himself again, since he has talked about joining 
God for several years. However, the veteran 
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promised that he would not hurt himself or others 
and seemed excited at the idea of going out to eat 
at restaurants that he had enjoyed in the past. In 
order to reward Peter for engaging in new activi-
ties (e.g., helping wipe down tables in the dining 
room), a token economy was started for Peter 
with his wife’s help. Due to his short-term mem-
ory and attention problems, it was necessary for 
staffs to spend a lot of time initially helping the 
veteran with the task and reminding him what to 
do. However, eventually he was able to remember 
to help out on his own, earning poker chips every 
time he engaged in cleaning tables. He was able to 
exchange these chips to eat at his favorite restau-
rant. This served several functions, including 
building up a sense of mastery in Peter, thereby 
decreasing his depression, and also building up 
confi dence in his wife that he would not hurt him-
self when she took him outside of the facility. 

 It was also recommended that Peter receive 
individual therapy, focusing on his feelings of 
guilt for being a “playboy” and shame about his 
early unwanted sexual contact with an older 
male, exploring alternative interpretations to the 
belief that his voices were God calling him from 
this world, and providing him with coping strate-
gies for when he saw scary faces, which were 
interpreted to mean that the devil was terrorizing 
him. It was also suggested that therapy should 
focus on repetition of simple and meaningful 
ideas, such as “Your children need you.” Peter’s 
reasons for living included seeing his children 
grow up and be successful. The meaning of what 
it means to be diagnosed with schizophrenia was 
another important area to explore in therapy, 
especially since it related to Peter’s mixed feel-
ings about his cultural identity and beliefs that he 
was less than American because he was born in 
the Philippines. It was emphasized to the veteran 
how brave he was for joining the military and 
fi ghting for the United States and that being a 
Filipino American did not make him any less 
American than being a European American or a 
Japanese American, etc. 

 Cognitive remediation was also recommended 
in order to strengthen the veteran’s cognitive 
abilities, specifi cally his ability to pay attention 
and concentrate. The veteran initially began 

memorizing the different states of the United 
States, which was important to him and helped 
him to feel a greater sense of connection to his 
country. Throughout Peter’s course of individual 
therapy, which lasted for 6 months, his wife occa-
sionally participated in the sessions despite her 
limited English-speaking abilities. She provided 
validation to Peter that he was important to her and 
that she did not want him to die. Peter’s mood con-
tinued to improve over the course of treatment, and 
he started to engage in physical activities such as 
pull-ups as well. Staff members were encouraged 
to continue praising the veteran for his hard work 
and friendliness to other people. The ultimate goal 
of treatment was to help Peter feel part of the com-
munity at the residential facility and closer to his 
family, so that he felt a sense of purpose and spent 
less time perseverating about dying.      
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           Introduction 

 Sleep disorders are highly prevalent, affecting 
approximately one-third of the population based 
on epidemiology studies (Partinen & Hublin, 
 2011 ). Sleep disorders are commonly seen in 
various health-care settings, such as primary 
care, sleep clinics, and mental health facilities. 
Proper diagnosis of sleep disorders can help 
guide clinical care, especially as effective treat-
ments for sleep disorders become more widely 
available. Additionally, considering that sleep 
disorders are often comorbid with other physical 
and mental disorders, implementing adjunctive 
sleep treatment may enhance treatment for a 
comorbid physical or psychiatric illness. 

 The most widely studied sleep disorders that are 
comorbid with psychiatric disorders include insom-
nia, obstructive sleep apnea (OSA), and narcolepsy. 
While Asian-Americans are one of the fastest-
growing minority groups in the USA, there have 
been very few studies examining sleep disorders 
specifi cally in Asian-American populations. Thus, 
the main objective of this chapter is to provide a 
comprehensive overview of various sleep disor-
ders, provide prevalence rates in Asian-Americans 
if available, introduce subjective and objective 
assessment tools in diagnosing sleep disorders, and 
discuss cultural considerations associated with 
Asian-Americans for various sleep disorders. 

 Among the different sleep disorders, the cur-
rent chapter focuses primarily on insomnia, OSA, 
and narcolepsy. Because very few studies have 
investigated sleep disorders with Asian-American 
populations, studies that have been conducted in 
the countries of origin are also discussed to pro-
vide a wider framework of understanding.  

    Insomnia 

       Description and Prevalence 

 Insomnia is the most common sleep disorder 
that psychologists encounter and diagnose. 
Insomnia is characterized by a combination of 
nocturnal and diurnal symptoms and is recog-
nized as an independent disorder in all diagnos-
tic classifi cation systems. The two most widely 
used diagnostic classifi cation systems are the 
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International Classifi cation of Sleep Disorders, 
2nd edition (ICSD) and Diagnostic and Statistical 
Manual for Mental Disorders, 4th edition 
(DSM-IV). Both classifi cation systems include 
diagnostic criteria of insomnia as having both 
nocturnal symptoms (i.e., diffi culty initiating or 
maintaining sleep, early morning awakenings, or 
nonrestorative sleep) and diurnal symptoms 
characterized by impairment of daytime func-
tioning (i.e., diffi culties with memory or concen-
tration that are related to sleep diffi culty) as well 
as marked distress due to sleep disturbance. 

 The Diagnostic and Statistical Manual for 
Mental Disorders, 5th edition (DSM-5) is 
scheduled to be published in 2012, and the 
DSM-5 sleep advisory committee on sleep 
nosology has proposed changing primary 
insomnia disorder to a single diagnosis of 
insomnia disorder with use of specifi ers for 
clinical comorbidities (see Table  21.1 ). This 
moves away from more established notions of 
“secondary” versus “primary” insomnia and 
also moves away from causal attribution. The 
proposed diagnosis of insomnia disorder based 
on the new DSM-5 criteria also includes the 
presence of sleep disturbance for at least 3 
nights a week, for at least 3 months

   Epidemiologic studies indicate that the preva-
lence of insomnia disorder in the USA is between 
6 and 10 % (Ford & Kamerow,  1989 ;  Ohayon, 
2002 ) and based on population surveys, approxi-
mately 30 % of Americans report experiencing at 
least one insomnia symptom (Ancoli-Israel & 
Roth,  1999 ). In Asian countries, insomnia symp-
toms have been shown to be present in approxi-
mately 17 % of the Korean population, with 5 % 
meeting criteria for insomnia disorder, which is 
comparable with Western countries (Ohayon & 
Hong,  2002 ). 

    Risk Factors and Psychiatric 
Comorbidity 
 Risk factors for insomnia can be divided into 
static risk factors and modifi able risk factors. 
Static risk factors include gender, age, ethnicity, 
and genetics. Women are far more likely to be 
diagnosed with insomnia than men. This has been 
attributed to fl uctuating hormone levels that may 

predispose women to have a higher prevalence of 
mental disorders than men (Seeman,  1997 ). 
Additionally, women report higher incidence 
during certain junctures in life, especially during 
pregnancy and when entering menopause 
(Kravitz et al.,  2008 ; Mindell & Jacobson,  2000 ; 
NIH,  2005 ; Seron-Ferre, Ducsay, & Valenzuela, 
 1993 ; Steiger,  2007 ). Other psychological fac-
tors, such as difference in coping styles, higher 
likelihood of rumination, and more frequent 
exposure to stressful events may predispose or 
perpetuate insomnia in women. 

   Table 21.1    Proposed changes for diagnosing insomnia 
in DSM-5   

 (A) The predominant complaint is dissatisfaction with 
sleep quantity or quality. In children or the elderly, 
the complaint may be made by a caregiver or family 
member. 

 (B) Report of one or more of the following symptoms: 
   1. Diffi culty initiating sleep. In children, this may 

be manifested as diffi culty initiating sleep 
without caregiver intervention. 

   2. Diffi culty maintaining sleep, characterized by 
frequent awakenings or problems returning to 
sleep after awakenings. In children this may be 
manifested as diffi culty returning to sleep 
without caregiver intervention. 

   3. Early-morning awakening with inability to return 
to sleep. 

   4. Non-restorative sleep. 
   5. In children, prolonged resistance to going to bed 

and/or bedtime struggles. 
 (C) The sleep complaint is accompanied by signifi cant 

distress or impairment in daytime functioning as 
indicated by the report of at least one of the 
following: 

   1. Fatigue or low energy. 
   2. Cognitive impairment (e.g., attention, 

concentration, memory). 
   3. Mood disturbance (e.g., irritability, dysphoria). 
   4. Behavioral problems (e.g., hyperactivity, 

impulsivity, aggression). 
   5. Impaired occupational or academic functioning. 
   6. Impaired interpersonal/social functioning. 
   7. Negative impact on caregiver or family 

functioning (e.g., fatigue, sleepiness) 
 (D) The sleep diffi culty occurs at least 3 nights per 

week. 
 (E) The sleep diffi culty is present for at least 3 months. 
 (F) The sleep diffi culty occurs despite adequate 

opportunity for sleep. 
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 Age has also been shown to be a signifi cant 
risk factor for insomnia. One meta-analysis 
(Lichstein, Durrence, Ridel, & Bush,  2004 ; 
Lichstein, Taylor, McCrae, & Ruiter,  2011 ) indi-
cated that over 60 % of studies found heightened 
risk of insomnia with older age. However, other 
studies have found that after controlling for 
comorbid factors such as physical illness, age no 
longer remains a signifi cant risk. Both ethnicity 
and genetics have been indicated to be a risk fac-
tor for insomnia. There has been scarce research 
on genetics, but heritability estimates range from 
20 to 40 % based on twin studies (Lichstein 
et al.,  2011 ). 

 Modifi able risk factors for insomnia include 
hyperarousal, stress and life events, medical 
comorbidities, and psychiatric comorbidities. 
Many of the modifi able risk factors are targets for 
behavioral treatment of insomnia. Insomnia has 
long been considered to be associated with hyper-
arousal states, and studies have suggested that 
activation of the hypothalamic–pituitary–adrenal 
axis may contribute to the development of insom-
nia (Richardson,  2007 ). Additionally, the combi-
nation of having a predisposition towards 
hyperarousal (i.e., anxiety) and stressful life 
events increases the likelihood of developing a 
sleep disturbance after a stressful event. 

 Both medical and psychiatric illnesses 
increase risk of developing insomnia. Medical 
conditions such as chronic pain, cancer, and 
HIV status have a twofold to threefold risk of 
subsequently developing insomnia (Blazer, 
Hays, & Foley,  1995 ). Among psychiatric disor-
ders, depression has been shown to be a stable 
risk factor for insomnia, with odds ratios rang-
ing from 1.4 to 8.6    (Foley, Monjan, Izmirlian, 
Hays, & Blazer,  1999 ; Foley, Monjan, 
Simonsick, Wallace, & Blazer,  1999 ). While 
there have not been many longitudinal studies 
investigating the bidirectional relationship 
between insomnia and other psychiatric disor-
ders, considering that insomnia is a symptom of 
most psychiatric disorders, it raises the possibil-
ity that these disorders may also be risk factors 
for developing insomnia.   

    Assessment Tools 

     1.    The Clinical Interview     
 The fi rst step to diagnosing insomnia usually 

starts with a clinical interview. The clinical inter-
view should provide comprehensive information 
about nighttime symptoms (e.g., current sleep 
patterns, diffi culty initiating or maintaining 
sleep), daytime symptoms (i.e., impact of sleep 
disturbance on daytime functioning), and etio-
logical or comorbid conditions that contribute to 
the sleep disturbance. A clinical interview typi-
cally covers three broad domains: (a) the 
patient’s current sleep patterns and daytime 
functioning, (b) history and developmental 
course, and (c) comorbid psychiatric or medical 
conditions. 

  Current sleep patterns and daytime functioning : 
A review of the patient’s current sleep patterns 
typically involves the patient recalling his/her 
sleep schedule for the past 1–2 weeks. Completing 
sleep diaries prior to the initial clinical interview 
may help the clinician analyze the patient’s cur-
rent sleep patterns and derive sleep indices (i.e., 
average total sleep time, sleep onset latency) that 
are frequent targets for behavioral treatments for 
insomnia. At the minimum, the clinician should 
inquire about average total sleep time, time spent 
in bed, sleep onset latency, time spent awake in 
the middle of the night, and early morning awak-
enings. Additionally, some patients will report 
night-to-night variability in insomnia symptoms, 
as well as weekday–weekend variability in sleep 
schedules, so it is important to obtain at a mini-
mum 1 week of sleep schedule data. 

 In addition to sleep patterns, the impact of 
sleep disturbance on daytime functioning should 
also be assessed. This can include irritability, 
changes in mood, diffi culties with attention or 
concentration, reduction in social or physical 
activities, and preoccupation with sleep-related 
cognitions. Other compensatory behaviors, such 
as taking sleep medication, excessive caffeine 
intake, or taking prolonged daytime naps should 
also be assessed. 
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  History and developmental course : Obtaining a 
history of insomnia can be helpful in understand-
ing etiological features, as well as the presence of 
comorbid conditions, and making differential 
diagnosis. The 3-P model introduced by Spielman 
and Glovinsky ( 1991 ) provides a diathesis-stress 
framework for understanding the insomnia 
patient’s history. This model proposes that pre-
disposing, precipitating, and perpetuating factors 
are involved in the development and maintenance 
of insomnia disorder. 

 Predisposing factors include familial vulnera-
bility to insomnia, or proneness to anxiety that 
increase one’s risk of developing insomnia. A 
predisposing factor that is often overlooked in the 
assessment of insomnia is the patient’s chrono-
type. A person’s chronotype is determined by the 
patient’s circadian rhythm, defi ned by oscilla-
tions of some indicator (such as core body tem-
perature or blood pressure), with one complete 
oscillation occurring approximately every 24 h. 
A person’s chronotype determines when a per-
son’s sleep propensity is the strongest. The terms 
 morningness  and  eveningness  are used to distin-
guish people who endorse extreme diurnal pref-
erences.  Morningness  refers to those who show 
preferences for daytime activity. Individuals with 
strong morningness tendencies report peak per-
formance and alertness in the early-morning 
hours. The opposite is true for those who show 
 eveningness,  or preferences for nighttime activi-
ties. Those with strong  eveningness tendency 
report heightened alertness and peak perfor-
mance during the evening hours. 

 Chronotype varies for each individual, and it 
is common for individuals with strong morning 
or evening tendency to develop insomnia, due to 
a misalignment in their circadian rhythm and 
imposed sleep–wake schedule due to social 
restraints. A patient’s chronotype can be deter-
mined by asking a patient about their preferred 
sleep–wake schedules on an unrestrained sched-
ule without work or social obligations. 

 Predisposing factors alone do not cause 
insomnia, and precipitating factors such as stress-
ful life events (e.g., losing a job or death in the 
family) may cause acute insomnia. The sleep dis-
turbance in acute insomnia is usually a normal 

response to a stressor. In response to acute 
 insomnia, perpetuating factors may contribute to 
the maintenance of insomnia. These include cog-
nitive and behavioral reactions to the sleep distur-
bance, such as preoccupation with the need for 
sleep, increasing time spent in bed, rumination 
about the consequences of poor sleep, using alco-
hol as a sleep aid, and misuse of sleep 
medication. 

  Comorbid sleep, psychiatric or medical condi-
tions : An assessment of comorbid conditions is 
necessary in understanding the relationship 
between insomnia and the comorbid disorder. 
Comorbid sleep disorders, or other psychiatric 
and/or medical illnesses, may contribute to the 
development and severity of insomnia. Common 
comorbid sleep disorders with insomnia include 
OSA, restless leg syndrome, periodic limb move-
ment disorder, and narcolepsy. It is also impor-
tant to review the presence of medical disorders 
and medications that the patient is currently tak-
ing. Common medical disorders that are associ-
ated with insomnia include chronic pain, 
hyperthyroidism, cancer, and HIV. Medications 
such as steroids, stimulants, and beta-agonist 
drugs may also contribute to insomnia. 

 Assessment of psychiatric disorders is also 
important, considering that insomnia is a symp-
tom of many psychiatric disorders including uni-
polar depression, bipolar disorder, generalized 
anxiety disorder, and post-traumatic stress disor-
der (PTSD). Among all the psychiatric disorders, 
depression has been shown to be the most 
strongly associated with insomnia, with early 
morning awakenings frequently being a sign of 
the onset of depression. Sleep disturbance has 
also been found to be associated with suicidal 
ideation, and thus, a thorough suicide risk assess-
ment is necessary if a patient is severely depressed 
and reporting suicidal ideation (Bernert, Joiner, 
Cukrowicz, Schmidt, & Krakow,  2005 ; 
Bjorngaard, Bjerkeset, Romundstad, & Gunnell, 
 2011 ; Singareddy & Balon,  2001 ).
    2.    Self-report Questionnaires    

  The most commonly used measures for diag-
nosing insomnia include the Insomnia Severity 
Index (ISI; Bastien, Vallieres, & Morin,  2001 ) and 
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the Pittsburgh Sleep Quality Index (PSQI; Buysse, 
Reynolds, Monk, Berman, & Kupfer,  1989 ). The 
ISI consists of seven items that assesses the degree 
of subjective symptoms of insomnia during the 
past 2 weeks on a fi ve-point Likert scale, with 
scores ranging from 0 to 28. A higher score 
refl ects greater insomnia severity. Guidelines for 
interpreting the total scores are as follows: Scores 
0–7 refl ect no signifi cant insomnia, scores 8–14 
refl ect subthreshold insomnia, scores 15–21 
refl ect moderate insomnia, and scores 22–28 
refl ect severe insomnia. Scores higher than 14 are 
consistent with insomnia disorder. The ISI is used 
widely in both research and clinical settings, and 
is brief and easy to administer. 

 The PSQI is a self-report questionnaire assess-
ing sleep quality and disturbances over the past 
month. The scale yields a total score that ranges 
from 0 to 21, with higher scores indicating more 
diffi culties with sleep. The scale has good diag-
nostic sensitivity and specifi city, and a score 
greater than 5 has been established as an optimal 
cutoff point to differentiate poor sleepers from 
good sleepers (Backhaus, Junghanns, Broocks, 
Riemann, & Hohagen,  2002 ). The questionnaire 
also has seven subscales including subjective 
sleep quality, sleep latency, sleep duration, habit-
ual sleep effi ciency, sleep disturbances, use of 
sleeping medications, and daytime dysfunction. 

 Other supplementary questionnaires are fre-
quently used to assess features of insomnia, such 
as levels of hyperarousal, maladaptive beliefs 
about sleep, circadian preference, and sleep 
hygiene. Hyperarousal is common in insomnia 
patients, defi ned as heightened or conditioned 
arousal state in association with sleep (i.e., wor-
rying about sleep, having intrusive thoughts at 
bedtime). The most frequently used question-
naires to assess for hyperarousal levels is the 
Hyperarousal Scale (HS; Pavlova et al.,  2001 ) 
and Presleep arousal scale (PSAS; Nicassio, 
Mendlowitz, Fussell, & Petras,  1985 ). The HS 
consists of 26 items that assess the level of hyper-
arousal in individuals. The HAS can identify 
those with high levels of hyperarousal using an 
extreme score (number of items checked 
“extremely”) and an introspective score (sum of 
six scores measuring introspectiveness) and a 

react score (sum of three items measuring 
 reactivity). The PSAS consists of 16 items assess-
ing both cognitive (“worrying about falling 
asleep”) and somatic (“heart racing”) arousal of 
insomnia patients. Patients are asked to rate 
symptoms refl ecting hyperarousal during the 
time prior to sleeping on a fi ve-point Likert scale. 
It is common to use the PSAS daily with a sleep 
diary to monitor hyperarousal states. There are 
currently no known cutoff scores for identifying 
pathological levels of hyperarousal in insomnia 
patients. 

 Another common feature of insomnia patients 
are maladaptive beliefs about sleep. The 
Dysfunctional Beliefs and Attitudes Scale 
(DBAS; Morin, Stone, Trinkle, Mercer, & 
Remsberg,  1993 ) consists of 30 items refl ecting 
common dysfunctional beliefs about sleep. 
Higher scores on this scale refl ect higher levels of 
maladaptive beliefs about sleep, and are later tar-
geted during cognitive therapy to treat insomnia. 
The original version of the questionnaire consists 
of fi ve subscales: (1) dysfunctional beliefs about 
the consequences of insomnia; (2) beliefs that 
sleep is unpredictable and uncontrollable; (3) 
unrealistic sleep expectations; (4) misconcep-
tions about the causes of insomnia; and (5) erro-
neous beliefs about sleep-promoting habits. 
Recently, there have been two abbreviated ver-
sions with 10 items (DBAS-10) and 16 items 
(DBAS-16), and both have been reported to have 
adequate psychometric properties (Edinger & 
Wohlgemuth,  2001 ; Espie, Inglis, Harvey, & 
Tessier,  2000 ). 

 Chronotypes or circadian rhythms infl uence 
an individual’s sleep schedule, and often a mis-
alignment of work schedules and natural circa-
dian rhythms may be an etiological feature of 
insomnia. The Horne–Östberg Morningness–
Eveningness Questionnaire (MEQ; Horne & 
Ostberg,  1976 ) consists of 19 items refl ecting 
questions about circadian preference, including 
daytime and nighttime activities, sleep exercise, 
mental activity, and alertness. The MEQ pro-
duces scores on a morningness–eveningness con-
tinuum (scores ranging from 16 to 86). Individuals 
can be classifi ed into morning types (M-type; 
scores 59–86), neither type (N-type; scores 
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42–58), and evening types (E-type; scores 
16–41). The MEQ demonstrates high correla-
tions with physiological measurements of circa-
dian rhythms (Kerkhof & Van Dongen,  1996 ; 
Lack & Bailey,  1994 ).
    3.    Polysomnography    

  An overnight polysomnography (PSG) is not 
necessary in the diagnosis of insomnia, but is 
often used to rule out other sleep disorders, espe-
cially sleep-disordered breathing (Kushida et al., 
 2005 ). Traditionally, diagnostic PSG is con-
ducted in a sleep laboratory, but studies have 
found night-to-night variability of sleep record-
ings and fi rst-night effects that produce sleep dis-
turbance may interfere with obtaining an accurate 
recording of the patient’s sleep. Recently, porta-
ble home monitoring PSG has been developed to 
avoid the fi rst-night effect (Edinger et al.,  1997 ). 

 A subgroup of insomnia patients have a ten-
dency towards sleep misperception, which is 
often called paradoxical insomnia. Specifi cally, 
these patients have a discrepancy between their 
subjectively perceived sleep and objective sleep 
(typically measured by PSG). Past studies have 
indicated that many insomnia patients have the 
propensity to underestimate the amount of sleep 
they got, and research has also linked this to neu-
robiological dysfunction, including elevated lev-
els of global cerebral metabolism during sleep, 
cortical arousal, and cerebral response to increas-
ing task demands (Drummond, Meloy, Yanagi, 
Orff, & Brown,  2005 ; Nofzinger et al.,  2004 ; 
Perlis, Giles, Mendelson, Bootzin, & Wyatt, 
 1997 ). If a patient consistently reports very little 
sleep each night without accompanied daytime 
impairment, it may be useful for the patient to 
undergo PSG to assess for sleep misperception.
    4.    Sleep Diaries    

  Sleep diaries are the essential self-reporting 
tool for diagnosing insomnia, and are considered 
the gold standard for the subjective assessment of 
insomnia (Carney et al.,  2012 ). It is recommended 
that at least 2 weeks of sleep diary information is 
obtained for a baseline assessment of insomnia. 
The content of the sleep diaries should include the 
following sleep parameters: sleep onset latency 
(SOL), amount of time spent awake after sleep 
onset (WASO), total time actual spent in bed 

(TIB), early morning awakenings, lights on/off, 
and total amount of actual sleep (TST). Sleep effi -
ciency (SE), often used as a treatment outcome 
indicator, can be calculated as TST/TIB × 100. 
Information on the type and timing of sleep medi-
cation can also be included in the sleep diary, in 
addition to subjective ratings of sleep quality, and 
daytime sleepiness and fatigue levels. There is 
also often a section for notes and comments that 
can be used to elaborate on unusual circumstances 
that affected the patient’s sleep schedule. 

 Information derived from the sleep diary can 
also be helpful in identifying night-to-night vari-
ability in a patient’s sleep patterns, such as week-
day–weekend variability. Some patients may 
exaggerate the severity of sleep disturbance 
across the week based on a few nights of poor 
sleep. Sleep diaries can also help guide treatment 
by challenging the patient’s beliefs about sleep in 
thinking that a bad night of sleep will directly 
affect the patient’s daytime consequences.
    5.    Actigraphy     

 Actigraphy is a wristwatch size device that 
contains an accelerometer which monitors the 
degree of motion to differentiate between wake-
fulness and sleep. Compared to PSG, which is 
based on multiple channels of information (EEG, 
EMG, EOG), actigraphy determines sleep and 
wakefulness states solely based on the occurrence 
and degree of motion. Research has indicated that 
there is acceptable agreement between actigra-
phy-derived estimates of sleep parameters and 
PSG (Tryon,  2004 ). Actigraphy is also frequently 
used to detect change in sleep for a patient who is 
in treatment. The main advantage of actigraphy-
based measures is that it allows recording of 
sleep–wake data for long periods of time in the 
patient’s natural sleep environment. While actig-
raphy is not recommended for diagnosing insom-
nia, it is often useful for evaluating specifi c aspects 
of insomnia, and also used along with sleep dia-
ries for accurate sleep schedule information.  

    Cultural Considerations 

 A common feature in Asian cultures, especially 
Korean and Chinese, is the somatization of 
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 emotional distress. In many Asian cultures, nega-
tive emotions such as anxiety, depression, or 
other psychological problems are rarely 
expressed, and mental illness is usually stigma-
tized (Kim & Rhi,  1976 ). This is rooted in tradi-
tional Chinese medicine, which is characterized 
by an “unwillingness to differentiate between 
psychological and physiologic functions” (Lin, 
 1980 ). Thus, it is common for a patient who is 
suffering from emotional distress to express his/
her diffi culties through physical complaints. It 
has been suggested that people from Asian cul-
tures who conceptualize their health based on 
solely their physical health are less likely to 
express their psychological states and have very 
poor skills in communicating their emotional 
states (Kleinman,  1980 ). 

 Several culture-bound syndromes that are 
indicated in the DSM-IV-TR highlight this issue, 
and sleep disturbance or insomnia is a frequent 
physical complaint of these conditions. One 
example is  hwa-byung , a culture-bound syn-
drome found specifi cally in the Korean culture, 
especially in Korean women who are brought up 
to suppress their emotions and be submissive 
based on traditional Confucian values. The direct 
translation of  hwa-byung  is “fi re-illness” or 
“anger syndrome” and it is associated with sup-
pressed anger manifesting in psychosomatic 
symptoms. Insomnia is known to be one of the 
main symptoms of  hwa-byung  and also provides 
a way of conceptualizing and resolving  emotional 
distress through somatic complaints in Korean 
elderly immigrant women (Pang,  1990 ). It is 
common for Koreans to have physical complaints 
rather than psychological or mental complaints 
when they are expressing emotional distress 
(Kleinman,  1980 ; Lock,  1980 ). 

 Another culture-bound syndrome that is fre-
quently seen in China is called  shenjing shuairuo  
(“neurasthenia” or “weakness of nerves”). 
 Shenjing shuairuo  is characterized by various 
somatic and psychological complaints including 
fatigue or weakness, poor concentration, memory 
loss, irritability, and sleep disturbance. Studies on 
 shenjing shuairuo  and its similarities to diagnoses 
in the ICD-10 highlight that it is most similar to 
both somatoform and anxiety disorders. Similarly, 

 Shen-k’uei  (Taiwan) or  Shenkui  (China) is also a 
culture-bound syndrome that is characterized by 
somatic complaints such as dizziness, fatigue, 
general weakness, and insomnia, for which no 
physical cause can be found.  Shen- k’uei  is usually 
accompanied by marked anxiety or panic symp-
toms, and patients with this syndrome attribute 
their symptoms to excessive semen loss, which is 
feared to drain one of their vital essence and is 
perceived as being life-threatening. 

 Thus, when seeing an Asian-American patient 
who is complaining of insomnia,, especially from 
Korean or Chinese cultures, it may be important 
to assess for deeper underlying issues of emo-
tional distress and suppressed anger, and thus, a 
more thorough evaluation of comorbid psycho-
logical illnesses is important. 

 Another issue relevant to Asian-Americans in 
the assessment of insomnia is comorbid PTSD, 
especially in Southeast Asian refugees who have 
immigrated to the USA to escape political tur-
moil. The impact of traumatic events tend to be 
lifelong in these refugees, and it puts them at high 
risk for a wide variety of mental illnesses, espe-
cially PTSD. For example, research has shown 
that over 90 % of Cambodian refugees who immi-
grated to the USA who experienced traumatic 
events during the 4 years of Pol Pot’s regime prior 
to coming to America were found to meet criteria 
for PTSD (Rhee,  2009 ). It is important to assess 
for comorbid PTSD among Southeast Asian 
immigrants who were refugees prior to coming to 
the USA, as sleep disturbance is a common symp-
tom of PTSD and is often characterized by vivid 
nightmares in PTSD patients. Implementing 
adjunctive psychological treatment with treat-
ment for insomnia or nightmares (imagery 
rehearsal therapy) may increase the effectiveness 
in the treatment of the underlying illness.   

    Obstructive Sleep Apnea 

    Description and Prevalence 

 OSA is a disorder characterized by repeated epi-
sodes of partial or complete upper airway 
obstruction during sleep. Individuals diagnosed 
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with OSA often experience loud snoring, 
 witnessed breathing interruptions, awakenings 
resulting from gasping or choking, and excessive 
daytime sleepiness (EDS). As part of sleep- 
disordered breathing (SDB), OSA is among the 
most common class of disorders diagnosed in the 
sleep centers all across the USA, and is known to 
account for about 70 % of all patients evaluated 
in sleep clinics (Punjabi et al.,  2000 ) (Table  21.2 ).

   OSA is known to be prevalent in 24 % of men 
and 9 % of women in the general population, 
when defi ned by the diagnostic criteria of an 
Apnea–Hypopnea Index (AHI) > 5. When distin-
guished further by accompanying symptoms, 
such as daytime sleepiness, 4 % of men and 2 % 
of women are presented with OSA (Cao & 
Kushida  2011 ). Only one previous study has 
looked at OSA prevalence in Asian-Americans, 

reporting that OSA was prevalent in 3.81 % of the 
 Asian- American population, a rate lower com-
pared to other races (Stein et al.,  2011 ). However, 
the rate of snoring was found to be similar between 
Asian- Americans and Caucasians (O’Connor 
et al.  2003 ). On the other hand, large prevalence 
studies focused on the Asian countries (i.e., Hong 
Kong, Korea, and India) reported the prevalence 
of OSA is comparable to those of Caucasian stud-
ies using similar methodological designs and defi -
nitions (Bixler et al.,  2001 ; Duran et al.,  2001 ; 
Gislason et al.,  1988 ; Ip et al.,  2001 ; Kim et al., 
2004; Udwadia et al., 2004). 

  Risk factors and Psychiatric Comorbidity : There 
are several well-known risk factors of OSA which 
may provide critical evidence for the presence of 
the disease. One of the strongest risk factors is 
old age (age 65 and older). The prevalence of 
OSA increases with age in Asian populations, 
similar to Western countries (Ong & Clerk, 
 1988 ). Male gender is also a well-known risk fac-
tor for OSA. The fact that android-type obesity 
(fat deposition mainly in the neck and abdomen) 
is more dominantly seen in men may explain this 
gender predominance for OSA. Women are at 
greater risk for OSA in presence of obesity dur-
ing the postmenopausal state. Craniofacial struc-
tural factors are established risk factors for OSA, 
and it has been reported that Asians are predis-
posed to a higher severity of OSA due to cranio-
facial skeletal features that contribute to 
development of OSA (Li et al.,  2000 ; Ong & 
Clerk,  1988 ). Abnormal cranial features may be 
good indicators for detecting OSA in nonobese 
Asian patients (Lam et al.  2007 ). 

 Body-mass index (BMI) is a good indicator 
for obesity, and also has good sensitivity and 
specifi city for predicting OSA (Tsai et al.,  2003 ). 
A positive correlation between BMI and OSA 
has been also reported in the population-based 
studies of Asian countries, but when comparing 
Asian patients to Caucasian patients, obesity is 
suggested to be a less signifi cant risk factor for 
OSA in the Asian race. There seems to be a nota-
ble difference between the percentage of obesity 
in Asian and Caucasian OSA patients (Li et al., 
 2000 ), and BMI is signifi cantly lower in this 

   Table 21.2    Characteristics of obstructive sleep apnea 
(OSA)   

 1. Overnight polysomnography (PSG) (Recommended 
by the AASM guideline a ) 

    (A) Apnea severity is observed by the  apnea–
hypopnea index (AHI) , the count of apneas and 
hypopneas per hour of sleep 

   • Apnea : complete or near cessation of airfl ow 
for at least 10 s with or without the presence 
of associated oxygen desaturation or sleep 
fragmentation 

   • Hypopnea : at least 30 % reduction in airfl ow 
reduction from the baseline that is 
accompanied by at least a 4 % drop in oxygen 
saturation (SaO2). 

       – (Alternatively) at least 50 % reduction in 
oronasal airfl ow associated with a 
decreased oxyhemoglobin saturation or an 
EEG arousal. 

    (B) Classifi cation of OSA Severity: 
   •  AHI <5 (“No OSA”), 
   •  5 ≤ AHI < 15 (“Mild OSA”), 
   •  15 ≤ AHI < 30 (“Moderate OSA”), 
  • AHI ≥ 30 (“Severe OSA”) 
 2. Physical examination / symptoms: 
    (A) Nighttime symptoms: 
  • Prominent snoring 
  • Witnessed apneas or gasping 
    (B) Daytime symptoms: 
  • Daytime sleepiness 
  • Mood or affective disturbance 

   a American Academy of Sleep Medicine Task Force, 2007  
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group compared to Caucasian patients when age, 
sex, and disease severity were controlled (Genta 
et al.,  2008 ; Li et al.,  2000 ) 

 Psychiatric symptoms or disorders are com-
monly presented with OSA, and they may be 
controlled with treatment of OSA (Millman 
et al.,  1989 ). Research has shown that more than 
half of OSA patients have comorbid psychiatric 
symptoms such as depression (21.8 %), anxiety 
(16.7 %), and bipolar disorder (3.3 %), and 
female patients had higher prevalence of psychi-
atric problems than male patients (DeZee et al., 
 2005 ; Dursunoglu et al.,  2009 ; Uyar et al.,  2011 ). 
This association may be explained by common 
neurobiological risk factors share by OSA and 
affective disorders, especially on the neurotrans-
mitter level; for example, serotonin reuptake 
inhibitors (SSRI), commonly prescribed as a 
medication for depression, is suggested to 
improve OSA (Schroder & O’Hara,  2005 ). Sleep 
fragmentation and hypoxemia in OSA could also 
cause metabolic impairment and result in depres-
sive symptoms (Kamba et al.,  1997 ). The rela-
tionship between OSA and depression is complex, 
and thus, information on a patient’s sleep sched-
ule should be evaluated when assessing for 
depressive disorders.  

    Assessment Tools 

     1.    Clinical Interview     
 While an overnight PSG study is required to 

confi rm the diagnosis of OSA, it is typical for the 
clinician (physician or clinical psychologist) to 
conduct a clinical interview and physical exami-
nation to assess for risk factors and symptoms 
suspicious of OSA prior to the overnight sleep 
study. Patients are often not aware of their symp-
toms, and thus, it is important to obtain this infor-
mation from someone who has observed the 
patient’s sleep habits. 

  Nighttime Symptoms : A typical characteristic of 
OSA is loud snoring or brief gasps alternating 
with nocturnal snorting and gasping. Loud and 
disruptive snoring accompanied by apneic events 
or choking is commonly observed by bed partners 

of OSA patients (Guilleminault et al.,  1976 ; 
Hoffstein & Szalai,  1993 ; Kales et al.,  1985 ), but 
most OSA patients are unaware of their symp-
toms, and the absence of this symptom does not 
exclude the possibility of having the disorder. 
Dry mouth and thirst upon waking up in the 
morning are reported by a majority of patients 
with OSA (Kales et al.,  1985 ). 

  Daytime Symptoms : Sleep fragmentation and 
poor sleep quality are well-known consequences 
of abnormal breathing events in OSA, and they 
are often presented as EDS and fatigue (Hoffstein 
& Szalai,  1993 ; Kales et al.,  1985 ; Marin et al., 
 2005 ). Patients with OSA commonly report 
drowsiness or napping during the daytime, and 
these symptoms can result in catastrophic conse-
quences such as motor vehicle accidents (George 
et al.,  1987 ; Ip et al.,  2001 ; Tufi k et al.,  2010 ). It 
is essential to inquire about the presence and 
level of sleepiness while driving a motor vehicle 
or operating machines if a clinician suspects a 
patient has OSA. 

 Research has shown that cognitive dysfunc-
tion is a common consequence of OSA, and 
many complaints of problems in concentration, 
attention, memory, or judgment (Redline et al., 
 1997 ). Specifi c neurocognitive tests that involve 
the prefrontal cortex have been shown to be 
impaired in OSA patients, which may be a result 
of sleepiness. Studies of the psychomotor vigi-
lance task (PVT), a task sensitive to sleep loss 
and sleepiness, also revealed that OSA patients 
showed slower reaction time and more lapses as 
compared to individuals without OSA (Kim 
et al.,  2007 ). Most patients appear to show 
improved performance with treatment (e.g., 
nasal continuous positive airway pressure 
(CPAP) treatment), but it has been suggested that 
there may be specifi c genetic susceptibilities 
(i.e., ApoE-e4 gene) that could contribute to per-
sistent neurobehavioral defi cits in OSA (O’Hara 
et al.,  2005 ). 

 During the clinical interview, information on a 
decreased sex drive, change in mood, nocturnal 
heartburn, and a history of hypertension should 
also be noted, because these are symptoms com-
monly related with OSA. Craniofacial structures, 
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such as having a short, thick neck, a short lower 
jaw, or receding chin, and a large tongue, may 
also indicate that the patient is vulnerable to 
developing OSA (Cartwright,  2001 ).
    2.    Self-report Questionnaires    

  The Berlin questionnaire is a simple question-
naire that consists of three categories measuring 
the risk of having OSA (Netzer et al.,  1999 ). The 
patient can be categorized into High Risk or Low 
Risk depending on their responses to questions 
related to (1) snoring behavior, (2) daytime sleep-
iness, and (3) obesity and hypertension, and posi-
tive responses to at least two categories indicate a 
high likelihood of exhibiting OSA. This ques-
tionnaire has been demonstrated to predict a 
RDI > 5 with sensitivity of 0.86 and specifi city of 
0.77 and is widely used in primary care settings 
(Heistand et al.,  2006 ). 

 Another self-report questionnaire that is fre-
quently used in detecting EDS is the Epworth 
Sleepiness Scale (ESS; see  Narcolepsy  section 
below for detailed description). In the OSA pop-
ulation, the ESS cutoff is greater than 10 for 
detecting EDS (Johns,  1991 ).
    3.    Polysomnography    

  According to the International Classifi cation 
of Sleep Disorders (ICSD), a diagnosis of OSA 
requires evidence-based data from a PSG study 
(AASM). The scoring guidelines provided by the 
American Academy of Sleep Medicine (AASM) 
recommends scoring obstructive hypopneas 
based on the number of abnormal breathing 
events during nocturnal sleep, namely, an AHI, 
which refl ects the count of apneas and hypopneas 
per hour of sleep. Clinically, OSA is defi ned by 
the presence of at least fi ve obstructive respiratory 
events per hour of sleep (Cao et al.,  2011 ). The 
severity of OSA is usually defi ned by AHI <5 (no 
OSA), 5 ≤ AHI < 15 (mild OSA), 15 ≤ AHI < 30 
(moderate OSA), and AHI ≥30 (severe OSA), but 
respiratory disturbance index (RDI; the count of 
apneas and hypopneas) plus respiratory effort-
related arousals (RERAs) per hour of sleep, can 
also be used interchangeably due to the variability 
of measurement outcome (Cao et al.,  2011 ). AHI 
is also most commonly used to evaluate OSA in 
children, and OSA is defi ned as AHI >1, accord-
ing to the criteria of the AASM (AASM,  2005 ).  

    Pediatric OSA 

 Diagnosis of OSA in children is made on the 
basis of a thorough evaluation of sleep history, 
physical examination, and PSG data (AASM, 
 2005 ). Parental complaint about their children’s 
sleep is a critical factor of identifying OSA, and 
hyperactivity or attention defi cits are also notable 
clinical features of OSA in children. Displays of 
EDS or frequent napping could also provide 
major evidence for detecting sleep problems in 
older children.  

    Cultural Considerations 
in OSA patients 

 In the Asian-American population, a higher level 
of acculturation is known to be associated with 
higher BMI and elevated rates of obesity (Frisbie 
et al.,  2001 ), which refl ects adoption of an 
American lifestyle such as physical inactivity and 
diet consisting of high-fat and calorie-dense food 
(Cho & Juon,  2006 ; Kandula & Lauderdale, 
 2005 ). This trend in obesity indicates the possi-
bility of increased risk of OSA in Asians who 
were born in the USA or immigrants who resided 
in the USA for a long duration, although no pre-
vious study has focused on this particular topic. 

 Previously, OSA has been reported to be 
under-recognized in Asian-American communi-
ties, with low BMI being one factor that most 
strongly associated with low rate of recognition 
(Kapur et al.,  2002 ). Considering that Asian 
patients have lower BMI compared to other eth-
nic groups, it is possible that OSA in Asian- 
Americans is largely under-recognized in 
comparison to other ethnicities; most patients 
presented in sleep clinics are obese, but this may 
be due to high rate of suspicion for having OSA. 
Likewise, one study reported that the risk of OSA 
related to high BMI is greatly under-recognized 
in Japanese descendants as compared with 
Caucasian descendants (Genta et al.,  2008 ). The 
fact that sleep medicine is relatively underdevel-
oped in many Asian countries may also affect 
Asian-American immigrants’ awareness of OSA 
(Lam et al.,  2007 ).   
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     Narcolepsy 

    Description and Prevalence 

 Narcolepsy is characterized by the following 
symptoms: (a)  EDS : It is characterized by patho-
logical or inappropriate somnolence, and has 
been defi ned in the International Classifi cation 
of Sleep Disorders, 2nd Edition (ICSD-2) as “the 
inability to stay awake and alert during the major 
waking episodes of the day, resulting in unin-
tended lapses into drowsiness and sleep 
(American Academy of Sleep Medicine). 
Daytime sleepiness is the most disabling and fre-
quent cause for consultation (Dauvilliers et al., 
 2001 ;    Guilleminault et al.,  1974 ; Overeem et al., 
 2001 ; Scammell,  2003 ). These sleep attacks are 
typically short, but refreshing. However, a single 
sleep attack is not enough to eliminate sleepiness 
in these patients. (b)  Cataplexy : It is character-
ized by a reversible sudden drop of muscle tone 
triggered by emotional factors, most often by 
positive emotions such as laughter, pleasant sur-
prise, or anger, but almost never by stress, fear, 
or physical effort (Overeem et al.,  2001 ; 
Scammell,  2003 ; Thorpy,  2006 ). Awareness is 
preserved throughout the attacks. Although the 
attacks are abrupt, they usually take several sec-
onds to reach their maximum, and lasts from 
several seconds to several minutes. Cataplexy is 
pathognomonic of narcolepsy, and found in 
60–70 % of narcoleptic patients (Bassetti et al., 
 2003 ; Poirier, Montplaisir, Decary, Momege, & 
Lebrun,  1986 ). (c)  Hypnagogic or Hypnopompic 
Hallucinations : Both hypnagogic and hypno-
pompic hallucinations are vivid dreamlike expe-
riences that occur during the transition between 
wakefulness and sleep. Some patients report dif-
fi culty in differentiating dreams from reality and 
are occasionally misdiagnosed as schizophrenic. 
(d)  Sleep paralysis : Sleep paralysis is the inabil-
ity to move during the onset of sleep or on awak-
ening, while patients are subjectively awake and 
conscious. It is usually of short duration but can 
at times last several minutes. (e)  Disrupted noc-
turnal sleep : Approximately one- third of narco-
lepsy patients indicate they have no diffi culty 

initiating sleep, but have more diffi culty main-
taining sleep after sleep onset (Table  21.3 ).

   The prevalence of narcolepsy is usually about 
25–50 per 100,000 (Longstreth, Koepsell, Ton, 
Hendrickson, & van Belle,  2007 ). According to 
the previous general population studies, preva-
lence rates of narcolepsy were 0.02–0.05 % in the 
US (Longstreth et al.,  2009 ; Silber, Krahn, Olson, 
& Pankratz,  2002 ). Currently, there are no studies 
investigating the prevalence of narcolepsy in 
Asian-Americans, but population-based preva-
lence studies consisting of racially diverse ethnic 
groups suggest that Asian-Americans have lower 
prevalence of narcolepsy compared to African- 
Americans or Caucasians (Longstreth et al., 
 2009 ). However, prevalence in certain racial or 
ethnic groups requires further research. 

  Risk Factors and Psychiatric Comorbidity : 
Pathophysiological studies have shown that 
 narcolepsy is caused by the early loss of neurons 
in the hypothalamus that produce hypocretin, a 

   Table 21.3    Diagnostic criteria for narcolepsy with and 
without cataplexy   

 Criteria for narcolepsy 
  1. Excessive daytime sleepiness (EDS) occurring 

almost daily for at least 3 months. 
 2a. [ For Narcolepsy with cataplexy ] Defi nite history of 

cataplexy, defi ned as sudden and transient (less than 
2 min) episodes of loss of muscle tone, generally 
bilateral, triggered by emotions (usually laughing 
and joking). 

 2b. [ For Narcolepsy without cataplexy ] Typical 
cataplexy is not present, although doubtful or 
atypical cataplexy-like episodes may be reported. 

  3. Diagnosis should, whenever possible, be confi rmed 
by nocturnal PSG (with a minimum of 6 h sleep) 
followed by a daytime MSLT: 

    (a) Mean daytime sleep latency 8 min or shorter, 
with two or more sleep onset in REM periods 
(the time from sleep onset to REM sleep should 
be less than 15 min in at least two naps). 

    (b) Alternatively, hypocretin-1 concentrations in the 
cerebrospinal fl uid 110 ng/mL or lower, or a 
third of mean control values. 

  4. Hypersomnia is not better explained by another 
sleep disorder, medical or neurological disorders, 
mental disorder, medication use, or substance use 
disorder. 

   PSG  polysomnography,  MSLT  multiple sleep latency test, 
 REM  rapid eye movement  
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wakefulness-associated neurotransmitter present 
in cerebrospinal fl uid (CSF). The cause of neural 
loss could be autoimmune in nature since most 
patients have the HLA DQB1*0602 allele that 
predisposes individuals to the disorder 
(Dauvilliers, Arnulf, & Mignot,  2007 ). 

 Narcolepsy is highly comorbid with psychiat-
ric disorders, especially depression and anxiety. 
The prevalence of depression in narcolepsy has 
been reported to be as high as 20–37 %, which 
has been attributed to be caused by the reaction to 
the disorder and its effects (Kales et al.,  1982 ; 
Krishnan,  1984 ; Mosko,  1989 ; Sours,  1963 ; 
Vandeputte,  2003 ) However, a recent study has 
found that narcolepsy does not increase fre-
quency of diagnosable depressive disorders when 
overlapping symptoms of narcolepsy and depres-
sion (i.e., sleep, fatigue) are excluded (Vourdas 
et al.,  2002 ). Another study reported there may be 
higher frequency of depressive symptoms such as 
depressed mood, pathological guilt, crying, and 
anhedonia (Fortuyn,  2010 ). 

 High levels of anxiety have also been reported 
in narcolepsy patients, with 35 % of patients 
meeting criteria for anxiety disorder, compared 
to 3 % in the general population (Fortuyn, 2010). 
Elevated anxiety symptoms can partially be 
explained by perceived loss of self-control asso-
ciated with the narcolepsy symptoms and vivid 
memories of daytime hallucinations. 

 Narcolepsy patients are often misdiagnosed as 
having schizophrenia, usually due to experienc-
ing hypnagogic and hypnopompic hallucinations, 
which are observed in 30 % of narcolepsy patients. 
However, hallucinations in schizophrenic patients 
are distinctly different from hypnagogic and hyp-
nopompic hallucinations observed in narcolepsy 
patients. Schizophrenic hallucinations are typi-
cally auditory, while hallucinations in narcolepsy 
patients are usually a combination of visual, audi-
tory, as well as tactile experiences (Dahmen, 
Kasten, Mittag, & Muller,  2002 ).  

    Assessment Tools 

     1.    Clinical Interview     
 A diagnosis of narcolepsy is based primarily 

on clinical symptoms, which are usually obtained 

during a diagnostic interview. Narcolepsy with 
cataplexy is based on EDS occurring daily for at 
least 3 months, and a history of cataplexy. The 
diagnosis of narcolepsy without cataplexy has 
the same criteria without typical cataplexy, 
although doubtful or atypical cataplexy-like epi-
sodes may be reported (AASM,  2005 ). 

 The most common causes of EDS can be dif-
ferentiated by the sleep related histories. It is 
important to enquire about the patient’s general 
sleep hygiene and other lifestyle issues that may 
have irregular sleep patterns and sleep depriva-
tion. A sleep diary can also be helpful in making 
differential diagnoses.
    2.    Self-report Questionnaires     

 The subjective severity of daytime sleepiness 
can be quantifi ed using scales such as the ESS 
and Stanford Sleepiness Scale (SSS) (Hoddes & 
Zarcone,  1972 ; Johns,  1991 ). The ESS is an 
8-item questionnaire that measures the degree of 
sleepiness during the daytime (Johns,  1991 ) and 
is commonly used to evaluate the level of day-
time sleepiness in narcolepsy patients. The ESS 
questionnaire requires subjects to rate the likeli-
hood that they might doze off or fall asleep in 
eight different everyday situations. The sleepi-
ness is scored from 0 to 3 points, where 3 repre-
sents a high likelihood of dozing or falling asleep. 
ESS scores of ≥15 are common in untreated nar-
colepsy patients (Johns,  1991 ) (Table  21.4 ).

   The SSS was developed to quantify the sub-
jective sleepiness of patients throughout the day. 
It is a 1–7 rating scale, and the patients are asked 
to pick one that best represents how they are feel-
ing. While the ESS has been validated for narco-
lepsy, the SSS is not specifi c for narcolepsy. 

 The Pediatric Daytime Sleepiness Scale 
(PDSS), a validated scale, is more appropriate for 
use in children and teenagers between ages of 11 
and 15 years (Drake et al.,  2003 ). This is useful 
when considering largest incidence of narcolepsy 
is around 15 years. It was created to determine 
the relationship between daytime sleepiness and 
school performance, and now used as sleepiness 
measures, and score of 16 or higher is likely to be 
associated with a negative impact on daily 
functioning. 

 The Ullanlinna Narcolepsy Scale (UNS) 
 consists of 11 narcolepsy and cataplexy related 
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   Table 21.4    Self-report questionnaires for sleep disorders   

 Assessment name 
 Disorder 
assessed 

 Recommendation(s) and/or relevant 
research fi ndings 

 May be 
used with  Available in 

 Insomnia 
Severity Index 

 Insomnia  Scores 0–7: no insomnia  Adults, 
adolescents 

 Korean 
 Scores 8–14: subthreshold  Chinese 

 Japanese  Scores 15–21: moderate 
 Scores 22–28: severe 
 Cutoff score >14 found to be 
optimum cutoff for insomnia as a 
clinical disorder 

 Pittsburgh Sleep 
Quality Index 

 Insomnia  Score >5 represents clinical insomnia  Adults  Korean 
 Chinese 
 Japanese 
 Taiwanese 
 Hindi 

 Includes seven subscales: sleep 
latency, subjective sleep quality, sleep 
duration, habitual sleep effi ciency, 
sleep disturbances, use of sleeping 
medications, daytime dysfunction 

 Dysfunctional 
Beliefs and 
Attitudes Scale 

 Insomnia  Short versions with 10 items 
(DBAS-10) and 16 items (DBAS-16) 
available 

 Adults  Korean 
 Chinese 
 Malaysian 

 Hyperarousal 
Scale 

 Insomnia  No known cutoff scores  All  None validated in 
Asian languages 

 Presleep Arousal 
Scale 

 Insomnia  No known cutoff scores  Adults  None validated in 
Asian languages 

 Horne Östberg 
Morningness–
Eveningness 
Questionnaire 

 Insomnia  Evening type (Scores 16–41) 
 Neither type (Scores 42–58) 
 Morning type (Scores 59–86) 

 Adults  Korean 
 Chinese 
 Japanese 
 Hindi 

 Berlin 
Questionnaire 

 OSA  “Snoring” is present with ≥2 positive 
responses to Q’s 2–6 

 Adults  Korean 
 Japanese 
 Chinese 
 Hindi 
 Filipino 

 “Daytime sleepiness” is present with 
≥2 positive responses to Q’s 7–9 
 “Hypertension and/or obesity” is 
determined with ≥1 positive 
responses and/or a BMI >30 
 Presence of two out of the three 
symptoms indicates a high likelihood 
of sleep disordered breathing 

 Ullanlinna 
Narcolepsy Scale 
(UNS) 

 Narcolepsy  Score >14 consistent with narcolepsy  All  Korean 
 Chinese 

 Epworth 
Sleepiness Scale 
(ESS) 

 Daytime 
sleepiness in 
Insomnia, OSA 
and Narcolepsy 

 Scores >10 consistent with EDS in 
the general population and OSA 
patients; Scores ≥ 15 used for 
untreated narcolepsy patients. 

 All  Korean 
 Chinese 
 Japanese 
 Filipino 

 Stanford 
Sleepiness Scale 
(SSS) 

 Daytime 
sleepiness in 
OSA and 
Narcolepsy 

 Cutoff scores not reported  All  Korean 
 Japan 

 Pediatric 
Daytime 
Sleepiness Scale 

 Daytime 
sleepiness in 
adolescents 
with narcolepsy 

 Score ≥16 refl ecting EDS  Adolescents 
ages 11–15 
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questions. Each question is rated from 0 to 4 
which indicate how frequently individuals expe-
rience those symptoms. Total scores range from 0 
to 44, and cutoff scores of 14 or more have high 
sensitivity and specifi city for narcolepsy    (Hublin 
et al.,  1994 ). This scale has been translated in 
Korean and Chinese (Shin et al.,  2008 ; Wing 
et al.,  2000 ).
    3.    Polysomnography    

  An overnight PSG is not essential in the diag-
nostic workup, yet it remains an important part 
of the evaluation process and usually done the 
night before the Multiple Sleep Latency Test 
(MSLT; see below). The main purpose of the 
PSG is to exclude other conditions related to 
daytime sleepiness, such as OSA, periodic limb 
movement disorder, or behaviorally induced vol-
untary sleep restriction. In a PSG study, a short 
sleep latency of less than 10 min and a sleep-
onset REM (SOREM) sleep are frequent fi nd-
ings in narcolepsy patients. SOREM during 
nocturnal sleep is observed in 25–50 % of cases 
of narcolepsy with cataplexy and is a highly 
 specifi c fi nding.
    4.    MSLT and MWT     

 The MSLT consists of fi ve 30-min trial naps 
every 2 h (from 9 a.m. to 6 p.m.) in a dark room 
(Carskadon et al.,  1986 ). The mean sleep latency 
(mean time to fall asleep) and number of sleep- 
onset REM sleep (SOREM: REM sleep appear-
ing within 15 min after sleep onset) are 
documented. Mean daytime sleep latency of 
8 min or shorter, with two or more SOREM, are 
needed for the diagnosis of narcolepsy. 

 The MWT is similar to MSLT. Patients remain 
awake in a comfortable sitting position in a dark 
room for fi ve 20-min trials given at 10 a.m., noon, 
and 2, 4, and 6 p.m. (Mitler, Walsleben, Sangal, 
& Hirshkowitz,  1998 ). The purpose of the MWT 
is to test the patient’s ability to stay awake. This 
measurement is not used for diagnosis, but rather 
to assess treatment effects of psychostimulant 
alertness, and risk of falling asleep associated 
with specifi c jobs or activities.
    5.    Hypocretin Concentration    

  Hypocretin is a defi cient neurotransmitter in 
narcolepsy. CSF measurement of hypocretin-1 
level is low in narcolepsy, and the absolute value 

for diagnosis is defi ned as CSF hypocretin-1 con-
centration lower than 110 ng/mL or lower, or a 
third of mean control values. Although defi cient 
hypocretin is a genuine disease entity of narco-
lepsy cataplexy, the specifi city is still to be deter-
mined (Mignot et al.,  2002 ).
    6.    Genetic Testing    

  Narcolepsy occurs sporadically in 99 % of 
patients, but genetic factors may play a role in 
which environmental factors act on. Genetic 
testing has been used to aid the clinical diagno-
sis of narcolepsy. The HLA DQB1*0602 is the 
most specifi c genetic marker for narcolepsy 
across all ethnic groups, including Asians, and is 
found in 95 % of narcoleptic patients with cata-
plexy (Mignot, Hayduk, Black, Grumet, & 
Guilleminault,  1997 ).  

    Cultural Considerations 
in Narcolepsy Patients 

 One cultural aspect to consider in Asian- 
American populations, especially adolescents, is 
EDS following chronic sleep deprivation. Many 
Asian-American adolescents are under tremen-
dous pressure and carry enormous social and 
psychological importance in academic success. 
This may lead many Asian-American students to 
stay awake late at night to complete their aca-
demic loads. As a result, insuffi cient sleep and 
irregular sleep patterns in Asian students can 
lead to EDS and may manifest as symptoms sim-
ilar of narcolepsy. For example, the mean school 
night total sleep times for Korean high school 
students were 6.02 h, 5.62 h, and 4.86 h for 10th, 
11th, and 12th graders, respectively, and amount 
of sleep deprivation correlated with daytime 
sleepiness (Yang, Kim, Patel, & Lee,  2005 ). The 
academic demands/stress and early school start 
time are the important contributing factors for 
sleep deprivation among Korean adolescents 
(Yang et al.,  2005 ). Similarly, total sleep time in 
Japanese adolescents were 6–7 h, and 7.5 h in 
Chinese adolescents (Fukuda & Ishihara,  2001 ; 
Liu & Zhou,  2002 ). This is comparably shorter 
than American peers of 7–8 h (Wolfson & 
Carskadon,  1998 ). 
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 In Asian-Americans, experiencing hypnago-
gic or hypnopompic hallucinations in narcolep-
tic patients may hold beliefs of being possessed 
by evil spirits. For instance, some Korean narco-
leptic patients may be mistaken for  shin-byung  
or “a culture-bound syndrome specifi c to 
Koreans, characterized by sleep disturbance and 
various psychosomatic symptoms, developing 
into waking- state hallucinations,” before proper 
diagnosis.   

    Summary and Conclusions 

     1.    The essential tools for the assessment of 
insomnia includes a clinical interview and 
sleep diaries. Self-report questionnaires such 
as the Insomnia Severity Index and the 
Pittsburgh Sleep Quality index, along with 
actigraphy, can be used as adjunctive mea-
sures to aid assessment. Polysomnography is 
not indicated, but can help rule out other sleep 
disorders.   

   2.    When assessing for insomnia in Asian- 
Americans, it is common for individuals from 
Asian cultures to express their emotional dis-
tress through somatization, as mental illness is 
usually stigmatized, and thus, it is important 
to be sensitive to underlying emotional dis-
tress. Asian-Americans may be more likely to 
conceptualize their health based only on their 
physical health and may have poor skills in 
communicating their emotional distress. 
Complaining of insomnia may be one way to 
express underlying negative emotions, and 
thus, a more thorough evaluation of comorbid 
psychological disorders is important.   

   3.    While an overnight PSG study is required to 
confi rm the diagnosis of OSA, presence of 
snoring, daytime sleepiness, hypertension, or 
obesity may be used as strong indicators of 
OSA.   

   4.    Considering that Asian OSA patients have 
lower BMI compared to Caucasian patients, it 
is possible that OSA is largely under- 
recognized in the Asian-American popula-
tion. Nonetheless, adoption of the American 
lifestyle (e.g., high-calorie intake, physical 

inactivity) in Asian-Americans with high 
acculturation often leads to increase in BMI, 
which may result in increased risk of OSA in 
the Asian-American population.   

   5.    Narcolepsy is characterized by EDS, cata-
plexy, hypnagogic or hypnopompic hallucina-
tions, sleep paralysis, and disrupted nocturnal 
sleep. A diagnosis of narcolepsy is confi rmed 
by nocturnal polysomnography followed by 
an MSLT. Questionnaires such as the ESS and 
SSS can indicate EDS, regardless of etiology 
of the symptom; such as OSA and narcolepsy. 
The Ullanlinna Narcolepsy Scale (UNS) is a 
questionnaire which includes symptoms of 
narcolepsy specifi c EDS and cataplexia. EDS, 
the most common presenting symptom of 
narcolepsy, should be considered with indi-
vidual’s sleep schedule in the assessment of 
insomnia.   

   6.    Many Asian-American adolescents are under 
tremendous pressure to perform well in 
school. This may lead many Asian-American 
adolescents to be sleep deprived because of 
academic work during the night, which in turn 
may present as EDS symptoms, a symptom 
that is often mistaken for narcolepsy.   

   7.    Symptoms of hypnagogic or hypnopompic hal-
lucinations in narcolepsy can be misdiagnosed 
as schizophrenia, or cultural bound syndromes 
such as  “shin-byung”  in Korean-Americans.         
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         An older male from Afghanistan presents with 
stomach, head, and joint aches, diffi culty falling 
asleep, restless sleep, fatigue, and ritualized 
behaviors. His family took him to countless medi-
cal doctors seeking an answer as to what was 
wrong. Finally, a physician recommended that he 
speak with a mental health provider. During the 
fi rst two sessions, the client and his family shared 
that he had survived multiple wars with bomb-
ings outside his home. He moved to the USA 5 
years ago, but only has a small network of friends 
that speak Dari, and has limited communication 
with friends and family still in Afghanistan. He 
once prided himself for his independence and his 
role as the provider for his family. He now feels 
dependent on his progeny due to language barri-
ers. He spends much of his day worrying about 
the care of his son with congenital physical 
impairments who still resides in Afghanistan and 
has experienced physical abuse by previous 
caretakers.  

 The preceding vignette illustrates a common 
symptom presentation among Asian-American 
clients. Experiences of physical symptoms may 
lead Asian-Americans to seek medical attention 
only to fi nd no diagnosis that explains or encap-
sulates all of their symptoms. When considering 
a holistic conceptualization of their experiences, 

it may become evident that their symptoms are 
physical indicators of emotional distress. 
Somatization refers to the experiences of emo-
tional, social, or psychological distress that mani-
fest in physical complaints though there is no 
organic basis for their symptoms (Lin, Carter, & 
Kleinman,  1985 ). Research has shown that expe-
riences of somatic symptoms are cross-culturally 
ubiquitous though prevalence, symptoms, and 
conceptualizations may vary across cultures 
(Isaac et al.,  1995 ; Isaac, Janca, & Orley,  1996 ; 
Kirmayer & Young,  1998 ). Asian-Americans are 
more likely to somaticize than other ethnic 
groups (US DHHS,  2001 ). 

 Asian-Americans comprise 5 % of the US 
population and include more than 25 different 
ethnic groups (US Census,  2010 ). According to 
the Pew Research Center ( 2012 ), 74 % of Asian- 
Americans are fi rst generation immigrants. The 
heterogeneity within Asian-Americans indicates 
the need to better understand the diverse cultures 
of origin, experiences of acculturation and encul-
turation in the USA, and how these varied 
 experiences of health and mental health intersect 
with Western treatments, philosophies, values, 
and beliefs. 

 The purpose of this chapter is to synthesize 
the extant literature on somatization focusing 
specifi cally on Asian-Americans. Due to the lim-
ited research on somatization among this popula-
tion, we will focus on Asian-Americans in 
general, and provide specifi c examples of ethnic 
group differences when possible; however, read-
ers are encouraged to consider both between 
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group differences (e.g., comparing Asian and 
White Americans) and within group differences 
(e.g., comparing Chinese and Filipino Americans) 
when working with this population. In this chap-
ter, we will examine  what  somatization is,  why  it 
occurs with Asian-American clients, and  how  cli-
nicians can effectively assess these clinical pre-
sentations. We will begin by reviewing three 
clusters of somatization: somatoform disorders, 
culturally bound somatic syndromes, and somatic 
symptoms. We will then examine cultural factors 
that may infl uence the clinical presentations of 
somatization. We will review assessments of 
somatization created for Asian-Americans or 
measures normed on Asian-Americans. Finally, 
we will provide implications for future research 
and suggestions for clinical assessment with 
Asian-American clients who may present with 
somatization. 

    Somatization Among 
 Asian- American Clients 

 Somatization refers to somatoform disorders, 
culturally bound somatic syndromes, and somatic 
symptoms, all of which can be indicators of psy-
chological distress. Somatoform disorders and 
somatic culturally bound syndromes have diag-
nostic criteria outlined in the DSM-IV-TR, 
whereas somatic symptoms may be classifi ed 
with other diagnoses. Even if clients do not meet 
criteria for a somatoform disorder or culturally 
bound syndrome, they still may exhibit somatic 
symptoms as a marker of distress. In the follow-
ing section, we will review three types of somati-
zation examining research, prevalence, and 
within-group differences among Asian-American 
clients. 

    Somatoform Disorders 

 According to the DSM-IV-TR, somatoform disor-
ders refer to a cluster of somatic symptoms that 
cannot otherwise be explained by a medical diag-
nosis (APA,  2000 ). Symptoms fall into four broad 
domains. Pain symptoms may occur throughout 

the body including the head, back, joints, 
 extremities, chest, or during biological processes 
such as menstruation, intercourse, or urination. 
Gastrointestinal symptoms include nausea, vom-
iting, or diarrhea. Sexual symptoms include 
 erectile dysfunction or vomiting throughout preg-
nancy. Finally, pseudoneurological symptoms 
pertain to the brain and include impaired coordi-
nation or balance, hallucinations, double vision, 
dizziness, blindness and seizures. These symp-
toms are rooted in stress rather than in an organic 
neurological etiology and are referred to as psy-
chogenic (Reuber & Elger,  2003 ). For example, 
psychogenic non-epileptic seizures (PNES) is a 
medical term used to refer to patients who experi-
ence seizures when they experience stress, though 
there is no organic basis for the seizures. As with 
all diagnoses, these symptoms must present a 
clinically signifi cant level of impairment in func-
tioning in order to meet criteria (APA,  2000 ). 
There are seven somatoform disorders according 
to the DSM-IV-TR:
    (a)    Somatization disorder: symptoms from each 

of the four clusters: gastrointestinal, sexual, 
pseudoneurological, and pain symptoms 
with symptoms persistent for years and onset 
before the age of 30.   

   (b)    Undifferentiated somatoform: a cluster of 
somatic symptoms below the threshold of 
somatization disorder lasting a minimum of 
6 months.   

   (c)    Conversion disorder: symptoms that impair 
motor or sensory functioning.   

   (d)    Pain disorder: ongoing experience of pain 
unexplained by a medical disorder; endur-
ance and severity are infl uenced by psycho-
logical distress.   

   (e)    Hypochondriasis: preoccupation with the 
fear of developing a serious illness.   

   (f)    Body dysmorphic disorder: preoccupation 
with distorted perceptions of the body focus-
ing on slight imperfections.   

   (g)    Somatoform disorder not otherwise speci-
fi ed: somatic symptoms not otherwise 
explained by another somatoform disorder 
(NOS; APA,  2000 ).    

  Somatoform disorders were introduced in the 
DSM-III (Mayou, Kirmayer, Simon, Kroenke, & 
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Sharpe,  2005 ) as a label for a cluster of  symptoms 
that are otherwise unexplainable using medical 
diagnoses. Extant research has shown that more 
stringently defi ned somatoform disorders as 
defi ned by the DSM-IV-TR are rare, whereas 
those that are more broad such as undifferenti-
ated somatoform or somatoform disorder NOS 
are more commonly seen (Mayou et al.,  2005 ). 
Prevalence of several of the disorders is hard to 
estimate because people may not meet thresholds 
or all the criteria outlined in the DSM-IV- TR to 
qualify for a diagnosis or their reported symp-
toms may change over time (Mayou et al.,  2005 ). 
One study examined cases of “medically unex-
plained symptoms” and found that depression 
and anxiety diagnoses better explained the clini-
cal presentation than somatoform disorders 
(Smith et al.,  2005 ). Diagnostic labels, criteria, 
and inclusion of somatoform disorders continue 
to evolve, and changes in this category of disor-
ders are seen in the DSM-5. Further research 
should examine the prevalence, applicability and 
relevance of the new classifi cations among 
Asian-American clients. 

 The extant literature on somatoform disorders 
among Asian-Americans is scarce. A study by 
Hsu and Folstein ( 1997 ) found that somatization 
was signifi cantly more common among Chinese 
American patients referred for psychiatric con-
sultation than among their Caucasian American 
counterparts. Additionally, somatoform disorders 
manifested differently among Chinese Americans 
than they did among Caucasians. Chinese 
Americans presented with symptoms of the heart, 
lung, and balance, whereas Caucasian patients 
demonstrated symptoms congruent with the four 
domains of somatoform symptoms outlined in 
the DSM-IV-TR. Interestingly, in both the 
Caucasian and Chinese American groups, most 
participants with these somatic complaints also 
met criteria for Major Depressive Disorder. 
Another study examined somatization disorder in 
older Korean immigrants and found that one third 
of participants who were depressed also met cri-
teria for somatization disorder as outlined in the 
DSM-III-TR (Pang & Lee,  1994 ). That number 
jumped to 41 % when they used culturally 

 specifi c somatic symptoms such as “hot face” 
and “lumps in gastrointestinal tract” (p. 156). 

 Somatoform disorders are diffi cult to study 
particularly among Asian-Americans because 
many clients may not meet criteria for a specifi c 
somatoform disorder. Alternatively, their symp-
toms may strongly intersect with an anxiety or 
depressive disorder (Lee & Kleinman,  2007 ) or 
they experience culturally specifi c symptoms 
such as in the Pang and Lee ( 1994 ) study. Some 
Asian-Americans, particularly those who adhere 
to more traditional beliefs and worldviews, may 
meet criteria for a somatic culturally bound syn-
drome which may be a more appropriate concep-
tualization than a diagnosis based in a Western 
framework. Lee ( 1997 ) stated that somatoform 
disorders capture the dualistic mind–body con-
ceptualization seen in Western culture, whereas 
Chinese cultures have a more holistic view inte-
grating mind and body evident throughout diag-
noses. He cited the absence of a separate section 
on somatoform disorders in the Chinese 
Classifi cation of Mental Disorders, Second 
Edition (CCMD-2). Interestingly, that section 
was added in the CCMD-3 (Mak, Cheung, & 
Leung,  2012 ). Next, we turn our attention to 
somatic culturally bound syndromes among 
Asian-Americans.  

    Culturally Bound Somatic Syndromes 

 There are many syndromes infl uenced by cultural 
considerations that include somatic symptom 
presentations along with a dimension of psycho-
logical distress. Just as the DSM is written from a 
Western framework, each of these syndromes 
refl ects differing cultural conceptualizations of 
health, values, and beliefs. Each also refl ects a 
holistic notion of mind–body integration. 

 In India,  dhat  and  jiryan , and in Sri Lanka  sukra 
pramea  are diagnoses which refer to symptoms 
including severe anxiety, weakness, exhaustion, and 
hypochondriasis related to ejaculation. Similarly, in 
Taiwan s hen-k’uei  and in China   shenkui  includes 
dizziness, backache, weakness, insomnia, and sex-
ual dysfunction. People with this syndrome fear that 
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they have lost too much semen, which is believed to 
be essential to vitality. Excessive loss is thought 
to be life threatening (APA,  2000 ).  Koro  is seen in 
many South and East Asian cultures and includes 
an intense fear that one’s sexual organs will recede 
into the body and cause death (APA,  2000 ; 
Tseng,  2006 ). 

 A fear-based syndrome in Japan is called  tai-
jin kyofusho  and includes intense concerns that 
one’s body parts are perceived to be offensive to 
others in appearance and smell including facial 
expressions and physical movements (APA, 
 2000 ). In Korean culture, s hin-byung  is a fear- 
based syndrome that includes anxiety coupled 
with somatic symptoms such as weakness, dizzi-
ness, anorexia, insomnia, gastrointestinal diffi -
culties, dissociation, and possession by ancestral 
spirits (Yi,  2000 ). 

 Congruent with a value of emotional control 
to promote interpersonal harmony in Korean cul-
ture,  hwa-byung  or “anger syndrome” (Kim, 
 2011 ) is a suppression of negative emotions that 
leads to physical symptom expression, which is 
arguably more socially acceptable. Symptoms 
may include but are not limited to heart palpa-
tions, shortness of breath, poor appetite, epigas-
tric pain, diarrhea, constipation, muscle and joint 
aches, feeling cold, insomnia, dysphoria, and fear 
of death (Leong & Lau,  2001 ; Lin,  1983 ; Pang, 
 1990 ). Researchers examined experiences of 
somatization disorder among Korean older adults 
and found culturally specifi c symptoms that 
make their experience of the disorder a bit differ-
ent than a Western sample (Pang & Lee,  1994 ). 
They found that somatic symptoms commonly 
seen among Korean older adults includes “indi-
gestion, lumps in gastrointestinal tract, white 
coated tongue, dry mouth, tight chest, hot face, 
pushed chest, body chills and hotness, sighs, 
numbness, heavy and pressured headaches, lays 
down because of fatigue, edema and sweating in 
extremities” (Pang & Lee,  1994 , p. 158). 

  Kyol goeu  which translates to “wind over-
load” is a fainting syndrome seen among 
Cambodian refugees (Hinton, Um, & Ba,  2001 ). 
In response to trauma, many Cambodian refu-
gees experienced heightened concerns regarding 
symptoms of their autonomic nervous system 

such as dizziness, nausea, trembling, coldness in 
extremities, and increased heart rate. Many of 
the words used to describe these symptoms 
refl ect cultural conceptualizations of the mental 
health such as “shaking of the chest” and “wind 
shooting from … ears” (Hinton et al.,  2001 , 
p. 406). Hinton, Ba, Peou, and Um ( 2000 ) stud-
ied panic disorder among Cambodian refugees 
and found culturally specifi c criteria that more 
accurately refl ects the experiences among this 
population. The symptoms are as follows: “sore 
neck, orthostatic panic, gastrointestinal distress, 
effort-induced dysphoria, olfactory-triggered 
distress, sudden ‘while- sitting dizziness,’ hun-
ger-induced dysphoria, and ‘bouts of increasing 
bodily wind’” (pp. 438–439). 

 Arguably the most well-known psychological 
syndrome among Chinese people,  shenjing 
shuairuo  or neurasthenia (“weakness of the 
nerves”; Chang et al.,  2005 ) is conceptualized 
slightly differently by Chinese and Chinese 
Americans than the DSM. Chinese characterize 
the disorder as a cluster of symptoms that include 
nervous pain, sleep disturbance, excitement, 
weakness, and emotional symptoms (Lee & 
Kleinman,  2007 ). Through a slightly different 
lens, the DSM-IV-TR places a strong focus on 
mental and physical fatigue with additional 
symptoms that include dizziness, headaches, irri-
tability, muscle aches and pain, gastrointestinal 
diffi culties, and diffi culties with sleep and relax-
ation (APA,  2000 ; Lee & Kleinman,  2007 ; 
Stewart, Lee, & Tao,  2010 ). Clients may be mis-
labeled with “undifferentiated somatoform disor-
der” when neurasthenia is not considered as a 
diagnosis (Zheng et al.,  1997 ). Neurasthenia also 
overlaps with anxiety and depressive disorders, 
though there are unique qualities that support the 
notion that it is a separate disorder (Schwartz, 
 2002 ; Zheng et al.,  1997 ). A study of 1,747 
Chinese Americans residing in Los Angeles 
found that 6.4 % of the sample met criteria for 
neurasthenia as defi ned by the ICD-10. Almost 
5 % of the sample met criteria for “pure” neuras-
thenia meaning they did meet criteria for another 
disorder listed in the DSM-III at the time of the 
study. The lifetime prevalence of neurasthenia 
was 3.61 % in that sample (Zheng et al.,  1997 ). 
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Neurasthenia is also seen in Japan and is called 
 shinkeisuijaku  which means “nervousness or ner-
vous disposition” (Tsung,  1989 ). 

 To summarize, both researchers and clinicians 
would benefi t from greater awareness and under-
standing of culturally bound somatic syndromes 
that may impact Asian-American clients and may 
better capture their experiences than Western 
classifi cations of somatoform disorders. 
Conceptualization and experience of emotional 
distress and somatization varies across cultures 
(Simon, VonKorff, Piccinelli, Fullerton, & 
Ormel,  1999 ) giving credence to culturally bound 
somatic symptoms (e.g., Hinton et al.,  2000 ; 
Pang & Lee,  1994 ). These symptoms and syn-
dromes may be more relevant and applicable 
with clients who closely align with Asian tradi-
tions, beliefs, and worldviews (Kim,  2011 ).  

    Somatic Symptoms 

 Somatic symptoms refer to physical experiences 
associated with psychological distress and may 
include weakness, diffi culty breathing, or numb-
ness, as well as memory and concentration 
impairment, sleep diffi culties, nightmares, irrita-
bility, social isolation, suicidal ideation, and self- 
harming behaviors (Collier, Munger, & Moua, 
 2012 ; Sue & Sue,  2008 ; Westermeyer & Her, 
 2007 ). Somatic symptoms are more prevalent 
than somatoform disorders and culturally bound 
somatic syndromes as clients do not need to meet 
particular criteria. Many disorders in the DSM-
IV- TR use physical symptoms in the criteria. For 
example, depressive and anxiety disorders 
include physical markers such as sleep, fatigue/
energy, appetite, concentration, and aches (APA, 
 2000 ). Research has demonstrated a strong rela-
tionship between distress and somatic symptoms, 
with previous studies demonstrating a high 
comorbidity of somatic symptoms and anxiety 
and depression among Asian-Americans (Mak & 
Zane,  2004 ; Sue, Sue, Sue, & Takeuchi,  1995 ). 
For example, Iu Mien and Cambodian Americans 
who presented with depression also endorsed 
somatic symptoms and suicidality (Akutsu & 
Chu,  2006 ). 

 Ample research has shown that 
 Asian- Americans convey distress through 
somatic symptoms (Akutsu & Chu,  2006 ; Kroll 
et al.,  1989 ; Nishio & Bilmes,  1987 ). Examining 
group differences, Iu Mien Americans were more 
likely to report somatic symptoms than other 
Asian counterparts, followed by Cambodian and 
Vietnamese then Japanese, Filipino, Chinese, 
and Korean Americans (Akutsu & Chu,  2006 ). 
A study of a Hmong community in the USA 
found more severe symptom presentations among 
adolescent males and older adults than others in 
the community (Collier et al.,  2012 ). Mak and 
Zane ( 2004 ) found that in a sample of Chinese 
Americans, somatic symptoms were more preva-
lent in men than women. Though limited, the 
extant research conveys heterogeneity among 
Asian-Americans. In the following section, we 
examine factors that infl uence the experience of 
somatic symptoms. 

  Acculturation/enculturation . Cultural adjustment 
and identifi cation infl uences the experience of 
somatic symptoms among Asian-Americans. 
Acculturation refers to the process of adjusting to 
the mainstream culture, whereas enculturation 
refers to the preservation of one’s heritage culture 
amidst a new mainstream setting (Kim,  2007 ). 
The fi ndings related to somatic symptoms and 
acculturation/enculturation are mixed. 

 Previous research has indicated that somatic 
symptom presentations are more common among 
recent immigrants and refugees who have had 
less infl uence from Western cultures (Akutsu, 
 1997 ; Westermeyer, Bouafuely, Neider, & 
Callies,  1989 ). Researchers examined a sample 
of Asian immigrants and refugees who sought 
medical attention and found that refugees were 
more likely to present with somatic complaints 
and receive a somatization diagnosis and less 
likely to receive a diagnosis of another physical 
disorder than their immigrant counterparts (Lin 
et al.,  1985 ). Koh ( 1998 ) found that Korean 
immigrants had higher reports of somatization 
than US-born Koreans. Given extensive support 
that newer immigrants and refugees are more 
likely to endorse somatic symptoms, many argue 
that Asian-Americans who are more highly 
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enculturated are more likely to somaticize than 
those who are more acculturated (Kim,  2011 ). 

 In contrast, using generation status as a proxy 
for acculturation, Willgerodt and Thompson 
( 2006 ) found that third-generation Chinese youth 
had greater reports of somatic symptoms than 
their fi rst and second-generation counterparts. 
Conversely, second generation Filipino adoles-
cents reported greater levels of somatic symp-
toms than fi rst or third generation peers. Finally, 
Mak and Zane ( 2004 ) found no relationship 
between acculturation (assessed by length of 
time in the USA) and somatization. Overall, 
these fi ndings may speak to the need for different 
measures to capture the complexities of accul-
turation/enculturation beyond length of time in 
the USA and generational status (Willgerodt & 
Thompson,  2006 ). The mixed fi ndings parallel 
other fi ndings related to acculturation/encultura-
tion (Wong, Maffi ni, & Shin,  2014 ). Individual 
differences, ethnic group differences, and 
 measurement of acculturation/enculturation 
infl uence these discrepant results. 

  Protective factors . Using somatic symptoms as a 
marker of psychological distress, studies have 
examined protective factors to reduce negative 
outcomes. One study found that Chinese 
Americans who had who provided instrumental 
support such as lending tools or shelter and pro-
viding transportation reported reduced somatic 
symptoms following negative life events (Mak & 
Zane,  2004 ). Similarly, another study found 
that among Asian-American adolescents, greater 
emotional connections with fathers were associ-
ated with decreased experiences of somatic 
symptoms, while engaging in more activities 
with mothers was linked to reduced somatic 
symptoms following experiences of victimiza-
tion (Maffi ni, Wong, & Shin,  2011 ). Overall, the 
extant research demonstrates the role of social 
support in reducing somatic symptoms among 
Asian-Americans. 

 Having reviewed three domains of somati-
zation, including somatoform disorders, somatic 
 culturally bound somatization, and somatic symp-
toms, we shift our focus to factors that may explain 
why Asian-Americans are more likely than other 
racial groups to have this clinical presentation.   

    Cultural Factors That Infl uence 
Somatization 

 Three prevailing themes emerge in the literature 
providing insight into somatization among Asian- 
Americans: (a) an integration of mind and body, 
(b) stigma associated with mental health, and (c) 
culturally sanctioned values regarding emotional 
expression. 

    Mind and Body Integration 

 Somatic experiences of mental health are 
grounded in a conceptualization of the mind and 
body being integrated, a belief held in many non- 
Western cultures including Asian cultures (Lee & 
Kleinman,  2007 ; Tsui & Schultz,  1985 ). With 
mental and physical health intertwined, problems 
in one domain affect the other (Wong, Tran, Kim, 
Van Horn Kerne, & Calfa,  2010 ). Thus, experi-
ences of distress or anxiety may manifest as a 
change of mood (e.g., psychological symptom) 
or nausea, aches, and fatigue (e.g., physical 
symptoms). Because the two domains are inte-
grated, it is culturally intuitive to attend to one’s 
corporal needs in an effort to treat one’s psycho-
logical needs (Nishio & Bilmes,  1987 ). This con-
ceptualization can be contrasted with a dualistic 
categorization of mind versus body seen in 
Western culture. The ascription of mind and body 
as integrated is one reason that Asian-Americans 
may experiences somatic symptoms as markers 
of emotional distress (Hwang,  2006 ). A study 
examining the experiences of Korean older adults 
illustrates the prevailing conceptualization of the 
mind and body as interconnected. Results showed 
that these older adults communicated their expe-
riences of cultural, social, and familial stress dis-
tress associated with immigration through 
somatic symptoms (Pang,  2000 ). Providing sup-
port for a mind–body integrated conceptualiza-
tion of depression, Ying’s ( 1988 ) factor analysis 
of the Center for Epidemiological Studies- 
Depression Scale revealed that affective and 
somatic items loaded on the same factor in a 
community sample of Chinese Americans. 
Considering this holistic approach integrating 
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mind and body, it is counterintuitive to see two 
separate providers for mental and physical health. 
Thus, many Asian-Americans who believe in the 
integration of mental and physical health seek 
help from a medical doctor or a holistic healer 
(Ma, Shea, & Yeh,  2012 ).  

    Stigma 

 In addition to the mind–body integration, a strong 
stigma around mental health among many Asian- 
Americans infl uences how clients experience and 
express distress (Hwang,  2006 ). Physical experi-
ences of distress and medical diagnoses are more 
widely condoned than psychological disorders 
(Kleinman & Kleinman,  1985 ; Lee, Le, & Sue, 
 2001 ; Leong & Lau,  2001 ), thus making it more 
acceptable for Asian-Americans to attend to 
one’s physical needs than psychological needs 
(Sue & Sue,  2008 ). Researchers have discussed 
the importance of avoiding interpersonal shame 
and saving face in not seeking mental health help. 
One study interviewed 29 Chinese Americans 
who reported being depressed, yet only one of 
them reported seeking help from a mental health 
provider (Yeung, Chang, Gresham, Nierenberg, 
& Fava,  2004 ). In a qualitative study examining 
the mental health needs among Hmong 
Americans, participants discussed the strong 
stigma around being labeled as having mental 
health diffi culties and the inclination to wait until 
symptoms feel severe before seeking help 
(Collier et al.,  2012 ). In contrast, it might be less 
stigmatizing for Asian-Americans to seek profes-
sional help for somatization. To illustrate, Wong 
et al. ( 2010 ) found that among Asian-Americans 
who strongly adhered to Asian cultural values, 
belief that depression would result in somatic 
consequences (e.g., a poor appetite) was associ-
ated with increased likelihood of seeking profes-
sional help.  

    Emotional Expression 

 A third common attribution for somatization 
among Asian-American clients is cultural values 

surrounding emotional expression. In many 
Asian cultures, excessive displays of emotions 
are considered to be a sign of weakness, lack of 
control, or immaturity (Sue & Sue,  2008 ; Tsui & 
Schultz,  1985 ). In suppressing emotions, clients 
may begin to experience distress in other parts of 
their bodies, which is more culturally acceptable 
(Lee,  1997 ). However, when Asian-American 
clients feel safe or are directly asked about their 
affective experiences, they may be willing to 
admit their emotional distress (Kroll et al.,  1989 ; 
Xu,  1994 ) speaking to the importance of a strong 
therapeutic relationship and appropriate assess-
ment. Yeung and colleagues ( 2004 ) conducted a 
study examining the clinical presentations of 40 
Chinese Americans who spoke at least one 
Chinese dialect. They found that 76 % of Chinese 
American participants reported somatic symp-
toms including fatigue, insomnia, and headaches 
while only 14 % discussed psychological symp-
toms such as feeling depressed or irritable. 
However, though they did not report emotional 
distress at the outset, when they were asked 
about the experiences specifi cally, 93 % of the 
participants endorsed having a depressed mood. 
These studies call attention to the need for a 
strong therapeutic relationship and appropriate 
and explicit questions specifi cally about somatic 
symptoms. 

 Mind–body integration, stigma about mental 
health, and culturally sanctioned displays of 
emotion and distress contextualize the prevalence 
of somatization among Asian-Americans. Now 
that we have addressed what somatization is and 
why it are more commonly seen among Asian-
Americans, we shift our attention to how clini-
cians can assess it.   

    Measures Used to Assess 
Somatization with Asian America 
Clients 

 After reviewing what somatization is, and why 
somatization is prevalent among Asian- 
Americans, we now focus on how clinicians can 
assess these symptoms with Asian-American cli-
ents. A multitude of measures assessing somatic 
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symptoms exist; however, most are normed on 
White populations. In this section, we review 
measures developed specifi cally for Asian- 
Americans as well as those normed on Asian- 
American populations    (Table  22.1 ).

      Phan Vietnamese Psychiatric 
Scale (PVPS) 

 Phan, Steel, and Silove ( 2004 ) created a measure 
that captures dimensions and experiences spe-
cifi c to Vietnamese culture. The Phan Vietnamese 
Psychiatric Scale (PVPS) includes three sub-
scales: depression (26 items), anxiety (13 items), 
and somatization (14 items). Phan and col-
leagues’ concerns with previous measures were 
that they fail to incorporate indigenous symp-
toms and conceptualizations of mental health. 
The authors utilized idioms and cultural concep-
tualizations of distress in the PVPS. For exam-

ple, somatization was described as “disturbed 
mental and physical balance” (Phan et al.,  2004 , 
p. 204). The items are provided in both 
Vietnamese and English and seem congruent 
with somatic symptoms described on other mea-
sures inquiring about aches, pain, fatigue, indi-
gestion, and nausea. 

 The authors provide the measure in both lan-
guages, which may make it more accessible to 
fi rst generation immigrants and refugees. They 
also considered indigenous conceptualizations 
and used culturally appropriate idioms, which 
may be lost if one does a direct translation from 
one language to another. Even items on the anxi-
ety and depression inventory include behavioral 
markers and focus less on emotions. The benefi t 
of this measure is that it may be more accessible 
to Vietnamese immigrants and refugees. 
However, this measure may be less relevant to 
US-born Vietnamese Americans who have low 
levels of enculturation.  

   Table 22.1    Measures used to assess somatization with Asian-American clients   

 Measures  Languages  Recommendations 

 Phan Vietnamese Psychiatric 
Scale (PVPS) 

 Vietnamese, English  Culturally appropriate idioms 
 Focus on behavioral symptoms versus 
emotions 

 Vietnamese Depression Scale 
(VDS) 

 Vietnamese, English  Culturally appropriate expression of 
distress 
 More appropriate for highly enculturated 
Vietnamese Americans 

 Korean Diagnostic Interview 
Schedule (KDIS) 

 Korean, English  Culturally specifi c symptoms 
 More appropriate with highly enculturated 
Korean immigrants 

 Southeast Asian Symptom 
Checklist 

 Hmong, Cambodian, Laotian, 
Vietnamese, English 

 Developed primarily for Hmong; may be 
less appropriate for other Southeast Asian 
groups 
 Not well validated 

 Symptom Checklist (SCL-90-R)  Chinese, Korean, Japanese, 
Vietnamese, English, etc. 

 Used to examine neurasthenia and 
psychopathology 

 Hopkin’s Symptom Checklist 
(HSCL) 

 Cambodian, Hmong, Laotian, 
Vietnamese, English 

 Culturally congruent idioms and phrases 

 Somatic Symptom Index  Used to examine somatization among 
Chinese Americans 

 Composite International 
Diagnostic Interview (CIDI) 

 Used to examine prevalence of 
psychopathology and neurasthenia among 
Chinese Americans 

 AddHealth dataset Somatic 
Symptoms 

 English  National dataset 
 Primarily sampled Chinese and Filipino 
adolescents 
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    Vietnamese Depression Scale (VDS) 

 The Vietnamese Depression Scale (VDS) was 
created as a culturally relevant measure of depres-
sion for use with Vietnamese refugees (Kinzie 
et al.,  1982 ). The VDS is a 15-item scale with a 
maximum score of 34 and a cut-off of 13 points 
to qualify as depression. Sample items include 
“downhearted and low spirited,” “shameful and 
dishonored,” and “exhausted” (Kinzie et al., 
p. 1279). After little use in the decades following 
its creation, Dinh, Yamada, and Yee ( 2009 ) con-
ducted analyses to determine the factor structure 
of the scale. They found three factors: somatic 
symptoms, cultural-specifi c symptoms, and 
depressed affect. Similar to the PVPS, it is avail-
able in both Vietnamese and English, includes 
culturally appropriate expressions of distress, 
and may be more appropriate with more highly 
enculturated Vietnamese Americans.  

    Korean Diagnostic Interview 
Schedule (KDIS) 

 The Diagnostic Interview Schedule (DIS) was 
created to facilitate diagnoses based on the DSM- 
III and DSM-III-R (Robins, Helzer, Croughan, & 
Ratcliff,  1981 ). The Korean version utilizes the 
original DIS and incorporates an additional 
twelve items assessing culturally specifi c symp-
toms; it has also been well-validated (   Lee et al., 
 1986 ). Pang and Lee ( 1994 ) used this measure 
with Korean older adults and examined disorders 
laid out in the DSM-III as well as culturally spe-
cifi c somatic symptoms. Strengths of the KDIS 
include it being based on a well-validated mea-
sure with additional culturally specifi c items. 
Similar to the PVPS and VDS, this measure may 
be more appropriate with clients who are more 
highly enculturated such as fi rst generation 
immigrants.  

    Southeast Asian Symptom Checklist 

 With no existing inventory of somatic symptoms 
specifi c to Southeast Asian refugees at the time, 

Kroll and colleagues ( 1989 ) created their own. 
The Southeast Asian Symptom Checklist is a 
19-item measure created in English, and trans-
lated by interpreters into the four respective lan-
guages of their sample—Hmong, Cambodian, 
Laotian, and Vietnamese. Limitations of the mea-
sure are that it was not validated, is not widely 
used, and may lack cultural validity. Researchers 
developed the measure by primarily considering 
the needs of the Hmong, the largest Southeast 
Asian ethnic group in the area. Therefore, Hmong 
participants had higher endorsement of symp-
toms than their Cambodian and Laotian counter-
parts indicating that the measure may not be as 
culturally appropriate for those groups.  

    Symptom Checklist (SCL-90-R) 

 The Symptom Checklist is comprised of 90 items 
spanning nine subscales including somatization, 
obsessive-compulsive, interpersonal sensitivity, 
depression, anxiety, hostility, phobic anxiety, 
paranoid ideation, and psychoticism. The mea-
sure also includes three indices: Global Severity 
Index conveys the level of overall psychological 
distress; the Positive Symptom Distress Index 
(PSDI) refers to the intensity of symptoms, and 
the Positive Symptom Total (PST) is the number 
of self-reported symptoms. 

 Benefi ts of the SCL-90-R are that it can be 
answered fairly quickly, which can be useful in 
reducing burnout, yet it still covers a wide- variety 
of symptoms to provide a more holistic view of a 
client’s presentation. Additionally, because the 
measure is so widely used, it has been translated 
into many languages including Korean, Chinese, 
Japanese, and Vietnamese (Derogatis & Unger, 
 2010 ), which makes it more accessible. Several 
studies have applied the SCL-90-R to Asian- 
American populations. Koh ( 1998 ) used this 
measure to examine somatization among immi-
grant and non-immigrant Korean Americans. 
Several studies have used the SCL-90-R with 
Chinese Americans. Mak and Zane ( 2004 ) used it 
to examine somatization and found a strong reli-
ability coeffi cient of 0.82 in their sample of 
Chinese Americans. Zheng and colleagues 
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( 1997 ) administered the measure in either 
Chinese or English to a sample of Chinese adults 
living in Los Angeles to examine the prevalence 
of neurasthenia. Finally, Sue and colleagues 
( 1995 ) used the SCL-90-R to examine psychopa-
thology among Chinese Americans. 

 Preceding the SCL-90-R was the Hopkin’s 
Symptom Checklist (HSCL), which was modi-
fi ed to meet the needs of refugees from Southeast 
Asia. Different versions focusing entirely on 
somatic symptoms were created and validated for 
use with Cambodian, Laotian, Vietnamese 
(Mollica, Wyshak, de Marneffe, Khuon, & 
Lavelle,  1987 ), and Hmong American popula-
tions (Mouanoutoua & Brown,  1995 ). Items were 
created in English and translated into different 
languages using culturally congruent idioms and 
phrases. For example, in the Hmong version, 
“nervousness or shakiness inside” was translated 
to “unstable heart or shaky heart” (Mouanoutoua 
& Brown,  1995 , p. 379).  

    Other Measures 

 Due to the limited measures created for or normed 
on Asian-American samples, researchers have 
used existing measures and applied them to this 
population, particularly Chinese American sam-
ples. For example, Mak and Zane ( 2004 ) used the 
Somatic Symptom Index to examine somatiza-
tion among Chinese Americans. Other studies 
used the Composite International Diagnostic 
Interview (CIDI) with Chinese Americans. One 
study examined the prevalence of psychopathol-
ogy among Chinese Americans (Sue et al.,  1995 ) 
and another study examined the prevalence of 
neurasthenia using the structured interview 
(Zheng et al.,  1997 ). 

 Other studies have utilized less formal mea-
sures of somatic symptoms to assess mental well- 
being among Asian-Americans. For example, 
studies have utilized 14 items assessing somatic 
symptoms in the AddHealth dataset. Previous 
research has found a positive association between 
this measure and depression among Chinese and 
Filipino adolescents indicating appropriate valid-
ity (Willgerodt & Thompson,  2006 ). Reliability 

for these scales was found to be 0.83 in the fi rst 
wave of data collection and 0.81 in the second 
wave (Maffi ni et al.,  2011 ).   

    Implications for Practice 
and Research 

    Implications for Practice 

 There are several important considerations for 
clinicians assessing somatization among Asian- 
American clients. First, as with all clients who 
initially present with somatic concerns, it is 
important to coordinate care and ensure clients 
are evaluated by a physician to rule out medical 
etiology of symptoms. Emotional distress may 
also exacerbate physical symptoms; therefore, 
even if symptoms may be medically explained, 
counseling may still be benefi cial. 

 Second, it is important for clinicians to be 
aware of their biases and values regarding mental 
illness and psychological well-being. Specifi cally, 
clinicians should guard against pathologizing the 
expression of somatic complaints and the implicit 
assumption that expressing one’s affective expe-
riences is psychologically healthier (Ryder et al., 
 2008 ). Ryder et al. argued that some clients are 
able to experience and express emotions but may 
simply choose to express their concerns somati-
cally because emotions are not central to their 
lives. Indeed, some scholars have turned the issue 
of somatization on its head by questioning 
whether researchers have focused too much on 
Asians’ tendency to somaticize and arguing that 
Westerners may be overemphasizing the affective 
aspects of psychopathology (Kalibatseva & 
Leong,  2011 ; Ryder et al.,  2008 ). 

 Third, once in counseling, as several studies 
have shown, a focus on building rapport is essen-
tial in working with Asian-Americans. Building a 
relationship may take longer with Asian- 
American clients and may involve explaining the 
structure of counseling, the roles and expecta-
tions of the counselor and client, emphasizing 
confi dentiality, and giving clients “gifts” or strat-
egies to help manage their symptoms (Sue,  2006 ). 
For Asian-American clients who report somatic 
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symptoms, one tangible expression of  therapeutic 
gift giving is providing practical strategies to 
relieve somatic symptoms (e.g., deep breathing 
exercises for clients who have diffi culty sleep-
ing). It is important to gather information about 
clients’ worldviews and values to contextualize 
their experiences and facilitate rapport. With a 
strong therapeutic relationship, clinicians may be 
able to gather more information and clarify 
symptoms and diagnoses (Hwang,  2006 ; Tsui & 
Schultz,  1985 ). It may be helpful for clinicians to 
attempt to articulate the affective experience the 
somatization is trying to convey. For example, 
articulating how distressed the client feels and is 
experiencing in their body helps capture both 
somatic and affective experiences. Additionally, 
it may be helpful to use idioms or vernacular 
 congruent with the client’s conceptualizations of 
mental health. Clients may feel most comfortable 
using their primary language to explain their 
symptoms and may utilize cultural idioms, 
words, or phrases. Using the same somatic meta-
phors clients use to describe their affective expe-
riences can facilitate therapeutic rapport. For 
example, if a client uses the term “feeling prickly 
in my back” to mean feeling frustrated, the thera-
pist can use the same phrase in her or his ques-
tions or interventions (e.g.,  In what situations do 
you feel prickly in your back? ) .  

 Fourth, clinicians should be mindful of the 
possibility that Asian-Americans’ clinical pre-
sentation of somatization and affective experi-
ences may vary depending on the assessment 
method (Yang & Wonpat-Borja,  2007 ). Some 
Asian-Americans may report somatic complaints 
in response to open-ended questions but are be 
more willing to report affective symptoms in 
response to a structured screening tool (Yeung 
et al.,  2004 ). Therefore, when assessing Asian- 
Americans, clinicians could include explicit 
questions about physical and emotional experi-
ences even if they are not reported by the client. 
Clients may still endorse affective symptoms 
when asked (Yeung et al.,  2004 ). 

 Fifth, clinicians who are able to incorporate 
their Asian-American clients’ somatic concerns 
into a treatment plan are more likely to have suc-
cessful therapeutic outcomes. For instance, Lau 

and Kinoshita ( 2006 ) described the case of AC, a 
Chinese American older adult who was referred 
to therapy by his primary care physician because 
of somatic complaints. AC told his therapist that 
his physical problems were a result of an imbal-
ance in his energy force. Instead of disputing this 
explanation, the therapist incorporated aspects 
of this perceived etiology into her treatment 
plan. In another example, Hinton, Pich, Chhean, 
Safren, and Pollack ( 2006 ) reported the effec-
tiveness of a culturally modifi ed cognitive 
behavioral intervention for post-traumatic stress 
disorder in Cambodian refugees that addressed 
their somatic symptoms (e.g., the experience of 
neck-focused panic). 

 Finally, if clinicians use standardized measures 
to assess a client’s somatization, the  therapist 
should be aware of the client’s preference and be 
cognizant of the items in the measure. For clients 
who are more highly enculturated, a measure 
with culturally specifi c symptoms using idioms 
they connect with (e.g., using the PVPS with 
highly enculturated Vietnamese Americans) may 
provide more insight than a Western measure. 
Conversely, others may feel more comfortable 
with a Western measure.  

    Implications for Research 

 Overall, the research on somatization among 
Asian-Americans, particularly somatoform dis-
orders and culturally bound somatic syndromes, 
is scarce. Chen ( 2010 ) called for a need to use 
more culturally appropriate measures of mental 
health when sampling Asian-Americans. Though 
Asian-Americans are more likely to somaticize 
than other groups (US DHHS,  2001 ), it is impor-
tant for researchers and practitioners to integrate 
both somatic and affective symptoms in work 
with this population (Yeung et al.,  2004 ). 

 Much of the research on somatization among 
Asian-Americans was done in the 1980s and 
1990s, with much less information done in the 
past decade. Researchers and clinicians would 
benefi t from research that more accurately 
refl ects the Asian-American population today. 
With such a high number of fi rst generation 
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immigrants in the USA (Pew Research Center, 
 2012 ), the intersection between Eastern and 
Western beliefs will continue to shift with second 
and third generation Asian-Americans. More 
information will be needed as to how growing 
numbers of US-born Asian-Americans experi-
ence and conceptualize mental health including 
the role of somatic symptoms. 

 Furthermore, many studies used the DSM-III. 
With the DSM-5 released in May 2013, more 
research is needed to better understand the appro-
priateness of criteria and prevalence of somato-
form disorders among Asian-Americans using 
the new criteria and diagnostic labels. 
Additionally, more information is needed about 
common somatic symptoms and prevalence of 
culturally specifi c symptoms so as to further 
inform culturally appropriate assessments of 
mental health. 

 Finally, as earlier mentioned, there are over 25 
Asian ethnic groups living in the USA, yet much of 
the existing research uses samples of larger groups 
such as Chinese-Americans. Researchers and clini-
cians would benefi t from more research about dif-
ferent ethnic groups as well as variations by age, 
gender, acculturation and other variables to provide 
a more nuanced understanding of this heteroge-
neous group. Further development of research sur-
rounding somatoform disorders, somatic culturally 
specifi c disorders, and somatic symptoms can be 
used to better inform assessment and treatment 
interventions with Asian-Americans.      
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           Considerations for Assessing 
Asian- American Youth 

 Asian-American youth in the USA are a hetero-
geneous group originating from approximately 
52 different Asian countries from the Asia conti-
nent, Southeast Asia, and the Indian subconti-
nent, with over 100 spoken languages and 
dialects. These youth originate from different 
social classes, speak different languages with 
varying degrees of fl uency, practice different reli-
gions, and adhere to diverse cultural values 
(Huang,  1994 ). One of the fastest growing ethnic/
racial minorities in the USA, the Asian-American 
population has increased at a higher rate than all 
other race groups in the country, growing by 
46 % from 11.9 million in 2000 to 17.3 million in 
2010 (Hoeffel, Rastogi, Kim, & Shahid,  2012 ). 
Extant research has contradicted earlier notions 
of Asian-Americans as the “model minority,” and 

literature has documented various social, educa-
tional, health and mental health disparities among 
this population along with comparable mental 
health illness and psychological distress 
 prevalence rates to the general population (see 
Lee, Lei, & Sue,  2001  for a review). Over 12 % 
of Asian-Americans live in poverty, higher than 
the 9.9 % rate of poverty among non-Hispanic 
whites (US Census, 2010), and the illiteracy rates 
of Asian-Americans is 5.3 times that of non- 
Hispanic whites (Le,  2013 ). Southeast Asians 
have the highest high school dropout rates in the 
country, 33 % of Asian-American students in 
public high schools drop out or do not graduate 
on time, and 24 % of Asian-Americans over the 
age of 25 do not have a high school degree equiv-
alent (Le,  2013 ). Relatively little is known about 
the mental health status and needs of Asian- 
American youth, but existing research suggests 
that there are higher rates of depression, anxiety, 
and suicide among this group. Thirty percent of 
Asian-American girls in grades 5 through 12 
reported depressive symptoms, higher than the 
rates reported in White girls (22 %), Latino girls 
(27 %), and African-American girls (17 %) 
(Schoen et al.,  1997 ). Seventeen percent of 
Asian-American boys in grades 5 through 12 
reported physical abuse, as compared to 8 % 
among White boys (Schoen et al.,  1997 ). Further, 
generational differences and confl ict regarding 
family values and beliefs may cause additional 
strain, stress, anxiety problems, and behavioral 
diffi culties for these youth. Equally concerning is 
the evidence that Asian-American families tend 
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to delay professional service seeking even 
when clinical problems arise (USDHHS,  2001 ), 
and Asian-American youth have consistently 
 demonstrated a higher level of unmet mental 
health needs and lower levels of mental health 
service engagement than non-Hispanic White 
youth (Li & Seidman,  2010 ). 

 In order to address Asian-American youths’ 
emotional/behavioral problems, accurate 
appraisal of their mental health status is essential 
to identifying those who could benefi t from psy-
chological intervention and to designing effective 
treatment plans. There are numerous assessments 
that exist for the evaluation of youth emotional 
and behavioral problems in the USA. However, 
many of these have not been explicitly validated 
on Asian-American youth populations. Most 
existing assessments have demonstrated their 
psychometric properties on predominantly non- 
Hispanic white samples, and their results may not 
be readily generalized to Asian-American youth 
due to varying cultural factors that are salient to 
the psychological development of youth from 
different cultures. Some measures have been 
translated for use with indigenous populations, 
but it is not always clear from existing psycho-
metric studies whether these translated versions 
have achieved cross-cultural equivalence at the 
individual test item level and/or at the construct 
level. In addition, there is a lack of psychometric 
information regarding how these translated ver-
sions of assessments that have originated from 
Asian countries might be used with Asian- 
American populations. 

 For example, one cannot assume that a ques-
tionnaire that is developed and normed on one 
cultural group can be used to assess the same con-
struct in another cultural group (Arnold & Matus, 
 2000 ). When administering any instrument as 
part of a clinical assessment, one must consider 
how the respondent may interpret the items. This 
is particularly important if the respondents are 
immigrants, nonnative English speakers, or origi-
nate from a culture different from the one in 
which the instrument was developed and vali-
dated (Gee,  2004 ). Individuals from varying cul-
tural groups may ascribe different meanings to 
symptoms than were intended by the authors of 
the original instrument. For example, symptom 

expression has been shown to vary in different 
Asian-American ethnic groups (USDHHS, 2001; 
Paniagua,  2000 ), and several culture-bound syn-
dromes have been documented in different Asian 
populations in the DSM-IV-TR (APA,  2000 ). For 
instance, Vietnamese Americans have been shown 
to endorse symptoms of depression that include 
somatic complaints (e.g., pains, poor appetite) as 
well as other symptoms that could not be readily 
translated into an English language equivalent 
(Kinzie et al.,  1982 ). For Asian- American youth, 
symptoms of anxiety may also consist of somatic 
complaints, along with sleep disturbance, and 
poor school performance (Huang,  1997 ). Lack of 
awareness or attention to these potential cultural 
differences is likely to lead to misclassifi cation or 
underdiagnosis of emotional/behavioral disorders 
in Asian- American youth. 

 Another important issue to consider that bears 
implications for cross-cultural equivalence is the 
use of multiple informants in the assessment of 
psychopathology in Asian-American youth. 
Weisz, McCarty, Eastman, Chaiyasit, and 
Suwanlert ( 1997 ) asserted that the study of youth 
emotional/behavioral problems “is inevitably the 
study of two phenomena: the behavior of the 
child, and the lens through which adults view 
child behavior” (p. 569). The use of several 
reporters for youth psychopathology assessment 
is common for many existing evaluation tools 
(evidenced by the availability of different infor-
mant forms for the same questionnaire), and the 
information gained in this way is highly valuable. 
However, reports from youth, parents, and teach-
ers have consistently shown low cross-informant 
agreement (Achenbach, McConaughy, & Howell, 
 1987 ), and the research base suggests that inter- 
informant discrepancies may vary systematically 
by race/ethnicity (Lau et al.,  2004 ). These racial/
ethnic differences suggest that there may be 
problems in meeting one or more of the condi-
tions set forth by Marsella and Kameoka ( 1989 ) 
when evaluating cross-cultural equivalence and 
interrater reliability: (1) Linguistic equivalence 
and conceptual equivalence require that raters 
have a shared understanding of the characteristic 
being rated, and an understanding of the range 
of behaviors that are representative of that 
 characteristic; (2) Metric equivalence requires 
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that raters have a shared metric so that they may 
accurately scale behaviors that are related to the 
characteristic being rated; and (3) Normative 
equivalence requires that raters can determine the 
presence and absence of behaviors relevant to the 
characteristic being rated. 

 Closer examination suggests that youth–
teacher and parent–teacher disagreements may 
be explained in part by cultural differences and/
or racial ethnic biases (Lau et al.,  2004 ). There is 
evidence that culture may infl uence adults’ atti-
tudes toward youth behaviors and the determina-
tion of whether an observed behavior constitutes 
a problem necessitating professional intervention 
(Lau et al.,  2004 ). For example, consistent with 
traditional Buddhist values, Thai parents rated 
both undercontrolled problems (e.g., disobedi-
ence, fi ghting) and overcontrolled problems (e.g., 
shyness, fear) as less serious, less worrisome, and 
more likely to improve with time compared to 
American parents (Weisz et al.,  1988 ). Another 
example utilizes two traditional Chinese con-
cepts emerged from Confucian thought: (1) 
“Chiao Shun,” which refers to the Chinese youth 
behaving in ways consistent to his or her training 
(i.e., teaching the child appropriate conduct by 
exposing him/her to explicit examples of proper 
behavior and restricting exposure to undesirable 
behavior in the context of a supportive, highly 
involved, and physically close parent–child rela-
tionship), and (2) “Guan,” which equates parental 
care, concern, and involvement with fi rm control 
and governance of the child (Chao,  1994 ,  2000 ). 
Traditional parents may not view some internal-
izing behaviors on Western assessment scales 
such as passivity, obedience without question, 
and lack of assertiveness as clinical problems but 
rather desired behaviors in their child consistent 
with the concepts of “Chiao Shun” and “Guan.” 
Similarly, differing views of desired attachment 
styles in traditional Japanese families may lead 
Japanese mothers to view some internalizing 
behaviors as normative and expected in their chil-
dren. For example, the indigenous Japanese con-
cept of “Amae” which refers to relationships that 
involve both attachment and dependence (Doi, 
 1989 ; Emde,  1992 ) have been shown in research 
to translate to more expressed feelings of sadness 

due to separation between Japanese mothers and 
children than between American mothers and 
children (Mizuta, Zahn-Waxler, Cole, & Hiruma, 
 1996 ). These fi ndings suggest that concepts of 
sadness and loss have different meanings to par-
ents and children in Japan than in the USA, and 
can potentially signifi cantly affect assessment 
and intervention of attachment and youth emo-
tional problems (Rothbaum, Weisz, Pott, Miyake, 
& Morelli,  2000 ). 

 Complicating the multi-informant assessment 
picture are linguistic challenges when assessing 
families in which parents may speak only one 
language (from their country of origin) profi -
ciently, and in which the youth may speak only 
English profi ciently or are bilingual. In 2011, the 
foreign born from Asia represented over one- 
fourth of the total foreign-born population in the 
USA (Gryn & Gambino,  2012 ), which suggests 
that a substantial amount of these foreign-born 
Asian-Americans are not native English speak-
ers. For these individuals, issues regarding accul-
turation status and relatedly, linguistic 
considerations, must be considered when con-
ducting a multi-informant assessment. For exam-
ple, when translated versions are available, is it 
appropriate to administer the scale in one lan-
guage to the parent, and in another language to 
the youth? When administered in different lan-
guages, how can we ensure that the raters have a 
shared, or culturally equivalent, understanding of 
the characteristic being rated? If there are inter-
generational differences between the parent and 
youth regarding level of acculturation to the 
mainstream American culture, these cultural dif-
ferences may affect the determination by the par-
ent and youth of whether a behavior constitutes a 
problem necessitating professional intervention. 
Specifi cally, parents who are less acculturated to 
mainstream American culture compared to their 
child may rate a particular behavior as non- 
problematic, whereas their child may rate a par-
ticular behavior as problematic, or vice versa, 
leading to larger parent–youth disagreement on 
an assessment. Further, if only and English ver-
sion of an assessment is available, would it be 
appropriate to request the youth to serve as an 
interpreter? If so, how might this affect the 
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 validity of the parent’s report of the youth’s 
 emotional/behavioral problems provided that the 
youth is hearing these responses and also doing 
the written transcribing when it is a written mea-
sure? The existing literature is limited in provid-
ing guidelines on how to handle the above 
outlined issues, particularly with multi-informant 
assessments with children, and the fi eld would 
benefi t from more research in this area. 

 The perceptions of adult observers who are not 
part of the nuclear family may be particularly 
subject to the infl uence of race-related beliefs 
about base rates of youth psychopathology (Lau 
et al.,  2004 ). Teacher expectancies for student 
achievement and classroom behaviors have been 
related to student race (Dusek & Joseph,  1983 ). 
Teachers may have the tendency to view Asian- 
American youth as model students who are dili-
gent and respectful, yet passive with low 
assertiveness and poor social competence (Bannai 
& Cohen,  1985 ; Schneider & Lee,  1990 ). 
Similarly, teachers may rate overcontrolled 
behaviors such as worry and shyness as more rep-
resentative of Asian students than students of 
other ethnicities (Chang & Sue,  2003 ). 
Intergenerational differences may also affect 
youths’ perception of their own behaviors. For 
example, youth from immigrant families may 
adopt dominant American cultural values, norms, 
and behaviors more easily than their parents 
(Szapocznik & Truss,  1978 ), leading to more pro-
nounced parent–youth disagreements about youth 
emotional/behavioral problems (Lau et al.,  2004 ). 

 Another crucial issue to contemplate is 
whether syndromes of child psychopathology in 
the USA readily translate to those of various 
Asian cultures. Syndromes, groups of emotional/
behavioral problems that co-occur, often are the 
bases for clinical assessment, yet may not be sim-
ilar across cultures. For example, the Achenbach 
scales (e.g., Achenbach,  1991 ,  1995 ) utilize syn-
dromes as organizational units for its subscales. 
Although information on youth psychopathology 
has grown quickly in recent decades, most stud-
ies have been conducted in Western countries. 
This restricted range of cultures sampled in 
empirical research may limit our cross-cultural 
understanding of psychopathology as fi ndings 

from Western countries may not generalize to 
other cultures (Weisz, Weiss, Suwanlert, & 
Chaiyasit,  2003 ). Weisz and colleagues ( 2003 ) 
found that some child psychopathology syn-
dromes may not match up very well between 
Thai and US children. For example, the narrow-
band syndromes did not show strong concor-
dance, and only two of the eight broadband 
comparisons showed substantial or almost per-
fect agreement. Research is limited in this area, 
but if child psychopathology syndromes differ 
systematically across cultures, this would under-
mine efforts to develop a common classifi cation 
system to be used for all cultures. Relatedly, the 
construct validity of assessment tools developed 
using syndromes from a common classifi cation 
system as a basis may be questionable when 
applied to different cultures. The appropriateness 
of clinical assessments conducted in Asian cul-
tures using scoring categories developed from 
US samples may also be called in to question. 
Thus, it may be wise to assess syndromal similar-
ity across cultures before applying the syndrome- 
based categories of one culture to another. 

 Without an accurate assessment of the clinical 
picture, motivating and engaging the youth and 
his/her family for professional services and 
designing and implementing effective treatment 
plans become even more of a challenge for this 
already underserved population.  

    Recommendations 

 Many Asian cultural groups prefer more indirect 
ways of communication that involve a combina-
tion of verbal, explicit, nonverbal, and implicit 
responses. For example, traditional Chinese 
groups tend to rely on indirect, more complex 
methods of communication like indefi nite com-
ments while Westerners tend to adopt direct and 
simple methods (Su, Wang, Fan, Su, & Gao, 
 2008 ). These differences in communication and 
response style may render direct responses to 
face-valid surveys (the majority of most emo-
tional/behavioral assessment tools) more diffi cult 
for Asians compared to their American counter-
parts. Further, many Asian groups both in the USA 
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and internationally tend to avoid mental health 
services because of their fear and rejection of 
mental health disorders (USDHHS, 2001). Thus, 
the adoption of a more indirect communication 
style coupled with the stigma against mental ill-
ness may signifi cantly infl uence how Asian groups 
respond to items on a face-valid mental health 
assessment. They may be more likely to underre-
port symptoms and this has been demonstrated 
consistently in the literature (USDHHS, 2001). 
Misunderstandings may also ensue as symptom 
expression is often different for various Asian 
groups (e.g., the tendency to somaticize symptoms 
for many Asian groups; USDHHS, 2001). 

 The way the items on an instrument are con-
structed may also alter response patterns for dif-
ferent Asian groups. For example, many Asian 
languages bear linguistic structure differences to 
English. In Korean, the verb comes at the end of 
the sentence, as do positive and negative valence 
words. Therefore, Korean respondents may give 
more attention to the last portions of sentences. 
In English, the verb does not always come at the 
end of the sentence. Therefore, the way in which 
an item question is structured may inadvertently 
direct an individual’s attention towards or away 
from an item’s focal content as conceptualized by 
the original test developers. 

 For the reasons above, interviews with the 
youth’s primary caregivers may be a very helpful 
supplement, as they may provide information 
regarding the meaning of specifi c symptoms and 
shed light on how cultural factors may play a role 
in the expression of these emotional/behavioral 
problems. Of course, the information gained by 
adult informants needs to be weighed according 
to what is known from the existing research 
regarding informant disagreements regarding 
youth emotional/behavioral problems and the 
role that culture may play in whether a problem is 
viewed as worthy of clinical attention, and the 
preliminary fi ndings that syndromes established 
with Western samples may not be similar across 
different Asian cultures. For the above reasons, it 
may also be important to assess the acculturation 
levels and/or ethnic identity of both the parents 
and youth in order to gain some additional  context 
around the degree to which each  informant may 

ascribe to more westernized conceptualizations 
of psychopathology and syndromes. 

 Overall, an integrative approach should be 
utilized for clinical assessment which combines 
both standard and ethnocultural assessment 
strategies such as the one described by Huang 
( 1994 ). An ecological approach to assessment 
provides multiple sources of data essential to a 
holistic picture of the youth, and combines the 
evaluation of domains of a standard assessment 
(e.g., physical appearance, language, affect, fam-
ily composition, demographics, communication 
patterns) as well as an ethnocultural assessment 
(e.g., generational status, acculturation level, 
ethnicity and self-concept, migration history, 
salience of ethnicity, history with cultural differ-
ences; Huang,  1994 ).     
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           Introduction 

 The purpose of this chapter is to provide an over-
view of some of the common assessment mea-
sures for emotional/behavioral problems, and to 
review whether they have been tested for use with 
Asian-American youth samples. When psycho-
metric data is lacking for Asian-American groups 
in the extant literature, we discuss psychometric 
studies undertaken in Asian countries. Some mea-
sures for which psychometric data are available 
only for Asian populations are also highlighted. 
Asian-American youths in the USA are quite 
diverse, consisting of immigrants and fi rst genera-
tion individuals who may ascribe more to the 
 values of their country of origin, as well as those 
youth whose families have been in the USA for 
several generations and/or those who have adopted 
a strong affi liation to the mainstream American 

culture. In comparison, their counterparts who 
reside in Asian countries may more readily behave 
in accordance with the values of the indigenous 
culture. Although the two populations are quite 
different, learning about how the instrument oper-
ates with samples from Asian countries might rep-
resent an important step towards understanding 
how these assessment tools might work for their 
Asian-American counterparts, particularly those 
who report a higher cultural affi liation to their 
indigenous cultures. In addition, such information 
may help inform the selection of assessment tools 
and interpretation of results. Finally, we conclude 
with recommendations of how to utilize these mea-
sures and provide suggestions for future research 
to improve the utility of behavioral assessments 
for Asian- American youth.  

    Overview of the Organization 
of Assessments 

 The following sections will be organized by the 
types of rating scales in the current youth behav-
ioral assessment literature: (1) Global impair-
ment scales, (2) Domain-specifi c scales, and (3) 
Symptom-specifi c scales (Park, Lee, & Schachar, 
 2011 ). Global impairment scales enable the rat-
ing of a child on a single scale of functioning. 
Domain-specifi c impairment scales provide 
scores for one or several domains of functioning. 
Finally, symptom-specifi c impairment scales 
measure the degree of disability associated with a 
specifi c symptom or diagnosis (Park et al.,  2011 ).  
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    Global Impairment Scales 

    The Children’s Global Assessment 
Scale (CGAS) 

 The Children’s Global Assessment Scale (CGAS: 
Shaffer et al.,  1983 ) assesses general functioning 
in youth aged 1–16 on a scale from 1 to 100, with 
scores ranging from 1 to 40 (normal), 41–60 
(slight disability), 61–80 (moderate disability), 
and 81–100 (serious disability). Test–retest reli-
ability reliability was assessed by having fi ve dis-
tinct raters conduct a new CGAS on the same 19 
participants 6 months later. All but one rater was 
found to be consistent over time (ICC = 0.87, 
0.92, 0.93, 0.95, and 0.69; Shaffer et al.,  1983 ). In 
this study a modest correlation was found 
between CGAS and the Conners’ Ten Item 
Abbreviated Parent Checklist. However, these 
two instruments are different in that the CGAS is 
a global measure rated by clinicians while 
Conners’ Checklist is a syndrome-specifi c mea-
sure rated by parents. The authors also investi-
gated the discriminant validity for the CGAS 
between inpatients and outpatients. The mean 
CGAS score for outpatients was 65.4 (SD = 14.8) 
and for inpatients 46.0 (SD = 19.0), which was 
signifi cant at the  p  < 0.001 level. To date, the 
CGAS has not been specifi cally validated with 
Asian-American populations in the USA, and no 
psychometric studies have been undertaken in 
Asian countries.  

    Child and Adolescent Functional 
Assessment Scale (CAFAS) 

 The Child and Adolescent Functional Assessment 
Scale (CAFAS: Hodges,  2000a ;  2000b ) assesses 
emotional behavioral, and psychological prob-
lems in youth. Information is collected during a 
routine interview and the clinician then selects 
items that best describe the youth’s problematic 
behaviors, strengths and goals on eight domains: 
(1) at home, (2) at school, (3) in the community, 
(4) behavior towards others, (5) moods/emotions, 
(6) self-harm, (7) substance use, and (8) thinking 

(which assessing irrationality). A total score and 
subscale scores are calculated with higher scores 
indicating greater impairment in functioning. 
The CAFAS has been used to evaluate Evidence 
Based Treatments and interventions in the com-
munity. Results indicate that the CAFAS is able 
to discriminate between youth in various levels of 
treatment (e.g., inpatient vs. outpatient; Hodges 
& Wong,  1996 ), different living situations (e.g., 
home, foster care, inpatient; Hodges, Doucette- 
Gates, & Liao,  1999 ), and with varying levels of 
severity and comorbidity of psychological diag-
noses (Ezpeleta, Granero, de la Osa, Domenech, 
& Bonilla,  2006 ; Hodges et al.,  1999 ). Previous 
studies have shown the CAFAS to be sensitive to 
the degree and rate of change over time. For 
example, in an investigation conducted at Fort 
Bragg, a statistically signifi cant reduction in 
impairment was observed from intake to 6 
months and intake to 12 months, with large to 
moderate effect sizes (Hodges,  1999 ; Hodges & 
Wong,  1996 ; Hodges, Wong, & Latessa,  1998 ). 
Additionally, the CAFAS has been shown to be a 
reliable indicator of youth’s psychological func-
tioning in a variety of settings, cultural contexts, 
and among youth with diverse backgrounds (e.g., 
in mental health facilities, schools, foster care, 
youth and adolescent justice system, etc.). The 
CAFAS has not been specifi cally validated on 
Asian-American or Asian populations.  

    The Child and Adolescent 
Functioning Impairment Scale (CAFIS) 

 The Child and Adolescent Functioning 
Impairment Scale (CAFIS) is a symptom-specifi c 
rating scale that assesses the most severe level of 
dysfunction in the youth within the past month 
and has established preliminary reliability and 
validity for the diagnosis of youth with ADHD in 
Korea. It utilizes a Likert Scale (0 indicating no 
impairment to 4 indicating severe impairment), 
includes both the CAFIS-parent and CAFIS- 
teacher forms, and has been used to measure 
functional impairment in Korean children and 
adolescents. The scales were developed in the 
Korean language, and developed based on the 
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collection of items from widely used, validated 
scales measuring global impairment in youth 
with the addition of open-ended questions. The 
CAFIS-parent consists of 14 items and has four 
factors: (1) family relationship; (2) teacher rela-
tionship; (3) peer relationship; and (4) academic 
achievement. The CAFIS-teacher form consists 
of ten items and has three factors: (1) peer rela-
tionship; (2) teacher relationship; and (3) aca-
demic achievement. 

 The CAFIS was examined for its reliability 
and validity in a sample of 114 youth (72 children 
diagnosed with ADHD using the DSM-IV crite-
ria, and 42 children who did not meet DSM-IV 
criteria for ADHD) aged 6–14 years who had 
 visited the department of psychiatry at 
Soonchunhyang University Bucheon Hospital for 
the assessment of inattention, hyperactivity, and 
impulsivity. Factor structures of the CAFIS- 
parent and CAFIS-teacher were confi rmed in this 
sample (Variance accounted for in four factors of 
CAFIS-parent = 64 %; variance accounted for by 
three factors of CAFIS-teacher = 66 %). The 
internal consistency of both scales was satisfac-
tory, with Cronbach’s alpha ranging from 0.71 to 
0.90 for the CAFIS-parent and from 0.74 to 0.90 
for the CAFIS-teacher. The test–retest reliability 
coeffi cients of the CAFIS-parent subscales were 
between  r  = 0.71 and  r  = 0.86, and between 
 r  = 0.81 and  r  = 0.89 for the CAFIS-teacher sub-
scales. Convergent validity was demonstrated by 
signifi cant correlations between the subscale 
scores of the CAFIS-parent and the CAFIS- 
teacher to the Children’s Global Assessment 
Scale (C-GAS: Shaffer et al.,  1983 ). Discriminant 
validity was confi rmed by analyzing the mean 
subscale scores of the CAFIS-parent and CAFIS- 
teacher forms between the ADHD and non- 
ADHD youth subsamples. All subscales of the 
CAFIS-parent and CAFIS-teacher forms of the 
ADHD group were signifi cantly higher than the 
control group. Receiver Operating Characteristic 
(ROC) analyses were calculated to assess the 
sensitivity and specifi city for the CAFIS sub-
scales with clinician diagnosis of ADHD as the 
gold standard. Results demonstrated that for all 
subscales on both forms, areas under the curve 
(AUCs), which is a measure of overall accuracy 

(Sackett, Haynes, Tugwell, & Guyatt,  1985 ), 
were signifi cant. The optimal cutoff score of the 
CAFIS-parent form was a total score of 7 (sensi-
tivity: 0.75, specifi city: 0.83), 3 for the family 
relationship subscale (sensitivity: 0.60; specifi c-
ity: 0.74), 1 for the teacher relationship subscale 
(sensitivity: 0.61; specifi city: 0.76), 1 for the peer 
relationship subscale (sensitivity: 0.64; specifi c-
ity: 0.67), and 3 for the academic achievement 
subscale (sensitivity: 0.63; specifi city: 0.79). In 
the CAFIS-teacher form, optimal cutoff scores 
were 6 for total score (sensitivity: 0.68; specifi c-
ity: 0.69), 1 for the teacher relationship subscale 
(sensitivity: 0.54; specifi city: 0.72), 3 for the peer 
relationship subscale (sensitivity: 0.63; specifi c-
ity: 0.67), and 3 for the academic achievement 
subscale (sensitivity: 0.58; specifi city: 0.79; Park 
et al.,  2011 ). There are several limitations to this 
measure. The CAFIS is not able to distinguish 
among psychiatric symptoms other than ADHD 
symptoms, it has limited generalizability as 
nationally representative normative data in Korea 
has not yet been collected and no evidence exists 
for how this measure might perform for Korean 
Americans, and the impact of comorbid diagno-
ses on ratings of youth functional impairment is 
unknown as it was not directly assessed.   

    Domain-Specifi c Scales 

    The Achenbach Scales 

 The Achenbach Scales (Achenbach,  1991 ; 
Achenbach & Rescorla,  2001 ) are a collection of 
comparable questionnaires designed for different 
respondents (parents, teachers, and youth) used 
to assess child emotional and behavioral prob-
lems and competencies. The Child Behavior 
Checklist for ages 6–18 (CBCL 8/6–18) is a 
parent- report questionnaire composed of 113 
items based on a 3-point Likert scale [0 = Not true 
(as far as you know), 1 = Somewhat or Sometimes 
True, 2 = Very True or Often True]. The Teacher’s 
Report Form for ages 6–18 (TRF) is a teacher- 
report questionnaire composed of 113 items 
based on a 3-point Likert scale [0 = Not true (as 
far as you know), 1 = Somewhat or Sometimes 
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True, 2 = Very True or Often True]. The Youth 
Self-Report (YSR) (Achenbach,  1991 ; 
Achenbach & Rescorla,  2001 ) is a reliable and 
valid self-report measure for ages 11–18 
(YSR/11–18) composed of 112-item form based 
on a 3-point Likert scale [0 = Not true, 
1 = Somewhat or Sometimes True, 2 = Very True 
or Often True]. The CBCL/6–18, TRF, and YSR 
scales are based on factor analysis of the follow-
ing Empirically based syndrome scales: Anxious/
Depressed, Withdrawn/Depressed, Somatic 
Complaints, Social Problems, Thought Problems, 
Attention Problems, Rule-Breaking Behavior, 
and Aggressive Behavior. Internalizing problems 
are measured through the Anxious/Depressed, 
Withdrawn/Depressed, and Somatic Complaints 
scales, Externalizing Problems consist of Rule- 
Breaking Behavior, and Aggressive Behavior 
scales. Reports are scored using age- and gender- 
normed national comparisons. The three compo-
nents of the CBCL measure have well-established 
reliability (mean  r  test–retest for CBCL and 
TRF = 0.90) and construct validity (Achenbach & 
Rescorla,  2001 ). Normative data was obtained 
from parents of 1,300 children who were propor-
tionate to the general US population with respect 
to race and socioeconomic status (Achenbach, 
 1991 ). CBCL and TRF scales correlate with cor-
responding Conners’ Parent Rating Scale- 
Revised and Teacher Rating Scale-Revised 
(Conners, Sitarenios, Parker, & Epstein,  1998 ) 
ranging from 0.71 to 0.85. In this study of 2,200 
participants ranging in age from 3 to 17 years, 
84 % were European American, 5 % were 
African-American, 4 % were Hispanic, and 7 % 
were designated as Other. Correlations between 
CBCL scales and the Behavior Assessment 
System for Children (BASC: Reynolds & 
Kamphaus,  2004 ) ranged from 0.38 to 0.89. 
Correlations between BASC and CBCL 
Internalizing, Externalizing, and Total Problems 
scales ranged from 0.74 to 0.89. 

 A confi rmatory factor analysis using robust 
weighted least squares estimation of the CBCL 
was conducted in a sample of 516 girls adopted 
from China aged 6–15.7 years (average age = 8.2, 
SD = 1.9). Results suggested that the fi t of the 
8-factor model was good (root-mean-square error 

of approximation = 0.047). Support was found for 
the second order factor structure of Internalizing 
and Externalizing Problems which further pro-
vide evidence of the factorial validity of the 
scores from the CBCL in Chinese girls. 
Comparisons of average scores for the 
Internalizing scale, Externalizing scale, and Total 
Problems scale revealed mostly small differences 
between the sample of adopted Chinese girls and 
the normative samples reported by Achenbach 
and Rescorla ( 2001 ), and the pattern of syndrome 
correlations and factor loadings was consistent 
with Achenbach and Rescorla’s ( 2001 ) model. 
Internal reliability for the Chinese sample were 
lower (ranged from 0.57 to 0.93 on all scales) 
than those reported by Achenbach and Rescorla 
( 2001 ) (ranged from 0.89 to 0.97 on all scales), 
with the lowest reliabilities reported on Somatic 
Complaints (0.57), Thought Problems (0.61), and 
Rule-Breaking Behavior (0.61). These results 
suggest that reliability may not be an intrinsic 
property of the questionnaire but may fl uctuate as 
a function of sample characteristics and testing 
conditions (Thompson & Vacha-Haase,  2000 ). 

 Liu, Cheng, and Leung ( 2011 ) examined the 
cross-cultural factor validity of the CBCL/1.5–5 
and C-TRF to a community sample of 876 
Mainland Chinese preschoolers (462 males) aged 
4–5 years (average age = 66.6 months, SD = 5). 
Parents and teachers were asked to assess the 
children with the Chinese language version of the 
CBCL/1.5–5 and C-TRF which was translated 
and back-translated, then fi nalized by a team of 
expert child psychologists to ensure equivalence 
of the translation. Confi rmatory factor analysis 
confi rmed the seven-syndrome and two-higher- 
order-broadband-problem factor structure as 
reported by Achenbach and Rescorla ( 2001 ) with 
a US sample. The six-syndrome and two-higher- 
order-broadband-problem factor structure of the 
C-TRF was also confi rmed in this Mainland 
Chinese sample. These fi ndings support the fac-
torial validity of the parent and teacher report, 
and suggest that the US-derived taxonomy is 
appropriate for assessing Chinese preschool chil-
dren for psychopathology. In the CBCL/1.5–5, 
signifi cant difference between Chinese and US 
samples confi rm prior fi ndings that Chinese and 
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Asian youth experiencing more internalizing 
symptoms and Western children experience more 
externalizing symptoms (Liu et al.,  2001 ; Yang, 
Soong, Chiang, & Chen,  2000 ). On the C-TRF, 
teachers also reported fewer externalizing prob-
lems for Chinese preschoolers compared to 
teacher reports in Western countries, but no sig-
nifi cant differences were found for the report of 
internalizing problems for Chinese preschoolers 
compared to teacher reports in Western countries. 
It may be that Chinese teachers are less able to 
detect covert internalizing problems than parents 
because of their relatively less frequent interac-
tions with students (Yang et al.,  2000 ). Ratings of 
Total Problems by either parents or teachers are 
mostly similar between Chinese and US samples, 
with boys scoring signifi cantly higher than girls 
on all externalizing symptom scales across both 
parent and teacher report. No gender differences 
were found on the internalizing symptoms on 
either the parent or teacher report. Finally agree-
ment between parents’ and teachers’ ratings was 
relatively low ( r  = 0.18) compared to the US sam-
ple ( r  = 0.40). These fi ndings corroborate other 
studies of standardized assessments of psychopa-
thology in Chinese youth samples which have 
reported ranges of  r  = 0.07 to  r  = 0.36 (Deng, Liu, 
& Roosa,  2004 ; Ho et al.,  1996 ). Future research 
should continue to employ confi rmatory factor 
analyses and reliability analyses with additional 
samples of Chinese American children to test the 
generality of present fi ndings. Additionally, a 
further examination of the factor structure of the 
CBCL is needed to evaluate how the scores cor-
relate with other measures (e.g., strength-based) 
in Chinese American youth. 

 Confi rmatory factor analyses were performed 
on the YSR on a sample of 30,243 youths 
11–18 years old from 23 societies to test the gen-
eralizability of an 8-syndrome taxonomy model 
for youth psychopathology (Ivanova et al.,  2007 ). 
Three societies represented Asian samples: (1) 
Hong Kong,  N  = 1,593 (53 % male), aged 12–18 
years (average age = 14.7) (Leung et al.,  2006 ); 
(2) Japan,  N  = 2,542 (48 % males), aged 11–15 
years (average age 13.1) (Kuramoto et al.,  2002 ); 
and (3) Korea,  N  = 3,211 (39 % males), aged 
12–17 years (average age = 14.8) (Oh et al.,  1997 ). 

The 8-syndrome taxonomic model met criteria 
for good fi t to the data from each of the 23 societ-
ies, which corroborated the fi ndings for the 
CBCL and TRF as reported by Achenbach and 
Rescorla ( 2001 ). Specifi cally, for Hong Kong, 
the root-mean-square error of approximation 
(RMSEA) was 0.043, with a comparative fi t 
index (CFI) of = 0.845. For Japan, RMSEA = 0.037 
and CFI = 0.856; and for Korea, RMSEA = 0.038, 
CFI = 0.863, indicating acceptable to good 
model fi t. 

 Another study utilized a sample of 100 ado-
lescents in Southern India who had been exposed 
to traumatic life events to revise, translate, and 
explore the construct validity of the Post- 
traumatic Stress Disorder Scale of the CBCL in 
Tamil (Russell, Subramanian, & Russell,  2005 ). 
Revision of the content of the scale was com-
pleted by three psychiatrists and one psycholo-
gist who assigned each of the 113 CBCL items to 
one of the three DSM-IV-TR symptom catego-
ries for PTSD, which resulted in 13 fi nal items 
for the Post-traumatic Stress Disorder Scale. 
Translation of the CBCL was achieved through 
independent forward–backward translations by 
experts who were knowledgeable of both lan-
guages in order to ensure semantic convergence 
of the English and Tamil version of the instru-
ment. Exploratory factor analysis results sug-
gested three underlying factors, and the ROC 
analysis threshold score of 0.5 was determined to 
be an effective screening score for individuals 
who have experienced trauma. 

 A study was designed to provide standardized 
norms for the Japanese version of Child Behavior 
Checklist/4–18 (CBCL/4–18) and to examine the 
scale’s reliability and validity (Itani et al.,  2001 ) 
in a sample of 5, 159 parents of children aged 
4–15 years. Within the full community-based 
sample, 432 parents had children who received 
consultation from or visited medical institutions 
and consulting agencies, thus approximating a 
clinical subsample. Based on the standardization 
process of the original CBCL as reported by 
Achenbach and Rescorla ( 2001 ),  T -scores were 
calculated for eight Syndrome Scales, two broad-
band scales (Internalizing and Externalizing), 
and the total score. High internal consistency was 
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confi rmed in seven syndrome scales with the 
exception for Thought Problems which yielded a 
lower than adequate Cronbach’s alpha coeffi cient 
( r  < 0.70). Construct validity was confi rmed 
through high correlations with scores on the 
Rutter’s Questionnaires for parents. Cutoff crite-
ria for normal, borderline, and clinical ranges 
were established (Itani et al.,  2001 ). 

 A study investigated interrater agreement 
between Japanese parents and teachers regarding 
the emotional/behavioral problems of 316 youth 
(141 males) 6–12 years old (average age = 9.4, 
SD = 1.7) in Japan (Satake, Yishida, Yamashita, 
Kinukawa, & Takagishi,  2003 ). Comparison of 
average scores did not yield signifi cant differ-
ences from the Japanese published standardiza-
tion data (Itani et al.,  2001 ) on internalizing scale, 
externalizing scale, and total problems. Parent–
teacher agreement was examined through three 
indices; mean scores, correlations, and  D  scores 
(generalized distance between item profi le). 
Parent–teacher correlations were in the low to 
medium range (Pearson’s correlation = 0.13, 
 p  < 0.05 for internalizing scale; Pearson’s correla-
tion = 0.30,  p  < 0.001 for externalizing and total 
problems scales). Greater parent–teacher agree-
ment occurred on the externalizing scale ( z  = 1.87, 
effect size  q  = 0.21,  p  < 0.05) and total problems 
scale ( z  = 1.86, effect size  q  = 0.21,  p  < 0.05) for 
boys than girl with small effect sizes. Results 
suggest that Japanese parents and teachers assess 
youth problems differently, namely, with parents 
indicating more serious problems (signifi cantly 
higher average scores), similar to fi ndings in 
Western countries (Touliatos & Lindholm,  1981 ). 
This was also observed in Thailand (Weisz et al., 
 1989 ) and China (Weine, Phillips, & Achenbach, 
 1995 ) but not in Taiwan (Yang et al.,  2000 ). 
Results suggest that there may be greater con-
trasts between home and school settings in devel-
oping countries than in developed countries 
(Weine et al.,  1995 ). In a study by Weisz, Weiss, 
Suwanlert, and Chaiyasit ( 2003 ) fi ndings sug-
gested that certain child psychopathology syn-
dromes may not match up very well when 
comparing markedly different cultures. For 
example, comparing syndromes for Thai children 
with those obtained for US children by Achenbach 
and Edelbrock ( 1983 ) and Achenbach ( 1991 ), 

they observed mixed fi ndings. Seven of 41 spe-
cifi c narrowband syndrome comparisons (17 %) 
met Landis and Koch’s ( 1977 ) thresholds for sub-
stantial to almost perfect agreement (i.e., kappas 
ranging from 0.61 to 1.00), and 23 of the 41 com-
parisons (56 %) showed only slight to fair agree-
ment, with kappas ranging from 0.00 to 0.40. 
Similarly, Weisz et al. ( 1988 ) found Thai and 
American caregivers and teachers made similar 
judgments about patterns of child behavior, yet 
they appeared to view the behavior from different 
perspectives. Thai adults expressed less concern 
than Americans (e.g., they were much more con-
fi dent than Americans that problem behavior 
would improve). In the studies with the Japanese 
language version of the scale, substantial sample 
attrition, small sample size, and limited geo-
graphical area for participant recruitment pre-
clude generalization of fi ndings to the national 
population (Satake et al.,  2003 ). Future studies 
that utilize large sample sizes with participants 
from various regions in Japan would be helpful. 

 A study conducted with a Korean community- 
based sample of 46 subjects (33 boys) examined 
the clinical utility of the CBCL in identifying 
children with attention-defi cit hyperactivity dis-
order (ADHD) (Kim et al.,  2005 ). Thirty-three 
subjects were diagnosed as having ADHD utiliz-
ing a  T -score of 60 on the Attention Problems 
scale of the CBCL, a cutoff which resulted in a 
reasonable level of sensitivity (0.727) or positive 
predictive value (0.750) in the diagnosis. This 
corroborates previous fi ndings that a  T -score of 
60 was associated with the optimal level of diag-
nostic discrimination in psychiatric samples in 
Western countries (Biederman et al.,  1993 ; 
Steingard, Biederman, Doyle, & Sprich- 
Buckmister,  1992 ). Future studies are needed to 
establish national norms in Korea and to examine 
the clinical utility of the Achenbach scales with 
Asian-American groups in the USA.  

    Eyberg Child Behavior 
Inventory (ECBI) 

 The Eyberg Child Behavior Inventory (ECBI) 
(Boggs, Eyberg, & Reynolds,  1990 ) is comprised 
of 36 items designed to measure the parent’s 
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 perception of their children aged 2–16 years. The 
measure produces a “problem score” which mea-
sures the frequency of disruptive behaviors and 
an “intensity score” which is the sum of the par-
ticipants’ intensity of behavior ratings on a 
7-point scale. More specifi cally, the measures 
assess whether the behavior is currently occur-
ring (i.e., yes or no), and severity (i.e., never, sel-
dom, sometimes, often, and always) of disruptive 
behaviors in home and school settings, using par-
ent and/or teacher report. The assessment was 
normed on a sample of 159 children (87 % White, 
11 % Black, and 2 % Other) mostly from lower 
to middle class families who were referred for 
evaluation at a university psychology clinic. 
Norms for chronically ill children and other spe-
cial populations were reported. The ECBI 
Intensity and Problem scales demonstrate high 
internal consistency, signifi cant test–retest reli-
ability, and signifi cant interrater reliability, as 
well as convergent, concurrent, and discriminant 
validity (Boggs et al.,  1990 ). The correlation 
between the ECBI Intensity scale (IS) and 
Problem scale (PS) for the total sample was 0.74. 
Concurrent validity was established through sig-
nifi cant correlations with both the Internalizing 
and Externalizing scales of the CBCL (Boggs 
et al.,  1990 ). Discriminant validity was estab-
lished by differentiating between the behavior 
problem treatment groups from the learning dis-
ability and no treatment groups, and the learning 
disability group from the no treatment group 
(Boggs et al.,  1990 ). 

 Leung, Sanders, Leung, Mak, and Lau ( 2003 ) 
examined test–retest reliability with 91 parents 
attending Maternal and Child Health Centers 
(MCHC;  n  = 74) and Child Assessment Centers 
(CAC;  n  = 17) with children 3–7 years who were 
referred because of child behavior problems. 
The youth and caregiver participants had been 
living in Hong Kong for a minimum of 12 con-
secutive months. Of the youth participants, there 
were 25 females and 44 males attending kinder-
garten or elementary school. Test–retest reli-
ability estimated at pre- and post-intervention 
were 0.88 and 0.94 (problem), and 0.91 and 
0.95 (intensity). The mean pre-intervention 
scores of the Triple P Positive Parenting 

Program intervention group and waitlist groups 
were in the elevated range on the ECBI (inten-
sity > 127 or problem > 11).  

    Vineland Adaptive Behavior 
Scales- Survey (VABS-II) 

 The Vineland Adaptive Behavior Scales-Survey 
(VABS-II) Form (Sparrow, Balla, & Cicchetti, 
 1984 ) aids in clarifying diagnosis of intellectual 
and developmental disabilities of youth through a 
semi-structured interview with a primary care-
giver. The instrument assesses fi ve areas of adap-
tive behavior including: Communication 
(receptive, expressive, and written language), 
Daily Living Skills (self-care, contribution to a 
household, and community involvement), 
Socialization (interpersonal relationships, leisure 
activities, and play activities), Motor Skills (fi ne 
and gross motor abilities), and Maladaptive 
Behavior (an optional scale that assesses prob-
lematic behaviors that interfere with function-
ing). The Composite Scale is made up of the fi rst 
three scales, and the Total Scale comprises the 
four required scales. Each item is scored on the 
basis of whether the behavior never occurs (0 
points), occurs sometimes or partially (1 point), 
or is usually exhibited (2 points; Oakland & 
Houchins,  1985 ). Additionally it is possible to 
translate single scale, composite, and total scores 
into age-equivalent scores. The median split-half 
reliability coeffi cients are 0.94 for the composite 
score and range between 0.83 and 0.90 for the 
specifi c domains, demonstrating acceptable 
internal consistency. The assessment was admin-
istered to 484 participants in a 1-month span, 
demonstrating acceptable test–retest stability 
through a reliability index of 0.88 for the com-
posite score and reliability indices between 0.81 
and 0.86 for the domain scores. Interrater reli-
ability was demonstrated with two distinct inter-
viewers assessing 160 participants within a 
2-week interval. The coeffi cients for the VABS 
were 0.74 for the composite and ranged 0.62 and 
0.78 for the domains. The lower coeffi cient (0.62) 
was demonstrated on the Socialization domain. 
The measure demonstrated construct validity 
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through an increase in raw scores at successive 
age groups while criterion related validity was 
assessed through correlations between the VABS 
and the ABIC (0.58), AAMD Adaptive Behavior 
Scale (0.40–0.70), Kaufman Assessments Battery 
for Children (K-ABC) Achievement Scale (0.52), 
K-ABC Mental Processing Composite (0.32), 
and the Peabody Picture Vocabulary Test-Revised 
(0.28) (Oakland & Houchins,  1985 ). 

 Tombokan-Runtukahu and Nitko ( 1992 ) 
investigated whether this measure could be suc-
cessfully adapted to the Indonesian population. 
The translation phase applied both an ethno-
graphic translation procedure (Brislin,  1983 ; 
Hulin, Drasgow, & Parsons,  1983 ) and an empiri-
cal tryout. Each of the 252 items of the survey 
was translated from English to Bahasa Indonesian 
and back-translated to English. The correlation 
coeffi cients between the scores on the English 
version and the back-translation of each subtest 
ranged from 0.926 (Maladaptive Behavior) to 
0.995 (Daily Living Skills), which were deemed 
satisfactory. Tittle’s ( 1982 ) guidelines were fol-
lowed to review the translated items for fairness. 
Twenty-fi ve item translations were judged inad-
equate by the panel and were rewritten with the 
help of an Indonesian language teacher. Four 
items were eliminated because they were inap-
propriate to the Indonesian context and equiva-
lent cultural behaviors could not be substituted 
easily, and three items were modifi ed to incorpo-
rate Indonesian-equivalent content. The resulting 
set of 245 items was moved forward to the valida-
tion phase. 

 Forty-three children with mental retardation 
were matched on the basis of age, gender, and 
SES with 43 children of normal intelligence. 
Internal consistency was examined by analyzing 
the parent-based ratings after pooling the two 
groups of children. The coeffi cient alphas were 
0.98, 0.98, 0.96, and 0.99 for Communication, 
Daily Living Skills, Socialization, and Composite, 
respectively, suggesting high internal  consistency. 
Examination of the frequency distributions of the 
two groups of children showed statistically sig-
nifi cant differences in the mean scores of the two 
groups, with children of normal intelligence scor-
ing higher. These differences were replicated 

with both teachers’ and parents’ ratings. This 
fi nding provides support for the interpretation 
that IVABS is capable of distinguishing between 
children with various degrees of development in 
adaptive behavior and of distinguishing between 
children with mental retardation and those with 
normal intelligence in this Indonesian sample. 
Although the sample at each age level was small, 
there is a general tendency for the Indonesian 
data to support the contention that the IVABS 
appears to follow an incremental development 
pattern similar to that found with the VABS in the 
USA. The procedures developed and used in this 
study also serve as a model to operationalizing 
the domain of adaptive behavior in new cultural 
contexts. 

 A study was conducted by Goldberg, Dill, 
Shin, and Nhan ( 2009 ) to examine the adaptation 
of the Vineland Adaptive Behavior Scale to the 
Vietnamese culture (VVABS). The Vineland was 
translated into Vietnamese and was evaluated for 
cultural relevance and semantic equivalence by 
three bilingual Vietnamese clinicians. The par-
ticipants in the study were 120 Vietnamese moth-
ers of preschool-age children (3–6 years of age) 
who were enrolled in kindergarten programs in 
Hue City, Vietnam. The mean age of the children 
was 4.9 (SD = 1.1) with a range of 3–6 years with 
75 males and 44 females. The mean age of the 
mothers was 33.4 (SD = 5.2) with a range of 
23–51 years. Coeffi cient alpha was used to assess 
internal consistency for the 11 sub-domains of 
the VABS. Internal consistency of the VVABS 
sub-domains were shown to be high with the 
exception of receptive communication. Construct 
validity was assessed through a correlation matrix 
for the 11 sub-domains which were statistically 
signifi cant (all  p s < 0.001) and ranged from 0.39 
to 0.84. The VVABS was found to successfully 
discriminate between disabled and non-disabled 
children. In another study that adapted the VABS 
through empirical testing for the Vietnamese 
population, the researchers adapted items to fi t 
the cultural context, and made necessary adjust-
ments to test and administration procedures (i.e., 
deleting items that could not be successfully 
translated or adapted; Goldberg et al.,  2009 ). 
However, further exploration of this method of 
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adaptation is needed in order for cross-cultural 
adaptation of other psychological constructs to 
be empirically tested for reliability and validity.  

    Social Skills Rating System (SSRS) 

 The Social Skills Rating System (SSRS; Gresham 
& Elliott,  1990 ) is a psychometrically sound 
(Demaray, Ruffalo, Carlson, & Busse,  1995 ), 
nationally standardized, norm-referenced, social 
skills assessment for 3–18-year-old children. 
Informants rate the frequency of children’s pro-
social behaviors on a 3-point Likert scale 
(0 = never, 1 = Sometimes, and 2 = Very Often). 
Examples of social skills include the display of 
prosocial behaviors such as sharing, initiating 
interactions with others, and management of 
interpersonal confl icts such as controlling one’s 
temper. There are three versions of the SSRS to 
gather data from different respondents: The 
SSRS-P (parent), SSRS-T (teacher), and SSRS-S 
(student). Effect size estimates presented by 
Renk and Phares ( 2004 ) in their meta-analysis of 
74 studies showed an average parent–teacher cor-
relation of 0.38, a mean self–teacher correlation 
of 0.25, and a mean self–parent correlation of 
0.21. The teacher form (SSRS-T) includes three 
subscales (ten items each): (a) social skills (e.g., 
invites others to join in activities), which is 
divided into the subscales, cooperation, assertion, 
and self-control; (b) problem behaviors (e.g., 
argues with others), with the subscales of hyper-
activity, internalizing, and externalizing; and (c) 
academic competence (e.g., “In reading, how 
does this child compare with other students?”). 
The SSRS-P and SSRS-S includes four subscales 
(ten items each): cooperation, assertion, empa-
thy, and self-control. Sample items include: (a) 
e.g., “I make friends easily” (assertion), (b) “I do 
my homework on time” (cooperation), (c) “I lis-
ten to adults when they are talking with me” 
(empathy), and (d) “I ignore other children when 
they tease or call me names” (self-control). For 
each of the forms, cutoff points are provided to 
assign children’s scores for each subscale (as 
well as their Total Social Skills score) into three 
categories: below-average (below one standard 

deviation of the mean), average (within one 
 standard deviation of the mean), and above-aver-
age (above one standard deviation of the mean). 
In the national normative sample, the percentage 
of children in the below-average, average, and 
above-average categories are 16, 68, and 16 % 
for both parent and teacher ratings. 

 A study was conducted with 869 girls residing 
in the USA and adopted from China utilizing the 
SSRS-P (parent sample = 869) and SSRS-T forms 
(teacher sample = 611; Tan & Camras,  2011 ). 
Average age of adoption was 15.6 months 
(SD = 13.9) and average current youth age was 
6.9 years (SD = 2.9). Adoptive mother’s average 
age was 44.2 (SD = 6.1) years and the adoptive 
father’s average age was 45.3 (SD = 7.3) years. 
Internal consistency was good for both the 
SSRS-P and SSRS-T subscales, ranging from 
0.67 (the Responsibility subscale on the SSRS-P) 
to 0.93 (the scale of Academic Competence on 
SSRS-T). The adopted Chinese girls in all three 
age-groups (preschool-age, elementary-age, and 
secondary age) scored similar to or higher than 
same-age girls from the US normative sample on 
both parent and teacher rating. For 10 of the 15 
comparisons on parent ratings and 11 of the 14 
comparisons on teacher ratings, the adopted 
Chinese girls outperformed the normative US 
sample, which may be explained by examining 
characteristics of Chinese adopted children 
which includes more favorable prenatal experi-
ences compared to the US sample (Tan, Marfo, & 
Dedrick,  2010 ) and possibly easier temperament 
associated with Chinese youth (Kagan & Fox, 
 2006 ). Investigators propose that temperamental 
qualities may put adopted Chinese children at a 
relative advantage. For example, Kagan, Kearsley, 
and Zelazo ( 1978 ) suggest that Chinese children 
may have easier temperaments than Caucasian 
children serving as a protective factor. Parent–
teacher agreement for youth social behaviors 
was signifi cant but modest in magnitude, similar 
to existing literature on parent–teacher agree-
ment on non-adopted children’s behaviors (see 
meta- analysis by Achenbach, McConaughy, & 
Howell,  1987 ). This sample was limited to 
adopted Chinese girls and fi ndings might not 
refl ect Chinese American children as a whole. 
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Further research needs to be conducted to examine 
the psychometric properties of this scale in other 
Asian-American samples in the USA.  

    The Strengths and Diffi culties 
Questionnaire (SDQ) 

 Strengths and Diffi culties Questionnaire (SDQ; 
Goodman,  1997 ) is a brief behavioral screening 
questionnaire for 3–16 year old children. The 
SDQ includes 25 items on psychological attri-
butes: emotional symptoms (fi ve items), conduct 
problems (fi ve items), hyperactivity/inattention 
(fi ve items), peer relationship problems (fi ve 
items), and prosocial behavior (fi ve items), that 
are administered to parents. All forms rate items 
on a 3-point scale (not true, somewhat true, and 
certainly true). In a recent study (Janssens & 
Deboutte,  2009 ), internal consistency was ade-
quate (0.72 for parent SDQ, and 0.75 for teacher 
SDQ, 0.62 for youth SDQ), interrater reliability 
was adequate, and the concurrent validity of the 
SDQ was established through signifi cant correla-
tions with the Achenbach System of Empirically 
Based Assessment (ASEBA) scores and with the 
Child Behavior Checklist (CBCL) scores. 

 The psychometric properties of the SDQ have 
not been explicitly examined in any Asian- 
American samples, but there are several studies 
that have examined translations of the SDQ inter-
nationally. Du, Kou, and Coghill ( 2008 ) estab-
lished normative data and examined the reliability 
and validity of a Chinese translation of the SDQ 
(parent, teacher, and youth self-report versions). 
Parent and teacher data were used for 1,965 sub-
jects and self-report data for 690 subjects from 
Shanghai. Students ranged in age from 3 to 
17 years. In this study, the SDQ was translated 
into Chinese and back-translated into English by 
academic staff at the Center for Clinical Trials 
and Epidemiological Research at the Chinese 
University of Hong Kong. Principle components 
analysis indicated a partial agreement with the 
original fi ve-factored subscale structure. 
However, this appears to hold more strongly for 
the Prosocial Behavior, Hyperactivity–
Inattention, and Emotional Symptoms subscales 

than for Conduct Problems and Peer Problems. 
Internal reliability for subscales were generally 
adequate (range 0.30–0.83) with only parent and 
teacher Hyperactivity–Inattention and teacher 
Prosocial Behavior subscales having an 
alpha < 0.7. Mellor, Wong, and Xu ( 2011 ) exam-
ined 752 school-aged children (320 males) with 
an average age of 8.7 years (SD = 1.69) in China. 
Internal reliability coeffi cients ranged from 0.25 
to 0.71, and were lower than what is usually con-
sidered to be adequate (0.70; Cicchetti,  1994 ), 
particularly for the Conduct and Peer Problem 
subscales. Similarly, in another study with 
Chinese preschool children in Hong Kong (Leung 
et al.,  2003 ) internal consistency coeffi cients also 
ranged from 0.41 to 0.77, which are lower than 
what is usually considered to be adequate. In yet 
another study with 457 Chinese preschool chil-
dren in Hong Kong (230 males) aged 4 and 5 
years old, Cronbach’s alphas for the SDQ sub-
scales were 0.59 (emotional problems), 0.52 
(conduct problems), 0.73 (Hyperactivity), 0.46 
(peer relationship problems), 0.69 (prosocial 
behavior), and 0.77 (total problem behavior) 
(Leung, Lo, & Leung,  2012 ), again, lower than 
what is usually considered to be adequate. These 
fi ndings are also consistent with large studies in 
Australia (Mellor,  2004 ), China (Du et al.,  2008 ), 
and Japan (Matsuishi et al.,  2008 ). Interrater cor-
relations were low to moderate (range 0.23–0.49), 
and correlations among parents and teachers 
were found to be higher for the younger children 
(3–10 years) than for the older children (11–17 
years) (Du et al.,  2008 ). In another study, inter-
rater reliability was again in the low to moderate 
range (range 0.40–0.79). With regard to interrater 
reliability, interparent agreement is higher for 
externalizing problems than emotional problems 
regardless of the gender of the target child. For 
both boys and girls, mother and father correla-
tions were strongest for total diffi culties and the 
combined Externalizing Problems subscale, 
whereas the lowest correlations were for emo-
tional symptoms (Mellor et al.,  2011 ). 

 Convergent validity was demonstrated by sig-
nifi cant correlations between the parent- 
completed SDQ and the Parent Symptoms 
Questionnaire (PSQ). Discriminant validity was 

J. Ho et al.



377

established by effectively distinguishing between 
47 subjects from the normative sample with 47 
age and gender matched ADHD outpatient par-
ticipants using ROC curves. Total diffi culty 
scores cutoffs were calculated with the intention 
of placing approximately 10 % of the sample 
with the most extreme scores as “abnormal,” the 
next 10 % as "borderline" and the remaining 
80 % in the “normal.” About 85 % of the subjects 
were placed in the “normal” range and 7.5 % in 
the “abnormal” and “borderline” ranges. 

 Findings regarding the Chinese language ver-
sion need to be replicated in other Chinese sam-
ples, including those from rural rather than urban 
settings. Du and colleagues ( 2008 ) observed pos-
sible differences in the way the Chinese interpret 
the questions relating to Conduct and Peer 
Problems. Further investigation should be made 
to clarify this issue and assess whether particular 
items should be altered or removed from the 
Chinese version. 

 Matsuishi and colleagues ( 2008 ) attempted to 
establish community-based normative data for 
the Japanese language version of the SDQ 
(Goodman,  1997 ). Because translated versions 
can yield different results, Matsuishi et al. ( 2008 ) 
established national norms rather than applying 
the recommended score bandings and cutoffs 
established for the English version SDQ. The 
impact of age and gender on the SDQ parent 
form was assessed in addition to evaluating the 
structure, and homogeneity of the Japanese 
scales. Following these steps, culturally informed 
score bandings were proposed for normal, bor-
derline, and clinical ranges, and were defi ned for 
the total score as well as for each of the fi ve sub-
scales of the SDQ. In this study, investigators 
assessed 2,899 Japanese children (1,463 males) 
aged 4–12 years. Parents were asked to complete 
the extended version of the SDQ (Goodman, 
 1999 ) which supplements the 25 core items with 
an overall rating of whether their child has emo-
tional or behavioral problems. The proposed 
 factor structure of the 25 SDQ items was verifi ed 
through an exploratory factor analysis with vari-
max rotation. The results illustrated that the 
 pattern of main loadings replicated the original 
SDQ subscales. Cronbach’s alpha of the total 

 diffi culties score (comprising of 20 items) was 
0.77, which suggests adequate internal consis-
tency. For the total diffi culties score, the clinical 
range (defi ning approximately 10 % of commu-
nity cases with the highest scores) for the 
Japanese sample included total diffi culties rat-
ings of 16 or more points, whereas the British 
normative data suggested a slightly higher cutoff 
requiring a total score of at least 17. Overall, the 
obtained fi ndings were consistent with previous 
work investigating the psychometric properties 
of the SDQ in other countries including Sweden 
(Smedje, Broman, Hetta, & von Knorring,  1999 ), 
Germany (Klasen et al.,  2000 ), the Netherlands 
(Van Widenfelt, Goedhart, Treffers, & Goodman, 
 2003 ), and Australia (Hawes, Hawes, & Dadds, 
 2004 ). The investigators noted concerns with 
comparing results across international studies 
because they use different study methods, chil-
dren of different ages, and were performed in dif-
ferent eras. Further investigation is needed to 
establish national norms and to assess whether 
these results may be generalized for use as part of 
clinical screening programs, in pediatric neurol-
ogy clinics, and in child psychiatric research set-
tings for Japanese youth (Matsuishi et al.,  2008 ).  

    Clinical Interview 
Schedule-Revised (CIS)  

 The Clinical Interview Schedule-Revised (CIS- 
R) (Lewis, Pelosi, Araya, & Dunn,  1992 ) is a 
structured diagnostic instrument designed for use 
by a variety of trained interviewers in assessing 
minor psychiatric needs in the community, gen-
eral hospital, occupational and primary care 
research in a standardized way. The CIS-R was 
developed from the Clinical Interview Schedule 
(CIS), which was designed specifi cally for use by 
clinically experienced interviewers (i.e., psychia-
trists). In Britain, the CIS-R instrument was vali-
dated in a community setting by comparing it 
with the Schedule for Clinical Assessment in 
Neuropsychiatry (SCAN), a semi-structured 
instrument. The participants this study ranged in 
age from 16 to 64 years. Results evidenced over-
all specifi city of the CIS-R instrument to be good, 
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but sensitivity was shown to be poor (Lewis et al., 
 1992 ). Interrater agreement ranged from 0.7 to 
0.9. Concordance of diagnoses by the two instru-
ments was in the poor to very poor range demon-
strated by low kappas. 

 In a study by Subramaniam, Krishnaswamy, 
Jemain, Hamid, and Patel ( 2006 ), the investiga-
tors describe the psychometrics of the Malay ver-
sion of the CIS-R. The CIS-R questionnaire was 
translated into Malay and back translated into 
English. Next, the original questionnaire and the 
back-translated questionnaire were compared for 
meanings and necessary corrections were made to 
the Malay version with the help of a language 
teacher. Interrater reliability was established for 
raters who were medical student in this study. 
Participants included 59 psychiatric inpatients, 
outpatients, relatives and other visitors who were 
there at the National University of Malaysia 
Hospital (33 clinical cases and 26 control cases). 
The sample included 51 % Malays, 29 % Chinese 
and 20 % Indians. The overall sensitivity, specifi c-
ity, positive predictive value, and negative predic-
tive value for the instrument were calculated. The 
Malay version of CIS-R showed 100 % sensitivity 
and 96.15 % specifi city at a cutoff score of 9.  

    National Institute of Mental Health 
Diagnostic Interview Schedule 
for Children (NIMH DISC-IV) 

 The Diagnostic Interview Schedule for Children 
(DISC) is a structured diagnostic instrument 
designed for use by non-clinicians. Several ver-
sions have been produced with the most recent 
being the National Institute of Mental Health 
Diagnostic Interview Schedule for Children 
(NIMH DISC-IV). The NIMH DISC-IV is 
equipped to assess over 30 mental health disor-
ders in children and adolescents. There are parent 
and youth versions of this instrument. The parent 
form is for caregivers of youth ranging in age 
from 6 to 17 years while the youth form is for 
children and adolescents aged 9 to 17 years. 
Preliminary reliability and acceptability results 
of the NlMH DISC-IV in a clinical sample of 84 
parents and 82 children (aged 4–17 years) drawn 

from outpatient child and adolescent psychiatric 
clinics at three sites. Sixty percent of this sample 
was African-American and/or Hispanic. Despite 
its greater length and complexity, the NlMH 
DISC-IV was shown to compare favorably with 
earlier versions. 

 Doi, Roberts, Takeuchi, and Suzuki ( 2001 ) 
published a multiethnic comparison of adoles-
cent major depression in a school-based study in 
the USA and Japan. Subjects were participants in 
the Teen Life Changes Survey conducted in 1994 
where questionnaires were collected from 5,496 
students in grades 6–8 in a Houston, TX school 
district, and 504 students in grades 7–9 in a pub-
lic junior high school in Maebashi, Japan. 
Surveys were administered in English only in the 
US sample and in Japanese only in the Japanese 
sample. The Japanese version of the NIMH 
DISC-IV was developed through the process of 
various translation stages including translating 
the original version from English into Japanese, 
then the translated Japanese version was back- 
translated, and fi nally, both versions were exam-
ined by different bilinguals. The preliminary 
Japanese version was pretested for word mean-
ings, and content on each item among Japanese 
junior high school students who were not 
involved in the study. The authors then reviewed 
the results and the fi nal Japanese version for use 
in this study was created. Prevalence rates in this 
study were highest for Mexican-American stu-
dents followed by African-American students, 
then Anglo-American students, and the lowest 
rate of major depressions was found in the 
Japanese student population. After sociodemo-
graphic adjustments were made, ethnicity was 
not found to be signifi cantly associated with ado-
lescent major depression, although father’s level 
of education and family fi nancial status were sta-
tistically signifi cant. 

 In Ho et al. ( 2005 ), authors report on the devel-
opment of the Chinese version of DISC-IV and 
examine its test–retest reliability. Participants 
included 78 Chinese parents and 79 youths (mean 
age = 13) attending child psychiatric clinics. 
Participants were interviewed at two time 
points about 22 days apart using the Chinese 
DISC-IV. All participants were Cantonese speaking. 
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The initial translation from English to Chinese was 
completed by a bilingual-speaking Chinese 
teacher. The authors reviewed this version and 
made semantic adjustments to better fi t psychiat-
ric content. The modifi ed version was then tested 
in the clinics. Following this phase, revisions 
were made to improve semantic equivalence once 
again. Finally, an independent translator (blind to 
the fi rst translation process) back-translated the 
revised version into English. The kappa coeffi -
cients in this study were good to excellent for 
obsessive compulsive disorder (OCD) for both 
youth and parent participants, major depressive 
disorder (MDD) for parent participants, and 
attention defi cit hyperactivity disorder (ADHD) 
for parent participants. Kappa coeffi cients were 
fair for anxiety disorder (i.e., generalized anxiety 
disorder, separation anxiety disorder, panic disor-
der, agoraphobia, social phobia, and specifi c pho-
bia) for parent participants, fair for oppositional 
defi ant disorder (ODD) in both youth and parent 
participants, and fair MDD for youth participants. 
Kappa coeffi cients were found to be poor for anx-
iety disorder and poor for ADHD in the youth 
participants. Overall, parent informants had better 
test–retest reliability than youth informants, and 
the Chinese DISC-IV had comparable test–retest 
reliability with the original English version. 

 In a study evaluating the reliability and valid-
ity of the Korean version of the DISC-IV, Cho 
et al. ( 2007 ) interviewed 91 children and adoles-
cents in an outpatient clinic at the Seoul National 
University, and the community. Of these partici-
pants, 44 were selected for an evaluation of test–
retest reliability. Results indicated kappa values 
ranging from 0.25 to 0.40 in the clinical sample 
and 0.65–1.00 in the community sample showing 
good reliability and validity for the DISC-IV in 
the Korean youth.   

    Symptom-Specifi c Scales 

    Conners’ 3rd Edition (Conners 3) 

 The Conners’ 3rd Edition (Conners 3) (Conners, 
 2008 ) is a measure designed for assessing atten-
tion defi cit hyperactivity disorder (ADHD) and 

common comorbid problems/disorders (e.g., 
oppositional defi ant disorder, and conduct disor-
der) in children and adolescents. The measure 
has three forms: parent and teacher forms for 
children and adolescents 6–18 years old and self- 
report measure for youth aged 8–18 years. For 
each version (parent, teacher, and self-report), 
full-length and short versions are available. The 
Conners 3 contains multiple scales including, 
content scales (Inattention, Hyperactivity/
Impulsivity, Learning Problems/Executive 
Functioning, Aggression, Peer Relations, and 
Family Relations), DSM-IV-TR Symptom Scales 
(ADHD Inattentive, ADHD Hyperactive- 
Impulsive, ADHD Combined, Conduct Disorder, 
and Oppositional Defi ant Disorder), and validity 
scales (Positive Impression, Negative Impression, 
and an Inconsistency Index). All test items are 
scored on a 4-point Likert-type scale (0 = not at 
all, 1 = just a little true, 2 = pretty much true, and 
3 = very much true) with higher scores indicating 
a greater number and/or frequency of concerns. 

 Normative data on the Conners 3 includes 
1,200 parents, 1,200 teachers, and 1,000 self- 
report raters who were matched on the 2000 US 
Census information on ethnicity/race, gender, 
and parent education level (Conners,  2008 ). The 
Conners 3 reliability was assessed by Gallant 
( 2007 ,  2008 ) where internal consistency was 
measured using Cronbach’s alpha. Mean alphas 
for the Content scales were parent = 0.91, 
teacher = 0.94, and self-report = 0.88, respec-
tively. Mean reliability coeffi cients for the DSM-
IV- TR Symptom scales were parent = 0.90, 
teacher = 0.90, and self-report = 0.85. For the 
validity scales, Cronbach’s alphas were par-
ent = 0.90, teacher = 0.72, and self-report = 0.56. 
For test–retest reliability, two separate adminis-
trations of the test were given between 2- and 
4-week intervals. Mean correlation coeffi cients 
for Content scales were parent = 0.85, 
teacher = 0.94, and self-report = 0.88, and for the 
DSM-IV-TR Symptom scales, the correlation 
scores were parent = 0.89, teacher = 0.90, and 
self-report = 0.85. Interrater reliability was 
assessed using correlation scores, and moderate 
to strong levels of rater agreement were found 
across all scales, indicating high levels of 
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 consistency between parent–parent and/or 
teacher–teacher ratings of youth participants. 
Mean Content scale correlations were par-
ent = 0.81, and teacher = 0.73; and DSM-IV-TR 
Symptom scale scores were parent = 0.84 and 
teacher = 0.70. An exploratory factor analysis uti-
lizing both the general and clinical samples indi-
cated that the general factor structure of the three 
forms remained consistent across demographic 
groups (Kao & Thomas,  2010 ). A confi rmatory 
factor analyses indicated the teacher model was 
slightly lower than the parent models but both 
were adequately fi t. Informant correlations were 
signifi cant showing high consistency between 
various raters of the same youth. The mean 
parent-to- teacher rating was 0.60 (range = 0.52–
0.67), the mean parent-to-youth correlation was 
0.56 (range = 0.49–0.62), and the mean teacher-
to- youth correlation was 0.48 (range = 0.43–0.56) 
(Conners,  2008 ). Convergent and divergent valid-
ity was determined by comparing Conners 3 
scores with scores from the Behavior Assessment 
System for Children, Second Edition, the 
Conners’ Rating Scales-Revised, the Achenbach 
System of Empirically Based Assessment, and 
the Behavior Rating Inventory of Executive 
Functioning (Kao & Thomas,  2010 ). Overall, 
correlations indicated the constructs converged 
and diverged in the expected directions (Kao & 
Thomas,  2010 ). To date, the Conners 3 has not 
been specifi cally validated in Asian-American 
populations in the USA, and no psychometric 
studies have been undertaken in Asian countries.  

    Depression Self-Rating Scale 
for Children (DSRSC) 

 The Depression Self-Rating Scale for Children 
(DSRSC) is an 18-item self-report measure for 
children and adolescents (Birleson,  1981 ) that 
has been used in a range of cross-cultural con-
texts. Items are presented as statements, e.g., “I 
sleep very well” and measure symptoms over the 
past week. Responses are a 0 = mostly, 1 = some-
times, 2 = never, with higher scores indicating 
more severe depression (maximum score = 36 
points). Cronbach’s alpha with a sample of 

 psychiatric inpatients was 0.90, and the split-half 
correlation was 0.85, suggesting high internal 
reliability. Eighty-one of the psychiatric inpa-
tients also rated their symptoms using the Beck 
depression inventory (BDI), and the scores were 
highly correlated suggesting convergent validity 
( r  = 0.79,  p  < 0.01; Birleson,  1981 ). 

 A study was conducted to establish standard-
ized norms of the DSRSC in Chinese urban youth 
and to examine the scale’s reliability and validity 
(   Su, Wang, Zhu, Luo, & Yang,  2003 ) in a sample 
of 1,943 subjects (968 males) from 14 cities of 
China with an average age of 11 years (SD = 2). 
Test–retest reliability coeffi cients, split-half reli-
ability coeffi cients, and Cronbach alpha coeffi -
cients ranged from 0.53 to 0.73, indicating 
acceptable reliability. Signifi cant correlations 
were found between DSRSC total score, the 
depressive symptoms subscale of the CBCL, and 
the Piers-Harris Children’s Self-concept Scale, 
suggesting good convergent validity. The scores 
of children with the depressive disorders as deter-
mined by the DSRSC were signifi cantly higher 
than that of nondepressed children, suggesting 
discriminant validity. Results demonstrate that 
the Chinese language version of the DSRSC is 
may be utilized to assess depressive symptoms in 
Chinese urban children. 

 The 18-item version of the DSRSC was uti-
lized to assess depressive symptoms over the past 
week on a 3-point scale in a school-based cross- 
sectional survey of junior high schools in Bengby 
city of Anhui Province in China (Cao et al., 
 2011 ). The sample consisted of 5,003 adoles-
cents (2,606 males) aged 11–16 years (average 
age = 13.2 years, SD = 1). Test–retest reliability, 
split-half, and Cronbach’s alphas in this sample 
ranged from 0.53 to 0.73. The clinically signifi -
cant cutoff utilized in this sample was a score of 
15 (with possible scores ranging from 0 to 36). 

 A Japanese language version of the DSRSC 
was prepared by Murata, Shimizu, Mori, and 
Oshima ( 1996 ) utilizing the translation/back- 
translation technique. The internal consistency of 
the Japanese language DSRSC was examined by 
administering the measure to 456 students rang-
ing from elementary school second-graders to 
students in the second year of middle school. 
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Cronbach’s alpha was 0.77, suggesting adequate 
internal consistency (Murata et al.,  1996 ). The 
test–retest reliability of the Japanese language 
version of the DSRC was tested on 65 elementary 
school students (35 third-graders and 30 fourth- 
graders) twice at an interval of 2 weeks. The cor-
relation coeffi cients for the administrations were 
0.55 for the third-graders and 0.79 for the fourth- 
graders ( p  < 0.001) (Murata et al.,  1996 ). 
Convergent validity was established between the 
Japanese language DSRSC and the Japanese lan-
guage version of the Child Depression Inventory 
(CDI) to 62 third-graders and fourth-graders 
( r  = 0.71). The Japanese language DSRSC has 
also demonstrated utility for distinguishing 
between depressed and nondepressed youth in 99 
patients (aged 7–14 years) as diagnosed by an 
outpatient psychiatrist, suggesting discriminant 
validity. The mean score was 19.3 for the group 
with depression ( n  − 36) and 10.7 for the group 
without depression ( n  = 63) ( t  = 7.49,  p  < 0.001). 
The cutoff score determined from the ROC curve 
was 16 points (sensitivity 75 %, specifi city 
88.9 %) (Murata et al.,  1996 ). 

 The Japanese language DSRSC was utilized 
in a sample of 2, 453 elementary and middle 
school children (1,114 males) ranging from 6 to 
15 years old (average age = 8.76 years, SD = 5.68) 
in two medium-sized cities in Japan to assess the 
prevalence of depressive symptoms in youth in 
the general community population (Denda, Kako, 
Kitagawa, & Koyama,  2006 ). Cronbach’s alpha 
in this sample was 0.84, suggesting good internal 
consistency. Subjects with DSRSC scores above 
the 15 point cutoff as utilized by Birleson, 
Hudson, Buchanan, and Wolff ( 1987 ) constituted 
the depressed group (14.9 % of the sample). 
Average DSRSC score was 8.15 in the total sam-
ple (SD = 5.14), 8.47 (SD = 5.22) for boys and 
8.98 (SD = 5.99) for girls, but this gender score 
difference was nonsignifi cant. The average score 
in the total sample was similar to the average 
score obtained by Murata et al. ( 1996 ) (average 
score = 9.08, SD = 4.87) in a sample of 395 sub-
jects ranging from second to sixth grade (ages 
7–12). DSRSC score increased signifi cantly with 
each year of age (average score for elementary 
school students = 7.97, SD = 5.02; average score 

for middle school students = 11.10, SD = 6.73). 
Further studies including the screening and psy-
chiatric evaluation of nonclinical populations 
using the DSRSC are needed to generalize the 
use of this measure for other populations includ-
ing Japanese Americans in the USA.  

    Beck Depression Inventory (BDI-II) 

 The Beck Depression Inventory-II (BDI-II) con-
sists of 21 items assessing various emotional, 
neurovegetative, cognitive, and somatic symp-
toms of depression experienced over the previous 
2 weeks rated on a four-point scale (BDI; Beck, 
Steer, & Garbin,  1988 ). The BDI-II was devel-
oped to measure depression in adolescents and 
adults from 13 to 80 years. The summation of all 
items yields a total score with specifi c ranges 
indicating levels of severity (0–9 indicates no 
depression, 10–16 indicates mild depression, 
17–29 indicates moderate depression, and 30–63 
indicates severe depression). The alpha coeffi -
cient of the BDI-II was 0.92 indicating high inter-
nal consistency (Beck, Stanley, & Zebb,  1996 ) 
with a replication study corroborating these fi nd-
ings (Steer & Clark,  1997 ). The correlation 
between the BDI-II and the BAI was 0.56 
( p  < 0.001) for 160 outpatients, comparable to the 
correlation of 0.60 reported by Beck et al. ( 1996 ) 
for 297 of their outpatients (Steer & Clark,  1997 ). 

 The Chinese version of the BDI-II (BDI-II-C) 
was translated by the Chinese Behavioral Science 
Corporation in the year 2000 and has been used 
to diagnose the severity of depression as indi-
cated through self-report of nonclinical popula-
tions in Taiwan. Wu and Chang ( 2008 ) explored 
the BDI-II-C with a focus on dimensionality, 
appropriateness of item diffi culty, and category 
functioning for nonclinical adolescents. 
Participants were 2,095 (925 males) 10th to 12th 
grade senior high school students in Taiwan rang-
ing from 14 to 18 years old with an average age 
of 16.75 years old (SD = 1.7). The average BDI-
II- C total score was 12.90 (SD = 8.64). All 21 
items produced mean square statistics within an 
acceptable range (0.60–1.40) except for Item 10 
(crying) and Item 21 (interest in sex), which may 
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be explained by cultural variations in the expres-
sion of depressive symptoms. Findings also sug-
gest that item diffi culty overall is inappropriate 
for differentiating differences in depressive 
symptoms for nonclinical community samples 
because items do not target individuals with low 
levels of depression. Further, people who endorse 
cognitive-affective symptoms are more apt to 
appear more depressed with respect to their 
BDI-II score than those with somatic symptoms 
as reported on the BDI-II, which may warrant 
further study concerning the construct validity of 
the BDI-II in Chinese and other international 
samples. Yeung et al. ( 2002 ) noted limitations 
that may be useful considerations in assessing 
Asian-Americans in future studies. The research-
ers found an overall reluctance of participants to 
self-report their symptoms, which makes for dif-
fi culty in assessing the psychometric properties 
of the BDI-II in screening for depression among 
Asian-Americans in primary care. For future 
depression screening among Asian-Americans in 
primary care, it may be necessary to develop a 
briefer screening scale to improve participation 
rate. It was also noted that often times Asian- 
Americans tend to avoid mental health services 
because of their fear and rejection of mental 
health disorders. Future efforts should focus on 
providing easier access to mental health services 
for Asian-Americans in an effort to decrease cul-
tural barriers to the treatment of depressive 
symptoms.  

    Children’s Depression Rating Scale- 
Revised (CDRS-R) 

 The Children’s Depression Rating Scale-Revised 
(CDRS-R) aids in diagnosing and monitoring 
depression in youth aged 6–12 years (Mayes, 
Bernstein, Haley, Kennard, & Emslie,  2010 ). It is 
administered as a 15–20 min semi-structured 
interview. The interviewer rates, on a 7-point 
scale, 17 symptom areas including: impaired 
school-work, diffi culty having fun, social with-
drawal, appetite disturbance, sleep disturbance, 
excessive fatigue, physical complaints, irritabil-
ity, excessive guilt, low self-esteem, depressed 

feelings, suicidal ideation, excessive weeping, 
depressed facial affect, listless speech, and hypo-
activity. A recent study (Mayes et al.,  2010 ) 
sought to evaluate the reliability and validity of 
the CDRS-R in adolescents aged 7–18 years. 
Adolescent participants were seen at three visits 
(screening, baseline, and exit). Internal consis-
tency for the CDRS-R was good at all three visits, 
and total score was highly correlated with global 
severity ( r  = 0.87, 0.80, and 0.93;  p  < 0.01). Only 
the exit CDRS-R score was signifi cantly corre-
lated with global functioning (Children’s Global 
Assessment Scale;  r  = −0.77;  p  < 0.01) suggesting 
some convergent validity. Reductions on the 
CDRS-R total score were highly correlated with 
improvement scores at exit (Clinical Global 
Impressions–Improvement;  r  = −0.83;  p  < 0.01). 
The results of this study demonstrate good reli-
ability and validity of the CDRS for use with ado-
lescents with depression (Mayes et al.,  2010 ). 

 The reliability and the validity of the CDRS-R 
was examined with 181 adolescents (106 males) 
ranging from 14 to 17 years old (average 
age = 15.3, SD = 0.4) from three schools in 
Southern India. The six factor structure explained 
60.6 % of the variance. Cronbach’s alpha for the 
scale was 0.76 suggesting adequate internal con-
sistency. The interrater reliability between pedia-
trician and clinical psychologist respondents was 
found to be good (ICC = 0.73) and test–retest reli-
ability was found to be high (ICC = 0.98). 
Convergent validity between the total CDRS-R 
score and total Beck’s Depression Inventory 
(BDI) score was high ( r  = 0.71,  p  < 0.001). 
Divergent validity was examined by correlating 
total CDRS-R score with total Impact of Events 
scale (IES) score which measures posttraumatic 
stress ( r  = 0.28,  p  > 0.05). There was moderate 
concordance with the reference standard of ICD- 
10 diagnosis (45.5 %) in identifying depression 
with this scale. The average CDRS score was 
27.5 (SD = 8.3) in this sample with a range of 
17–54. A cutoff score of 30 (sensitivity = 83 %, 
specifi city = 84 %; Area Under Curve (AUC) in 
ROC = 87 %) in CDRS-R is suggested for diag-
nosing depression. 

 These results suggest that the CDRS-R dem-
onstrates good reliability and validity for use 
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with adolescents in India, but several limitations 
are noted. First, the researchers are unable to 
assert whether or not their results can be general-
ized to the general Indian pediatric population as 
the study was based in a school population. 
Second, the researchers found a low prevalence 
of depression which may have limited the power 
and stability of the sensitivity analyses. Third, 
this study utilized convenience sampling to 
improve participation, resulting in an overrepre-
sentation of male participants. Finally, additional 
studies are needed to produce national norms of 
this instrument in India and to test its utility with 
Indian Americans in the USA. 

    Screen for Child Anxiety Related 
Emotional Disorders (SCARED) 
 The Screen for Child Anxiety Related Emotional 
Disorders (SCARED) was developed by 
Birmaher et al. ( 1997 ) for the screening of 
DSM-IV childhood anxiety disorders. It is a 
41-item self-report measure designed to screen 
for DSM-IV anxiety disorders. The SCARED 
includes fi ve scales: somatic/panic (13 items), 
generalized anxiety (9 items), separation anxiety 
(8 items), social phobia (7 items), and school 
phobia (4 items). The participants rate the items 
of each factor on a 3-point scale (0 = not true or 
hardly ever true, 1 = sometimes true, and 2 = true 
or often true). The SCARED total score is derived 
by adding the responses, with scores ranging 
from 0 to 82. Exploratory factor analysis of the 
SCARED revealed fi ve factors that parallel the 
DSM-IV classifi cation of anxiety disorders: 
panic/somatic, generalized anxiety, separation 
anxiety, social phobia, and school phobia. 
Birmaher et al. ( 1999 ) added three items refl ect-
ing social phobia to the original version in a rep-
lication study, resulting in a 41-item self-report 
questionnaire. The psychometric properties of 
this screening instrument have been examined in 
clinical, community, and primary care settings in 
primarily Caucasian samples in Western coun-
tries, and was found to be reliable in regard to 
internal consistency, test–retest reliability 
(Birmaher et al.,  1997 ,  1999 ; Boyd, Ginsburg, 
Lambert, Cooley, & Campbell,  2003 ; Essau, 
Muris, & Ederer,  2002 ; Hale, Raaijmakers, 

Muris, & Meeus,  2005 ; Muris, Merckelbach, 
Schmidt, & Mayer,  1999 ), and parent–child 
agreement (Birmaher et al.,  1997 ; Muris et al., 
 1999 ; Wren, Bridge, & Birmaher,  2004 ). The 
convergent validity of the SCARED was sup-
ported because of its signifi cant correlations with 
other measures for childhood anxiety disorders 
including the Revised Children’s Manifest 
Anxiety Scale (Boyd et al.,  2003 ; Muris et al., 
 1998 ) and the Spence Children’s Anxiety Scale 
(Essau et al.,  2002 ). Evidence has also accumu-
lated for the good discriminant validity of the 
SCARED both between anxiety and other clini-
cal disorders, and among different anxiety disor-
ders (Birmaher et al.,  1997 ,  1999 ). 

 The reliability and the validity of the 41-item 
SCARED was examined in a large community 
sample of school children in China which con-
sisted of 1,559 youth (49.6 % males) aged 
8–16 years (average age = 11.8, SD = 2.1) (Su, 
Wang, Fan, Su, & Gao,  2008 ). The Chinese lan-
guage version was created utilizing the transla-
tion/back-translation method. Females had 
signifi cantly higher anxiety scores on the total 
anxiety, separation anxiety, and social phobia 
scales which corroborate previous studies (Hale 
et al.,  2005 ). Consistent with existing literature, 
children had higher scores on separation anxiety 
than adolescents (Birmaher et al.,  1997 ). This 
study also supported previous fi ndings of 
SCARED’s high internal consistency especially 
for total score (0.89; subscale alpha ranges 0.43–
0.77) and moderate test–retest reliability (2-week 
and 12-week Pearson correlations 0.61 and 0.57 
for total score; Intraclass correlation coeffi cients 
(ICCs) = 0.57 and 0.50 for total score). The 
SCARED total score was signifi cantly correlated 
with the internalizing factor of the child behavior 
checklist (0.41), suggesting convergent validity. 
Further, the SCARED total score was also found 
to correlate signifi cantly better with the internal-
izing than with the externalizing scale on the 
CBCL, demonstrating evidence for good diver-
gent validity (Su et al.,  2008 ). Discriminant valid-
ity was supported as the SCARED total score and 
the fi ve subscale scores signifi cantly differenti-
ated youth with anxiety disorders from youth 
with ADHD. It also signifi cantly discriminated 
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between anxious and depressed children on the 
total score and panic, somatic, separation anxiety, 
and social phobia subscales. Consistent with 
Birmaher and colleagues ( 1999 ) a cutoff point of 
25 on the Chinese language version of the 
SCARED yielded optimal sensitivity (79 %) and 
specifi city (82 %). Results suggested that the 
Chinese language version of the SCARED has 
appropriate psychometric properties and is a clin-
ically useful instrument to screen for DSM-IV 
anxiety disorders in Chinese youth. 

 The 41-item SCARED(Birmaher et al.,  1999 ) 
was utilized to assess anxiety symptoms over the 
past week on a 3-point scale in a school-based 
cross-sectional survey of junior high schools in 
Bengby city of Anhui Province in China (Cao 
et al.,  2011 ). The sample consisted of 5,003 ado-
lescents (2,606 males) aged 11–16 years (aver-
age age = 13.2 years, SD = 1). The clinically 
signifi cant cutoff utilized in this sample was a 
score of 23. 

 Su and colleagues ( 2008 ) found some areas 
that should be considered when adapting this 
instrument for Chinese youth. For example, Item 
9 (people tell me I look nervous) did not load on 
any of the factors, which may be explained by 
the indirectness of Chinese culture. In Chinese 
culture, people tend to rely on indirect, more 
complex methods of communication like indefi -
nite comments while Westerners tend to adopt 
direct and simple methods. Additionally, the 
study had a relatively small sample of children 
and fi ndings need to be replicated in larger and 
more representative samples in order to establish 
national norms. Future studies also need to 
include larger samples of children with various 
anxiety disorders and other psychopathologies to 
further evaluate the usefulness of the SCARED 
in clinical populations. Finally, the utility of this 
instrument as well as the original English instru-
ment should be examined in Asian-American 
samples in the USA.  

    The Penn State Worry Questionnaire 
for Children (PSWQ-C) 
 The Penn State Worry Questionnaire for Children 
(PSWQ-C) was developed by Chorpita and col-
leagues (Chorpita, Tracey, Brown, Collica, & 

Barlow,  1997 ). It consists of 14 items with a 
4-point scale: 0 = not at all, 1 = sometimes, 2 = fre-
quently, 3 = always, with a range of 0–42 points 
(higher score indicates higher worry tendencies). 
The instrument showed good concurrent and dis-
criminative validities, internal consistency, and 
test–retest reliability for children and youth aged 
6–18 years (Chorpita et al.,  1997 ). In another 
validation study (Muris, Meesters, & Gobel, 
 2001 ), the authors recommended discarding the 
three reverse-scored questions and utilizing an 
11-item questionnaire due to problems with fac-
tor loadings of these items. 

 The reliability and validity of a Korean lan-
guage version of the PSWQ-C (PSWQ-CK) was 
investigated in a study with 973 elementary 
school children (aged 8–12 years, average 
age = 10.6, SD = 1.1). The PSWQ-CK is a 14-item 
questionnaire with a 4-point scale: 0 = not at all, 
1 = sometimes, 2 = frequently, 3 = always, with a 
range of 0–42 points (higher score indicates 
higher worry tendencies). The authors utilized 
the translation guidelines recommended by 
   Guillemin, Bombardier, and Beaton ( 1993 ) and 
Beaton, Bombardier, Guillemin, and Ferraz 
( 2000 ). The average PSWQ-CK score for all par-
ticipants was 14.49 (SD = 8.06). There was no 
signifi cant difference in terms of gender, and 
sixth graders scored signifi cantly higher than 
fourth or fi fth graders ( p  < 0.05). Internal consis-
tency was high (Cronbach’s alpha = 0.90), and 
when the three reverse items were removed, 
Cronbach’s alpha improved to 0.91. Test–retest 
reliability (three weeks apart) was high ( r  = 0.83, 
 p  < 0.001), suggesting test stability. Convergent 
validity was established by comparing the results 
of the PSWQ-CK (both the 14-item version and 
the 11-item version with the three reverse-scored 
items removed) to the RCMAS.  Z -test for the 
comparison of dependent correlations revealed 
that the 14-item PSWQ-CK had excellent corre-
lation in the worry/oversensitivity subscales of 
RCMAS ( p  < 0.01), while the 11-item version of 
the PSWQ-CK demonstrated lower but signifi -
cant correlation with the RCMAS subscales. The 
factor load and item-total correlations of the three 
revised-scored items was greater than that found 
in either the Chorpita et al. ( 1997 ) or Muris et al. 
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( 2001 ) validation studies. In this study, the three 
reverse-scored items demonstrated an infl uence 
on the instrument’s validity and were recom-
mended by the researchers to be included in the 
survey. The researchers propose a linguistic 
structure difference between English and Korean 
to be accountable for the discrepancy. Unlike in 
English, the verb comes at the end of the sentence 
in Korean. Therefore, the positive or negative 
word also comes at the end with the result that 
students may be giving more attention to the last 
part of the sentence. In addition, more studies are 
needed to examine the reliability and validity of 
PSWQ-CK for youths and to assess the contents 
of children’s worry in Korea. The PSWQ-CK 
necessitates further validation in Korean in order 
to establish national norms and to replicate factor 
structure fi ndings of this study. Further, both the 
original PSWQ-C (in English) and the PSWQ-CK 
needs to be investigated for its utility with Korean 
Americans in the USA.   

    Childhood Autism Rating 
Scale (CARS) 

 The Childhood Autism Rating Scale (CARS) is a 
behavioral rating scale developed as an aid in 
diagnosing and describing the severity of autism 
in children aged two years and above. The CARS 
contains 15 items addressing the following areas 
of functioning: Relating to People; Imitation; 
Emotional Response; Body Use; Object Use; 
Adaptation to Change; Visual Response; Taste, 
Smell, and Touch Response and Use; Fear or 
Nervousness; Verbal Communication; Nonverbal 
Communication; Activity Level; Level of 
Consistency of Intellectual Responses; and 
General Impressions. The Childhood Autism 
Rating Scale (CARS;    Schopler, Van Bourgondien, 
Wellman, & Love,  2010 ) is one of the most 
widely used instruments to evaluate the degree of 
autism in developmentally disabled children 
through clinical observation by a trained rater. 
The CARS consists of 15 items involving defi ni-
tions of autism by Rutter and by Ritvo and 
Freeman. Each item is rated on a 4-point scale 
and the total CARS score ranges from 15 to 60. 

The CARS has demonstrated good internal 
 consistency, interrater reliability, and validity. 
The overall interrater reliability estimate for the 
CARS was 0.84. Mesibov et al. recommended 
that cutoffs of CARS for diagnosing autism be 
30 in children and 27 in adolescents. The overall 
interrater reliability estimate for the CARS was 
0.84. In using this cutoff value 87 % of individu-
als were correctly identifi ed in the sample as 
autistic or not autistic. Using the total raw score 
alone, identifi cation of those with or without an 
autism diagnosis resulted in a sensitivity value of 
0.88 and a specifi city value of 0.86    (Schopler 
et al.,  2010 ). 

 Kurita, Miyake, and Katsuno ( 1989 ) devel-
oped a Japanese language version of the CARS 
(CARS-TV) and demonstrated its reliability and 
validity with 167 developmentally disabled 
Japanese children under 16 years of age. 
Cronbach’s alpha was 0.87 suggesting good 
internal reliability of the scale. The interrater 
reliability for each of the 15 subscales based on 
a subsample of 128 children was moderate and 
ranged from 0.43 to 0.77 with an average of 
0.62. In the full sample ( N  = 167), the total 
CARS-TV score demonstrated a good level of 
taxonomic validity on DSM-III diagnostic 
groups. Further, total CARS-TV score discrimi-
nated infantile autism and other pervasive devel-
opmental disorders from mental retardation 
without an additional diagnosis of pervasive 
developmental disorder. 

 Another study was conducted to evaluate the 
cutoffs and sensitivity/specifi city of the 
Childhood Autism Rating Scale—Tokyo Version 
(CARS-TV) with 430 children (357 males) with 
Pervasive Developmental Disorders (PDD) rang-
ing from 25 to 294 months old (average 
age = 80.8 months, SD = 46.4) and 75 children 
(26 males) ranging from 37 to 352 months old 
with mental retardation without a history of PDD 
(average age = 80.5 months, SD = 50.1) living in 
Tokyo (Tachimori, Osada, & Kurita,  2003 ). The 
CARS-TV total score was compared among 
these children who were classifi ed into four 
DSM-IV diagnostic groups: (1) 212 (180 males) 
with autistic disorder, (2) 31 (24 male) with 
Asperger’s Disorder, (3) 6 (5 males) with 
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Childhood Disintegrative Disorder (CDD), and 
(4) 181 (149 male) with PDD not otherwise spec-
ifi ed (PDDNOS). Values of Cronbach’s alpha 
were 0.91 for the PDD group and 0.89 for the 
non-PDD mental retardation (MR) group, and 
0.93 for both groups combined, suggesting good 
internal consistency for both subsamples. The 
CARS-TV total score was signifi cantly higher in 
PDD (mean = 30.1, SD = 4.5) than in non-PDD 
MR (mean = 22.9, SD = 3.3),  t (503) = 13.7, 
 p  < 0.0001. The cutoff to distinguish PDD from 
non-PDD MR was 25.5/26, with sensitivity, 
specifi city, positive predictive value and negative 
predictive value of 0.86, 0.83, 0.97, and 0.50, 
respectively. In addition, the CARS-TV total 
score differed signifi cantly among the four 
DSM-IV subgroups, with CDD and AD sub-
groups being signifi cantly higher than both 
PDDNOS and Asperger’s disorder, and with the 
PDDNOS subgroup CARS total score being sig-
nifi cantly higher than Asperger’s disorder. No 
signifi cant difference was found between CDD 
and AD. The cutoff to distinguish AD from 
PDDNOS was 30/30.5, with sensitivity, specifi c-
ity, positive predictive value and negative predic-
tive value of 0.71, 0.75, 0.77, and 0.69, 
respectively. Results suggest that the CARS-TV 
may have clinical utility for differentiating 
between PDD and non-PDD MR and between 
AD and PDDNOS. 

 To assess whether the CARS-TV can differen-
tiate between high-functioning atypical autism 
(HAA) with IQ ≥ 70 and childhood autism 
(HCA), 74 children and young adults (63 males) 
aged 2–23 years (average age 6.6, SD = 0.5 years) 
with either a classifi cation HAA (53 children, 45 
males, average age = 6 years, SD = 0.5 years, 
range 2–23 years) or HCA (21 children, 18 
males, average age = 8.2 years, SD = 1.1 years, 
range 3–18 years) were examined. On the 
CARS-TV with IQ and total CARS-TV score 
controlled for, the HAA children were signifi -
cantly less abnormal than the HCA children on 
two items of the CARS-TV, specifi cally, relation-
ship with people and general impressions. In 
addition, affect reports tended to be signifi cantly 
milder in HAA than HCA, and anxiety reaction 
was signifi cantly more abnormal in HAA than 

HCA. These fi ndings suggest that the CARS-TV 
may be useful to clinically distinguish between 
HAA and HCA youth. 

 In looking at several studies which assess the 
use of the CARS-TV with Japanese children 
some limitations need to be addressed in future 
research. First, fi ndings need to be verifi ed by 
longitudinal studies as autistic symptoms change 
over time (Kanai et al.,  2004 ; Tachimori et al., 
 2003 ). Findings also need verifi cation with a 
clear criterion for high-functioning autism in 
larger sample sizes. Finally, cutoff scores for per-
vasive developmental disorders need replication 
in varied populations within Japan (Kanai et al., 
 2004 ; Tachimori et al.,  2003 ) as well as with 
Japanese Americans in the USA.   

    Recommendations 

 Many of the assessments discussed in this chapter 
are still in early stages of test validation, and most 
of the surveys have been validated with interna-
tional samples with Asian youth but not yet 
explicitly examined for their psychometric prop-
erties with different Asian-American youth resid-
ing in the USA. Thus, caution is needed when 
utilizing and interpreting the results of these sur-
veys for Asian-American youth. One issue that is 
important to consider is whether it would be more 
appropriate to utilize the norms of the general US 
population which often does not contain Asian-
American groups (or at least not a substantial 
proportion of Asian-Americans) in the validation 
sample, or if it would be more appropriate to uti-
lize the norms for the specifi c cultural group 
established in another country. Another consider-
ation is whether or not it is appropriate to apply 
Asian-American norms established in the USA to 
a specifi c cultural group (e.g., Chinese Americans, 
Vietnamese Americans, East Indian Americans), 
and many validation studies do not include the 
collection of factors such as immigrant status, 
years in the USA, primary language, and accul-
turation status that may help aid the clinician or 
researcher in determination which norms to uti-
lize as a comparison. To assist in the decision 
making process, it may be helpful to supplement 
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the implementation of the survey instrument with 
data from structured and semi-structured inter-
views and surveys that measure acculturation or 
ethnic identity. These methods of evaluation 
allow the clinician to ask the youth and his or her 
parent questions about the youth’s participation 
and affi liation with the mainstream American 
culture and the ethnic culture of origin. Armed 
with this information, the clinician may be able to 
make a more informed decision regarding which 
normative sample would be most relevant for the 
interpretation of the youth’s survey results. 

 In addition, it may be helpful to address in a 
follow-up interview with the youth certain 
responses on the survey instrument when there is 
a question of whether or not there is equivalence 
across cultures on specifi c items. This is particu-
larly important when there are known or sus-
pected differences in symptom expression on 
specifi c domains of functioning or culture-bound 
syndromes that approximate certain diagnostic 
categories for a specifi c cultural group. For 
example, there may be differences in how traits 
like extraversion and agreeableness are viewed in 
different Asian cultures. Some Asian cultural 
groups may value agreeableness more highly 
than some Americans, as agreeableness may 
refl ect collectivistic ideals. Extraversion may or 
may not be desired as a personal quality if some 
Asian groups interpret it as synonymous with 
being boisterous or as a quality that goes against 
values of humility and stoicism which are preva-
lent in several Asian cultures. These differences, 
if they exist, may be more salient for Asian- 
Americans who are recent immigrants versus 
those who are second or third generation resi-
dents in the USA. 

 Finally, more research on the psychometric 
properties for existing behavioral assessments 
needs to be undertaken to establish norms, cut-
offs, and reliability and validity in specifi c Asian- 
American populations in the USA. Most of the 
assessments in this chapter have validated the 
original versions of the surveys or the translated 
versions of the surveys in other countries, but no 
data to date has been produced for their ethnic 
counterparts in the USA. This research should 
be undertaken with specifi c Asian-American 

samples instead of grouping these heterogeneous 
youth into one overall sample in validation stud-
ies whenever possible to ensure applicability. In 
addition, within these specifi c ethnic samples, 
other factors that will likely play a signifi cant 
role in the youths’ interpretation of and responses 
to the survey items such as acculturation level, 
generational status, and ethnic identity should 
also be examined via cohort or block designs.     
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        The previous chapters have presented 
 cross- cultural considerations in psychological 
assessment with Asian-Americans, including dis-
cussion on specifi c ethnic groups, diagnoses and 
instruments. This chapter explores how to apply 
these cross-cultural considerations to school-
based assessment with Asian-American or Asian 
immigrant (A-A/I) children and adolescents. 
Within the wide range of school-based assess-
ment, the chapter focuses on its essence—evalu-
ation for special education based on the IDEA 
(Individuals with Disabilities Education Act, 
 2004 ) criteria. The chapter begins with specifi c 
cultural considerations of the assessment context 
including school and home cultures, followed by 
the IDEA requirement of nondiscriminatory eval-
uation and implications for professionals involved 
in the school-based evaluation, especially school 
psychologists. Then, we will analyze culturally 
and linguistically appropriate assessment of com-
monly identifi ed disability categories defi ned by 
IDEA, including specifi c learning disability, 
speech/language impairment, autism, develop-
mental delay, and intellectual disability. We will 

also discuss cultural considerations for using the 
RTI (response to intervention) model, an alterna-
tive approach that is becoming more popular in 
school-based assessment, in determining the 
need for special education. 

    Consideration of the Assessment 
Context 

    Considering the School Context 

 To conduct culturally sensitive school-based 
assessment of A-A/I children, it is crucial to 
understand the school context and how it affects 
A-A/I children from a sociocultural perspective. 
The school context includes the general school 
climate, the relationships between administrators 
and teachers, among teachers, among students, 
between teachers and students, between teachers 
and parents, and teachers’ attitudes toward A-A/I 
children and parents. It also includes the racial/
cultural composition of the teachers and students, 
the curriculum, and the training of the teachers. 

 Consideration of the school culture also 
includes a sociohistorical perspective. 
Historically, American schools were overwhelm-
ingly infl uenced by European cultures. For gen-
erations, the standard academic curriculum has 
been dominated by Euro-centric perspectives. It 
neglected the involvement of racial/cultural 
minorities (Bull, Fruehling, & Chattergy,  1992 ) 
in the development of American society and 
 civilization. As standard school subjects and 

        C.   Li ,  Ed.D., NCSP      (*) 
  School Psychology Program, Department of 
Counseling & Applied Educational Psychology , 
 Northeastern University ,   404 International Village, 
360 Huntington Ave, ,  Boston ,  MA   02115 ,  USA   
 e-mail: c.li@neu.edu   

    Z.   Wang ,  M.S., NCSP      
  Bilingual School Psychologist ,  Des Moines 
Public Schools ,   Des Moines ,  IA ,  USA   
 e-mail: sophiawzz@gmail.com  

 25      School-Based Assessment 
with Asian Children 
and Adolescents 

              Chieh     Li       and     Zhengzheng     Wang     

mailto:c.li@neu.edu
mailto:sophiawzz@gmail.com


394

methods refl ect the European perspective, A-A/I 
students, especially recent immigrants, usually 
face a dual task in order to succeed in school: 
They must master not only particular skills and 
subject matters but also unfamiliar styles and 
expectations of inquiry, expression, and behavior. 
The way that curriculum is taught disadvantages 
A-A/I students, just as Bull et al. ( 1992 ) described 
for African-American children. The majority of 
the school personnel are from middle-class white 
backgrounds. They tend to use their own cultural 
values and norms to judge students’ and parents’ 
behaviors, often causing misinterpretations of 
culturally different behaviors to happen (Li & 
Vazquez-Nuttall,  2009 ; Ni & Li,  2013 ).  

    Considering the Home Context 

 The home context includes family economic sta-
tus, community infl uence, social support, immi-
gration reasons and history, parents’ acculturation 
levels, children’s acculturation levels, parent–
child differences in acculturation levels, intensity 
of cultural confl icts inside and outside the family, 
level of acculturation stress, and coping strate-
gies. It is also important to know parents’ views 
of school, school experiences in the home coun-
try, views of the presenting problems, goals for 
their children, and ways to address the suspected 
disability that is being evaluated.  

     Considering Impacts of Different 
Expectations from Home and School 
on Children 

 Asian parents, like the school personnel, also use 
their own cultural values and norms to judge their 
somewhat Americanized children (Li & Vazquez- 
Nuttall,  2009 ). As a result, A-A/I students often 
encounter culturally contradictory expectations 
from home and school. Usually, the schools 
expect the students to follow mainstream cultural 
values and norms while parents expect them to 
follow their ethnic cultural values and norms. For 
example, Xiaohu, a 7-year-old recent immigrant 

boy used to call his older brother “Gege” (哥哥, 
the Chinese word “big brother”) at home. He 
fi nds his peers call their older siblings by their 
fi rst names at school. He wants to be like every-
one else. So he begins to call his older brother by 
his fi rst name. However, calling someone older 
than oneself by the fi rst name is considered disre-
spectful in the Chinese culture. Thus, his mother 
criticizes him for being disrespectful. Xiaohu 
feels very confused, because when he tries to fi t 
in with peers he upsets his parents, and when he 
follows his parents’ teachings, he gets teased by 
peers and corrected by his teacher. Unfortunately, 
both parents and teachers see a problem in 
Xiaohu because they all perceive that his behav-
iors fail to meet their differing cultural standards. 
Thus, when reviewing school records and inter-
viewing teachers and parents for an evaluation of 
social-emotional functioning, adjustment or 
behavioral concerns, evaluators should critically 
examine whether the A-A/I child is labeled as 
deviate or pathological due to cultural differ-
ences between school and home. For instance, in 
an interview, when a teacher or a parent judges an 
A-A/I child as disrespectful, the evaluator should 
ask for examples. If lacking eye contact (seen by 
the teachers) or calling older siblings by their 
fi rst names (seen by the parents) are among the 
examples, then caution against the mistake of 
viewing cultural differences as deviance may be 
warranted. 

 With the aforementioned considerations of 
the school and home contexts and sociocultural 
issues, we shall review the IDEA (   Individuals 
with Disabilities Education Act,  2004 ) regula-
tions and their implications to school-based 
assessment.   

    IDEA and Its Requirement 
of Nondiscriminatory Evaluation 

 IDEA regulates various aspects of special education 
and serves as an essential reference for all profes-
sionals involved in an evaluation of suspected learn-
ing, intellectual, or other disabilities. The current 
IDEA website (  http://idea.ed.gov/explore/home    ) of 
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the Offi ce of Special Education Programs (OSEP) 
of the US Department of Education states:

  The Individuals with Disabilities Education Act 
(IDEA) is a law ensuring services to children with 
disabilities throughout the nation. IDEA governs 
how states and public agencies provide early inter-
vention, special education and related services to 
more than 6.5 million eligible infants, toddlers, 
children and youth with disabilities. 

   IDEA defi nes 13 categories of disabilities 
that qualify for special education, including 
autism, developmental delay, emotional distur-
bance, hearing impairment, intellectual disabil-
ity, other health impairment, specifi c learning 
disability, and speech or language impairment. 
(Defi nitions of the categories will be discussed 
in the following sections.) IDEA also sets stan-
dards for the evaluation process, including 
requirements of nondiscriminatory evaluation 
for culturally and linguistically diverse children. 
Nondiscriminatory evaluation refers to a collec-
tion of approaches, each designed to systemati-
cally reduce bias within a broader framework 
(Ortiz,  2008 ). IDEA ( 2004 ,   http://idea.ed.gov    ) 
mandates “procedures to ensure that testing and 
evaluation materials and procedures utilized for 
the purposes of evaluation and placement of 
children with disabilities for services under this 
title will be selected and administered so as not 
to be racially or culturally discriminatory. Such 
materials or procedures shall be provided and 
administered in the child’s native language or 
mode of communication, unless it clearly is not 
feasible to do so, and no single procedure shall 
be the sole criterion for determining an appropri-
ate educational program for a child”. In addition, 
IDEA specifi es that the disabilities should not be 
primarily the result of environmental, cultural, 
or economic disadvantage. 

 Furthermore, IDEA requires that the determi-
nation of a child’s disability be made by the 
child’s parents and a group of qualifi ed profes-
sionals, which must include the child’s regular 
teacher and at least one person qualifi ed to con-
duct individual diagnostic examinations of 
 children, such as a school psychologist, 
 speech-language pathologist, or remedial reading 

teacher. In a school system that has adopted the 
RTI (response to intervention) model, a school- 
based assessment will be conducted to test any 
suspected disability underlying the low perfor-
mance of a student, if the student still does not 
make progress at an adequate rate after several 
research-based interventions have been imple-
mented, and progress monitored with fi delity 
checks. 

    Challenge to Evaluators 

 IDEA provides a legal protection of the civil 
right to education for all individuals with dis-
abilities from all cultural and linguistic back-
grounds. Ideally all evaluations could meet the 
expectations of IDEA; however, currently 
school psychologists and educators are at con-
siderable risk of violating the IDEA require-
ment of racially/culturally nondiscriminatory 
evaluation of culturally and linguistically 
diverse students. This is due to multiple factors, 
including the strong infl uence of the traditional 
medical model that tends to look for defi cits 
within the individual, the serious shortage of 
culturally valid assessment tools, and the lack of 
nondiscriminatory assessment training. There 
are serious psychometric issues when using the 
current standardized tests with A-A/I students 
due to sampling issues and lack of consideration 
of different levels of English language profi -
ciency (Vazquez-Nuttall et al.,  2007 ). As a 
result, using such standard tests with A-A/I stu-
dents, especially English language learners, 
often results in various degrees of discrimina-
tory outcomes. Risks of unintentional discrimi-
natory evaluation of A-A/I students still exist 
when using the RTI model because of the dearth 
of culturally validated interventions for racial/
cultural minorities (Muñoz & Mendelson, 
 2005 ), issues with multicultural competencies 
of school staff, and fi delity of implementations 
of the interventions. 

 For nondiscriminatory evaluation, IDEA man-
dates that assessment materials and procedures 
be provided and administered in the child’s native 
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language or mode of communication, unless it 
clearly is not feasible to do so. When assessing 
A-A/I students whose dominant language is not 
English, this requirement of IDEA is often 
achieved through testing with interpreters due to 
the cultural and linguistic diversity among Asians 
and the lack of bilingual evaluators from the 
diverse linguistic backgrounds of Asia. Using 
interpreters in testing and interviews also requires 
systematic and multicultural consideration. See 
Chap.   8     for the complexity and professional stan-
dards for using interpreters.  

    Best Practices for Racially or 
Culturally Nondiscriminatory 
Assessment? 

 In the current context, a practitioner could take 
the following rudimentary steps for racially or 
culturally nondiscriminatory assessment: (A) 
when working with A-A/I students, seek improve-
ment on one’s own multicultural awareness, 
knowledge and skills in the Asian-American cul-
tures. (B) When reviewing previous assessment 
information in a student record, examine whether 
the student was assessed in a culturally fair man-
ner and how consistent the assessment is with the 
nondiscriminatory mandates of the IDEA. (C) 
When conducting a psychoeducational evalua-
tion (a) use assessment instruments with well- 
established validity and reliability for use with 
members of the population tested, (b) acknowl-
edge the impact of second language learning (in 
practice, determine the student’s English 
Language profi ciency via dual language assess-
ment prior to selecting the assessment method) 
and culture differences on the cognitive and 
socio-emotional development of individuals, and 
(c) recognize the limitations of standardized tests 
and the ramifi cations of using such tests in the 
assessment of culturally and linguistically diverse 
children (NASP,  2000 ) if standardized tests are 
administered. 

 In terms of manageable operations for nondis-
criminatory assessment for A-A/I students, cur-
rent guiding frameworks for assessing culturally 
and linguistically diverse students may serve as 

references. For example, the Stage Model for 
Nondiscriminatory Assessment of culturally 
diverse children (Ortiz,  2008 ) provides a system-
atic framework and step-by-step procedure for 
conducting cognitive and academic assessments 
of bilingual students. For a decision-making and 
interpretive framework, the Multidimensional 
Assessment Model for Bilingual Individuals 
(MAMBI) (Ortiz & Ochoa,  2005 ) provides a 
simplifi ed integration matrix of the major vari-
ables to determine the modality (native language, 
English, nonverbal, or bilingual) of assessment 
that would likely yield the most valid results. For 
analyzing cultural and linguistic loadings in 
standardized cognitive tests, the Culture-
Language Test Classifi cations (C-LTC) (Ortiz & 
Dynda,  2005 ) introduces a matrix to map the cul-
tural loadings (the extent to which a subtest con-
tains or requires knowledge of culturally bound 
content) and degree of linguistic demand (the 
amount of receptive or expressive language abil-
ity necessary to respond to or complete a task). 
Hopefully, these references could enrich practi-
tioners’ repertoire of nondiscriminatory-assess-
ment strategies. 

 With the above overarching issues and 
 strategies in mind, we shall discuss cultural 
and linguistic considerations for determining 
specifi c disabilities defi ned by IDEA in the next 
section.   

    Identifying Asian-American 
Students for Disabilities by IDEA 
Criteria 

 In this section we shall explore culturally and lin-
guistically appropriate assessment of A-A/I stu-
dents with suspected disabilities defi ned by 
IDEA. The focus is on the disabilities that are 
most commonly encountered in school such as 
learning disability, speech/language impairment, 
autism, developmental delay, and intellectual dis-
ability. For assessment of other commonly 
encountered disabilities, such as emotional dis-
turbance and attention defi cit and hyperactivity 
disorder, please refer to specifi c chapters related 
to these domains. 
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    Specifi c Learning Disability 

 IDEA Section 300.8(c)(10) states:

  (i) General. Specifi c learning disability means a 
disorder in one or more of the basic psychological 
processes involved in understanding or in using 
language, spoken or written, that may manifest 
itself in the imperfect ability to listen, think, speak, 
read, write, spell, or to do mathematical calcula-
tions, including conditions such as perceptual dis-
abilities, brain injury, minimal brain dysfunction, 
dyslexia, and developmental aphasia. 
 (ii) Disorders not included. Specifi c learning dis-
ability does not include learning problems that are 
primarily the result of visual, hearing, or motor 
disabilities, of mental retardation, of emotional 
disturbance, or of environmental, cultural, or eco-
nomic disadvantage. 

   In IDEA Section 300.309, the evaluation cri-
teria of learning disability are further specifi ed. It 
points out explicitly that learning disability does 
not include learning problems that are primarily 
the result of limited English profi ciency. It also 
requires the multidisciplinary evaluation group to 
ensure that academic underachievement in a 
child suspected of having a specifi c learning dis-
ability is not due to lack of appropriate instruc-
tion in or exposure to English. 

 Based on the above defi nition and nondiscrim-
inatory evaluation guidelines, to substantiate 
learning disability for special education, evalua-
tors need to provide both evidence of cognitive 
processing defi cit/s that affect the child’s learn-
ing and evidence to exclude primary causes of 
environmental, cultural, language, and economic 
disadvantages, inappropriate instruction, visual, 
hearing or motor disabilities, intellectual disabil-
ity, and emotional disturbance. As to how to 
establish these evidences for Asian-American 
students, current literature (Vazquez-Nuttall 
et al.,  2007 ) suggests that multiple aspects of the 
child’s context should be considered. Based on 
the literature and our own experiences, we rec-
ommend the following procedures:
    (A)    Inquiring (a) who made the referral for an eval-

uation of suspected learning disability and for 
what reason; (b) whether the learning diffi culty 
is related to English language profi ciency; (c) if 
so, whether the student’s teachers are cognizant 
of the process of second language acquisition 

and its  implications for student learning in the 
classroom (Cummins,  1984 ); (d) whether the 
child has received appropriate instruction; (e) 
what formal and informal interventions have 
been tried for how long, and what were the 
child’s responses to the interventions; and (f) 
whether parents/caregivers and teachers share 
the same concern about the child.   

   (B)    Collecting comprehensive background infor-
mation on the child, including (a) develop-
mental history, school history; (b) functioning 
at home and school, including relationships 
with family members, peers and teachers; (c) 
mental and physical health including visual, 
hearing and motor functioning; (d) cultural 
and linguistic information of the child and 
family, such as culture of origin, birth place, 
immigration, languages spoken by the child 
and parents at home; and (e) environmental 
and socioeconomic conditions at home.    

  The information is collected from multi-
ple sources, including a careful review of the 
school record, and interviews with the child, 
parents/caretakers, and teachers. 

 Attaining the information from A and B 
will (1) inform us about the appropriateness 
of the referral and (2) address the IDEA 
exclusionary clauses of environmental, cul-
tural, language, and economic disadvantages, 
of visual, hearing, or motor disabilities, and 
of inappropriate instruction.

    (C)    Gauging English and native language profi -
ciency and acculturation level.     

 When assessing A-A/I students, especially 
before testing with nationally standardized 
norm- referenced instruments, gauge English 
and native language profi ciency and accul-
turation level fi rst. Research on the testing of 
diverse individuals has identifi ed these two 
factors as major infl uences on performance 
(Cummins,  1984 ). English and native lan-
guage profi ciency can be decided by lan-
guage profi ciency tests. Acculturation level 
can be assessed by Asian-American accultur-
ation scales (   see the chapter on assessment of 
acculturation for more information). 

 Attaining information on language profi -
ciency and acculturation will inform the 
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selection of assessment procedures and instru-
ments, because the less age-appropriate the 
individual is in the language of the test, the 
more likely that the test results will be a mea-
sure of language profi ciency rather than  ability. 
Similarly, the less acculturated an individual 
is, the less that test results refl ect ability than 
they do level of acculturation (Ortiz & Ochoa, 
 2005 ). The information on language profi -
ciency and acculturation will also help address 
the IDEA exclusionary clause of linguistic 
and cultural disadvantages.

    (D)    Addressing the IDEA exclusionary clause of 
intellectual disability.    

  To address this clause, usually an assess-
ment of cognitive ability is conducted. 
However, due to multiple factors, it is very 
challenging to achieve a nondiscriminatory 
assessment of cognitive ability of an A-A/I 
student whose English is not yet profi cient. 
First of all, it is very diffi cult to fi nd psycho-
metrically sound assessment tools for A-A/I 
children and adolescents, because most 
nationally standardized tests use “nationally 
representative” samples, which often refers to 
proportional representation based upon US 
census data. The proportion of Asians in the 
United States is very low compared to other 
groups; therefore, the number of A-A/Is in the 
standardization samples is often quite small. 
For instance, the Leiter-R includes only 55 
A-A/Is in comparison to 1,138 Caucasians 
(Kurasaki, Okazaki, & Sue,  2002 ; Roid & 
Miller,  1997 ). Furthermore, most studies on 
cognitive testing instruments with multicul-
tural students lack information on A-A/I chil-
dren and adolescents. Therefore, the scarcity 
of normative information on Asian-Americans 
contributes to the shortage of psychometri-
cally sound data for the use of standardized 
tests with this population. 

 In the context of extreme shortage of cul-
turally validated cognitive and psychologi-
cal tests for bilingual A-A/I, school 
psychologists often have to search for less 
culturally and linguistically loaded tools for 
fairer assessment of A-A/I students. 
Nonverbal tests are commonly used as less 
culturally loaded tools. It should be noted 

that nonverbal tests are only language-
reduced, not language free (   Ortiz,  2002 ). 
Some tests designed to be nonverbal actually 
contain content that is highly culturally 
bound (Braden & Athanasiou,  2005 ). 

 The only verbal intelligence test cur-
rently available in other languages for A-A/I 
students is the Bilingual Verbal Ability 
Tests-Normative Update (BVAT-NU) that 
measure the bilingual verbal ability, or “the 
unique combination of cognitive/academic 
language abilities possessed by bilingual 
individuals in English and another lan-
guage” (Cummins, Munoz-Sandoval, 
Alvarado, & Ruef,  1998 ). The BVAT-NU 
consists of three subtests from the 
Woodcock-Johnson-R Tests of Cognitive 
Ability: Picture Vocabulary, Oral Vocabulary, 
and Verbal Analogies. The BVAT-NU has 
been translated into Chinese (two forms), 
Hindi, Hmong, Japanese, Korean, and 
Vietnamese. However, caution should be 
made when using it with English language 
learners because the test is not standardized 
for them (   Blatchley & Lau,  2010 ). 

 It is often tempting to select an older ver-
sion of a test when it is the only version avail-
able in the native language of the child. 
However, it should be noted that such prac-
tice creates a problem of comparing a given 
student’s performance on a test against an 
outdated norm (Okazaki & Sue,  2000 ; Yee, 
 1997 ). In addition, the existing literature does 
not endorse such practice and make clear 
statements against such practice. Sattler 
( 2008 ) has discussed the limitations with 
using an interpreter to translate test items. 
Lopez and Romero ( 1988 ) made comments 
in their study after reviewing the practice of 
translating test items during a cognitive test-
ing that this practice fails to meet the 
 Standards for Educational and Psychological 
Testing’s  mandate to establish the reliability 
and validity of test translation before its use. 

 In summary, when selecting and inter-
preting cognitive tests, evaluators are 
strongly recommended to take all the above 
issues into consideration in addition to 
the challenges and general guidelines for 
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nondiscriminatory assessment that are dis-
cussed earlier. For more extensive discus-
sion of cognitive assessment with A-A/I, 
please see the chapter on IQ testing.

    (E)    Addressing the IDEA exclusionary clause of 
inappropriate instruction.     

 To ensure the academic underachieve-
ment in the referred student is not due to 
lack of appropriate instruction, IDEA 
300.309 requires (1) data to demonstrate 
that prior to, or as a part of, the referral pro-
cess, the child was provided appropriate 
instruction in regular education settings, 
delivered by qualifi ed personnel; and (2) 
Data- based documentation of repeated 
assessments of achievement at reasonable 
intervals, refl ecting formal assessment of 
student progress during instruction, which 
was provided to the child’s parents. 

 These evaluation criteria are crucial in 
the determination of learning disability, 
especially in the RTI model. A typical prac-
tice of evaluation implementing these crite-
ria in the school is that the referred student’s 
teacher provides the evaluation team the stu-
dent’s academic records and information on 
strengths and delays, intervention methods, 
length and intensity of the intervention, and 
progress monitoring data. The intervention 
must target the area in which the student is 
lacking the knowledge and skills. 

 If the student is an English language 
learner (ELL) and the teacher perceives him/
her to be lacking in their academic progress, 
we should examine standards to which the 
student is compared. If the progress rate of an 
ELL student from an immigrant family is 
compared to that of a native speaker of 
English, the comparison should be ques-
tioned. The rationale behind the questioning 
is that, typically, it takes an ELL 3–5 years to 
develop profi cient academic language skills 
(Cummins,  1984 ). In some cases, teachers 
may suspect learning disability for Asian 
ELLs because of low phonological aware-
ness/decoding skills, which may be simply 
due to the lack of formal education in these 
skills. A critical question to ask is whether the 
child is instructed appropriately, for example, 

to what extent the student understands the 
instruction in English and whether the instruc-
tion is addressing the student’s needs.

    (F)    Addressing the IDEA exclusionary clause of 
emotional disturbance.    

  To address this criterion, fi rst, an evaluator 
could review the information from the referral 
source, school records, and interviews with the 
child, parents/caretakers, and teachers. 

 If there is no concern about socio-emo-
tional functioning from any source, no for-
mal  assessment in this area will be warranted. 
If there are concerns, an assessment of 
socio-emotional functioning should be con-
ducted. See the section on “ Considering 
Impacts of Different Expectations from 
Home and School on Children ” at the begin-
ning of this chapter and chapters on assess-
ing mood disorders, anxiety, personality 
disorders, and psychosis for recommenda-
tions for nondiscriminatory assessment of 
socio-emotional functioning.  

    Speech or Language Impairment 

 According to IDEA Section 300.8(c)(11), speech or 
language impairment means a communication dis-
order such as stuttering, impaired articulation, a lan-
guage impairment, or a voice impairment that 
 adversely affects  a child’s educational performance. 
The exclusionary clauses (except inappropriate 
instruction) in the defi nition of learning disability 
also apply to speech or language impairment. So do 
the procedures to address the clauses and cultural 
considerations in the assessment process. However, 
four issues specifi c to the assessment of speech or 
language impairment should be noted:
    (A)    A student’s language ability in another lan-

guage should be considered. For example, a 
child who has speech problems in English 
but not in Chinese should not be labeled as 
speech impaired. S/he does not need special 
education, but training in speech for English 
as a second language learner instead.   

   (B)    When evaluating language impairment, home 
language, primary language, and accultura-
tion factors should be considered. If a child’s 
home language is not English, s/he is not 
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likely to have the same opportunity to learn 
and practice English as his/her peers from 
English-speaking families. Therefore, his/her 
English language “delay” in comparison to 
his/her peers is likely to refl ect a lack of 
opportunity rather than ability. See section on 
“ Autism ” for further discussion on cultural 
issues of assessing language impairment.   

   (C)    Some common speech or grammatical errors 
in English among East Asian ELLs are related 
to the language differences between the native 
language and English. Asian languages such as 
Chinese and Japanese have different phonemes 
from the English language which can be con-
fusing to children who learn two languages at 
the same time. For instance, it is not uncom-
mon for a Chinese or Japanese to have diffi cul-
ties in discriminating the sound of “r” and “l.” 
Furthermore, this diffi culty does not impact the 
communication in Chinese or Japanese as 
much as in English. Another example is the 
sound “th,” for which many Chinese or 
Japanese people have great challenge with. 
The ‘th’ sound is usually substituted with the 
sound “z.” Mispronunciation of the short “ e ” 
and “ a ” sounds are also commonplace among 
Chinese ELLs, because the Chinese language 
does not have these vowels. So is the confusion 
of  he  and  she  in oral communication, as the 
Chinese characters for  he  (他) and  she  ( )
both pronounce as  ta  although their written 
forms are different. Thus, Asian ELL students’ 
low English profi ciency should be ruled out as 
the primary reason before identifying them as 
having speech/language impairment.   

   (D)    Selective Mutism should not be considered 
as speech or language impairment.    

       Autism 

 IDEA Sec. 300.8(c)(1)(i) defi nes Autism as a 
“developmental disability signifi cantly affecting 
verbal and nonverbal communication and social 
interaction, generally evident before age 3, that 
adversely affects a child’s educational perfor-
mance. Other characteristics often associated with 
autism are engagement in repetitive  activities and 

stereotyped movements, resistance to environ-
mental change or change in daily routines, and 
unusual responses to sensory experiences. The 
term autism does not apply if the child’s  educational 
performance is adversely affected primarily 
because the child has an emotional disturbance”. 

 The cultural considerations and nondiscrimi-
natory assessment methods discussed earlier for 
evaluating learning disability and speech or lan-
guage impairment are also applicable to the eval-
uation of autism. In addition, it should be noted 
that Asian/Pacifi c children (0.13 %;    U.S. Census 
Bureau,  2000 ) identifi ed under the category of 
Autism in IDEA is disproportionally high com-
pared to Caucasian children (0.09 %). Four pos-
sible reasons were proposed to explain the high 
rate of identifi ed Asian/Pacifi c children: lan-
guage, social skills, behavior repertoire, and cul-
ture difference (Dyches, Wilder, Sudweeks, 
Obiakor, & Algozzine,  2004 ). Based on the liter-
ature, we propose the following actions to address 
these concerns:
    (A)    When assessing the communication skills of 

A-A/I children, several factors should be con-
sidered: (a) the language spoken at home; (b) 
years spent in English-speaking schools or 
daycare, especially for children under the age 
of 3; they might have only been exposed to 
their home language; and (c) any potential 
acute or chronic stressors associated with the 
process of immigration that can negatively 
impact the child’s verbal communication 
abilities (Sattler,  2008 ). Any language-based 
instruments in English may not be appropri-
ate to assess young A-A/I children who have 
not been exposed to English.   

   (B)    When observing a young child’s social inter-
action, the presence of a familiar family 
member of the child is recommended, 
because observations of a child’s behavior at 
school, where the environment may be 
stressful (different language, rules, and 
expectations, etc.) to the child, may not be a 
valid refl ection of the child’s true social skill 
repertoire. Furthermore, immigrant children 
may have experienced traumatic events in 
their home countries and in the process of 
relocating to the USA. They may experience 
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anxiety and depression which can hinder 
their normal social interaction outside their 
home environment (Sattler,  2008 ).   

   (C)    Regarding behavior repertoire, Dyches et al. 
( 2004 ) stated that evidence indicates that 
multicultural students have more diffi culty 
with the academic and behavioral customs 
of the school culture than do students from 
the dominant culture.   

   (D)    When interviewing parents of A-A/I chil-
dren, their job factor should be kept in mind. 
Some parents may not have much time with 
their children every day due to their over-
whelming job schedules. As a result, they 
may not be able to provide the most accurate 
picture if their children’s social behaviors. 
The instruments used to identify autism may 
not be appropriate with A-A/I children 
because of possible cultural bias in the ques-
tions and norms. For instance, among Asian 
families, children are taught not to make 
direct eye contact with adults as a way to 
show respect (Klein & Chen,  2000 ); how-
ever, limited eye contact making is one of 
the behaviors characterized by Autism.    

      Developmental Delay 

 According to IDEA Section 300.111(b), for chil-
dren from birth to age 3 (under IDEA Part C) and 
children from ages 3 through 9 (under IDEA Part 
B), the term developmental delay, as defi ned by 
each State, means a delay in one or more of the fol-
lowing areas: physical development; cognitive 
development; communication; social or emotional 
development; or adaptive behavioral development. 

 In addition to the cultural considerations dis-
cussed in earlier sections, research on cultural 
differences in  developmental milestones  should 
be noted when assessing an A-A/I child for sus-
pected developmental delay. For example, 
Eveleth and Tanner ( 1990 ) found (from X-rays) a 
faster rate for Black and White children in aver-
age bone growth than in East Asian children. 
Chinese and Vietnamese immigrant parents have 
noticed cultural differences between their chil-
dren and mainstream American children in the 

development of communication, daily living, and 
motor skills (Li, Lee, Waldron, & Wang,  2005 ). 
See next section for details.  

    Intellectual Disability 

 According to IDEA  Section 300.8 ( c )( 6 ), intellec-
tual disability (called mental retardation in IDEA) 
means signifi cantly subaverage general intellec-
tual functioning, existing concurrently with defi -
cits in adaptive behavior and manifested during 
the developmental period, that adversely affect a 
child’s educational performance. The exclusion-
ary clauses (except mental retardation) in learn-
ing disability, procedures to address the 
exclusionary clauses and cultural considerations 
in the assessment process also apply to the evalu-
ation of intellectual disability. Of the two defi ning 
components—intellectual and adaptive function-
ing—in intellectual disability, intellectual func-
tioning has been discussed at length early in this 
chapter and the chapter on IQ testing. This sec-
tion will explore cultural issues and nondiscrimi-
natory assessment of adaptive functioning. 

  Adaptive functioning  is often assessed by 
semi-structured interviews and adaptive behav-
ioral scales. Usually parents/caretakers serve as 
informants. For a fair assessment of A-A/I chil-
dren, specifi c consideration of Asian cultures 
should be given to both the informants and the 
adaptive behavioral scales. Regarding informants, 
members from the extended family in Asian cul-
tures often participate in child rearing (Nguyen, 
 2002 ). Sometimes, older siblings and grandpar-
ents may know a child better than the parents. 
Thus, when choosing an informant, the examiner 
should inquire as to who knows the child the best 
and obtain the parental or legal guardian’s per-
mission to interview that individual. 

 It is important to inquire what language/s the 
caretakers speak, what culture/s they come from, 
and how acculturated they are. Such information 
would help us to understand the cultural and lin-
guistic infl uences on the child and the cultural 
lens that the caregivers bring to the assessment of 
the child’s adaptive behavior. We should also 
consider the family’s socioeconomic and 
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 acculturation levels as that may provide informa-
tion about the child’s exposure to different life 
tasks. 

 When using the available adaptive scales with 
A-A/I children, we should always keep in mind 
that adaptive behaviors are culturally defi ned. 
When norm-referenced adaptive measures have 
been translated, this does not ensure that the 
items are culturally relevant or appropriate for 
Asian-Americans. For instance, Li et al. ( 2005 ) 
conducted a review of cultural biases of the items 
in the  Vineland Adaptive Behavior Scales-II*  
( Vineland-II ) (a widely used adaptive scale), with 
Chinese and Vietnamese immigrant parents. 
They found that, although the content of the 
 Vineland-II  has signifi cantly improved from its 
previous version in regard to sensitivity for the 
culturally diverse populations, there are still 15 
out of the 433 items of the Vineland II that may 
be culturally biased against Asian immigrants. 
The following section highlights the review of 
the 15 items and cultural adjustment ideas for 
them by Li et al. ( 2005 ). 

  Communication Domain :  Expressive language.  
Item #18, regarding understanding sayings that 
are not meant to be taken literally (for example, 
“Hit the road”) ,  is considered culturally biased, 
because children growing up in bilingual families 
often do not have exposure to idiomatic English 
terms to the extent of their peers growing up in 
English-only-speaking families. For this item, 
understanding idiomatic sayings in the child’s 
native language should also be credited. 

 Items #32, using present tense verbs ending in 
“ing” #36, using regular past tense verbs, and 
#50, using irregular plurals correctly (e.g., chil-
dren.) are considered culturally inappropriate, 
because these grammatical rules in English do 
not have equivalents in some Asian languages 
(e.g., Chinese, Vietnamese, or Japanese). Thus, 
for children who are English-language learners, 
items related to the forming of plurals or verb 
tenses may need to take into consideration the 
child’s profi ciency in his or her native language 
when interpreting responses. 

  Daily Living Skills :  Personal.  Item #7, sucking 
from straw (for 1-year-old), is considered cultur-
ally inappropriate because straws are not usually 
used in East Asian households. Bottles are more 
frequently used. Therefore, “sucks from bottle” 
should also be accepted as an alternative for this 
population. 

  Daily Living Skills :  Community.  Items 41–44 
[#41. Managing own money (for example, pays 
most or all of own expenses); #42. Having full- 
time job for 1 year; #43. Budgeting for monthly 
expenses; #44. Having and using personal credit 
card responsibly (for example, does not exceed 
credit limit, pays on time)] for ages 16+ refl ect 
cultural biases because 16–18-year-old students 
of East Asian descent, particularly those from the 
middle class, typically are not expected to earn or 
manage money. Parents prefer their children to 
focus on school so working to earn money on 
their own is often discouraged. Parents believe 
that a more suitable age for Items 41–44 for this 
population would be over the age of 18. Due to 
such child rearing differences, an excellent A-A/I 
high school student may score extremely poor on 
Items 41–44. Alternatives for these items may be 
the things that are valued in Asian-American cul-
tures, e.g., managing time effectively, taking care 
of younger siblings, and respecting and/or taking 
care of elders. 

  Socialization :  Interpersonal.  Items #37, going on 
group dates, and #38, going on single dates (for 
ages 9+), are not considered culturally appropri-
ate, because traditional East Asian parents (e.g., 
Chinese, Vietnamese, Japanese) usually discour-
age their school age children from dating to 
ensure focus on school and are often unaware if 
their teenagers are in fact dating. 

  Socialization :  Coping.  Items #4, chewing with 
mouth closed (for ages 4–5 and above), and #14, 
refraining from talking with food in mouth (for 
ages 5–7 and above), are considered culturally 
inappropriate because talking with food in the 
mouth, although not encouraged, is not consid-
ered impolite in the Chinese and Vietnamese 
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 cultures. In fact, family members talk the most 
during meals. Chinese parents consider item #5, 
saying “please” when asking for something (for 
ages 5–7 and above), as culturally biased because 
the word “please” is not used as frequently in the 
traditional Chinese culture as in that of the USA. 

  Maladaptive Domain.  Item #13, not maintaining 
eye contact when speaking or spoken to, is cul-
turally inappropriate for East Asians, because 
children are brought up to show respect by look-
ing down and by not making eye contact when 
talking to adults or authorities. Therefore, it is 
recommended that this item be removed for bilin-
gual East Asians. 

  Motor Domain.  Items #36 (catching beach ball 
sized ball from at least 6 ft way with both hands) 
and #39 (catching tennis or baseball sized ball 
from at least 10 ft way, moving to catch it if nec-
essary) need special attention, because not every 
East Asian immigrant is familiar with a beach 
ball, tennis, or baseball. When administering 
these terms, we need to check with parents/care-
takers and make sure that children are familiar 
with these objects. Item #40 (riding bicycle with 
no training wheels without falling, for age 4+ 
years) assumes a child has a bicycle and a safe 
environment to ride it. Unfortunately, not every 
child has such opportunities. Thus, we recom-
mend adding similar motor activities as alterna-
tives, e.g., riding scooter, roller skates. 

 From a broader perspective, due to multiple 
issues surrounding intelligence tests, an accurate 
adaptive behavior assessment becomes a crucial 
component in comprehensive evaluations for 
intellectual and other disabilities, such as autism 
and developmental delay, for A-A/Is. As to age 
appropriate behaviors, one should consider the 
child rearing practices in varying ethnic groups. 
First, the cultural value of collectivism and inter-
dependence between parents and children 
(Rutledge,  1992 ) may affect a child’s score on the 
adaptive scales that refl ects the value of indepen-
dence. Second, young A-A/I children such as 
Chinese and Vietnamese are generally more shel-
tered (Do,  2002 ; Liu & Li,  1998 ). They are less 
independent in the daily living aspect when 

 compared to peers from Euro-American cultural 
groups. Thus, they are prone to score lower on 
the Vineland-II. The Chinese and Vietnamese 
parents suggest that when considering items of 
daily living skills, one should add 1–2 years to 
the expected age marked on the Vineland-II when 
assessing A-A/I children. Some parents also rec-
ommend that 1–2 years be added to certain 
expressive items (e.g., identifying upper and 
lower case letters) under the communication 
domain if the child did not have day care or pre-
school exposure. However, the aforementioned 
cultural characteristics may vary with other 
 factors such as acculturation level.   

    Cultural Considerations When 
Evaluating RTI for Asian- American/
Immigrant Students 

    Compared to the traditional medical model of 
assessment discussed in the previous sections, the 
RTI (response to intervention) model is consid-
ered fairer to culturally and linguistically diverse 
students because it is driven by the child’s response 
to intervention; it is more scientifi cally based; and 
it has more progress monitoring with formative 
evaluation and measurement precision (Reschly, 
 2005 ). However, these advantages of RTI can be 
diminished if the students have not received cul-
turally responsive, appropriate and quality inter-
ventions, or, if the evaluation of the RTI is not 
conducted in a culturally sensitive manner. For 
instance, there is not enough attention focused on 
the role of classroom teachers in RTI implementa-
tion (Klingner & Edwards,  2006 ). School person-
nel tend to quickly attribute a child’s diffi culties to 
internal defi cits or the home environment rather 
than systematically examining whether the child 
has received adequate interventions. 

 In addition to the issues with fi delity of imple-
mentations, lack of information on cultural valid-
ity of evidence-based interventions for racial/
cultural minorities (Muñoz & Mendelson,  2005 ; 
Sue & Zane,  2006 ), including Asian-Americans, 
presents another challenge to the practice of cul-
turally nondiscriminatory evaluation of response 
to intervention with Asian-Americans. Currently, 

25 School-Based Assessment with Asian



404

the complex dimensions of acculturation and 
English language profi ciency are still not well 
addressed in evaluative research on intervention 
strategies. For instance, of the few effi cacy stud-
ies of the popular intervention “solution-focused 
brief therapy” with culturally diverse popula-
tions, none of them provides information on the 
levels of acculturation and English language pro-
fi ciency of the samples (Li & Wong,  2007 ). 

 To counter the barriers discussed above when 
assessing an A-A/I student using a RTI model, an 
initial action should be to guard against the ten-
dency of a quick attribution of a child’s diffi cul-
ties in school to internal defi cits or family 
problems. We should examine systematically 
whether the child has received adequate interven-
tions in all tiers of the RTI model in reference of 
Klingner and Edwards ( 2006 ) cultural consider-
ations. That is, in the fi rst tier, examine if there is 
a trend for low performance among ELL students 
and if the students have received culturally 
responsive and quality education. This includes if 
the student is taught at his/her instructional level, 
if the teacher’s teaching style matches the stu-
dent’s learning style and if the support from 
school and home are adequate. If not, we need to 
solve these problems fi rst. In the second tier, 
examine if the intensive academic or socio-emo-
tional support is based on appropriate assessment 
results, if the method is culturally appropriate 
and effective for the student, and if it is delivered 
by a well- trained person. If not, these issues 
should be addressed before making a referral for 
a student to receive comprehensive evaluation for 
special education (Li & Vazquez-Nuttall,  2009 ).  

    Summary 

 This chapter presented challenges and strategies 
for conducting nondiscriminatory school-based 
assessment of A-A/I children and adolescents. 
The chapter focused on evaluation for special 
education based on the IDEA ( 2004 ) criteria, 
including specifi c cultural and linguistic consid-
erations for assessment of several disability cate-
gories defi ned by IDEA. The overarching cultural 
considerations are (a) the ecological context of 

the child including school and home cultures, 
(b) the cognitive and socio-emotional impacts of 
acculturation on children and their families, (c) 
impacts of different expectations from home and 
school on children, (d) English and native lan-
guage profi ciency, (e) impacts of second lan-
guage learning on cognitive and academic 
performance, and (f) cultural validity of the 
assessment tools. In addition, we should guard 
against the mistakes of viewing cultural differ-
ences as deviance and the tendency to attribute a 
child’s diffi culties in school to internal defi cien-
cies or family problems. In summary, to conduct 
culturally competent assessments of A-A/I 
 students for special education, we need to be 
mindful of Asian-American cultures as well as 
the IDEA requirements. We should constantly 
seek improvement on our own multicultural 
awareness, knowledge, and skills.     
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           Pediatric neuropsychologists routinely assess 
children’s cognitive, emotional, and behavioral 
functioning. Common referral questions include 
making differential diagnoses of neurodevelop-
mental disorders such as autism and learning 
 disability, identifying the effects of diseases that 
impact the central nervous system such as 
tumors, sickle cell anemia, and cancer, identify-
ing the effi cacy of treatments through change in 
neuropsychological functioning over time, 
determining the impact that neuropsychological 
defi cits have on functional outcomes, and 
 assessing the possible impact of emotional and 
psychiatric  disorders on cognitive functioning. 
Neuropsychological assessment of children dif-
fers from neuropsychological assessment of 

adults in a number of important ways. Children’s 
brains develop rapidly, requiring neuropsycholo-
gists to pay careful attention normal maturational 
changes that occur over childhood and through 
adolescence. There is also increased plasticity 
during critical periods of growth, which may 
impact the severity and course of acquired brain 
insults (Broman & Fletcher,  1999 ). Within the 
testing setting, performance may be widely vari-
able as attention, effort, and interest wax and 
wanes. Regarding effort, children are just as 
capable as adults at underperforming or overex-
aggerating symptoms (Blaskewitz, Merten, & 
Kathmann,  2008 ), though the motivations for 
such behaviors may be less tangible and 
related to issues of rapport, anxiety, or boredom. 
Neuropsychologists must also be mindful of 
environmental factors that may impact children, 
including rapidly changing and increasing 
demands placed on children within their school, 
home, and social settings, and must work closely 
with pediatricians, school psychologists, parents, 
and teachers in developing feasible and effective 
treatment plans (Bernstein & Waber,  1990 ). 
Treatment planning should incorporate appropri-
ate academic and behavioral interventions that 
may not be as relevant for adult cases, while adult 
issues including medicolegal recommendations, 
adjustments for quality of life, and psychological 
interventions remain just as crucial. 

 As of 2010, an estimated 3.3 million individ-
uals under the age of 18 were identifi ed as 
Asian- American, representing a sizable and 
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growing demographic within the USA (U.S. 
Census Bureau,  2010 ). Following the propor-
tion of Asian-Americans within each ethnicity 
described in Chap.   1    , the majority of these chil-
dren are Chinese and American Indian, followed 
by Filipino, Vietnamese, Korean, Japanese, and 
then other ethnicities including Pakistani, 
Cambodian, and Laotian, as well as ethnic 
groups such as Hmong. It is important to recog-
nize that these groups represent a diverse array 
of cultures, customs, and lifestyles, and accul-
turation levels vary widely within the USA, 
although some general recommendations may 
be offered within a pediatric neuropsychology 
setting (see Table  26.1 ).

   The clinical interview is integral to neuro-
psychological assessment, and here we pro-
vide general recommendations when 
interviewing Asian-American children and 
their families. Many traditional Asian cul-
tures place an emphasis on hierarchies and the 
importance of deference by children to adults. 
This deference is behaviorally expressed 
through limited eye contact, restrained emo-
tions, and little initiation of social interaction 
(Yee, Huang, & Lew,  1998 ). Neuropsycho-
logists working with Asian- American chil-
dren should consider the possibility of 
culturally restrained behavior and shyness in 
such children that may not be as common 
in Euro-American children. This deference is 
also expressed through the value placed upon 
behaving in a socially desirable manner. For 
example, children who do not fully under-
stand or comprehend test instructions may be 
more reluctant to disclose any confusion in 
fear of upsetting the examiner, who would 
likely be perceived as an authority figure. 
Asian-American children may also be less 
inclined to disclose personal problems while 
also maintaining an agreeable demeanor. 
Caution should be used when asking such 
children leading questions, as they may sim-
ply agree with the examiner to avoid conflict. 
At the same time, many Asian families place 
value on avoiding familial shame (Yeh & Yeh, 
 2002 ), so children may be reluctant to reveal 

information that may shed a perceived poor 
light on their families. 

 When interviewing family of the patient, it is 
important to ascertain how family members per-
ceive the neuropsychological assessment and 
mental health in general. In addition, clinicians 
should determine if there are cultural factors 
involved in how parents describe their children’s 
functioning. Some Asian-American parents may 
prefer a culturally traditional parenting style that 
is characterized by value for conformity, respect, 
and deference to authority and personal restraint 
in public settings. This may infl uence how they 
describe their children’s academic performance, 
externalizing and internalizing behaviors, and 
overall mental health (Yeh & Yeh,  2002 ). Parents 
might underreport certain symptoms or circum-
stances while focusing on others that confl ict 
with more “traditional” Asian cultural values, 
such as interpersonal harmony and respectful 

   Table 26.1    General recommendations while assessing 
Asian-American children   

 General testing/assessment considerations 

 Environment 
 Separation anxiety 
 Child’s perception toward testing 
  Why they are being tested? 
  How are results to be used? 
  Stigma of being singled out for testing 
 Response to gender of examiner 
 Cultural infl uences 
 Behavioral infl uences 
  Deference 
  Shyness 
  Willingness to perform at full effort 
  Exposure to race/culture of examiner 
 Language infl uences 
  Fluency in assessment language 
  Bilingualism 
  Language at home—generationally 
 Acculturation 
  Historical—fi rst, second, third generation 
   Family history of educational and occupational 

assimilation 
  Cultural perspective of illness and Western medicine 
   Cultural information on collaborative sources of 

information 
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indirect communication styles. For example, a 
parent may focus on a child’s perceived misbe-
havior within the home and her poor grades, while 
minimizing current family confl ict that might be 
contributing to the distress. Psychologists must 
also be aware of cultural variations in disciplin-
ing children. Some Asian cultures, including 
Chinese, Korean, Cambodian, and Vietnamese, 
traditionally espouse corporal punishment (Yeh 
& Yeh,  2002 ). Shaming behaviors such as name-
calling or harsh criticisms may also be a method 
of correction in some households. As these 
practices can potentially be considered emo-
tional or physical abuse by Western standards, 
psychologists are encouraged to consult with 
outside cultural experts when faced with ambig-
uous situations. 

 The culturally oriented issue of shame pre-
dominates several Asian cultures, and parents 
may indoctrinate their children to avoid sham-
ing themselves or their families. This issue is 
complicated by the stigma many Asian cultures 
have towards mental illness, which is consid-
ered a shameful topic and therefore one to avoid 
discussing or dwelling on. When evaluating 
Asian-American children, it is therefore critical 
to assess the child and family’s level of accul-
turation towards Western medicine and Western 
mental health, and distinguish culturally ori-
ented deference, shyness, passivity from clini-
cally signifi cant phenomena. Within a cultural 
context, it is important to be aware of the impact 
that this culturally infl uenced behavior may 
have on test response and be aware of the differ-
ent infl uence this may have on various assess-
ment issues (e.g., direct questions versus 
open-ended questions, or  reluctance to offer 
elaboration when inquired). 

 There remains the stereotype of the “model 
minority” myth in Asian-Americans, which 
may bias both examiners and patients during 
the neuropsychological assessment (Wong, 
 2000 ). The most likely bias would be the expec-
tation that Asian-American children academi-
cally excel, and therefore would similarly excel 
within the testing environment. This myth is 

harmful for a number of reasons. While it is 
true that some Asian-American groups enjoy a 
quality of living and SES equivalent or surpass-
ing that of Euro- Americans multiple environ-
mental factors including generational cohort, 
region of birth, and level of acculturation and 
profi ciency in the English language play a sub-
stantial role in whether a specifi c child will 
truly be an “ideal” testing patient. First or 
second- generation immigrants from less devel-
oping nations may face similar challenges as 
minorities from other ethnic rural communities. 
Even children raised in academically driven 
environments may prove reluctant examinees, 
due to anxiety of failure. For example, children 
may avoid guessing or elaborating on answers 
they are not defi nitively confi dent about and 
may prefer a deferential “I don’t know” to a 
response that may appear haphazard or self-
aggrandizing (Yeh & Yeh,  2002 ). In line with 
this, assessment measures that provide direct 
feedback during performance (e.g., Wisconsin 
Card Sorting Test) may infl uence later test per-
formance in either a positive or negative direc-
tion depending on how initial performance was 
judged. Children with high expectations of 
themselves may be quicker to give up rather 
than face the stress of negative feedback. 

 There are also considerations for cross- cultural 
application in the interpretation of neuropsycho-
logical test results. Neuropsychological assess-
ment relies on two general comparison methods: 
normative comparison standards and individual 
comparison standards. Normative comparisons 
involve the comparison of an individual’s perfor-
mance to general standards expected by all 
healthy members of the human species (e.g., lan-
guage development), and to population averages 
on specifi c tests. Population comparisons rely on 
distribution curves that represent functioning of a 
known population. The biggest cross-cultural lim-
itation of population comparisons is that individu-
als outside the normed population may not be able 
to be accurately compared to that population. 
Given that most neuropsychological measures 
were normed on samples of Euro-Americans, or 
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stratifi ed to represent the US Census population 
data at a particular point of time, these norms do 
not satisfy the criteria to obtained normative per-
formance for minority immigrants. A second 
more general limitation of population normative 
comparisons is it only provides an individual’s 
percentile of relative performance. For children 
with acquired neurological disorders, where some 
decline in cognitive function is expected as a 
result of brain injury, comparisons to a normative 
sample are not informative. For example, an 
Asian-American child who sustained a traumatic 
brain injury may score below the 9th percentile on 
a cognitive test, which is considered abnormal 
within a normal curve. However, this score may 
have little to do with the effects of the brain injury, 
but rather may refl ect natural level of premorbid 
functioning, an underestimate relating to lan-
guage profi ciency or other acculturation factors, 
or another organic determinant. Alternatively, a 
performance at the 50th percentile in such a child, 
which indicates average performance, may actu-
ally represent a decline in functioning if premor-
bid ability was at the 95th percentile. Such 
questions regarding decline resulting from brain 
injury cannot adequately be answered solely 
based on normative comparisons. 

 Limitations of normative comparisons can in 
part be addressed by providing norms developed 
for a specifi c ethnic group. However, there are 
few neuropsychological measures normed for 
Asian-American populations, fewer for specifi c 
Asian-American ethnic groups or generational 
cohorts, and even fewer that are based on pediat-
ric populations. Until such norms are provided, it 
is recommended that neuropsychologists inter-
pret normative comparisons with great caution 
when working with Asian-American children. 
Determining the level of acculturation can help 
mitigate this concern as test scores for children 
who are highly acculturated may be more compa-
rable Euro-American normative samples, 
although even for these children the role of ethnic 
differences on test performance remains unclear. 

 A second method of comparison is the individ-
ual comparison standard, which allows for the 
direct comparison of current functioning with that 
of premorbid functioning. This method ties 

directly to the defi cit measurement approach that 
is a hallmark of neuropsychological assessment. 
Unfortunately, test data that would defi nitively 
establish premorbid functioning are often unavail-
able, and so neuropsychologists must therefore 
rely on historical records (e.g., report cards), medi-
cal records, behavioral observations, and if possi-
ble, child and guardian-reports and interviews. 
There are also regression based methods to statisti-
cally estimate premorbid cognitive ability that are 
based on demographic data such as sex, SES, and 
years of education (Schoenberg, Lange, Saklofske, 
Suarez, & Brickell,  2008 ), although these are 
obtained through a population standard and face 
similar limitations as normative comparison meth-
ods when the population is of different ethnicity 
than the child being evaluated. In addition, demo-
graphically corrected norms can reduce sensitivity 
toward any actual neurological dysfunction if 
inappropriately used. Finally neuropsychologists 
often rely on tests that are less sensitive to brain 
injury to determine premorbid levels of functions. 
These tests often involve language abilities (dis-
cussed later in this chapter), such as the Vocabulary 
and Information subtests from the Wechsler 
Intelligence Scales. However, obvious bias may 
be introduced into these estimates of premorbid 
ability estimates for children who are not profi -
cient in English. Based on these considerations, 
we recommend that neuropsychologists use on 
normative and individual comparison standards 
with Asian-American children, but be aware of the 
potential impact that culture may have on test 
scores and interpret results accordingly. 

 The remainder of this chapter reviews the rou-
tine neuropsychological domains assessed in a 
pediatric evaluation with a particular focus on 
administration methods of common neuropsy-
chological measures. Though the competent cli-
nician may be familiar with several of the tasks 
and the constructs they assess, the chapter also 
integrates how performance may be affected 
within the context of various Asian cultures, with 
general recommendations provided. As men-
tioned, few neuropsychological outcome studies 
are available for Asian-American children, 
although an overview of some available fi ndings 
is present in Table  26.2 .
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      Table 26.2    Neuropsychological studies with Asian-American children   

 Stated construct  Study  Measures  Population  Comments 

 Selective attention, 
attentional control, 
sustained attention 

 Chan, Wang, Ye, Leung, 
and Mok ( 2008 ) 

 Test of Every Day 
Attention (TEA-Ch) 

 232 Mandarin and 
Cantonese- speaking 
Chinese children 

 Factor structure 
identical to that of the 
original TEA-Ch; 
discriminates children 
with ADHD from 
controls 

 Short-term attention 
and processing speed 

 Lee, Yuen, and Chan, 
( 2002 ) 

 Digit Span, Symbol 
Digit Modalities 
Test, Stroop Color/
Word, Trail Making 
Test 

 341 Cantonese- 
speaking Chinese 
adolescents 

 Norms provided for 
adolescents living in 
Hong Kong; 
applicability of norms 
outside is 
questionable 

 Attention  Deng, Liu, Wei, Chan, 
and Das ( 2011 ) 

 Das–Naglieri 
Cognitive 
Assessment System 
(D-N CAS) 
Attention Factor 

 567 Mandarin- 
speaking Chinese 
children 

 Factor structure 
similar to that of the 
original Das–Naglieri; 
discriminates children 
with ADHD and LD 
from controls 

 Selective attention  Morooka et al. ( 2012 )  Stroop Color/Word  108 Japanese 
children 

 Stroop task using 
hiragana characters 
valid assessment of 
selective attention that 
is distinct from 
response inhibition 

 Sustained attention  Boivin, Chounramany, 
Giordani, Xaisida, and 
Choulamountry ( 1996 ) 

 Test of Variables of 
Attention (TOVA) 

 46 Laotian children 
(24 urban, 22 rural) 

 TOVA measures a 
distinct construct 
(sustained attention) 
that predicts 
performance on IQ 
and visual-spatial 
abilities 

 Visual-spatial skills  Tamaoka, Saklofske, & 
Ide,  1993  

 Naglieri’s Matrix 
Analogies test—
Short Form 

 451 Japanese 
children 

 Psychometric 
properties of test 
consistent with 
Western version; 
Japanese children 
outperformed their 
North American peers 

 Visual-spatial skills  Jensen & Whang,  1993   Progressive Matrices  167 English- speaking 
Chinese American 
children 

 When compared to 
585 Euro-American 
children, the Chinese 
American children 
had a 5-point 
advantage 

 Visual-spatial skills  Lin, Su, Guo, and 
Wuang ( 2012 ) 

 Hooper Visual 
Organization Test 
(HVOT) 

 900 Mandarin- 
speaking Taiwanese 
children 

 Modifi ed Chinese 
version of the HVOT 
demonstrates strong 
psychometric 
properties including 
discriminant validity 
with a separate 
clinical sample 

(continued)
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      IQ 

 Intellectual assessment remains a routine part of 
the neuropsychological evaluation. Subtests 
within batteries can be aggregated into theoreti-
cal IQ domains, or separately analyzed to mea-
sure their underlying neurocognitive constructs. 
A detailed review of IQ batteries for Asian- 
American adults and children is provided in 
Chap. 10. 

    Attention/Concentration 

 Attention is a multicomponent construct con-
ceived as the ability to concentrate on relevant 
cues while avoiding interference from distrac-
tors. Theoretical models of attention exist and 
generally agree that attention can be divided into 
distinct components mediated by different brain 
networks. These components generally include 
bottom-up and top-down processes that are 
labeled various terms, such as “short-term/alert-
ing,” “sustaining,” and “executive control” 
(Mirsky, Anthony, Duncan, Ahearn, & Kellam, 
 1991 ; Reynolds & Voress,  2007 ), which appear to 
cross-culturally generalize to Eastern cultures 
(Chan, Lai, & Robertson,  2006 ). Executive con-
trol tasks are discussed in more detail under the 
“executive functioning” section. In a similar 
fashion, although working memory tasks are at 

times subsumed under attentional or memory 
domains, these are discussed in more detail under 
the “ executive functioning ” section. Therefore, 
only simple and sustained attention tasks are 
reviewed in this section to distinguish them from 
more complex constructs that are nonetheless 
included within attentional models. 

 Simple short-term attention is assessed 
 clinically vis-à-vis various span tasks contained 
within cognitive batteries such as the Test of 
Memory and Learning—Second Edition 
(TOMAL-2; Reynolds & Voress,  2007 ) and the 
Wechsler Intelligence Scale for Children—
Fourth Edition (WISC-IV; Wechsler,  2003 ). In 
their most basic forms, a number or letter string 
is read to the participant, who must immediately 
recall the information back to the examiner. 
Both phonetic and visual variations exist across 
various batteries. Sustained attention is distinct 
from simple attention in that it is typically 
assessed with continuous performance para-
digms such as the Conner’s Continuous 
Performance Test—Second Edition (CPT-II) 
and the Test of Variables of Attention (TOVA; 
Greenberg, Kindschi, Dupuy, & Hughes,  2008 ). 
In these paradigms, individuals must sit before a 
computer screen for a prolonged time period and 
respond only to choice stimuli while ignoring 
distractors. 

 Attention/concentration is routinely assessed 
during a pediatric neuropsychological evaluation. 
Children often present with attentional distur-

Table 26.2 (continued)

 Stated construct  Study  Measures  Population  Comments 

 Motor skills, tactile 
discrimination; 
spatial learning 

 Boivin, Ryan, 
Aldridge, 
and Giordani ( 2011 ) 

 Tactual Performance 
Test (TPT) 
(standardized 
version and modifi ed 
version with 
unfamiliar shapes) 

 23 Laotian- speaking 
Laotian children 

 Euro-American, 
Laotian, and 
Senegalese children 
demonstrated a 
similar transfer of 
learning effect 
unaffected by 
familiarity to shapes 

 Executive functions  Shuai, Chan, 
and Wang ( 2011 ) 

 Various  500 Chinese children  Children with ADHD 
demonstrated 
expected defi cits on 
EF measures 
compared to controls. 
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bances that interfere with academic and behav-
ioral functioning. Attention defi cit/hyperactivity 
disorder (ADHD) remains a common diagnosis 
for such children when medical or emotional fac-
tors are ruled out, and is a congenital neurologi-
cal disturbance impacting frontostriatal networks 
including the basal ganglia and prefrontal cortex 
(Bush, Valera, & Seidman,  2005 ). ADHD is 
diagnosed through behavioral observations and 
rating forms, as neuropsychological tests do not 
always converge with behavioral ratings of atten-
tion and impulsivity (Barney et al.,  2011 ). 
However, neuropsychological testing can inform 
relative strengths and weaknesses in the child 
that predicts current and future functioning, in 
turn aiding in short and long-term treatment plan-
ning (Lambek et al.,  2010 ). There is also support 
that different clinical disorders differentially 
affect attentional domains; for example, ADHD 
may preferentially affect sustained attention 
while acquired brain damage fi rst impacts execu-
tive control with sustained attention a secondary 
domain (Thaler, Allen, Park, McMurray, & 
Mayfi eld,  2010 ). Along with ADHD and brain 
injury, neuropsychological testing can also assess 
for cognitive defi cits resulting from childhood 
diseases known to affect the central nervous sys-
tem, such as sickle cell anemia, cancer, and pre-
natal drug and alcohol exposure. Similarly, 
neuropsychological evaluations may provide 
invaluable information regarding cognitive defi -
cits associated with various learning disorders 
which commonly co-occur with ADHD (Wu, 
Anderson, & Castiello,  2002 ). 

 It is well established that language profi ciency 
directly impacts digit span tasks, which typically 
consist of verbal stimuli that are orally presented 
and require the immediate recall in a specifi c lan-
guage. This is primarily because the phonologi-
cal loop is temporality limited in its storage 
capacity, and variations in phonemes and pronun-
ciation impacts raw performance (Baddeley, 
Thomson, & Buchanan,  1975 ). Therefore, Asian 
languages with shorter digit pronunciations (e.g., 
Mandarin, Hokkien), as recently demonstrated 
(Chan & Elliott,  2011 ), would be expected to 
have superior performance compared to those 
with longer pronunciations (Malay, Thai). 

Although this may not always impact perfor-
mance when English is the primary language, 
bilingual children adept at quickly translating 
numbers may have an advantage on span and 
simple arithmetic tasks when their native lan-
guage has fewer loads on the phonological store. 

 Some additional considerations should be 
mentioned. There are several culturally infl u-
enced behaviors present in some Asian-American 
children that can potentially impact attention 
tasks. Children who have high degrees of shame 
and/or self-consciousness may underperform on 
the CPT in an attempt to avoid commissions; 
conversely, some East Asian children may actu-
ally be more successful on such tasks based on 
behavioral learning environments that emphasize 
the importance of sustaining attention over long 
periods of time (Clarke-Stewart, Lee, Allhusen, 
Kim, & McDowell,  2006 ) . In addition and out-
side of neuropsychological measures, parental 
perceptions of attention and hyperactivity may be 
culturally weighed and affect parent-report 
scores. See Table  26.2  for a sample of studies 
examining relevant studies with East Asian chil-
dren. In general, it appears that neuropsychologi-
cal attentional measures have construct validity 
outside of Western populations, though further 
studies are required to confi rm this among non-
Chinese- speaking populations.  

    Processing Speed 

 A separate but related neuropsychological 
domain is cognitive processing speed, or the abil-
ity to quickly respond to stimuli effi ciently and 
with automaticity. While processing speed is psy-
chometrically and theoretically a distinct con-
struct from attention, children who cannot sustain 
their attention often display processing speed 
impairments. For example, there is increasing 
evidence that a sluggish cognitive tempo is a neu-
ropsychological marker for children with ADHD- 
Predominantly Inattentive Type (Nikolas & Nigg, 
 2012 ;    Thaler, Bello, & Etcoff,  2013 ). Impaired 
processing speed is also a typical result of gen-
eral cognitive impairment relating to neurodevel-
opmental and acquired neurological disorders, 
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and so is a useful indicator of subtle cognitive 
defi cits. This domain is routinely assessed within 
cognitive batteries (e.g., WISC-IV), as well as 
standalone measures such as the Trail Making 
Test (TMT; Army Individual Test Army 
Individual Test Battery,  1944 ) the Symbol Digit 
Modalities Test (SDMT; Smith,  1982 ), and the 
Stroop Color/Word Test, and other measures that 
typically involve simple cancellation, coding, 
and sequencing tasks. 

 Cross-cultural cognitive psychology studies 
also suggest that Eastern and Western children 
process information differently. This may be 
related to differences in acquiring attentional 
strategies from an early age that are directly due 
to sociocultural factors. Eastern cultures gener-
ally deemphasize the self while Western, particu-
larly US culture, emphasizes independence and 
personal achievement (Duffy & Kitayama,  2010 ). 
There is some evidence this may impact perfor-
mance on visual processing speed tasks, with US 
children outperforming Eastern children on cer-
tain stimuli, and vice versa on other stimuli 
(Kuwabara & Smith,  2012 ). This may be because 
some East Asian children focus on perfectionism 
and therefore may trade speed for accuracy on 
timed processing speed tasks, while at the same 
time demonstrating stronger sustained attention 
abilities due behavioral learning in their class-
room environment. Academic achievement may 
also infl uence performance on some fl uency 
tests. For example, a study comparing Chinese 
American to Euro-American children found the 
Chinese American group retrieved well-learned 
mathematical abilities more accurately, perhaps 
due to a culture emphasis on quantitative achieve-
ment (Jensen & Whang,  1994 ). Although it 
remains uncertain how these studies may broadly 
translate into neuropsychological testing, it does 
highlight the importance of considering the 
potential infl uence across measures for different 
cultures, even when language is not involved.  

    Memory and Learning 

 Memory and learning are integral parts of the 
neuropsychological assessment and are often dis-

rupted in neurological disorders. Like attention, 
memory is a multi-system construct. It generally 
is understood that adequate attentional ability is 
required to succeed on memory tasks, forming a 
hierarchical relationship between the two con-
structs. Memory is classically split into verbal 
and nonverbal dichotomies, though neuropsy-
chologists also assess and distinguish short-term/
immediate memory from long-term/delayed 
memory, and there are other distinctions such as 
semantic versus episodic memory, and declara-
tive and implicit memory processes. A related 
construct is learning, or the acquisition rate of 
new material. Memory for information lasting 
more than a few seconds is encoded in medial 
temporal lobe structures, before eventually con-
solidating and diffusing throughout the cortex 
(Townsend, Richmond, Vogel-Farley, & Thomas, 
 2010 ). There is evidence that memory compo-
nents differentially mature (Gathercole,  1999 ), 
with verbal memory developing particularly 
quickly during the school-age years, perhaps due 
to semantic learning strategy acquisition 
(Schneider, Knopf, & Sodian,  2009 ; Thaler et al., 
 2013 ). These differential developmental changes 
in memory components are also related underly-
ing neural developmental which progresses at 
uneven rates in various brain regions through 
development (Goldstein et al.,  2014 ). The school-
age years are particularly critical for verbal mem-
ory development, which has implications 
cross-culturally. Children raised in backgrounds 
with a strong emphasis on education, as is pres-
ent in many East Asian cultures, may have an 
advantage to verbal memory tasks, while those 
raised in rural environments may be at a disad-
vantage. It may therefore be that educational fac-
tors play a stronger role in memory performance 
than they do in attention/concentration and pro-
cessing speed performance. 

 Memory is clinically assessed with specifi c 
batteries such as the TOMAL-2 and the Wide 
Range Assessment of Memory and Learning—
Second Edition (WRAML-2; Sheslow & Adams, 
 2003 ). Such batteries are comprehensive, with 
subtests designed to capture distinct memory 
components. Typically, list-learning and seman-
tic story recall tasks and nonverbal tasks are 
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included in some format. Given the multi-method 
format and lengthy administration time of these 
batteries, similar cross-cultural challenges such 
as communication and rapport faced in longer IQ 
batteries may be present with memory batteries 
(see Chap. 10). Briefer memory measures, such 
as the list-learning California Verbal Learning 
Test—Children’s Edition (CVLT-C; Delis, 
Kramer, Kaplan, & Ober,  1994 ) and the delayed 
trial of the visuoconstructional Rey–Osterrieth 
Complex Figure Test (ROCFT) are also available 
as alternative options. It should be noted that 
delayed memory as assessed in the neuropsycho-
logical evaluation is typically no longer than a 
20–30 min delay, given the necessity and incon-
venience of multiple administrations otherwise, 
and so is distinct from the traditional “long-term 
memory” for past semantic and autobiographical 
events. However, delayed memory assessment is 
nonetheless a necessary counterpart to immediate 
memory assessment to ascertain rate of informa-
tion decay and memory performance that is less 
reliant on attentional processes. 

 Verbal memory tests are contingent on lan-
guage profi ciency and so bilingual or nonnative- 
speaking children can underperform. Verbal test 
content may be inherently biased towards 
Westernized cultures; for example, the CVLT-C’s 
items were selected based on their use and 
semantic relatedness in the English language 
(Miller, Petrie, Bigler, & Adams,  2004 ), which 
may invalidate their generalizability for children 
from non-westernized cultures. Direct translation 
does not always adequately address this matter, 
as item familiarity within a culture may still bias 
performance (Lim et al.,  2009 ), though normed 
alternative measures such as the Hong Kong List- 
Learning Test (HKLLT; Chan & Kwok,  1999 ) are 
viable options when available. Visual tests are 
not exempt from language bias, as nonverbal 
communicatory factors are still culturally bound 
and may affect performance (Flanagan, Ortiz, & 
Alfonso,  2007 ). Also, some visual stimuli them-
selves have strong cultural bias, including 
 pictures portraying famous individuals or depict-
ing scenes from Western cultures. This bias may 
be at least partially addressed by using tests with 
visual stimuli that do not have any inherent mean-

ing (abstract fi gures or shapes) although cultural 
differences in visual-spatial processing may still 
impact performance on these types of tests. Some 
memory batteries (e.g., TOMAL-2; NEPSY-II, 
Korkman, Kirk, & Kemp,  2007 ), have been 
normed on a representative national sample con-
sisting of various ethnicities. However, Asian- 
Americans are a minority of these samples, which 
although is an accurate refl ection of the US 
demographic limits information on test perfor-
mance among distinct generational cohorts or 
clinical populations. 

 Recognition memory tasks are an important 
part of memory assessment. Recognition is dis-
tinct from recall as it requires only a familiarity 
with the target stimuli rather than successful 
retrieval of it and may dissociate from free recall 
performance in some clinical disorders (Hanley 
& Davies,  1997 ). These tasks usually involve a 
forced-choice paradigm, which can be problem-
atic for children who are anxious about perform-
ing accurately. Such children may be reluctant to 
guess at all, and even with gentle prompting 
might fi nally respond with a random answer to 
avoid a perceived risk of irritating the examiner. 
This can be all the more complex when measures 
provide direct feedback, as observed on some 
effort measures (e.g., Test of Memory 
Malingering; TOMM) and the Word Selective 
Reminding subtest in the TOMAL-2. Examiners 
should attempt to ascertain the degree to which 
such responding is random and discontinue the 
trial and attempt to regain rapport before resum-
ing assessment. 

 Cognitive psychology studies suggest that as 
with attention/concentration, there are cross- 
cultural infl uences to memory performance 
within an experimental laboratory. There is evi-
dence that Euro-American children recall more 
autobiographical details when recounting a story 
than Chinese or Korean children, although objec-
tive story recall performance was equivalent 
(Han, Leichtman, & Wang,  1998 ). There is also 
evidence that Japanese children outperform 
Euro-American children on visual memory, 
which may be related to a general visual-spatial 
advantage in certain Asian cultures (Flaherty & 
Connolly,  1996 ). It remains uncertain if these 
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cognitive studies can be applied to neuropsycho-
logical assessment, though such studies are war-
ranted. Of signifi cant note, there at this time is a 
lack of psychometric studies examining common 
neuropsychological batteries (e.g., WRAML-2, 
TOMAL-2, CVLT-C) among pediatric Asian 
populations.  

    Visual-Spatial Functioning 

 Visual-spatial skills are automatic processes that 
allow for the perception and integration of visual 
stimuli for adaptive functioning. These skills are 
highly dependent on the parietal lobe although 
several cortical and subcortical networks, includ-
ing the visual cortex, inferior temporal cortex, 
and right superior temporal sulcus are involved 
(Scott & Schoenberg,  2011a ). Visuoconstructional 
skills involve both visual-spatial functioning and 
motor functioning and are often assessed concur-
rently with visual-spatial skills during the neuro-
psychological evaluation. These constructs are 
useful in informing neuropsychologists about 
relative visual-spatial strengths compared to ver-
bal/language abilities, as well as localizing 
lesions following encephalitic insult. Simple bed-
side assessment tools such as clock drawing, tests 
and hemi/quadrant fi eld tests are useful as brief 
and qualitative measures of visual agnosia and 
motor apraxia. Psychometrically standardized 
options are also available, including selected 
WISC-IV subtests (e.g., Block Design), the 
ROCFT, the Beery-Buktenica Developmental 
Test of Visual-Motor Integration (VMI; Beery & 
Beery,  2004 ), Benton Judgment of Line 
Orientation (Benton, Hamsher, Varney, & Spreen, 
 1983 ), and the Hooper Visual Organization Test 
(HVOT; Hooper,  1958 ). Visual-spatial skills are 
integral for children’s abilities across academic 
tasks (e.g., arithmetic), and involved in other 
aspects of functioning such as artistic talent and 
athleticism. 

 Visual-spatial tests are appealing for 
 cross- cultural applications given their de-emphasis 
on language abilities. However, there is evidence 
that education and acculturation can still affect 
performance on such tests (Wong,  2000 ). Tests 

with complex and multistep instructions, such as 
the WISC-IV Block Design subtest, may be vul-
nerable to issues relating to examiner–examinee 
communication and rapport. Of interest, there is 
a hypothesis that Asian societies that require chil-
dren to engage in prolonged orthography skills 
(e.g., Chinese pictograms) may have an advan-
tage in developing early visual processing skills 
which in turn results in a favorable bias for 
Japanese and Chinese children on visual and 
visual-spatial tests (Salkind, Kojima, & Zelniker, 
 1978 ), although there is confl icting evidence on 
this phenomenon (Flaherty & Connolly,  1996 ). 

 Table  26.2  summarizes available studies on 
visual-spatial measures for pediatric Asian popu-
lations. As seen in the table, efforts have been 
made to validate several common neuropsycho-
logical measures among several populations. 
There is preliminary support for cross-cultural 
reliability and validity within a specifi c popula-
tion (e.g., HVOT). Although there is also some 
evidence of a visual-spatial advantage for some 
Chinese and Japanese children when compared 
to Euro-American peers, these results most likely 
refl ect general academic achievement and moti-
vational factors rather than a unique neurodevel-
opmental profi le with these populations (Flaherty 
& Connolly,  1996 ). 

 Although not a visual-spatial test in the tradi-
tional sense, special mention should be made 
for the Tactual Performance Test (TPT; Reitan 
& Wolfson,  1992 ; Boll,  1981 ). This is a unique 
tactual- spatial motor test in which participants 
are blindfolded throughout administration, 
thereby removing any visual component. TPT 
performance requires numerous abilities includ-
ing spatial organization, kinesthesis, and man-
ual dexterity among others and is sensitive to 
lateralized impairment (Jarvis & Barth,  1984 ). 
This measure is notable for having cross-cul-
tural studies with rural African and Laotian chil-
dren (Boivin, Giordani, & Bornefeld,  1995 ; 
Boivin et al.,  2011 ), and has been demonstrated 
to be useful with these populations (see 
Table  26.2 ). The studies by Boivin and col-
leagues are also useful models on which to base 
future cross- cultural studies for specifi c neuro-
psychological tests.  
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    Motor Functioning 

 Motor functioning is routinely assessed through 
classical neurological-based approaches that 
involve standard species-wide normative refer-
ence information and a neuropsychological- 
based approach assessing quantitative differences 
in motor speed, dexterity, and strength (Scott, 
 2011 ). The neurological approach typically is not 
used by neuropsychologists, though available 
data can be incorporated with quantitative neuro-
psychological methods to provide a cohesive 
clinical presentation of motor functioning. Motor 
functions involve cerebellar, frontal, and parietal 
structures and neuropsychological assessment 
can inform on both generalized and lateralized 
impairments associated with these regions. 
Common administrative tools include the Finger 
Oscillation Test (FOT; Reitan,  1955 ), the Grooved 
Pegboard Test (GPT; Klove,  1963 ), and the Grip 
Strength Test (GS; Reitan & Wolfson,  1993 ) 
which respectively assess motor speed, fi ne 
motor dexterity, and upper motor strength. 

 Caution is encouraged when comparing 
motor scores to general population norms, as 
several factors aside from neurological insult 
can produce abnormal scores. In older individu-
als, peripheral nervous system damage, arthri-
tis, or other age-related changes can interfere 
with performance, while natural developmental 
variability can impact scores with children and 
adolescents. The latter issue may lead to the 
substantial variability present across normative 
data samples for youth (Baron,  2004 ). In addi-
tion, there is evidence that environmental fac-
tors such as SES might infl uence motor 
performance (Leckliter & Forster,  1994 ). Thus 
impaired scores should only be interpreted in 
conjunction with clinical history, correlation 
with physical skill level and in conjunction 
with consistency across performance and cere-
bral laterality. 

 Unfortunately, there is little data available 
regarding specifi c motor norms with Asian- 
American children. Given the criticisms of avail-
able norms in general, and considering possible 
physical and cultural differences of Asian- 
American youth, population norms may not be 

the most clinically valid method of assessing 
motor defi cits in this population. Uniformly 
standardized pediatric batteries that include 
motor subtests are also available (e.g., 
NEPSY-II), though cross-cultural and clinical 
research on these subtests are lacking at this 
time. The individual comparison standard may 
therefore yield the most clinically relevant data, 
as each child serves as his or her own control and 
consistent right-left score differences can be use-
ful in identifying or supporting suspected lateral-
ized brain damage.  

    Language 

 The assessment of language functioning is a cru-
cial aspect of the neuropsychological evaluation, 
and is particularly of import within cross-cul-
tural contexts. Language is generally lateralized 
to the left hemisphere, though there is substan-
tial evidence that bilingualism, right-to-left writ-
ten language, and prosodic speech infl uences 
language diffusion across both hemispheres 
(Fox,  1991 ; Lin,  2005 ; Peng & Wang,  2011 ). 
Neuropsychologists distinguish  receptive  lan-
guage from  expressive  language disturbances. 
Both functions are lateralized in the left hemi-
sphere, even for most individuals who are left 
hand dominant (Szafl arski et al.,  2012 ). 
Expressive language is associated with Broca’s 
area in the posterior inferior frontal gyrus while 
receptive language is associated with Wernicke’s 
area in the posterior section of the superior tem-
poral gyrus. Lesions to these areas lead to classi-
cal presentations of Broca’s and Wernicke’s 
aphasia respectively. Lesions to brain regions 
outside these central language areas also distinct 
aphasias referred to as transcortical aphasias, 
such as transcortical sensory, transcortical motor, 
conduction, and anomic aphasias (for a detailed 
review, see Scott & Schoenberg,  2011b ). While 
aphasias by defi nition occur as a result of an 
acquired lesion in an individual who had previ-
ously developed normal language ability, lan-
guage disorders that are neurodevelopmental in 
nature can be further demarcated as oral (dys-
phasia, communication disorder, developmental 
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language disorder), and written (dyslexia, 
 reading disability) which signify the nature of 
language impairment. 

 Neuropsychology language measures gener-
ally differentiate between expressive and recep-
tive abilities, and assess for crystallized 
vocabulary knowledge, confrontational naming, 
verbal phonemic and semantic fl uency, and writ-
ten and oral comprehension. Appropriate tests for 
children include the Vocabulary subtest of the 
WISC-IV, selected subtests from the Woodcock- 
Johnson Tests of Achievement—Third Edition 
(WJ-III; McGrew & Woodcock,  2001 ) and 
NEPSY-II, the Boston Naming Test (BNT; 
Kaplan, Goodglass, & Weintraub,  1983 ), and the 
Controlled Oral Word Association Task (COWAT; 
Benton,  1967 ). As might be expected, perfor-
mance on these measures is infl uenced by degree 
of profi ciency in the test language, with higher 
scores demonstrated on English tests in Asian 
populations who speak English as a fi rst language 
on both crystallized and fl uency tests, as well as 
in child populations who think primarily in the 
English language rather than parental native lan-
guage (Beech & Keys,  1997 ; Boone, Victor, Wen, 
Razani, & Pontón,  2007 ). 

 Profi ciency in the English language is likely 
the most signifi cant moderator of language test 
scores, and certain tests that assess crystallized 
fund of language abilities (e.g., vocabulary and 
reading tests) may serve primarily as measures of 
this profi ciency. Delays in language acquisition 
may be primarily due to environmental factors 
such as the dominant language spoken within the 
home, and neuropsychologists ruling out a neuro-
developmental cause for language delays should 
take care to obtain a detailed individual and 
familial language history. It is our recommenda-
tion that clinicians should measure crystallized 
language abilities, such as reading profi ciency, in 
Asian-American children and, ruling out organic 
or psychiatric contributions, use these scores as 
estimates of language profi ciency which then 
should be weighed in while assessing the perfor-
mance of other tests. Unfortunately, to date there 
remains no psychometric method of controlling 
for base language profi ciency in estimating test 
scores in adults or children. 

 An additional consideration is the expressive 
component many language tests involve. Many 
measures incorporate querying when a response 
is not adequate for full credit but suffi cient 
enough to warrant further prompting. Querying 
may not be as an effective strategy for Asian- 
American children, who may be reserved or shy 
and unwilling to provide additional information. 
Such children may respond with the ubiquitous 
“I don’t know” rather than attempt to further 
elaborate on their responses, and examiners 
should determine if such a reply is valid or sim-
ply stated in lieu of an actual response. In addi-
tion, verbal fl uency tests are similar to processing 
speed tests in that rapid responding is a require-
ment for successful performance. As with pro-
cessing speed measures, Asian-American 
children may be more prone to sacrifi ce speed 
for accuracy. When combined with the stressors 
of bilingualism and/or English as a second lan-
guage, this can lead to underestimations of 
actual fl uency abilities. Of interest, letter fl u-
ency appears more infl uenced by English profi -
ciency than semantic fl uency (Luo, Luk, & 
Bialystok,  2010 ).  

     Executive Functions 

 “Executive functions” represent a broad array of 
cognitive functions that are extensively mediated 
by the prefrontal lobes. The prefrontal lobes are 
at the anterior section of the frontal lobes and are 
subdivided into the dorsolateral prefrontal cortex 
(DLPFC), orbitofrontal/ventromedial cortex 
(OFC), and medial frontal/anterior cingulate cor-
tex (ACC) (Scott & Schoenberg,  2011 c). 
Neuropsychological studies have investigated the 
multidimensional nature of executive functions 
with mixed fi ndings in regard to the actual dis-
sociable components that compose this construct. 
Early lesion studies were among the fi rst to rec-
ognize the concept of “executive functions” by 
observing marked cognitive, emotional, and 
behavioral changes in individuals with prefrontal 
injuries (Nauta,  1971 ). Subsequent neuroimaging 
studies have implicated the DLPFC in cognitive 
skills including planning, decision-making, 
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 verbal fl uency, working memory, set-shifting, 
and abstract thinking while the OFC was linked 
to social and affective functioning and behavioral 
self-regulatory skills (Stuss,  2007 ), providing 
evidence of “cognitive” and “social-affective” 
executive functioning components. 

 The frontal lobes are one of the last brain regions 
to fully mature, and so executive functions are con-
tinuously developing and changing in pediatric 
populations. There are several tests and batteries 
available that are designed to assess executive 
functioning, including the Comprehensive Trail 
Making Test (CTMT; Reynolds,  2002 , the Delis-
Kaplan Executive Function System (D-KEFS; 
Delis, Kaplan, & Kramer,  2001 ), the NEPSY-II 
(Korkman et al.,  2007 ), among others. Although 
many of these tests have demonstrated criterion 
validity for distinguishing clinical groups from 
controls, their cross-cultural application remains 
uncertain. There is evidence that executive func-
tion constructs are impaired similar to Euro-
Americans in Chinese pediatric clinical populations 
including ADHD (Shuai et al.,  2011 ) and autistic 
spectrum disorders (Chan, Sze, Han, & Cheung, 
 2012 ), but actual norms are currently unavailable. 

 Executive functions encompass higher-order 
cognition and reasoning including social interac-
tions and judgments. As might be expected, these 
are at least in part underpinned by key cultural pro-
cesses. Asian cultures, which often emphasize aca-
demics and rote learning, may affect executive 
functioning development in young children. For 
example, there is consistent evidence that Chinese 
and Korean preschoolers exhibit superior inhibi-
tory control skills over their Western counterparts 
(Oh & Lewis,  2008 ; Sabbagh, Xu, Carlson, Moses, 
& Lee,  2006 ). One explanation for this is cultural, 
in that teachers in these cultures often employ tra-
ditional Confucian beliefs in collective responsi-
bility and individual self-control (Kwon,  2004 ). 
There is also evidence that bilingualism confers 
benefi ts in executive control for young children 
(Carlson & Meltzoff,  2008 ). Interestingly, studies 
found comparable performance between Asian 
and Western preschoolers on switching attention, 
working memory, and theory of mind, suggesting 
that executive function constructs are differentially 
affected across cultures.  

    Case Study 

 Ji-yoon is a 15-year-old left-handed Korean 
American girl in the tenth grade. She was referred 
for a neuropsychological reevaluation after her 
last report card, in which she received a C+ in 
geometry. Her parents were concerned about her 
academic performance and sought a possible 
learning disability diagnosis and modifi cations to 
her IEP. Notably Ji-yoon had a medulloblastoma 
tumor located on her left hemisphere that was 
resected when she was 20 months of age. She had 
a VP shunt implanted when she was 3 years of 
age to relieve intracranial pressure, and since 
then the tumor has gone into remission with no 
further complications. She had seen a school psy-
chologist when she was 12 years of age who 
observed marked impairments in her visual- 
spatial abilities, processing speed, and working 
memory, with comparative sparing in language 
abilities. She was placed on an IEP that allowed 
her extra time on tests and separate testing envi-
ronments, and was doing well academically until 
the last semester. 

 Ji-yoon presented as a well-groomed young 
lady of below average height and weight. Eye 
contact was limited and she proved to be a reluc-
tant historian who only answered in brief one or 
two-word replies. Her mother was more verbose 
and expressed her pride previous in Ji-yoon aca-
demic achievements, lauded her daughter’s circle 
of close friends, and expressed great concern 
about her future college aspirations if her grades 
do not improve. Neither Ji-yoon nor her mother 
endorsed any signifi cant emotional problems. 
The neuropsychologist learned that Ji-yoon was 
born in California and immigrated with her par-
ents to Tulsa, Oklahoma after her father received 
a promotion. She grew up speaking Korean and 
English, with Korean primarily spoken within 
the home. Based on her English fl uency, a stan-
dard battery was administered. 

 Results from the battery confi rmed motor per-
formance was within normal limits with no uni-
lateral impairment. Ji-yoon’s vocabulary and 
information subtest scores were within normal 
limits, while her phonemic and semantic fl uency 
were below average. Ji-yoon’s immediate and 
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delayed memory was consistently in the low 
average to average range across visual and verbal 
modality tasks, while her processing speed and 
working memory were moderately impaired. She 
also had moderate to severe impairment on mea-
sures of visual-spatial functions. She had an aver-
age verbal comprehension index score and a well 
below average perceptual reasoning index score. 
Academically, she met grade level expectations 
on basic tasks of reading, math calculation, and 
written expression, though she failed her geome-
try items. Her executive functions were variable, 
with above average performance on abstract 
 verbal reasoning and moderately impaired per-
formance on timed problem-solving tasks. 
Behaviorally, Ji-yoon was observed to be some-
what passive and withdrawn, though she was 
compliant with all requests and appeared to com-
prehend test instructions adequately. Affect was 
restricted. Effort was deemed to be adequate, and 
she approached all tests methodically. She did 
not volunteer much information to the examiner 
and rapport was never fully established during 
the session. Notably, when testing was completed 
she folded her hands in her lap and silently waited 
while the examiner put away the tests. 

 The neuropsychologist concluded from the 
test scores, clinical history, and behavioral obser-
vations that Ji-yoon continues to exhibit visual- 
spatial delays, which appear to have been likely 
compromised by the development of language 
abilities in her right hemisphere. This conclusion 
was tentatively made based on Ji-yoon’s intact 
language processes, her handedness, and the 
young age at which she had the tumor. This 
crowding effect of normal right hemispheric abil-
ities can occur when encephalitic insults incur at 
an early age (Satz, Strauss, Hunter, & Wada, 
 1994 ) and appear to have affected this patient. On 
the positive side, this patient appeared to have 
met academic milestones appropriately up until 
she started taking geometry classes, which 
include a signifi cant visual-spatial component. 
Cultural issues may be most pertinent with regard 
to her poor performance on timed tasks, which 
appear related to her passive and careful approach 
towards testing. As such, the fact that the neuro-
psychologist qualifi ed her for slowed processing 

speed scores may have been biased by this obser-
vation, though it is evident from her previous 
evaluation and her poor working memory scores 
that there is evidence of diffuse cognitive impair-
ment, likely a result of the general complications 
caused by her tumor. Appropriate academic 
adjustments to Ji-yoon’s IEP were made. In addi-
tion, the neuropsychologist reported that there 
was no substantial evidence of emotional prob-
lems, but cautioned that Ji-yoon appeared with-
drawn and somewhat depressed during the 
assessment, and may have underreported any 
symptoms. No recommendations for therapy 
were given, but the neuropsychologist encour-
aged Ji-yoon’s mother to contact him if there 
appeared to be any signs of emotional problems 
for proper referrals. 

 This case illustrates how a neuropsychologi-
cal battery can cross-culturally be applied and 
informs on current and prospective academic 
functioning after a neurological insult. Ji-yoon’s 
scores generally were valid and her English pro-
fi ciency appeared to not bias her verbal abilities, 
which indeed surpassed her visual-spatial scores. 
There was a possibility of a bias in her processing 
speed due to the patient’s careful approach toward 
testing, though the neuropsychologist concluded 
that this was likely organic in origin based on her 
previous evaluation, other evidence of neurocog-
nitive impairment, and medical history. Although 
no emotional problems were reported by the 
child or her mother, the neuropsychologist noted 
Ji-yoon’s behavior during testing, as he was 
uncertain if her withdrawal was related to shy-
ness or deference, which may be present in some 
Asian-American youth, or was actual depression 
that may or may not have a neurological etiology. 
Such concerns could be further assessed using 
cultural sensitive measure of depression (see 
Chap. 12). If depression was in fact present, then 
appropriate  interventions such as psychotherapy 
or pharmacotherapy might be recommended. 

    Summary and General 
Recommendations 
 The available literature on neuropsychological 
assessment for Asian-American children is sparse, 
but generally confi rms that the neurocognitive 
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constructs routinely assessed during the neuro-
psychological evaluation does generalize and 
vary in similar patterns as observed with Euro-
American children. Therefore, clinicians can 
conceptualize their impressions and reports 
within the same framework of cognitive con-
structs as used in typical evaluations. Preliminary 
research suggests that the constructs themselves 
are infl uenced by cultural background. Language 
is perhaps the most obvious domain, but all 
appear impacted to varying degrees. Regardless, 
neuropsychological tests are highly verbal, 
whether because of item content or test instruc-
tions, and are therefore impacted by how fl uent 
and confi dent children are in their language abili-
ties. There is also evidence that cultural values 
can infl uence children’s behavior and affect per-
formance on sustained attention, processing 
speed, response inhibition tasks. The neuropsy-
chologist who saw Ji-yoon was mindful of this, 
but concluded that based on her consistent low 
performance on processing speed that coincided 
with previous scores, neurological rather than 
cultural factors affected her processing speed 
scores. Exposure to complex orthographic sym-
bols from an early age may affect visual memory 
and visual-spatial skills, though this has not been 
fully supported. Future research might further 
examine cross-cultural infl uences on cognitive 
domains themselves, along with providing basic 
test norms that assist in clinical application. 
Additional research is also required to establish if 
the localization of specifi c abilities to specifi c 
brain regions observed with Euro-American 
 children cross-culturally generalizes to Asian- 
American children. While there is growing neu-
roimaging evidence that cultural background can 
infl uence this in the experimental laboratory 
(Goh et al.,  2010 ; Jenkins, Yang, Goh, Hong, & 
Park,  2010 ), it is unknown whether this translates 
to a functionally meaningful difference in clini-
cal neuropsychology. 

 The most pertinent recommendations are 
those that apply to all cross-cultural and minority 
groups, such as factoring in language  profi ciency, 
degree of acculturation, and environmental fac-
tors such as education and parents’ SES prior to 
drawing any formal conclusions regarding the 

meaning of test scores or making any formal 
 recommendations. Secondary to these are recom-
mendations that often apply to some, though not 
all, Asian-American cultures. These include an 
awareness of the tight bond typical to many fami-
lies, concerns of personal and family shame asso-
ciated with mental illness, which can include 
cognitive impairment, and deferential and with-
drawn behavior in Asian-American children, as 
observed with Ji-yoon. Children from countries 
that are particularly familiar with Western stan-
dards of living and educational systems, such as 
Japan and Korea, may do well on standard 
performance- based neuropsychological tests. 
However, country of origin is not a suffi cient 
method to estimate an individual’s expect perfor-
mance, particularly in large and heterogeneous 
nations such as China and India. Other children 
may be refugees or offspring of such, and have 
limited to no exposure to Westernized educa-
tional systems and thus underperform on neuro-
cognitive tests. When evaluating such patients, 
the issue of cultural competency and familiarity 
with the individual’s background becomes all the 
more crucial. 

 Pediatric neuropsychologists are therefore 
urged to be as informed as possible when work-
ing with an Asian-American child. We encour-
age the clinician to obtain familiarity with the 
child’s culture as well as familial background 
and relevant cultural and historical factors that 
might infl uence the child’s parents, as well as 
individual qualities of the patient including 
premorbid functioning and language profi -
ciency. With a growing number of neuropsy-
chologists from diverse backgrounds, there 
may also be the option to specialize in working 
with specifi c minority populations. Also, the 
DSM-IV includes helpful information regard-
ing cultural formulation in psychiatric diagno-
sis, which also has relevance in psychological 
evaluation as many common elements exist. 

 As it is unlikely that the clinician will have 
normative data appropriate for any one patient’s 
cultural background, we do encourage the use of 
standard neuropsychological tests while assess-
ing pediatric Asian-American patients. However, 
an emphasis should be placed on multi-method 
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models of assessment that evaluate the same 
 construct in different ways, and include compre-
hensive standardized batteries that allow for 
intra-subtest comparisons. These will assist in 
ascertaining relative levels of performance inde-
pendent of a normative population. Test scores 
can still be useful when relying on Western 
norms, but only within the context of the child’s 
background. Written reports should qualify any 
uncertainties or limitations to test administration, 
and impressions should be sensitive and appro-
priate to the patient’s culture and family expecta-
tions. These recommendations will assist in 
ensuring cultural competency while working 
with Asian-American children.       
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        A comprehensive neuropsychological evaluation 
can differentiate neurodevelopmental disorders 
and identify cognitive impairment due to a direct 
cerebral insult or progressive disease. It also 
allows for the development of treatment recom-
mendations and prognoses. While the specifi c 
cultural considerations for variability within spe-
cifi c neurocognitive domains and behavioral 
sequelae are discussed herein, there is an estab-
lished homogeny of known neurological organi-
zational similarities (e.g., the function of the 
cerebellum in motor functioning; the role of the 

frontal lobes in executive functioning and  decision 
making:    Siedlecki et al.,  2010 ). Despite this 
homogeny, between ethnic neurological differ-
ences do exist. For example, differences in pro-
cessing semantic versus functional relationships 
have been observed between East Asians and 
American participants (Gutchess, Hedden, Ketay, 
Aron, & Gabrieli,  2010 ; Gutchess, Welsh, 
Boduroĝlu, & Park,  2006 ) suggesting specifi c 
cultural underpinnings for neurological function-
ing. There is also an emerging cultural neurosci-
ence literature that has identifi ed interactions 
between culture and underpinning neurobiologi-
cal processes which infl uence the brain and 
behavior in meaningful ways (Chiao,  2009 ). 

 In the following sections, an overview of 
assessment for various neuropsychological 
domains is reviewed, and available research spe-
cifi c to Asian Americans is presented. Although 
not abundant in the extant literature, research that 
discusses the appropriateness and utility of lin-
guistic or cultural adaptations for existing stan-
dardized tests is also discussed. This is largely due 
to researchers (e.g., Chan, Shum, & Cheung, 
 2003 ) who indigenously developed tests (e.g., a 
test designed from the ground up in the country of 
origin rather than an adaptation of a Western 
derived measure) that they demonstrated were bet-
ter than adaptations of existing measures. These 
same researchers further noted that functional per-
formance (in particular a hypothetical, functional 
shopping task), which is not uncommon to com-
prehensive neuropsychological assessment, dem-
onstrated differences in performance that appeared 
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to be greatly infl uenced by social norms,  suggesting 
that because a shopping task that is a common 
occurrence in Western cultures is not a valid func-
tional measure and translates poorly to Eastern 
cultures (Chan et al.,  2003 ). 

 It is important to note that all clinicians will 
inevitably be challenged with referrals for indi-
viduals who are not well represented (if repre-
sented at all) in the normative data of traditional 
standardized assessments. This scenario creates a 
circumstance where the clinician must weigh the 
desire to provide benefi cial services to the client 
against the ethical standards for assessment, which 
are not typically at odds (Ethical Standards for the 
Appropriate use of Assessments; Standard 9 and 
Principal A; for the most current information 
related to ethics, including 2010 language changes 
please see   www.apa.org/ethics/code/index.aspx    ). 
This challenge is exacerbated in rural settings 
where available providers are sparse. A consistent 
fi nding across measures is the infl uence of accul-
turation and (with some exceptions that are spe-
cifi cally identifi ed in this chapter) education, with 
higher acculturation and more years of education 
resulting in performance that better approximates 
the normative sample (   Blair & Qian,  1998 ). As 
long as the clinician adheres to best practices and 
professional guidelines, a quality neuropsycho-
logical assessment can be provided. 

    General Considerations for the 
Neuropsychological Assessment 
of the Asian American Client 

 A benefi t of the comprehensive neuropsychologi-
cal assessment is the inherent inclusion of a multi-
domain assessment that includes not only verbal 
tasks, but also nonverbal and motor coordination 
tasks that would appear at face value to be cultur-
ally neutral. Purportedly this should allow the neu-
ropsychologist to make a global as well as 
comparative appraisal across domains. Although 
these motor and nonverbal tasks do not contain the 
cultural bias of language and Western U.S. factual 
knowledge, researchers identifi ed some culture-
specifi c differences for nonverbal tasks (Boone, 
Victor, Wen, Razani, & Pontón,  2007 ;    Flaherty & 

Connolly,  1996 ; Flanagan, Ortiz, & Alfonso, 
 2013 ; Salkind et al., 1978; Wong et al.,  2000 ). 
Therefore our fi rst general consideration is that the 
clinician must not assume that nonverbal and 
motor coordination tasks are culturally neutral. 

 Additional considerations for cross-cultural 
assessment are effi ciency (cost) and availability 
(that could come from the client, managed care, 
or the professional) that do not always allow for a 
comprehensive neuropsychological test battery 
such as the Halstead–Reitan. Thus, this chapter 
includes discussions of fi xed batteries of assess-
ment as well as fl exible options and common, 
domain-specifi c measures that can be used inde-
pendently and within an as needed paradigm 
allowed by the fl exible battery approach. 

 Finally, when a clinician encounters an indi-
vidual who is not appropriately represented by 
traditional standardization samples there is 
increased risk in obtaining inaccurate data. While 
culturally salient measures for Asian Americans 
are not as prolifi c as the development of assess-
ments and normative data for Hispanic clients 
(for a review of psychological assessment of 
Hispanics please see    Benuto,  2013 ), there are 
some current efforts to create new measures and 
adapt existing measures (through linguistic adap-
tation and/or collecting new normative data) for 
this population (e.g., The Korean version of the 
CVLT, the Keio Version of the WCST and data 
collected on individual tests for the Consortium 
to Establish a Registry for Alzheimer’s 
Dementia). However, such efforts remain limited 
and the literature on their psychometric proper-
ties and clinical use are sparse. When neither a 
specifi c measure nor appropriate normative data 
are available, recommendations are provided that 
can aid the clinician in making an informed and 
ethical decision related to the evaluation and 
interpretation of the test scores. 

    Executive Functioning 

 Executive functioning tasks are designed to test 
an individual’s ability to interpret, coordinate, 
and integrate brain processes (   Lezak,  2004 ). This 
composite includes several higher-order func-
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tions that are to be mediated primarily by the pre-
frontal cortex. Such functions are behaviorally 
assessed by assessments that require patients to 
plan ahead, inhibit inappropriate responses, solve 
complex problems, demonstrate abstract reason-
ing, shift behavior when required, and use work-
ing memory (Lezak,  2004 ). While there is 
research specifi c to Asian Americans available, it 
is limited, and sometimes atypical, as compared 
to patterns of performance differences we have 
seen between Asian Americans and the existing 
normative data thus far. 

 For example, a test like the Wisconsin Card 
Sorting Task (WCST,    Grant & Berg,  1948 ; 
   Heaton, Chelune, Talley, Kay, & Curtiss,  2003 ) is 
designed to assesses functioning by creating a 
high cognitive demand on the participant to 
respond to the presentation of novel stimuli as 
well as an ambiguous rule-set, with nothing more 
than a correct or incorrect acknowledgment to 
their immediate choice. This test is sensitive to 
impairment of functioning within the prefrontal 
cortex (   Sullivan et al.,  1993 ). We identifi ed a sin-
gle study for a modifi ed version of the WCST 
(Keio Version, Abe et al.,  2004 ), but this study is 
likely of little value for the majority of clinicians, 
because it was specifi c to Japanese older adults in 
Japan, and presented research fi ndings available 
only in Japanese (Abe et al.,  2004 ). 

 Another example of an executive functioning 
test, the traditional Trail Making Test (TMT), is a 
two-part task (Trails A and Trails B) that assesses 
timed attention, mental fl exibility sequencing, 
and nonverbal processing speed (   Corrigan & 
Hinkeldey,  1987 ; Gaudino, Geisler, & Squires, 
 1995 ; Lezak,  2004 ; Reitan & Wolfson,  1958 ). In 
a more thorough exploration of the association 
between neuropsychological scores and ethnicity, 
language, and acculturation variables, Boone and 
colleagues ( 2007 ) included Trails A as part of a 
larger neuropsychological assessment battery. 
Differences between ethnic groups were identi-
fi ed between Caucasians and African Americans 
but no such differences were identifi ed between 
Asians and Caucasians, African Americans, or 
Hispanics. The same was true for English-
speaking participants vs. English-as-a-second-
language participants. Conversely    Spreen and 

Strauss ( 1998 ) found that Asian individuals took 
longer to complete Part A of the Trail Making 
Test than their Caucasian peers even when educa-
tional differences were accounted for. With regard 
to Trails B, Lu and Bigler ( 2000 ) demonstrated 
that Chinese English-as- a-second-language par-
ticipants performed markedly worse on Trails B. 
This is of particular interest because, while this 
sample was small, the participants were younger 
in age and highly educated (described as graduate 
or postgraduate students). Thus even when par-
ticipants are highly educated and are younger in 
age, impaired performance does not suggest neu-
rological impairment and should be considered as 
a comprehensive assessment of the domain. 
Based on these fi ndings, we recommend that nor-
mative data should  not  be the primary method of 
reference in identifying neurocognitive compro-
mise in Asian nationals, particularly when they 
are not fl uent in English. Practitioners may elect 
to use the Chinese version of the TMT when 
appropriate. Lu and Bigler also recommended 
that the Chinese version may be appropriate for 
other Asian nationals familiar with Chinese char-
acters. However, in situations in which the clini-
cian is unfamiliar with the task, the TMT should 
be interpreted with caution and corroborating evi-
dence from other measures should be weighed 
into interpreting low standardized scores. 

 There is also evidence of differential perfor-
mance for the Stroop color word interference task 
(   Golden,  1978 ) with researchers suggesting a 
simplistic adaptation of this test is not suffi cient. 
For example, Korean individuals have greater 
diffi culty discriminating green and blue (Fisher, 
Freed, & Corkin,  1990 ; Golden & Freshwater, 
 2002 ). Moreover, Doan and Swerdlow ( 1999 ) 
found that Vietnamese individuals demonstrated 
a positive correlation between age and perfor-
mance for a Vietnamese Language Stroop task 
when compared to the English Language Stroop 
task. While the degraded performance corre-
sponding with increasing age on the English ver-
sion was reportedly expected, the improved 
performance with increasing age for the 
Vietnamese version suggests that the measures 
are not truly equivalent and that there are pos-
sibly other cultural factors at play. There are 
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linguistic adaptations for the color word Stroop 
task (e.g., the Korean Color Word Stroop Task; 
K-CWST) and the CERAD contains protocols 
for neuropsychological assessment that includes 
various translations of the Color Word Stroop 
Task. Therefore linguistically adapted measures 
of this test should be used when practical. 

 When assessing    more complex tasks of visuo-
spatial memory and learning. The tower of 
London (TOLDX; Culbertson & Zillmer,  1998 ; a 
modifi ed task of the original Tower of London 
developed by Shallice,  1982 ) is designed to 
assess more complex tasks of visuospatial mem-
ory and learning. Specifi cally, it is designed to 
assess areas of executive control related to plan-
ning that also correlates well with tasks of con-
tinuous performance. Research for Asian 
Americans on this task appears to be limited to 
those studies that include Asian Americans in the 
research sample (e.g., Riccio, Wolfe, Romine, 
Davis, & Sullivan,  2004 ), without specifi c dis-
cussion of relevant cultural or ethnic differences. 
Thus, culturally specifi c normative data is absent. 

 Digit Span is a common measure of working 
memory that is incorporated into a number of 
cognitive assessments (e.g., MMSE, WAIS, 
WMS, and the RBANS). Language is an impor-
tant consideration when adapting traditional tests 
like the Digit Span because of the varying lin-
guistic differences for numbers among different 
languages. When assessing Asian Americans, 
there is a great deal of variability in the complex-
ity (e.g., the word length) with languages that use 
short numeric representations performing better 
than those that use longer numeric representa-
tions (   Chan & Elliot,  2011 ). Put simply, differen-
tial linguistic performance has been demonstrated 
for tasks that involve recall where number of syl-
lables varies across languages. Vietnamese- and 
Chinese-speaking individuals score higher on 
digit span than English and Spanish speakers 
(   Dick, Teng, Kempler, Davis, & Taussig,  2002 ). 
Of note, Mandarin Chinese speakers perform sig-
nifi cantly better than English speakers. This is 
believed to be due to the linguistic brevity of 
digits in Mandarin. Most notable was that the 
forward span performance for the worst perform-
ing participants was better than the average 

performance of the English-speaking participants 
(Chen, Cowell, Varley, & Wang,  2009 ). When 
administered, English language profi ciency 
should be considered and if the test is adminis-
tered in the person’s native language the results 
of the test should be interpreted in light of perfor-
mance on other neurocognitive tasks. For exam-
ple, if the patient’s performance on backwards 
digit span is incongruent with performance on 
nonverbal tasks of executive functioning (e.g., 
WCST) the results may be attributable to socio-
cultural factors such as language. 

  Delis–Kaplan executive function system . The 
Delis–Kaplan executive function system 
(D-KEFS;    Delis, Kaplan, & Kramer,  2001 ) is a 
battery of assessments designed to examine vari-
ous aspects of higher-order executive function-
ing. This assessment system is    valuable in that it 
corresponds with the most recent version of the 
California Verbal Learning Test (CVLT-II, a ver-
bal learning and memory task discussed in more 
detail below) and assesses a broad range of neu-
ropsychological abilities that are thought to be 
mediated by executive processes including inhi-
bition, cognitive fl exibility, verbal fl uency, and 
sorting. The D-KEFS was also conceived as a 
process-oriented test in which behavioral obser-
vations factor in as much as quantifi able test data 
in interpreting results. The test authors endeav-
ored to produce process scores that allow such 
behavioral observations that might infl uence test 
performance to be standardized and compared 
with normative samples. However, this measure 
does not contain normative data for educational 
attainment. There is limited research for Asian 
Americans, but what research exists is of great 
importance. Researchers have identifi ed differen-
tial cognitive impairment between pediatric and 
adult cases of Moyamoya Disease. Weinberg and 
colleagues ( 2011 ) described this neurological 
disease as one that is disproportionately found in 
Asian individuals, and has a profound impact on 
the brain, but one that is readily treatable through 
surgery. These researchers identifi ed that while 
children demonstrate FSIQ in the mildly retarded 
range (FSIQ < 70), adults tend to demonstrate 
less impairment in IQ and greater impairment in 
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executive functioning. Where assessment of IQ 
fails to identify a serious, but treatable neurologi-
cal disorder, the DKEFS succeeds by identifying 
marked defi cits in specifi c areas of executive 
functioning (as identifi ed by Design Fluency 
Test, the Letter and Category Fluency Tests, and 
the Trail-Making Test Part B of the DKEFS). 
Thus, while not a specifi c appraisal of the perfor-
mance of the DKEFS in Asian Americans per se 
or an identifi cation of the specifi c sensitivity of 
the Trail-Making subtest, this study demonstrates 
the clinical utility of this assessment system for 
Asian Americans. 

  Recommendations for executive functioning . 
There is a great deal of data demonstrating vari-
ability in performance (often in unexpected ways) 
on tasks of executive functioning for Asian 
American ethnic and cultural groups. This vari-
ability is of primary importance for this domain 
and the unexpected nature of it (i.e., positive cor-
relation for education and performance on some 
tasks, but an inverse relationship on others) sug-
gests that there are either some sociocultural fac-
tors or perhaps a genetic factor (such as a seeming 
lack of color saliency between the colors Blue 
and Green for Koreans on the Stroop Task) 
beyond age and education that may result in dif-
ferential performance for executive functions. 
Thus, for executive functioning tasks specifi cally, 
one needs to be aware of the aforementioned 
extant literature and attempt to collect additional 
collateral information from its subcomponents 
before making interpretations of sparing or 
impairment. For example, although there may be 
defi cits suggested by poor performance on a color 
word Stroop task, non-impaired performance on 
a trails task would suggest that the Stroop impair-
ment potentially may be a cultural rather than a 
cognitive defi cit. Thus an assessment of execu-
tive functioning should include the use of:
•    Appropriately normed and translated versions 

of the Stroop (e.g., the Korean CWST).  
•   DKEFS tasks (Design Fluency, Letter and 

Category Fluency, and Trail-Making Part B).  
•   Trail-Making Tests can be used, but one 

should use caution, especially given that even 
highly educated and young individuals have 

demonstrated impaired performance on this 
task, without true cognitive impairment.  

•   Digit Span Tests can be used, but the clinician 
should be aware that Asian Americans may 
demonstrate better performance when 
 compared to their English speaking and 
Western counterparts.  

•   Translated versions of the WCST exist (e.g., 
the Keio Version), but even translated mea-
sures should be interpreted with caution, as 
the sample is limited to a specifi c subset of 
participants (older Japanese).     

    Visuospatial Processing 

 Visuospatial processing tasks have long been 
identifi ed as a behavioral indicator of neurocog-
nitive problems. In fact Benton, Sivian, Hamsher, 
Varney, and Spreen ( 1994 , p. 53) reported docu-
mented observations for this relationship dating 
back to the latter half of the nineteenth century, 
and further provided a compendium of historical, 
empirical data for the identifi cation of the lateral-
ized nature of visuospatial abilities (primarily 
occurring in the right hemisphere). Thus, these 
tasks not only provide us with a measure of a spe-
cifi c neurocognitive ability, but allow us to 
develop well-supported hypotheses about the 
possible nature of the injury (e.g., location and 
extent of the insult). There are a great number of 
visuospatial tasks that are found both in measures 
of intellectual assessment and in neuropsycho-
logical batteries. Some of these common mea-
sures are discussed below. 

 The Rey–Osterrieth test (ROCFT; for a com-
plete description of the test and scoring see Duley 
et al.,  1993 ) is a classic neuropsychological assess-
ment of visuospatial processing. With regard to 
Asian Americans, Boone and Colleagues ( 2007 ) 
demonstrated that there is discrepancy in perfor-
mance among racial and ethnic groups for the 
copy condition, with ESL individuals performing 
better on ROCFT copy condition (when compared 
to native English speakers) than on verbal tasks; a 
post hoc analysis of these differences revealed that 
Asian Americans performed better than African 
Americans. Thus, the authors suggest that ROCFT 
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copy performance may overestimate cognitive 
abilities, and extrapolating from this comment, 
one could infer that there is a potential of failing to 
identify impaired performance in Asian 
Americans. When using this test with Asian popu-
lations the clinician should be aware of the 
increased possibility of a false negative. 

 A visuospatial processing test that is relatively 
well researched for Asian individuals is Clock 
Drawing. There are several versions of clock 
drawing tests (CDT), with the general idea being 
that time is a construct so universal, and omni-
present, that an individual should be able to cre-
ate a novel drawing of a clock, with a specifi ed 
time. While researchers (Royall, Cordes, & Polk, 
 1998 ) have criticized the lack of uniformity for 
objective evaluation of clock drawing, a CDT is 
part of the CERAD protocol (described in more 
detail below), and includes relevant cut scores. 
Of importance for Asian Americans, researchers 
(Borson & Brush,  1999 ) assessed a range of mul-
tiethnic, foreign born, elders ( n  = 295) with just 
under half reporting speaking a language other 
than English (Spanish or some form of Chinese, 
Korean, or Filipino dialects). Unique to this study 
was the overrepresentation of Asian American- 
Pacifi c Islanders ( n  = 139). While not as specifi c 
as other screens for dementia, the authors found 
the CDT to have greater sensitivity than the Mini- 
Mental Status Exam (MMSE) or the CASI 
(Cognitive Abilities Screening Instrument), and 
also reported that the CDT was less likely to be 
discontinued or unscorable than the aforemen-
tioned screens. In an effort to standardize the 
scoring and evaluative process, Royall and col-
leagues ( 1998 ) created the CLOX task. The 
drawing tests included in the CLOX are multiple 
administration (CLOX1 and CLOX2) clock 
drawing tasks that assess executive functioning 
by having the individual draw a nondescript 
(beyond the time; CLOX1) clock and then a con-
dition where the individual is asked to copy the 
administrators’ clock drawing (CLOX2). 
Research with Chinese Singaporeans suggests 
that the CLOX has good sensitivity and specifi c-
ity (above 75 % for all conditions of disease and 
drawing task) and for differentiating Alzheimer’s 
Dementia from Vascular Dementia (84 % and 

85 % respectively). The researchers    adjusted for 
age, education, stage of dementia, and MMSE 
scores, and identifi ed signifi cantly ( p  = 0.0002) 
different mean scores for CLOX1 (8.1 as 
 compared to 5.5). Thus the CLOX task is a good 
measure for identifying cognitive impairment for 
Asian Americans and for differentiating the type 
of dementia (e.g., differentiating Alzheimer’s 
dementia from a vascular dementia). 

 Visuospatial tasks can also assess judgment 
and comparison of visual stimuli. The Benton 
judgment of line orientation test (BJLOT; Benton, 
Varney, & Hamsher,  1978 ;    Benton et al.,  1983 , 
 1994 ) presents an individual with two stimuli 
lines of varying or equal lengths, and asks them 
to identify the lines based on a response set, 
which consists of an arch of equidistant parallel 
lines of equal length, numbered 1–11. Benton 
and colleagues ( 1994 ) described the development 
of this test as a tool to identify and localize brain 
injury or disease in the right hemisphere of the 
brain. A benefi t of this test is its compact size 
(approximately that of a small notepad) and the 
brief time needed for administration. This test 
has been used to accurately localize the insult to 
the right hemisphere with the majority of the 
cases involving a vascular problem or cancer. 
Thus this is an untimed and language indepen-
dent task, which is used to identify very region- 
specifi c impairments. It is unfortunate that ethnic 
and culture-specifi c normative data are not avail-
able, but given its limited language requirements 
this test could be used to collect collateral infor-
mation for making intra-individual decisions 
about visuospatial impairment. 

 A general concern when assessing cognitive 
functioning, in particular with those with lan-
guage impairment, is the potential impact of 
impaired language abilities on nonverbal 
problem- solving tasks. When directly studying 
the impact of language on nonverbal problem- 
solving abilities, Baldo et al. ( 2005 ) found no 
impact in patients with aphasia, suggesting the 
spared ability of visuospatial problem solving. 
However, it should be noted that there was no 
description of race or ethnicity for these par-
ticipants, and the performance could be an 
overestimate for individuals with impaired lan-
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guage. This is particularly true when you con-
sider fi ndings that show little reliance on 
language by Asian Americans for problem-
solving tasks. 

  Summary and recommendations for visual pro-
cessing tasks . The available research relevant to 
Asian Americans for this domain suggests that 
visual processing tasks can overestimate general 
cognitive abilities in Asian Americans (e.g., the 
ROCFT). Further research is needed with Asian 
Americans on tests designed to specifi cally assess 
cognitive impairment even in the presence of 
aphasic disorders (such as the BJLOT). Of note, 
block design, a task found on many IQ measures, 
and designed to assess constructional praxis, 
lacked any extant data relevant to Asian 
Americans. Thus for the domain of Visuospatial 
Processing, only the CDT have empirical data 
available for Asian American ethnic and cultural 
groups. However, data for the other assessment 
measures can be used to provide a broader base of 
information for intra-individual comparisons to 
determine sparing and impairment. Thus recom-
mendations include the following:
•    Use of a CDT.  
•   Use of the ROCFT with the knowledge that 

this test has overestimated abilities in Asian 
Americans.  

•   Use of tests that are traditionally used even 
with aphasic patients (e.g., the BJLOT) does 
not have extant data for Asian Americans.     

    Learning and Memory 

 Learning and memory as a domain assesses the 
acquisition and retention of information. It is a 
process that requires the coordination of multiple 
domains (including attention, concentration, and 
executive functioning tasks) and is often assessed 
in terms of verbal and nonverbal tasks. Common 
memory batteries used to assess memory func-
tion are the Wechsler Memory Scales (WMS-IV; 
Wechsler,  2008 ), the WRAML (-2; Sheslow & 
Adams,  2003 ), and the TOMAL-2 (   Reynolds & 
Voress,  2007 ). These batteries all yield scales for 
discrete domains of memory performance. 

 The authors for each of the above batteries uti-
lized complex sampling strategies in an effort to 
include representative samples of the population 
as a whole for their normative sample, which 
includes a small, but statistically representative 
group identifi ed as Asian American. However, 
specifi c research relevant to Asian Americans for 
these tests is lacking. Of note, research into the 
impact of age and education (for the overall stan-
dardization sample) suggests that for the 
WMS-IV, there continues to be a correlation 
among these variables (   Brooks, Holdnack, & 
Iverson,  2011 ). Thus one could theorize that the 
frequently observed impact of these variables for 
previously discussed measures of neurocognitive 
performance (including the WMS-III) is likely to 
be similar for the newer WMS-IV, with age and 
education predicting better performance even 
when considering culture-specifi c factors. Boone 
and colleagues ( 2007 ) examined memory perfor-
mance using verbal and nonverbal tasks of the 
WMS-R and WMS-III. Of note, when comparing 
performance across ethnic groups of varying lin-
guistic abilities (including a broad sample of 
English-as-a-second-language participants with a 
subset of Asian ethnic groups), they found no dif-
ferences among ethnic group or linguistic ability 
in performance. Similarly, Walker and colleagues 
( 2010 ) also found few differences in perfor-
mance, when comparing groups of varying lin-
guistic and educational background (native or 
foreign born parent(s) and English or non- English 
education) for a brain injured group of 
Australians. This study found only signifi cant 
differences on the fi rst logical memory task of the 
WMS, but equivocal performance on the second, 
for nonnative, non-English educated, individuals. 
The authors posited that this difference suggested 
the possibility of culturally salient differences for 
the fi rst logical memory task, but also provided a 
caveat that the sample size for the nonnative, 
non-English educated group was small. 
Researchers (Hoelzle, Nelson, & Smith,  2011 ) 
have identifi ed that the WMS-IV is a better mea-
sure of the discrete domains of auditory attention 
and memory as well as visual attention and mem-
ory. A principle components analysis revealed 
that these factors are much cleaner and more dis-
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tinct than the previous unitary dimension mea-
sured by the WMS-III. Further these investigators 
suggest that the visual memory component is free 
from the verbal overlap found in the WMS-III 
tasks (e.g., memory for faces) and thus is a purer 
measure of nonverbal attention and memory. 
Specifi c recommendations are provided below. 

  Verbal learning and memory . We previously dis-
cussed systems of assessment that provide gen-
eral measures of learning and memory such as 
the WMS, WRAML, and TOMAL that provide 
both a global measure and discreet domain 
scores. In addition to these systems we have 
domain-specifi c measures designed explicitly to 
assess learning and memory of verbal informa-
tion specifi cally. The majority of these tasks are 
based on list-learning paradigms that include 
some measure of learning over multiple trials, 
interference, delayed recall, and recognition. 
Examples of these tasks include the California 
Verbal Learning Test (CVLT;    Delis, Kramer, 
Kaplan, & Ober,  1987 ), the Hopkins Verbal 
Learning Test (HVLT-R; Brandt & Benedict, 
 2001 ), and the Rey Auditory Learning Test (Rey 
AVLT;    Schmidt,  1996 ). 

 These tests all follow a similar pattern of 
administration that consists of presenting word 
lists over multiple trials, with immediate and 
delayed recall tasks as well as free and cued 
recall trials. There are various Verbal Learning 
and Memory tests designed to assess these same 
processes that exist in both English and the vari-
ous languages of the Asian Panethnic group, 
e.g., the Hong Kong List-Learning Test 
(HKLLT;    Chan & Kwok,  1999 ) and the Korean-
CVLT (K-CVLT; Kim & Kang,  1999 ). The 
Korean- CVLT is a culturally relevant equivalent 
to the CVLT and Kim and Kang conducted a 
factor analysis of their measure. They identifi ed 
six factors for their measure (identifi ed as gen-
eral verbal learning, response discrimination, 
retroactive interference, proactive interference, 
serial position effect, and learning rate), which 
suggest that the K-CVLT is a good measure of 
verbal learning and memory. Additionally, the 
authors suggested that when compared to 
K-CVLT performance, the standard deviations 

for the CVLT were infl ated (suggested as a 
result of a CVLT standardization sample that 
includes individuals with a mean education 
attainment higher than would be expected in the 
population). Although the authors had a robust 
sample (357 psychiatrically healthy individuals) 
of participants based on census data, the sample 
and census data were  indigenous to Korea, 
thus limiting the utility of this assessment for 
Korean populations. 

 Of these measures only the HVLT (Vanderploeg 
et al.,  2000 ) found no relationship among age, 
education, and performance, suggesting that it is 
one of the few measures that is not infl uenced by 
these demographic variables. However, because 
the sample included few (0.05) Asian Americans, 
we cannot rule out the infl uence of these variables 
on scores for Asian American individuals particu-
larly given data from other domains of assessment 
that shows an infl uence of age and education (e.g., 
Boone et al.,  2007 ). 

 Similar to the aforementioned tasks, the Rey 
AVLT includes repeated presentation of a list as 
well as an interfering list, but also includes pro-
cess scores that look at inhibition, subject organi-
zation, retention, and encoding compared to 
retrieval. Of note the author reports normative 
information for demographic variables including 
cultural and ethnic norms (   Rey,  1964 ; Schmidt, 
 1996 ). A nice feature of the Rey AVLT is its abil-
ity to detect feigned impairment, with demon-
strated sensitivity and specifi city in research that 
included a heterogeneous mix of patients, patients 
with suspect performance, and unimpaired, stu-
dent controls (Boone, Lu, & Wen,  2005 ). There 
exists an adaptation within the Rey–Kim memory 
test that includes a Korean version of the Rey 
AVLT, often found in literature as the KAVLT, 
with country-specifi c normative data. It also 
appears that there is an attempt underway to 
directly translate the test into Japanese (Cromer, 
Krishna, Nguyen, Acquadro, & Fuller,  2013 ), but 
this research is in the very early stage with little 
reported beyond a conclusion that the direct 
translation “preserved the intent and integrity” of 
the existing measure. Thus, when available list- 
learning measures should be utilized, and when 
this is not possible, an assessment measure such 
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as the HVLT that has demonstrated a lack of 
infl uence based on age and educational factors 
should be utilized. 

  Summary and recommendations for assessing 
verbal learning and memory . Verbal tasks are, on 
face value, going to be infl uenced by factors such 
as profi ciency, acculturation, and years of educa-
tion. Many assessment batteries (e.g., the 
WRAML and the TOMAL) included Asian 
Americans in their normative sample, but do not 
directly assess culture or ethnic variables. Further, 
there is little information specifi c to tests of ver-
bal learning and memory that allows us to iden-
tify specifi c recommendations for these tasks. 
The little information we have for the K-CVLT 
suggests that there may be some overestimation 
of abilities for Korean populations, which high-
lights that even when performance is identifi ed as 
adequate, considerations for intra-individual dif-
ferences and premorbid functioning must be 
made in making a fi nal determination about lev-
els or patterns of performance. When possible, 
the evaluator should present a list-learning test 
that is in the individual’s native or preferred lan-
guage such as the KVLT. However, when this is 
not possible, the clinician may wish to use a mea-
sure that is reportedly not infl uenced by demo-
graphic factors of age and education (e.g., the 
HVLT), with the caveat that the normative sam-
ple of Asian Americans was relatively small. 
Thus one can use (respective of the client):
•    The Korean CVLT  
•   The Korean translation of the RAVLT 

(K-AVLT)  
•   Hong Kong List-Learning Test (HKLLT)  
•   Hopkins Verbal Learning Test (HVLT; when 

unable to utilize a translated version)      

    Discussion of Batteries and Systems 
of Assessment 

 Neuropsychological assessment can be con-
ducted using a fi xed battery such as the Halstead–
Reitan as well as a fl exible administration, either 
through a formal system of assessment that is 
designed to be administered in a fl exible fashion 

or through the selection of subtests of other 
assessment systems (such as tests from the 
Halstead–Reitan) or stand-alone measures (such 
as the complex fi gure task, although many of 
these stand-alone measures and even subtests 
have been incorporated into fl exible battery sys-
tems, for example trail making tasks). Flexible 
administrations may be preceded by a screen or a 
clinical interview as well as the collection of col-
lateral information. However, the screening 
approach is more likely to occur in rural settings 
or impoverished communities where neuropsy-
chologists and/or funds are limited. An overview 
of tasks common to both fi xed and fl exible batter-
ies as well as a discussion on the full batteries 
themselves follows below. 

    Halstead–Reitan Neuropsychological 
Battery (HRNB; Reitan & Wolfson, 
 1985 ) 

    The HRNB remains a standard fi xed battery 
designed to assess cognitive impairment stem-
ming from possible organic sources. Originally 
developed to assist in pinpointing specifi c lesions, 
its original purpose has been supplanted by mod-
ern neuroimaging techniques. Despite this, the 
HRNB still allows clinicians to ascertain the 
degree to which an organic insult impacts cogni-
tion and behavior, and assesses several broad 
domains that overlap with those discussed above, 
including motor functions and cognitive fl exibil-
ity, as well as basic tactile and auditory sensory 
functions. While there are extended norms avail-
able for African Americans, no such normative 
data exists for Asian Americans. However, some 
of the subtests of this battery have been tested 
independently with Asian Americans.  

    The Seoul Neuropsychological 
Screening Battery (SNSB; Kang & Na, 
 2003 ) 

    There are neuropsychological test batteries avail-
able for specifi c ethnic and cultural groups of Asian 
Americans (in this case Korean populations). 
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The SNSB is one such example, and is described 
by its authors as assessing the traditional domains 
of language, visuospatial abilities, as well as 
attention, memory, and executive functioning 
that are common in most neuropsychological 
evaluations. The battery has been adapted to 
include a dementia-specifi c screen (SNSB-D; 
Ahn et al.,  2010 ) that has good overall convergent 
validity with the MMSE ( r  = 0.876), as well as 
moderate to good convergent validity for the 
General Cognitive Functioning score and the 
subdomains of the SNSB-D (attention  r  = 0.629, 
language and related function  r  = 0.848, visuo-
spatial function  r  = 0.779, memory  r  = 0.945, 
frontal/executive function  r  = 0.919). Further, the 
SNSB-D was able to differentiate among a sam-
ple of Korean patients with Mild Cognitive 
Impairment, Koreans with Alzheimer’s 
Dementia, and Normal Controls, with a high 
degree of test-retest reliability (0.960 for Normal 
Controls, 0.999 for Mild Cognitive Impairment, 
and 0.918 for Alzheimer’s Dementia). With the 
exception of a subtest used to measure frontal 
lobe/executive functioning ( p  < 0.072), the dis-
criminant validity of this measure is good (being 
able to discriminate normal controls from cogni-
tively impaired individuals). Specifi cally, the 
remaining subtests were able to differentiate 
between those participants with MCI vs. AD vs. 
normal controls ( p  < 0.001). Despite the apparent 
strong psychometric properties of this measure, it 
was developed and designed for use in Korea. 
Thus, it presents several challenges for the clini-
cian who is not fl uent in Korean and who prac-
tices in the United States. It was introduced here 
mainly to support the initial assertion that there 
are universal constructs across cultures as evi-
denced by the inclusion of the aforementioned 
domains of neuropsychological functioning.  

    Consortium to Establish a Registry 
for Alzheimer’s Dementia (CERAD; 
  http://cerad.mc.duke.edu/    ) 

 While the CERAD is not a neuropsychological 
battery per se or even an assessment instrument, it 
serves as a repository and center for research and 

information for assessment practices (e.g., behav-
ioral assessments, neuropathological assessment, 
family history), including the provision of a stan-
dard neuropsychological assessment protocol to 
assess common neurocognitive domains. Their 
stated impetus for this project was a National 
Institute on Aging (NIA) funded project to stan-
dardize assessment for Alzheimer’s disease. The 
result has been the identifi cation of standardized, 
psychometrically sound, assessment instruments 
to serve this goal. As a result of the consortium, 
this project has spawned subsequent follow-up 
research of these instruments among a broad 
range of cultures. Additionally, many of these 
individual measures have been translated into 
multiple languages and assessed for the relevant 
samples (for information related to the CERAD 
please see   http://cerad.mc.duke.edu/    ). 

 The CERAD protocol for neuropsychological 
assessment of Alzheimer’s disease is not a newly 
designed assessment battery or measure, but rather 
includes a number of measures found in traditional 
neuropsychological assessment designed to assess 
neurocognitive domains, and includes the follow-
ing measures: Verbal Fluency, Boston Naming 
Test, Mini-mental State Exam, Word List Memory, 
Constructional Praxis, Word List Recall, Word 
List Recognition, and Recall of Constructional 
Praxis. Because many of these tests are part of 
larger existing batteries or independent tests them-
selves, they will be discussed within their relative 
context, and research specifi c to the CERAD will 
be referenced within those sections.  

    Repeatable Battery for the 
Assessment of Neuropsychological 
Status (RBANS: Randolph, Tierney, 
Mohr, & Chase,  1998 ) 

    The RBANS, while technically a screening instru-
ment, is a brief battery delineated into traditional 
domains of cognitive functioning (e.g., verbal 
abilities, visuospatial abilities, attention and con-
centration, memory). The RBANS was initially 
designed as an assessment of dementia and is a 
relatively brief (typically 30 minutes or less) 
appraisal of neuropsychological impairment. 
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Additionally, while not a true comprehensive neu-
ropsychological test battery, the author (Randolph, 
Tierney, Mohr, & Chase,  1998 ) suggested that it is 
a good screening tool for non-neuropsychologists 
who suspect neurocognitive impairment. The 
publishers indicate that the measure has been 
translated into over 30 languages, including 
Korean and Japanese. An additional benefi t of this 
screening instrument is that it was designed with 
the intent of multiple administrations (utilizing 
parallel forms), which can be benefi cial when 
measuring decline or assessing for the benefi ts of 
rehabilitative therapy. Unfortunately, there is lim-
ited data specifi c to Asian Americans for the 
RBANS, and within what little research exists, 
many studies are conducted outside of the United 
States. Additionally, while the RBANS includes 
traditional indices of neurocognitive domains, 
researchers (Schmitt et al.,  2010 ) conducting a 
factor analysis for the RBANS and a subsequent 
validation of these factors suggest that the RBANS 
measures primarily two factors: one consisting of 
memory and the second factor of visuospatial/
construction.    Cheng and colleagues ( 2001 ) found 
that a Chinese version of the RBANS, adminis-
tered in Shanghai, had factors similar to the origi-
nal RBANS. One caveat for the RBANS should 
be made specifi c to inpatient psychiatric patients. 
King and colleagues    ( 2010 ) found that only the 
total score was relevant for this population, and 
thus differentiating verbal and nonverbal perfor-
mance in an inpatient psychiatric population 
might not be possible with this test.  

    Neuropsychological Assessment 
Battery (NAB; White & Stern,  2003 ) 

 The NAB contains a screening component that 
allows the battery to be administered as a fi xed or 
a fl exible battery, and like the Repeatable Battery 
for the Assessment of Neuropsychological Status 
(RBANS; Randolph, Tierney, Mohr, & Chase, 
 1998 ) has alternative forms available. In addition 
to the screening module, it contains individual 
modules to assess verbal performance, nonverbal 
performance, attention, executive functioning, 
and memory. The author utilized a standardization 

sample of 1,400 participants. While the measure 
does not report specifi c data for Asian Americans, 
the authors included census-matched norms for a 
group of 950  participants with matching based on 
age, education, and ethnicity. The NAB screening 
module has good psychometric properties and 
demonstrates convergent validity with the 
Modifi ed Mini-Mental Status Exam ( r  = 0.46) and 
the RBANS ( r  = 0.65) which holds true even for 
the assessments of the full battery relative to exist-
ing measures for various neurological insults 
(e.g., dementia, HIV, ADHD; White & Stern, 
 2003 ). Given that the normative sample was 
matched to the census use of the NAB with the 
Asian American client who is profi cient in English 
should be appropriate. 

 Research has confi rmed that the RBANS is 
heavily infl uenced by SES factors, with those of 
older age and less educational attainment per-
forming the poorest (   Duff et al.,  2003 ; Green 
et al.,  2008 ; Sahadevan, Tan, Tan, & Tan,  1997 ). 
These fi ndings have been replicated outside of 
the United States with Chinese elders in 
Singapore (Lee, Collinson, Feng, & Ng,  2012 ; 
May-Li, Collinson, Lei, & Tze-Pin,  2010 ), and 
while both groups of researchers found a great 
deal more heterogeneity for individuals with less 
than 6 years of education, May-Li and colleagues 
reported that semantic fl uency and picture nam-
ing remained uninfl uenced by these variables. 
Additionally, these authors administered the bat-
tery across multiple languages and with the 
exception of English-speaking participants found 
no effect for language on performance. Perhaps 
specifi c to the sample studied, Lee and colleagues 
( 2012 ) identifi ed atypical fi ndings, and suggested 
that educational attainment was found to be of 
greater importance at a younger age, with poorer 
performance for older adults having greater edu-
cational attainment when they were compared to 
their peer with less education (Lee et al.,  2012 ).  

    Recommendations for Systems 
of Assessment 

 The use of a particular style or approach to 
assessment is a matter of professional experience 
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and theoretical orientation as well as answering 
the referral question. Thus, the recommendations 
here suggest that the clinician not alter their 
approach to assessment based solely on the fact 
that they are assessing a member of a minority 
cultural group, but rather consider the empirical 
information presented throughout this chapter in 
structuring their assessment and making conclu-
sions as well as recommendations. Some of the 
batteries identifi ed above include Asian 
Americans in the normative sample or have 
research for their individual subtests that are spe-
cifi c to Asian Americans (e.g., Digit Span, Trails, 
Complex Figure Drawing). Other tests have 
actual translations specifi c to Asian languages 
(e.g., Chinese, Korean). Further, the clinicians 
should continue to review for themselves extant 
literature related to the selection of these mea-
sures, in particular when utilizing measures 
where results are mixed or atypical.   

    Summary and Recommendations 

 The challenge of assessment of Asian American 
clients is multifaceted. Beyond the limited num-
ber of individuals in the U.S. population, there 
is a diversity of language that creates an addi-
tional challenge that is not present for some 
other minority groups (e.g., Hispanics). Thus 
while several psychological assessment mea-
sures have been created and adapted in Spanish, 
the same is not true for Hindi, Hmong, Japanese, 
Korean, Mandarin, etc. Further, the availability 
of clinicians, in particular neuropsychologists 
fl uent in these languages, is even less likely, and 
presents a challenge even when translated mea-
sures are available. On a positive note, several 
of the systems of assessment discussed in the 
latter section of this chapter engaged in pur-
poseful efforts to include a representative nor-
mative sample, to include Asian Americans, and 
available literature for neuropsychological 
assessments created indigenously (e.g., the 
SNSB) demonstrate the generalization of neuro-
cognitive domains across cultural and ethnic 
groups. Thus, those individuals that are more 

acculturated to U.S. culture, with more years of 
U.S. education as well as English language abil-
ities, are more likely to demonstrate perfor-
mance that can be evaluated based on those 
measures’ existing normative data. Conversely, 
those with less language fl uency and education 
as well as those with a lesser degree of accul-
turation must rely on a strategy that evaluates 
intra-individual differences (such as changes in 
occupational and functional performance) 
including domain discrepant performance that 
considers multiple informant sources (e.g., a 
single impaired result for executive functioning 
is not suffi cient or necessarily indicative of 
impairment for the domain). 

 For discreet domains there are specifi c differ-
ences that suggest sociocultural infl uences such 
as language, visuospatial abilities, and func-
tional exposure (e.g., shopping tasks) exist that 
may impact performance. Examples of this can 
be seen in the differential performance (purport-
edly due to an insensitivity in some color dif-
ferentiation, even within the larger panethnic 
category of Asian Americans) on the color word 
Stroop task and the overestimation of abilities 
that can occur with the ROCFT as well as digit 
span tasks. Nonverbal memory tasks, such as 
those found on the WMS, have previously 
shown fewer differences (Boone and colleagues) 
and the WMS-IV has been identifi ed as a test 
with more discrete constructs (Hoelzle et al., 
 2011 ), and thus while research is not currently 
available specifi c to Asian Americans, will 
hopefully yield an even better measure of non-
verbal memory performance. We suggest that 
the WMS-III nonverbal memory tests be uti-
lized for Asian Americans, and recommend that 
the clinician continue to monitor for emerging 
research related to the WMS-IV. Further, spe-
cifi c tasks such as the clock drawing tasks have 
good normative data and application for Asian 
American clients, independent of acculturation, 
language, and education. 

 Language is a very salient factor in the assess-
ment of the Asian American client. As previ-
ously discussed, those with increased fl uency 
and years of English language use (as well as 
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more years of Western education) should per-
form more approximate to the normative sample, 
in particular those that included Asian Americans 
(such as the WRAML and the TOMAL). There 
are learning and memory tasks specifi c to Asian 
American ethnic and cultural groups (e.g., the 
KVLT) as well as translated neuropsychological 
screening batteries (e.g., the Chinese version of 
the RBANS), and when possible, those tests 
should be utilized. However, when not practical 
or possible, the clinician may have to rely on an 
interpreter and utilize intra-individual data to 
make determinations of sparing and/or impair-
ment. Further, when English is not the primary 
or even secondary language, consideration for 
the use of an interpreter may be warranted. Judd 
and colleagues ( 2009 ) make recommendations 
that suggest that the use of an appropriately 
trained interpreter will provide a better assess-
ment, but one should avoid using family mem-
bers and utilize interpreters that are trained at 
least at a medical level, and when testing is 
involved, a conversation between the interpreter 
and the clinician should happen in advance of 
test administration. 

 In sum, the existing batteries, in particular 
those with normative data that includes Asian 
Americans (such as the WMS-III and WMS-IV, 
as well as the RBANS and NABS), should pro-
vide adequate information for interpretation 
when English language fl uency, acculturation, 
and education are high. Challenges increase as 
these factors decrease, and specifi c consider-
ations for each domain have been described 
above. For those less acculturated, less English 
profi cient (or even ESL), and lesser educated, a 
greater emphasis should be placed on collecting 
collateral data and utilizing intra-individual com-
parisons for diagnostic decisions and subsequent 
prognosis as well as treatment recommendations. 
However, the constructs that neuropsychologists 
rely on (e.g., memory, verbal and nonverbal abili-
ties, executive functioning) appear stable across 
cultures and can be applied in making the afore-
mentioned decisions and recommendations. It is 
hoped that future research and test development 
continue to yield data specifi c to ethnic and 

 cultural considerations for Asian Americans, and 
clinicians should be diligent in seeking out this 
research as it becomes available.     
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           Assessing Risk, Recidivism, 
and Dangerousness with Asian 
Americans 

    The assessment of risk (including both violent 
and sexual), recidivism, and dangerousness in 
adults involves predicting the probability of an 
initial offense or a subsequent offence (typically 

criminal reoffending) either sexual or otherwise 
(e.g., violence and other criminal behavior; 
   Cirlugea, Benuto, & Leany,  2013 ). Risk factors 
when assessed can be deemed    as static (i.e., vari-
ables that cannot be changed) or dynamic (vari-
ables that can be changed; Palmer & Hollin, 
 2007 ). There has been considerable discussion 
about the accuracy of actuarial/statistical and 
clinical predictions. Actuarial predictions are 
based on empirically validated relationships 
between client data and the condition to be pre-
dicted whereas clinical predictions are based on 
a clinician’s intuition, experience, and knowl-
edge (Dawes, Faust, & Meehl,  1989 ). Generally, 
experts agree that the use of clinical judgment 
results in poor predictive validity (Borum,  1996 ; 
Elbogen,  2002 ; Litwack,  2001 ; Quinsey, Harris, 
Rice, & Cromier,  1998 ) while actuarial statisti-
cal methods provide more predictive value as 
demonstrated by several studies (e.g., Steadman 
et al.,  1998 ). 

 For example, the MacArthur Violence Risk 
Assessment Study (Steadman et al.,  1998 ) was 
conducted to develop an actuarial violence risk 
assessment “tool” for use with a clinical popula-
tion. The researchers collected data from 1,136 
male and female patients who were recently dis-
charged from acute psychiatric inpatient facili-
ties (it is important to note that the experimental 
group did have psychiatric conditions). Data 
was collected via an interview to gather infor-
mation on demographic and historical factors, a 
structured clinical interview using the DSM-
III-R checklist confi rming the participants’ 
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diagnoses, and supplemental material from the 
patients’ records. Community violence was 
measured upon initial discharge, 20 weeks after 
discharge, and 1 year post-discharge (Monahan, 
 2002 ). In addition to the psychiatric outpatient 
sample, the authors used a comparison group 
comprised of 519 individuals residing in the 
same neighborhoods as the discharged patients 
(Steadman et al.,  1998 ). Results identifi ed sev-
eral risk factors related to violence (Monahan, 
 2002 ) and these are outlined in Table  28.1 . Since 
this study was published an abundance of 
research has emerged on various risk assess-
ment measures.

   Notably, Hanson and Morton-Bourgon ( 2009 ) 
conducted a meta-analysis including 118 distinct 
samples from 16 countries to examine the effect 
sizes of actuarial measures. They found that 
for the prediction of sexual recidivism, the best 
supported measures were the STATIC-99, 
Static–2002 (Hanson & Thornton,  2003 ), the 
MnSOST–R (Epperson et al.,  2000 ), the Risk 

Matrix–2000 (Thornton et al.,  2003 ), and adding 
the items from the SVR–20 (Boer, Wilson, 
Gauthier, & Hart,  1997 ). For the prediction of 
violent (including sexual) recidivism, the best 
supported measures were the Violence Risk 
Appraisal Guide (VRAG; Quinsey, Harris, Rice, 
& Cormier,  2006 ), the SORAG (Quinsey et al., 
 2006 ), the Risk Matrix—Combined (Thornton 
et al.,  2003 ), the Statistical Index of Recidivism 
(SIR; Bonta, Harman, Hann, & Cormier,  1996 ), 
and the LSI–R and variants (Andrews et al., 
2004). The measures identifi ed as “best-sup-
ported” measures by Hanson and Morton-
Bourgon for which there was relevant and recent 
(i.e., publications from the last 5 years) research 
are discussed below and other measures that are 
commonly used in the fi eld are also reviewed. A 
description of the measures that predict sexual 
recidivism and relevant research to Asian popula-
tions is summarized in Table  28.2 ; Table  28.3  
provides a similar summary for the prediction of 
violent reoffense.

   Table 28.1    Risk Factors Identifi ed in the MacArthur Violence Risk Assessment Study (Monahan,  2002 )   

 Risk factor  Finding 

 Gender  Men were found to use substances (alcohol or street drugs) and less likely to have been 
compliant with psychotropic medication, prior to committing violence. Women were found 
to be more likely to target family members and to be violent at home. 

 Prior violence 
and criminality 

 Prior violence and criminality are strongly related to the post- discharge violent behavior of 
psychiatric patients. 

 Childhood 
experiences 
and violence 

 Child physical abuse was associated with post-discharge violence as were certain parental 
behaviors (e.g., having parents who have excessive alcohol and drug use). 

 Neighborhood 
context 

 Violence by persons with mental disorders appears to be related to the high-crime 
neighborhoods in which they typically reside. 

 Diagnosis  The presence of a co-occurring diagnosis of substance abuse or dependence was associated 
with violence. However, a diagnosis of schizophrenia was associated with lower rates of 
violence than a diagnosis of depression or of bipolar disorder, but higher rates of violence 
than the community comparison (control) group. 

 Psychopathy  Antisocial behavior as measured by the Hare PCL:SV predicted violence. 
 Delusions  While the presence of delusions did not predict higher rates of violence among recently 

discharged psychiatric patients non-delusional suspiciousness was linked with subsequent 
violence 

 Hallucinations  While command hallucinations did not elevate violence risk in and of themselves, if the 
voices commanded violent acts, the probability of the violent acts being committed over the 
subsequent year was signifi cantly increased. 

 Violent thoughts  Patients who reported violent thoughts during hospitalization were more likely to engage in 
violent acts. 

 Anger  Patients who obtained a high score on an anger scale while hospitalized were twice as likely 
as those with low anger scores to engage in violent acts after discharge. 
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      Table 28.2    Summary of measures and relevant research for sexually based offenses   

 Measure  Description of the measure  Research with Asian participants 

 MnSOST  The Minnesota Sex Offender Screening Tool 
(MnSOST) is composed of 21 survey items 
addressing sexual and nonsexual offense history, 
substance abuse history, and treatment compliance 
among extrafamilial sex offenders. The revised 
MnSOST (the MnSOST-R) includes 16 items, 12 of 
which refl ect historical data and four pertain to 
institutional information (Barbaree, Seto, Langton, 
& Peacock,  2001 ). 

    Ralston and Epperson ( 2013 ) included a small 
number of Asian American juvenile 
participants. Ethnic differences were not 
discussed. 

 PCL-R  The Hare Psychopathy Checklist (PCL-R) is a 20-item 
self-report measure designed to assess psychopathy. 
Factor studies generally agree that the measure 
comprises two factors including “aggressive 
narcissism” and “socially deviant lifestyle” (Hare, 
 1991 ). Consensus on the PCL-R is that it is a strong 
predictor of violence and recidivism in inmates and its 
factor structure generalizes across ethnicities and 
nationalities (Hemphill, Hare, & Wong,  1998 ; Salekin, 
Rogers, & Sewell,  1996 ; Sullivan et al., 1996). 

 Hare and colleagues ( 2000 ) examined the 
PCL-R’s psychometric properties in a sample 
of inmates incarcerated in the United 
Kingdom. A small number (6 %) of Asians 
were included in the sample and no ethnic 
differences were identifi ed. 

 STATIC-(s)  The STATIC-99 is a 10-item self-report checklist 
that asks adult male offenders about their history of 
sexual and nonsexual violence, number of 
convictions, and victims. Scores on the STATIC-99 
place individuals in one of four risk categories 
ranging from low to high, and are only used to 
measure long-term risk potential, rather than aid in 
treatment planning or evaluating treatment effects. 
Variants of the STATIC-99 include the STATIC-99R, 
2002, and 2002R with the STATIC-2002 offering the 
highest predictive accuracy (Babchishin, Hanson, & 
Helmus,  2012 ). 

 Långström ( 2004 ) found that the STATIC-99 
failed to signifi cantly predict recidivism 
among the African Asian offenders in a 
Swedish national sample. It is unclear if these 
results are generalizable to other Asian 
populations. 

 SVR–20  Boer et al.’s ( 1997 ) Sexual Violence Risk-20 
(SVR-20) is designed to assess the risk of sexual 
violence by selecting 20 factors, divided into three 
main sections: (a) psychological adjustment—sexual 
deviation, victim of child abuse, cognitive 
impairment, suicidal/homicidal ideation, 
relationship/employment problems, previous offence 
history (nonsexual violent, nonviolent), psychopathy, 
substance use problems, and past supervision failure; 
(b) sexual offending—high-density offences, 
multiple offences, physical harm to victims, use of 
weapon, escalation, and cognitive distortions; and 
(c) future plans—whether the offender lacks realistic 
plans and has negative attitudes toward instruction. 

 No relevant research was identifi ed. 

 SORAG  The Sex Offender Risk Appraisal Guide (SORAG) 
consists of 14 items and includes the administration 
of the PCL-R; scores range from 27 to 51 (Seto, 
 2005 ). 

 No relevant research was identifi ed. 

 RRASOR  The Rapid Risk Assessment for Sexual Offense 
Recidivism (RRASOR) contains four items: number 
of prior charges or convictions for sexual offenses, 
age upon release from prison or anticipated 
opportunity to reoffend in the community, any male 
victims, and any unrelated victims (Hanson,  1997 ). 
Total scores can range from 0 to 6 (Seto,  2005 ) 

 No relevant research was identifi ed. 
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        Special Considerations for Risk 
Assessment with Asian Populations 

    While experts have noted that Asians are more 
likely to be involved in gangs than Euro- 
Americans (although less likely than African 
Americans or Hispanics) Asians commit an esti-
mated 25 % fewer violent crimes than Euro- 
Americans in the United States (New Century 
Foundation,  2005 ). Despite the lower prevalence 
of crime compared to Euro-Americans among 
this population, they are not exempt from research 
or discussion on recidivism. There are indictors 
that recidivism assessors may evaluate this group 
in a different manner than how they might evalu-
ate other ethnic groups. Specifi cally, Hudson and 
Bramhall ( 2005 ) asserted that in terms of static 

factors Asian offenders appear less “at risk of 
reoffending” than Euro-American offenders 
despite the fact that Asian offenders tend to have 
a greater presence of dynamic factors (although 
they offer an ample discussion on potential biases 
in assessment practices in favor of Euro- 
American offenders). 

 Research specifi c to crime statistics and 
recidivism aside, a review of the extant literature 
revealed substantial research on the topic of atti-
tudes toward violence among Asian Americans. 
Generally speaking, experts discussed cultural 
differences in violence. For example, Hall and 
colleagues ( 2000 ,  2005 ) discussed sexual aggres-
sion in individualistic cultures vs. sexual aggres-
sion in collectivistic cultures. Hall et al. 
concluded that interpersonal variables may serve 
as risk or protective factors for sexual aggression; 

      Table 28.3    Summary of measures and relevant research for violent offenses   

 Measure  Description of the measure  Research with Asian participants 

 HCR-20  The Historical Clinical Risk Management-20 
(HCR-20) consists of 20 (rating scale) items 
that are scored 0, 1, or 2, and scores are added 
to yield a total score with a range of 0–40, with 
higher scores indicating a higher risk of 
violence (Webster et al.,  1997 ). 

 Fujii and colleagues ( 2005 ) examined ethnic differences 
in assessment of violence risk among psychiatric 
inpatients by using the HCR-20. Findings provide 
preliminary support for the cross-cultural validity of the 
HCR-20 while at the same time identifying unique ethnic 
differences in prediction of violence risk among 
psychiatric inpatients. Moreover, a few researchers (e.g., 
   Desmarais et al.,  2012  [ n  = 3]; Gray et al.,  2011  [ n  = 24]; 
Dolan & Blattner,  2010  [ n  = 8]) have included some 
Asian participants in their samples. In the U.K., Snowden 
and colleagues (2010) included 44 (4 %) participants 
who were of Asian origin in their study and found good 
support for both the VRAG and the HCR-20. 

 SIR  Statistical Index of Recidivism 
 LSI–R  The Level of Service Inventory (LSI; Andrews 

& Bonta,  1995 ) is a 54-item instrument in 
which trained raters score each risk/need item 
as present (1) or absent (0) on the basis of a fi le 
review and an interview with the offender. 

 The LSI is a widely used researched measure. However, 
specifi c research examining the performance of Asian 
participants on this measure is absent. In fact, over the 
last 5 years very few researchers reported Asian 
participants in their sample. Of those researchers who did 
report Asian participants in their samples (e.g., Walters & 
Schlauch,  2008  [ n  = 0.1]; Manchack et al.,  2009  [ n  = 40]; 
Palmer & Hollin,  2007  [ n  = 8]; Ferguson, Ogloff, & 
Thomson,  2009  [ n  = 16]) did so for studies conducted in 
the United States, England, and Australia. 

 VRAG  The VRAG includes 12 risk variables 
(psychopathy, a personality disorder diagnosis, 
early parental separation, early school 
diffi culties, early onset of offending, history of 
alcohol abuse, no marital history, conditional 
release failure, nonviolent offending history, 
and injury to a victim: Quinsey et al.  1998 ). 

 Substantial international research has demonstrated the 
VRAG to have predictive accuracy regarding violence 
and criminal recidivism (Kröner, Stadtland, Eidt, & 
Nedopil,  2007 ) although few researchers reported Asians 
as participants in their study samples (Mills et al.,  2007  
[ n  = 4]; Smee & Bowers,  2008  [ n  = 1]; Snowden et al., 
2007 [ n  = 24]; Snowden et al., 2010 [ n  = 44]). 
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specifi cally “loss of face” (i.e., source of shame) 
was determined to be a protective factor against 
sexual aggression in the Asian American sam-
ples studied. Researchers also examined Asian 
attitudes toward rape and the prevailing fi nding 
has been that Asian Americans tend be more tol-
erant of rape myths than their non-Asian coun-
terparts (e.g., Kennedy & Gorzalka,  2002 ; Koo, 
Stephens, Lindgren, & George,  2012 ; Lee, 
Pomeroy, Yoo, & Rheinboldt,  2005 ). The link 
between attitudes and risk assessment is not con-
crete. Nonetheless, we felt it was worth acknowl-
edging identifi ed ethnic differences in aggression 
and attitudes toward aggression as possibly rel-
evant constructs. 

 Unique to this chapter is the issue of language. 
Because the majority of the measures reviewed in 
this chapter are measures that the clinician can 
complete with a clinical interview and record 
review, it is not necessary that the measures in 
question be available in a plethora of languages. 
In fact, as long as the clinician can read and write 
in English and communicate with the client 
(either because the clinician and client share the 
same language or via the use of a translator), 
translated risk assessment measures are not typi-
cally necessary. Nonetheless, as discussed above 
there are cultural factors that theoretically should 
be considered. In the following section empirical 
research on risk assessment with Asian popula-
tions is discussed.  

    Research Specifi c to Risk 
Assessment with Asian Populations 

 Research on the assessment of risk with Asian 
American populations is scarce. Nonetheless, of 
the research that does exist, we can deduce that 
using actuarial of predicting aggression is a 
 reasonable approach and actuarial correlates may 
very well translate cross-culturally. For example, 
Lee and Egan ( 2013 ) specifi cally examined 
whether or not correlates of aggression in Western 
male offenders were effective at predicting 
aggression in female inmates at a prison in 
Singapore. They found that just as personality, 
impulsivity, and psychopathy were predictive of 

aggression in Western male offenders, they were 
also predictive of aggression in female offenders 
from Southeast Asia. As indicated above, these 
fi ndings suggest that actuarial predictors of 
aggression hold up cross-culturally. 

 Because the goal of this book is to provide 
information on psychological assessment prac-
tices with Asians residing in the United States or 
other similar countries where English is spoken 
and there is an Asian population (e.g., Canada, 
Australia, England) we mostly restricted our 
search to measures with applicability to this pop-
ulation (i.e., individuals of Asian origin residing 
in an country where English was the primary lan-
guage). Within this context, the majority of 
research examining ethnic differences on risk 
assessments is largely limited to an examination 
of ethnic differences among Hispanics, African 
Americans, and Caucasians. In our review of the 
literature, we noted that some researchers 
included an “other” category, but most typically 
it was not specifi ed who was categorized as 
“other.” In sum, in the majority of the literature 
we reviewed, ethnic composition of the samples 
was either not included (this was most frequently 
the case) or Asians were not listed as an ethnic 
category. Tables  28.2  and  28.3  both refl ect the 
minimal inclusion (where ethnicity was reported) 
of Asian samples in research on recidivism. 

 In identifying relevant research to include in 
this chapter, the fi rst search strategy was to iden-
tify research whereby the purpose was to exam-
ine ethnic differences in recidivism. A search of 
relevant databases (i.e., PsycINFO, PsycArticles) 
using the search terms “Asian” and recidivism 
yielded only nine peer-reviewed publications, 
several of which offered statistics on Asians’ 
involvement of crime and rates of recidivism, 
theoretical discussions on why Asians are 
involved in crime (e.g., Wolf & Hartney,  2005 ); 
other related factors associated with risk (e.g., 
substance use: Stoolmiller & Blechman,  2005 ); 
and several that were not relevant to the topic at 
hand. The second search strategy was to examine 
recent research (i.e., from the last 5 years) on 
“best-supported” recidivism measures and deter-
mine the extent to which Asians have been 
included as research participants in research on 
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our measures of interest. Results from the latter 
search strategy are summarized in Tables  28.2  
and  28.3 . In these tables it is very evident that 
even when Asians have been included as research 
participants their inclusion has been fairly mini-
mal. Results from the former search strategy are 
summarized below. 

  Chu, Ng, Fong, and Teoh  ( 2012 ). Chu and col-
leagues ( 2012 ) compared the predictive validity 
of three youth risk assessment measures (i.e., the 
Estimate of Risk of Adolescent Sexual Offense 
Recidivism [ERASOR], the Juvenile Sex 
Offender Assessment Protocol-II [J-SOAP-II], 
and the Youth Level of Service/Case Management 
Inventory [YLS/CMI]) for sexual and nonviolent 
recidivism in a sample of 104 male adolescents 
who sexually offended within a Singaporean 
context. While all of the measures (i.e., the 
ERASOR overall clinical rating and total score, 
the J-SOAP-II total score, as well as the YLS/
CMI) signifi cantly predicted nonsexual recidi-
vism and time to nonsexual reoffense for this 
sample of youth who sexually offended, the 
authors concluded that the ERASOR is best 
suited for assessing youth who sexually offended 
in a non-Western context and the J-SOAP-II and 
the YLS/CMI have limited utility for such a pur-
pose. While the generalizability of these results 
to a U.S. context could be arguably questionable, 
given the limited research in general on Asian 
populations in a U.S. context, these fi ndings 
offer a starting point for researchers to follow-up 
and assess these measures with Asian popula-
tions in the United States. In the interim the 
ERASOR seems like a reasonable option when it 
is necessary to assess Asian youth. 

  Fujii, Tokioka, Lichton, and Hishinuma  ( 2005 ). 
Fujii and colleagues ( 2005 ) conducted one of the 
few studies that offer an ethnic comparison on a 
measure used to assess recidivism (the Historical 
Clinical Risk Management-20 [HCR-20]) in the 
United States with Asian samples. They adminis-
tered the HCR-20 to a sample of 169 psychiatric 
inpatients including Asian Americans ( n  = 51), 
Euro-Americans ( n  = 46), and Native Hawaiians 
( n  = 38). Fujii et al. identifi ed differences in scores 
on individual HCR-20 items were found (i.e., 

young age at fi rst incident of violence, psychopa-
thy, early maladjustment, personality disorder, 
and past supervision failure) as well as differences 
in the total HCR-20 score. Specifi cally, Asian 
Americans scored lower (less risk) than Euro-
Americans and Native Hawaiians. Finally, differ-
ent patterns of predictor variables for each ethnic 
group were also identifi ed (i.e., impulsivity was a 
salient factor for the Asian American group; 
young age at fi rst incident of violence was a 
salient factor for the Euro- American group; and 
young age at fi rst incident of violence, relation-
ship instability, and risk- management plans’ lack-
ing feasibility were salient predictors for the 
Native Hawaiian group). These results suggest 
that with a few caveats, the HCR-20 can be appro-
priately used with Asian populations in the United 
States. In keeping with Webster and colleagues’ 
( 1997 ) original intentions, these factors should be 
considered when planning interventions to man-
age risk, and not necessarily as a predictor of vio-
lence or reoffending. 

  Loza, Neo, Shahinfar, and Loza-Fanous  ( 2005 ). 
Loza et al. ( 2005 ) compared the scores of 91 
female offenders incarcerated in Pennsylvania to 
the scores of 183 female offenders incarcerated 
in a Singapore correctional system on the Self-
Appraisal Questionnaire (SAQ; a 72-item self-
report measure designed to predict violent and 
nonviolent recidivism among adult male criminal 
offenders). Signifi cant differences between the 
scores of African American and Asian offenders 
and the responses of the Euro- American offend-
ers were not observed. Moreover, results indi-
cated that the SAQ has sound psychometric 
properties, with acceptable reliability and con-
current and predictive validity for assessing vio-
lent and nonviolent recidivism; thus this measure 
is appropriate for use with at least some Asian 
populations. While the generalizability of these 
results to a U.S. context could be arguably ques-
tionable, given the limited research in general on 
Asian populations in a U.S. context, this fi nding 
offers a starting point for researchers to follow-
up and assess these measures with Asian popula-
tions in the United States. In the interim the SAQ 
seems like a reasonable option when it is neces-
sary to assess Asian female offenders. 
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  Långström  ( 2004 ). Långström ( 2004 ) examined 
the predictive validity across ethnic groups for 
the RRASOR and the STATIC–99 among adult 
male sex offenders released from prison in 
Sweden between 1993 and 1997. Långström 
found that the STATIC–99 predicted recidivism 
among Nordic and non-Nordic Europeans but 
failed to signifi cantly predict recidivism among 
the African Asian offenders in a Swedish national 
sample. Långström did note that the extent to 
which the differences in predictive accuracy are 
due to missing records or to real social-cultural 
differences remains to be explored. Moreover, in 
Långström’s description of the sample it was 
unclear who was categorized as “African Asian”; 
this combined with the study being conducted in 
Sweden makes it diffi cult to determine the gener-
alizability of his fi ndings to a U.S. context.  

    Summary and Recommendations 

 As illustrated both in the research described 
above and the literature summarized in 
Tables  28.2  and  28.3 , Asian participants have 
been largely excluded from research on measures 
that assess for recidivism. Of the research that 
has been conducted, results suggest that the utili-
zation of actuarial risk factors can assist in accu-
rately predicting risk. Therefore, clinicians are 
encouraged to use multiple avenues for assess-
ment and to consider that despite the limited 
research that is available there, research that con-
tradicts the use of the measures with Asian 
offenders is essentially absent. Future research 
should be conducted on these measures with indi-
viduals of Asian origin in the United States so 
that more specifi c guidelines can be developed.     
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        Forensic psychology is the application of psy-
chological practices within the scope of the legal 
system. Forensic psychologists are called upon to 
provide their professional opinion on issues of 
competency, capacity, and diagnostic clarifi ca-
tion for clients. Psychologists also provide rec-
ommendations pertaining to clients’ amenability 
to treatment, appropriate interventions, and the 
impact of serious mental illness on functioning. 
These recommendations in turn assist in facilitat-
ing a court-related decision in regard to issues 
involving custody, liability, and in some cases a 
person’s mental status. 

 The extant literature on cultural consider-
ations for forensic practice with Asian Americans 
is generally lacking. However, general cultural 
considerations are discussed at length throughout 

this book. One possible explanation for the lim-
ited information specifi c to forensics could be a 
relatively low incarceration rate for Asian 
Americans. Specifi cally data from 1990/2000 
through May 2013 from the Federal Bureau of 
Prisons revealed that only 1.6 % of their 
 population identify as Asian American (  http://
www.bop.gov/news/quick.jsp#2    ). Given the 
broad nature of this fi eld and the limited amount 
of empirical research on Asian Americans in the 
forensic setting, this chapter serves as a brief 
overview for the various domains covered in 
greater detail in other chapters, with expansion 
provided for their unique applications in the 
forensic setting. 

 It is important to note here at the outset that 
the overarching goal of this book is to provide 
evidence-based assessment recommendations on 
specifi c measures. As noted above, research on 
Asian Americans and assessment measures used 
in legal contexts is sorely lacking. Thus where 
direct recommendations based on empirical eval-
uations of specifi c measures could not be made 
(due to an absence of empirical literature), a the-
oretical position was taken. Specifi cally, Asian 
cultural values were considered in light of the 
construct being assessed. While in general we 
recommend that clinicians and researchers avoid 
making recommendations based on anthropolog-
ical assertions that have not been empirically 
investigated, for measures that have high face 
validity this may be a reasonable approach to 
take when empirical data is absent. 
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    Child Custody Evaluations 

 Given an overarching goal of providing a valid 
and reliable approach to child custody evalua-
tions, Tolle and O’Donohue ( 2012 ) proposed a 
model that compares promotive factors to egre-
gious factors. Promotive factors are considered 
conducive to the child and his or her well-being as 
well as development of the child while egregious 
factors are considered detrimental to the child’s 
well-being and overall development. The factors 
are all factored into the evaluation with the over-
arching goal of joint custody so long as it is in the 
best interest of the child. As the name of the 
model suggests, many of the skills (i.e., factors) 
are comprised of abilities or defi cits at opposing 
ends of a particular domain. For example, a par-
ent’s perception and expectations related to par-
enting are typically assessed through self- report 
or interview. These methods can result in the 
identifi cation of either skills that are consistent 
with positive outcomes for children (e.g., positive 
parenting) or defi cits and/or practices known to 
yield suboptimal or poor outcomes (e.g., parent-
ing skills defi cits). The disparity between Western 
and Asian sociocultural value systems is most evi-
dent in parenting and family relationships, and 
thus it is important to ensure that we appropriately 
discriminate problem parenting issues from 
behaviors that arise from ascribing to cultural 
value systems. Below a review of each factor that 
is housed within the model is provided alongside 
specifi c cultural considerations that must be taken 
into account with the Asian family. 

    Promotive Factors 

  Positive parenting . Positive parenting empha-
sizes parents identifying positive attributes of 
their children and an avoidance of physical pun-
ishment based on a philosophy of creating auton-
omy and decision-making in children (Caspi 
et al.,  2004 ; Rothbaum & Weisz,  1994 ). Thus, in 
positive parenting, the goal of the parent should 
be to promote choices that may be more diffi cult, 
but also have more long-term benefi ts for the 

child. For the Asian American family there is 
value in shame and corporal punishment as it 
increases the socially desirable trait of confor-
mity (Yeh & Yeh,  2002 ), and the notion of auton-
omy is distinct from the Western construct. For 
example, self-suffi ciency is expected, though 
individualism is not. As a consequence, Asian 
American children raised in a more traditional 
environment are more likely to be encouraged to 
follow directions and not engage in independent 
decision-making (Yeh & Yeh,  2002 ). Specifi c 
normative data on how Asian parents perform on 
measures that assess positive parenting are 
absent. However, it is likely that in some situa-
tions, lower than expected scores may refl ect cul-
tural differences within the family value system 
rather than poor positive parenting. The clinician 
should therefore use supplemental nonpsycho-
metric methods to assess how the parenting style 
is impacting the child. In such situations, infor-
mation gleaned from the clinical interview and 
third-party observations may trump data obtained 
from self-report questionnaires. 

  Parental school involvement . Parental involve-
ment at a child’s school is benefi cial (National 
Research Council [NRC],  2001 ; U.S. Department 
of Education,  2000 ), and thus the degree of this 
involvement is another identifi ed promotive fac-
tor. The Family Involvement Questionnaire (FIQ; 
Fantuzzo, Tighe, & Childs,  2000 ) is used as an 
objective measure to assess parental involve-
ment, and utilizes a 4-point rating scale to mea-
sure a child’s primary caregiver’s school 
involvement. While the measure was developed 
on a multicultural sample of Head Start parents, 
Asian Americans are not specifi cally described 
and likely fall into the “other” category that make 
up 11 % of the normative sample. Further, while 
there are a number of studies that include Asian 
Americans in the sample (   McIntyre,  2008 ; 
Rockhill, Stoep, McCauley, & Katon,  2009 ), 
there is little information that suggests ethnic or 
culture-specifi c fi ndings or recommendations for 
Asian American families. Nonetheless, minority 
parents (including Asian Americans) report more 
involvement in scholastic activities at home than 
at school, as compared to nonminority parents 
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who typically have more involvement at school. 
Despite this, minority parents (including Asian 
American parents) are likely to increase parental 
involvement when invited to do so from teachers 
or the school. Moreover, economic status should 
be considered as lower income parents are less 
likely to be involved in activities at school or 
attend school-arranged workshops but more 
involved in scholastic activities at home and via 
alternative activities (e.g., religious activities: 
Mendez, Carpenter, LaForett, & Cohen,  2009 ). In 
sum, when assessing parental school involve-
ment the clinician should factor in the extent to 
which the parent is involved in scholastic activi-
ties at home and also in extracurricular activities 
that may not be school specifi c. 

  Promotion of interpersonal development . There 
are several measures available to assess the status 
of interpersonal development including the 
Multidimensional Scale of Perceived Social 
Support (MSPSS, Zimet, Dahlem, Zimet, & 
Farley,  1988 ), the Friendship Quality 
Questionnaire, and the Functional Status 
Questionnaire (FSQ; Jette et al.,  1986 ). Of note, 
the MSPSS (Zimet, Dahlem et al.,  1988 ) has 
been researched specifi c toward Asian American 
participants. Using a Chinese equivalent version 
of the MSPSS (MMSPSS-C) for a sample of 
Chinese in Hong Kong, Chou ( 2000 ) found that, 
while it had mild to moderate construct validity 
with the Luben social network scale (0.41 for the 
Family Support factor and 0.25 for a combined 
factor of friends and signifi cant others), there 
were two factors rather than three with the cate-
gory of Friends and Signifi cant others being 
combined into a single category. Based on these 
fi ndings, the evaluator should be aware that the 
construct of interpersonal development appears 
to differ for Asians, with greater weight being 
placed on the family. Thus, the Asian parent may 
be more inclined to promote interpersonal devel-
opment as it relates to the family and this would 
not necessarily be negative, provided that the 
child is responding appropriately to a familial 
emphasis. It is unclear at this time if Asian 
Americans would exhibit similar differences on 
the standard MSPSS. 

  Promotion of mental health . Assessment of 
parental promotion for mental health in children 
traditionally includes several self-esteem and 
autonomy measures as well as various parental 
inventories and functional assessments. As with 
other measures, there is limited data specifi c to 
Asian Americans. It is important however to note 
that Asians have been noted to not seek out men-
tal health services (Yeh & Yeh,  2002 ). Currently, 
it is unknown whether or not this generalizes to 
seeking services for their children. Therefore the 
clinician may wish to assess the extent to which 
the parent seeks services for their child when 
needed as well as promotes positive mental health 
through encouraging self-esteem, engagement in 
positive activities, etc. 

  Promotion of community involvement . Research 
on the promotion of community involvement 
among Asian American families is largely 
absent. Nonetheless, given the emphasis the 
Asian culture places on the community (given 
the collectivistic nature of the culture; Yee, 
Huang, & Lew,  1998 ) it is reasonable to hypoth-
esize that Asian parents will promote involve-
ment in the community. The specifi cs of what 
constitutes community may be somewhat cul-
turally dependent and could include religious 
involvement, involvement with the extended 
family, and perhaps the Asian cultural commu-
nity (although as previously discussed, lesser 
importance is placed on friends and signifi cant 
others; Chou,  2000 ). Thus, while community 
involvement may extend to traditional institu-
tions like religion, for Asian Americans, the cli-
nician should be aware that it may not include 
other Westernized constructs of community 
(e.g., social clubs). 

  Effective co-parenting . The Parenting Alliance 
Measure (PAM; Abidin & Konold,  1999 ) is a 
20-item self-report measure developed to iden-
tify perceived alliance between parents of chil-
dren less than 19 years of age. The total score for 
the measure is indicative of the degree to which 
parents see themselves to be part of a cooperative 
relationship when caring for their children. There 
are no specifi c investigations of the PAM, but 
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both the initial normative sample and a subsequent 
follow-up factor analysis by the original authors 
(Konold & Abidin,  2001 ) included a small sam-
ple of Asian Americans (1.2 % of the overall 
sample;  n  = 1224). The authors did not make note 
of fi ndings for ethnic or racial differences on the 
identifi ed factors or total score. Given the limited 
available data specifi c to Asian Americans for 
this measure, it is unclear if this is a valid or reli-
able measure for Asian American parents. Thus, 
if administered the results should be evaluated 
against collateral information from teachers or 
other outside sources. The clinician should be 
mindful of a traditional desire to maintain social 
appearances and conformity and to minimize an 
appearance of disagreement (Yee et al.,  1998 ; 
Yeh & Yeh,  2002 ). It may be more helpful to pro-
vide specifi c vignettes to asses for how each par-
ent would resolve the confl ict, and to do so with 
each parent independently.  

    Egregious Factors 

  Parent–child relationship . Assessment of the par-
ent–child relationship can be accomplished 
through observation and the collection of informa-
tion from collateral contacts, but there are specifi c 
measures designed to provide an objective evalua-
tion of this component of the child custody evalu-
ation. These measures include the Parental Stress 
Inventory (PSI), The Parent Child Relationship 
Inventory (PCRI; Gerard,  1994 ), and to a lesser 
extent, the Child Abuse Potential Inventory (CAPI; 
Milner,  1989 ). This latter measure is a 160-item 
self-report tool devised for the detection of child 
physical abuse. This instrument contains ten scales 
(seven clinical), with the primary scale being the 
Abuse scale. There are three validity scales to 
identify lying, random responding, and inconsis-
tency in responding. While previous research has 
found no difference for the prediction of abuse 
among ethnic groups, this comparison did not 
include Asian American participants in the sample 
(Medora, Wilson, & Larson,  2001 ). The evaluator 
may wish to explore any elevations that suggest 
abuse, as well as attain any information to reported 
cases of abuse, whether founded or unfounded to 

either rule out maladaptive parental stress 
responses or identify them. 

  Parenting skills . As seen in other domains of 
child custody evaluation, objective self-report 
measures consider things like parenting style, 
expectation comparisons between parents and 
children and styles of discipline, as well as vari-
ous other domains to identify potential defi cits 
that would result in suboptimal or ineffective par-
enting. These measures include the Parental 
Authority Questionnaire (PAQ; Buri,  1991 ), the 
Parent Behavior Checklist (PBC; Fox,  1994 ), and 
the Parenting Sense of Competence Scale (PSOC; 
Gibaud-Wallson & Wandersman,  1978 ). These 
measures are all self-report measures that assess 
the aforementioned aspects of parenting and to 
our knowledge there is no research specifi c to 
Asian Americans. However, similar to the assess-
ment of promotion for personal development and 
mental health, the culture of Asian Americans is 
one of identifi cation with the group rather than 
the individual (Yee et al.,  1998 ). Thus, self- 
esteem and self-confi dence may be less valuable 
than conforming to the group and adhering to 
social norms, and what might be considered clin-
ically relevant for the dominant culture may not 
be indicative of maladaptive parenting in Asian 
American parents. Here again, the clinician must 
be careful to not over-interpret parental views or 
beliefs that support a deference of children to 
parents and a strong hierarchical structure where 
children are not encouraged to engage in autono-
mous behavior, as these are considered culturally 
appropriate for many Asian American cultures 
(Yee et al.,  1998 ). Thus the absence of such a 
belief system is a benefi t to the child, but the 
presence of this hierarchical and authoritative 
structure is not necessarily an egregious factor. 

  Environmental instability . A specifi c tool designed 
to assess a child’s environment is the Home 
Observation for the Measurement of the 
Environment (HOME; Caldwell & Bradley,  1984 ; 
   Caldwell & Bradley,  2003 ). This tool is a measure 
of the number and quality of environmental inter-
actions for a child and their family. This assess-
ment is adapted in four different age brackets and 
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also is available in a short form (HOME-SF) as 
well as for assessment of alternate care settings, 
such as with a family member as well as for chil-
dren with disabilities. A primary benefi t of this 
measure is that it can be administered in a single 
visit. As research on Asian Americans is lacking, 
with the exception of dangerous or blatant neglect 
(such as lack of shelter, food, clothing, or serious 
bodily injury) identifi cation of defi ciencies here 
should be used to make recommendations for 
improving the child’s environment rather than as a 
determination of custody. 

  Interparental confl ict . The fact that a custody 
evaluation is being conducted indicates that 
parental confl ict is present. The goal for evalua-
tion of interparental confl ict within the context of 
a custody evaluation is to identify parental con-
fl ict that is excessive and possibly harmful to the 
child. To this end, two measures are frequently 
utilized to measure parental confl ict. 

 The Multidimensional Assessment of 
Interparental Confl ict (MAIC; Tschann, Flores, 
Pasch, & Marin,  2002 ) is a parent self-report mea-
sure designed to assess parental confl ict in six 
dimensions (including frequency, intensity, child-
related content, child involvement, and resolution) 
whereas the Children’s Perception of Interparental 
Confl ict Scale (CPIC; Grych, Seid, & Fincham, 
 1992 ) assesses the child’s impression of their par-
ents’ confl ict utilizing a 51-item true-false ques-
tionnaire. A review of the literature yielded few 
studies that included Asian Americans (usually 
reported as 1 % or less), and no studies that offered 
culture or ethnic specifi c recommendations. 
Despite the absence of normative data on these 
measures, it remains of utmost importance that 
egregious factors be thoroughly assessed as they 
are the most likely to cause harm to the child. 
Therefore, the evaluator should assess for interpa-
rental confl ict, note the limited availability of the 
normative data for these measures, and use collat-
eral contacts to either support or refute fi ndings. 

  Parental mental health . There are a number of 
chapters devoted to clinical assessment of Axis I 
and Axis II disorders, and those specifi c assess-
ments will not be discussed here. However, the 

presence of mental illness in a parent directly and 
negatively correlates with their ability to provide 
appropriate parenting. Of primary concern for 
this domain are the under-endorsement and the 
atypical presentation of mental health symptoms 
for Asian Americans (Wu & Chang,  2008 ; Yeung 
et al.,  2002 ). Here too, the level of acculturation 
is an important consideration when evaluating 
the presence of a mental illness or personality 
disorder (Cuéllar & Paniagua,  2000 ; Stevens, 
Kwan, & Graybill,  1993 ; Tsai & Pike,  2000 ). If 
mental illness is suspected, the clinician may 
wish to use a structured or semi-structured inter-
view, which is discussed in Chap.   8    , to allow for 
additional probing rather than relying on objec-
tive assessment for these symptoms.  

    Summary and Recommendations 
for Child Custody Evaluations 

 Data for measures commonly used for child cus-
tody evaluations specifi c to Asian Americans are 
largely absent. Given the identifi able differences 
between Asian Americans and other minority 
groups as well as differences between Asian 
American parents and the dominant culture, caution 
should be used when utilizing these common mea-
sures of child custody and collateral contacts should 
be made to either support or refute fi ndings. 

 Given the limited amount of data available for 
the measures, it would be more appropriate to dis-
cuss potential considerations for the aforemen-
tioned attitudes and behaviors rather than the 
specifi c measures. Thus, when considering pro-
motive factors for Asian American parents, an 
evaluator should be cognizant that the following 
may be characteristic of Asian American parents: 
authoritative parenting; low levels of school 
involvement but substantial assistance with school 
activities at home (e.g., assistance with home-
work); a preference for religious activities over 
school activities; and a greater encouragement for 
acculturation (so long as there is a maintenance of 
respect for the culture of origin). While one would 
expect salient measures of impairment (such as 
mental retardation, severely disordered personal-
ity, and low SES) to remain as markers for poor 
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outcomes, the less overt markers such as parental 
attitudes, community involvement and school 
involvement, as well as differential reporting of 
symptoms of mental illness, require further inves-
tigation and collateral support in making a deter-
mination or providing an opinion for custody. This 
can be accomplished by including more probative 
questions during interviews, as well as measures 
of acculturation and structured or semi-structured 
interviews for assessing mental illness and disor-
ders of personality. Clinicians should always note 
the limited availability of the normative data for 
the measures administered, and use collateral con-
tacts to either support or refute fi ndings.   

    Criminal Competency 

 While mental health professionals are often 
asked to provide evaluations of competency, this 
construct is a legal one that is occasionally 
defi ned in statute and is ultimately determined by 
the court. The court often follows the recommen-
dations made by the mental health professional; 
the expert mental health professional provides a 
discussion regarding an individual’s capacity for 
a specifi c legal construct (Grisso,  2003 ; Melton, 
Petrila, Poythress, & Slobogin,  2007 ). This is 
because individuals are assumed to be competent 
unless the court determines otherwise. 
Additionally, the construct of competency is not 
all encompassing. This means that a fi nding of 
incompetence for one domain does not mean the 
individual can be considered incompetent for 
other domains. In fact, individual states have 
begun to delineate the various competencies in 
statute. The fact that competency is a legal con-
struct also means that there is even less consis-
tency for the psychological construct defi nition 
than we traditionally fi nd for other psychological 
constructs. Instead the guiding principle for 
defi ning the construct is based upon the legal 
defi nition of competency for the state or munici-
pality within which it is being conducted and rel-
evant case law (Grisso,  2003 ; Melton et al.,  2007 ; 
Roesch, Zapf, Golding, & Skeem,  1999 ). 

 Further, with regard to cultural considerations, 
there is a great deal of variability among the 

sociopolitical systems within which the Asian 
American cultures originate. Not all of these cul-
tures function within a legal system that is both 
adversarial or one that assumes innocence to 
which the western U.S. culture ascribes. Thus, 
while there are a wide range of competency- 
related abilities where an assessment could be 
requested (for an expansive listing and descrip-
tion see Melton et al.,  2007 ), few assessments 
exist to measure all possible iterations for this 
expanding scope of competencies, and all neces-
sarily measure only the U.S. constructs of com-
petency. Because all of these measures lack 
research specifi c for Asian Americans, they are 
summarized here as to the general process of 
administration and an identifi cation of the unique 
components of each. 

    Measures of Criminal Competency 

 There are several measures available for the 
assessment of criminal competency, and each 
attempts to yield some semblance of an objective 
evaluation for the construct of competency. 
Adaptations have been made for use with unique 
populations such as individuals with mental 
retardation. However, there is negligible research 
available that is specifi c to the assessment of 
criminal competency for Asian American popu-
lations. As stated at the outset, what little infor-
mation exists comes in the form of individuals 
who identify as Asian American in the normative 
sample of the respective measures or in the vari-
ous participant samples of experimental para-
digms for these measures that make no indication 
of differences specifi c to Asian American partici-
pants. In fact, when one embarks on a literature 
search using the term “Asian American assess-
ment of criminal competency” several thousand 
items are identifi ed, and while this initially may 
elicit hope, a cursory glance is enough to show 
that there is less than a handful that actually spe-
cifi cally discuss Asian Americans as a specifi c 
group of interest. Finally, because of the high 
stakes of forensic assessment, in particular crimi-
nal competency, a more conservative approach is 
warranted. While competency measures attempt 

B.D. Leany and L.T. Benuto



459

to standardize the process and create an actuarial 
rather than subjective evaluation of competency, 
   Grisso ( 2003 ) reminded us that these measures 
serve as a part of the process and not the determi-
nate criteria for evaluating competency. In other 
words, the forensic domain is as stringent as 
other mental health settings (and some argue it is 
necessarily more stringent; APA,  2012 ; Grisso, 
 2003 ; Melton et al.,  2007 ) and we would not 
diagnose an individual with schizophrenia or 
bipolar disorder based on responses to a single 
measure. Therefore we should not expect to do so 
for psycho-legal constructs like capacity, compe-
tency, or criminal responsibility. Finally, the 
measures of competency generally utilize some 
form of interview, or in the case of the CAST-MR 
for mental retardation, a combination of multiple- 
choice responses, and open-ended questions. Due 
to the lack of extant literature for specifi c data 
related to Asian Americans these tools are merely 
listed here and include the following:
•    MacArthur Competency Assessment Tool—

Criminal Adjudication (MacCAT-CA; 
Poythress et al.,  1999 )  

•   Evaluation of Competency to Stand Trial—
Revised (ECST-R; Rogers, Tillbrook, & 
Sewell,  2004 )  

•   Competency to Stand Trial Assessment 
Instrument (CSTAI; McGary,  1973 )  

•   Georgia Court Competency Test (GCCT; 
Wildman et al.,  1978 )  

•   Fitness Interview Test—Revised (FIT-R; 
Roesch, Zapf, & Eaves,  2006 )  

•   Competence Assessment for Standing Trial 
for Defendants with Mental Retardation 
(CAST-MR; Everington & Luckasson,  1992 )    

  Recommendations for criminal competency . The 
measures listed above are those that are com-
monly used in practice (Archer, Buffi ngton- 
Vollum, Stredny, & Handel,  2006 ), but there is 
little extant literature that discusses cultural or 
ethnic considerations specifi c to these measures 
for Asian Americans. Thus, consistent with rec-
ommendations in other domains with limited rep-
resentative normative data, it is suggested that 
each step of the process incorporate cultural con-
siderations including test selection, administra-

tion in the client’s primary or preferred language, 
and that obtaining appropriate collateral 
 information. We emphasize that it is important to 
acquire not just quantitative information (such as 
years of education or occupational attainment) 
but also qualitative information (such as level of 
acculturation and community participation) in an 
effort to either support or refute a fi nding (Hicks, 
 2004 ;    Wong & Fujii,  2004 ). Thus, for highly edu-
cated and well-acculturated Asian Americans, 
existing standardized assessments, such as the 
MacCAT, FIT-R, CAST-MR, etc., would be 
appropriate for assessing competency. However, 
for lesser-acculturated Asian Americans with 
limited linguistic abilities, one could attempt to 
utilize an interpreter, but may have to rely more 
on assessment of related domains, such as IQ and 
functional abilities. Finally, and most impor-
tantly, especially in light of the lack of research 
for Asian Americans on measures of criminal 
competency, the evaluator has an ethical obliga-
tion to include a discussion of these limitations in 
their fi ndings.   

    Capacity 

 Forensic assessment in civil litigation includes a 
spectrum of domains. It can be a singular ability 
including capacity to consent to research; engage 
in contracts or make wills; to make treatment- 
related decisions, parent, etc. However, assess-
ments in the civil litigation can also require an 
assessor to recommend a broader denial of civil 
rights (including institutionalization) based on a 
more general appraisal of dangerousness and/or 
grave disability (Grisso,  2003 ; Melton et al., 
 2007 ). The majority of these assessments all 
share common domains that consist primarily of 
an appraisal of intellectual/cognitive abilities, 
mental health, and personality with some mea-
sure of functional performance for the specifi c 
domain of interest (Grisso,  2003 ). The compre-
hensive capacity evaluation, similar to a compe-
tency evaluation, also includes a psychosocial 
history. For example, a testamentary capacity 
evaluation would likely include intellectual 
assessment to include a brief or full intellectual 
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capacity evaluation, an achievement measure, 
and a functional assessment of the constructs of 
testamentary knowledge. Melton and colleagues 
( 2007 ) suggested that to assess testamentary 
knowledge, interview questions that relate to the 
individual’s knowledge of the reason for a will; 
what constitutes property; the consequences of 
distributing property (e.g., will others have use 
of an object or to what extent will the inheritance 
of an object impact an individual); and those 
who may or should expect an inheritance (e.g., 
an assessment of why or why not an individual 
was included in the will, such as a signifi cant 
caretaking role or close familial relationship) 
should be included. 

 The assessment of a domain like intellect may 
involve simply a mental status evaluation to 
screen for sensory and cognitive defi cits before 
moving on to the domain of interest, or it could 
consist of a formal assessment of IQ (for consid-
erations specifi c to the assessment of IQ) and/or 
specifi c assessment of mental health symptoms 
(e.g., a semi-structured interview like the SCID). 
The principles of forensic assessment of capacity 
differ from competency primarily based upon the 
functional domain (e.g., parenting skills for 
parental capacity, fi nancial or contract- related 
functional abilities as they relate to testamentary 
capacity). Given the level of specifi city in this 
domain there is even less empirical information 
specifi c to assessment of the individual capacities 
for Asian Americans, and the scope of the discus-
sion for how to construct an assessment for these 
various capacities is beyond the bounds of a sin-
gle chapter. Thus, it is recommended that for 
assessments of specifi c capacities for Asian 
Americans, one refer to a forensic assessment 
text (such as that of Melton et al.,  2007 ), and uti-
lize the recommendations for cultural adaptations 
discussed in the relevant chapters of this text (for 
example referring to the chapter on structured or 
semi-structured interviews when an interview is 
included as part of the assessment). 

 A key consideration when conducting an 
assessment of capacity is the atypical presentation 
for symptoms of mental illness (discussed else-
where in this chapter as well as specifi c chapters in 
this text; for example a greater endorsement for 

somatic symptoms of anxiety; Gordon & 
Teachman,  2008 ) as well as the general desire for 
social conformity. Thus, for Asian Americans, 
there tends to be a general lack of acknowledge-
ment for socially atypical thoughts or behaviors 
like symptoms of mental illness as well as a gen-
eral deference to authority (Yeh & Yeh,  2002 ).  

    Mental Injury 

 Civil litigation for mental injury differs from the 
criminal aspects of competency, criminal respon-
sibility, and risk assessments. It is distinct 
because the individual who is being assessed is 
seeking compensation for a mental or cognitive 
disorder that they believe was incurred as the 
result of the action(s) of another. This means that 
the evaluator is tasked with identifying the injury, 
the etiology of the injury, the severity of the 
injury, and the prognosis for the injury. These are 
all necessary components in a civil tort related to 
 Extreme Emotional Distress  (EED), a legal con-
struct. The challenge for the evaluator is reconcil-
ing a historically diffi cult task of quantifying 
psychological constructs with the legal constructs 
necessary for civil litigation related to EED. 

    General Legal Construct 
for Mental Injury 

 While allegations of mental injury are addressed 
in the civil courts, the case can arise out of occur-
rences from both civil and criminal incidents. For 
example, Posttraumatic Stress Disorder (PTSD) 
can result from a near drowning in an unsuper-
vised swimming pool (civil), as well as from an 
attempted homicide or sexual assault (criminal). 
These examples also illustrate a further delinea-
tion between negligence (simply not covering 
your pool) and intentional infl iction (assault). 
Civil tort law is again a setting where traditional 
constructs of psychological assessment must be 
applied to forensic constructs that are not always 
convergent (Gerbasi,  2004 ); in order to win a case 
for mental injury, the injured party must demon-
strate that the defendant engaged in behavior that 
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was so extreme or outrageous it led to the mental 
injury. Thus sticking with our example, demon-
strating that it would be outrageous (perhaps 
because your HOA has rules that require a pool 
cover or perhaps ordinances that dictate    a pool 
cover, that leaving your pool uncovered was 
extreme or outrageous behavior). The forensic 
psychologist must, for this referral question, fi nd 
a means to fi nd concordance for psychological 
constructs of mental illness and legal constructs 
such as extreme (which at least allows for some 
statistical interpretation based on a normal distri-
bution curve) and outrageous as well as the all-
important constructs of clinically signifi cant with 
the preponderance of the evidence. Specifi cally, 
psychologists can be of help in defi ning the nature 
of the injury, liability, nonfi nancial loss, past 
fi nancial losses, future fi scal losses, future fi nan-
cial costs, and mental capacity and also in explain-
ing how the person has been affected by the injury 
(Benuto, Leany, & Cirlugea,  2013 ).  

    Normative Standard vs. Self-Standard 

 Typically two types of comparisons can be made 
when assessing for damages as they relate to per-
sonal injury—the normative standard and the 
self-standard (Lanham & Misukanis,  1999 ). 
Lanham and Misukanis discussed how when 
using the normative standard of comparison a cli-
ent’s test scores are compared to the scores of a 
group of people with similar demographic fac-
tors. The goal of the normative standard is to 
examine the client’s functioning as it relates to a 
normative group. Conversely with the self- 
standard of comparison, the client’s post-injury 
performance is assessed relative to their pre- 
injury functioning. To utilize the self-standard of 
comparison, a record review should be conducted 
including reviewing mental health records, medi-
cal records, work and school records, etc. (Witt & 
Weitz,  2007 ). 

 Using the self-standard of comparison could 
be useful with Asian American clients as it makes 
use of the client’s “baseline” functioning prior to 
the injury. Thus, despite that Asian clients have 
been documented to underreport symptoms (Yeh 

& Yeh,  2002 ) or to endorse more somatic 
 complaints (Gordon & Teachman,  2008 ), with 
the self-standard this would be somewhat irrele-
vant as the evaluator would be looking at changes 
from pre- to post-injury. Conversely the norma-
tive standard does call for some additional 
culture- specifi c caveats. 

 There are no standard measures for the assess-
ment of mental injury. However, these injuries 
typically result from both physical and mental 
stimuli and can include, but are not limited to, 
generally anxiety-based disorders, mood disor-
ders, traumatic brain injury (TBI), and adjust-
ment disorders (Melton et al.,  2007 ). With regard 
to these and the normative self-standard it is 
important that the evaluator keep in mind that 
Asian Americans may endorse more somatic 
complaints rather than cognitive ones (Gordon & 
Teachman,  2008 ); many of the Asian cultures 
have specifi c anxiety disorders that some argue 
are a culture-specifi c presentation of an anxiety 
disorder that could be diagnosed within a 
Westernized taxonomy (Hinton et al.,  2001 ; Lin, 
 1983 ). Consistent with this, Asian Americans 
report a lower prevalence of actual anxiety disor-
ders (Asnaani, Richey, Dimaite, Hinton, & 
Hofmans,  2010 ) and depression (Takeuchi et al., 
 1998 ; Takeuchi, Hong, Gile, & Alegría,  2007 ) 
than the general U.S. population and may be 
more likely to endorse somatic complaints (Mak 
& Zane,  2004 ). Put simply, if an Asian client 
presents with a personal injury it is important to 
keep in mind that their injury may indeed be sub-
stantial even when resulting symptomology is not 
extraordinarily high as the baseline for Asian 
Americans and the display of symptomology is 
lower than that of the general population.  

    Summary of Mental Injury 
Assessment 

 Because the specifi c assessments of the con-
structs that are typically assessed in a personal 
injury evaluation (e.g., neuropsychological insult, 
anxiety, depression) are discussed extensively 
elsewhere in this text, specifi c measures were not 
discussed here. Nonetheless, there are concrete 
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cultural considerations that should be made when 
assessing mental injury for Asian Americans. 
First, there are a number of traditional measures 
that can objectively quantify the possible mental 
disorders resulting from EED including various 
measures of depression and anxiety. There are 
two standards for assessing for damages as they 
relate to personal injury—the normative standard 
and the self-standard (Lanham & Misukanis, 
 1999 ). While the latter compares the client’s 
post-injury status to pre-injury status (calling for 
less cultural accommodations), when using the 
normative standard the evaluator should keep in 
mind norms that are specifi c to the Asian popula-
tion. Lastly, the use of collateral contacts with the 
measures discussed in the chapters on anxiety, 
depression, and neuropsychological assessment 
can be effectively used to determine the emo-
tional impact of an injury on the Asian client.   

    Summary 

 The paradox between the high stakes nature of 
forensic assessment and the relative dearth of 
information specifi c to forensic assessment of 
Asian Americans is an issue. There is clearly 
greater information available for discreet compo-
nents of the overall assessment. For example, 
there is a good deal of research specifi c to Asian 
Americans, related to intellectual and cognitive 
assessment as well as specifi c mental health con-
structs like PTSD and depression. However there 
is less (or no) empirical data for the more conse-
quential constructs of competency, criminal 
responsibility, and risk assessment. 

 Hicks ( 2004 ) provided a review of the responsi-
bilities of a forensic evaluator with regard to cul-
tural competency and makes recommendations 
that specifi cally address the importance and weight 
of an expert’s testimony in the courtroom, as well 
as highlights areas of bias. These recommenda-
tions are not specifi c to Asian Americans, but 
should be reviewed by any evaluator working with 
nondominant culture populations. Hicks ( 2004 ) 
provided sound recommendations specifi c to the 
forensic setting that mirror recommendations for 

other domains such as general clinical practice and 
neuropsychological  assessment that are specifi -
cally aimed at providing services to Asian 
Americans (Wong & Fujii,  2004 ). These include 
providing services either bilingually or in the pre-
ferred language of the individual being assessed, 
using assessments that have been appropriately 
validated with the specifi c population being 
assessed, as well as the seeking of consultation 
and frank, open identifi cation and discussion of 
possible biases with other professionals. Finally, 
many of the above sections include a discussion of 
the familial and cultural values for Asian American 
families that are inconsistent with those of Western 
cultures. Consideration of acculturation and those 
specifi c cultural attitudes toward parenting, extra-
familial relationships, and mental health must be 
considered and discussed in forensic evaluations.     
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 unidimensional models , 76–77  
 values , 88, 92  
 VIA , 82  
 way of feeling , 94–95  

 anxiety disorders   ( see  Anxiety disorders) 
 cultural caveats , 5  
 cultural considerations , 104–106  
 culturally appropriate test , 3  
 cultural sensitivity movement , 3–4  
 depression   ( see  Depression) 
 diversity , 4–5  
 EBPP , 2–3  
 ethnicity , 5  
 illiteracy rates , 361  
 IQ tests   ( see  IQ tests) 
 poverty, rate of , 361  
 projective testing   ( see  Projective testing) 
 psychometric test data , 5  
 reliability and validity , 106  
 schizophrenia   ( see  Schizophrenia, in AAS) 
 semi-structured interviews , 104  
 somatization   ( see  Somatization) 
 structured interviews   ( see  Structured interviews) 
 unstructured interviews , 103–104  
 youth   ( see  Youth, Asian-Americans) 

   Asian Indian Americans 
 acculturation , 62–63  
 belief systems , 65–66  
 child rearing practice , 63–64  
 cultural context , 62  
 customs and values , 65–66  
 disability and help-seeking behaviors , 66–67  
 ethnic identity formation , 62–63  
 family role expectations , 64  
 family structure , 63  
 mental illness , 66–67  

   Asian Pacifi c islander youth (AAPI) 
 alcohol use assessment instruments 

 AUDIT , 216–219  
 CAGE , 219–220  
 MAST , 219  

 model minority theory , 211  
 substance-related disorders 

 ASI , 213–215  
 CRAFFT , 216  
 cultural/religious values , 212  
 DAST , 215–216  
 delayed treatment seeking , 212  
 immigrant  vs.  nonimmigrant children , 211  
 language , 212  
 subgroups , 212  
  vs.  white , 211  

   Asian Values Scale-Revised (AVS-R) , 80  
   Autism , 400–401  

    B 
  Beck Depression Inventory , 186–188, 314, 320  
   Beck Depression Inventory (BDI-II) , 381–382  

   Behavioral assessments 
 Achenbach Scales 

 CBCL , 369, 370  
 cross-cultural factor , 370–371  
 internalizing scale  vs.  externalizing scale , 370  
 parent– teacher agreement , 372  
 post-traumatic stress disorder scale , 371  
 teacher’s report form (TRF) , 369  
 youth self-report (YSR) , 370  

 clinical interview schedule-revised (CIS) , 377–378  
 Eyberg Child Behavior Inventory (ECBI) , 372–373  
 global impairment scales 

 CAFAS , 368  
 CAFIS , 368–369  
 CGAS , 368  

 NIMH DISC-IV , 378–379  
 Social Skills Rating System (SSRS) , 375–376  
 The Strengths and Diffi culties Questionnaire (SDQ) , 

376–377  
 symptom-specifi c scales 

 BDI-II , 381–382  
 CARS , 385–386  
 CDRS-R , 382–383  
 Conners’ 3rd Edition , 379–380  
 DSRSC , 380–381  
 PSWQ-C , 384–385  
 SCARED , 383–384  

 VABS-II , 373–375  
   Benton judgment of line orientation test , 432  
   Bicultural Identity Integration Scale-1 (BIIS-1) , 81  
   Bilingual verbal abilities test , 315  
   Bilingual verbal ability tests-normative update 

(BVAT-NU) , 398  
   Body-mass index (BMI) , 334  
   Brief assessment of cognition in schizophrenia (BACS) , 

315  
   Brief index of sexual functioning for women (BISF-W) , 

234  
   Brief Psychotic Rating Scale (BPRS) , 305, 313–314  
   Brief Sexual Function Inventory-M (BSFI-M) , 236  

    C 
  Cataplexy , 337  
   Changes in Sexual Functioning Questionnaire (CSFQ) , 

232–233  
   Chiao Shun , 363  
   Child and Adolescent Functional Assessment Scale 

(CAFAS) , 368  
   Child and Adolescent Functioning Impairment Scale 

(CAFIS) , 368–369  
   Child behavior checklist (CBCL) , 369  
   Childhood Autism Rating Scale (CARS) , 385–386  
   Children 

 depressive symptoms , 361  
 emotional and behavioral problems 

 cross-cultural equivalence and interrater 
reliability , 362–363  
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 parent–youth disagreement , 363–364  
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