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Abstract 

 

 

Although the Asian population is vastly heterogeneous, previous research on the relation 

between driving distance, treatment outcome, and drop-out have examined Asian 

ethnicities together instead of as distinct ethnic groups. The current study examined 

Chinese and Vietnamese clients separately in order to investigate the relation between 

ethnicity, distance, and treatment outcomes (i.e., completion of treatment goals and 

number of days in treatment). Participant data was obtained from a de-identified database 

of clients who sought counseling services at an ethnic-specific agency. Findings indicate 

that driving distance from the agency is significantly related to treatment completion but 

is not significantly related to number of days in treatment. The interaction between 

ethnicity and distance was not statistically significant, however the results of this study 

suggest that further research is necessary to understand the impact that ethnicity and 

distance have on treatment outcome. Implications and limitations of this study are 

discussed.  
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Chapter I 

Review of the Literature 

Asian Americans are one of the largest and fastest growing ethnic groups in the 

United States. There are currently more than 14 million Asians living in the United States 

and approximately 30% of all immigrants to the United States are Asian, making them 

the second largest population of immigrants in the United States (Lee, Martins, Keyes, & 

Lee, 2011; U.S. Census Bureau, 2010). In the mid-1800s, the Chinese became the first 

group of Asian immigrants to the U.S. and since then Asian immigration has fluctuated 

depending on various political issues occurring in different regions; however, the Chinese 

still remain the largest group of Asian Americans (Herrick & Brown, 1998; Iwamasa, 

Hsia, & Hinton, 2006; Parker, Gladstone, & Chee, 2001). A significant portion of the 

foreign-born Asian American population consists of refugees who have been forced to 

leave their countries, homes, and families in order to survive. Asian refugees are often 

exposed to various traumatizing psychosocial and physical events such as separation 

from loved ones, witnessing deaths of loved ones, war, concentration camps, torture, 

rape, robberies, loss of physical and financial resources, and finally discrimination and 

racism once settled in the host country, all of which put them at a higher risk of 

experiencing overwhelming psychological distress and mental health problems (Abe, 

Zane, & Chun, 1994; Herrick & Brown, 1998; Iwamasa et al., 2006; Kim, Jang, 

Chiriboga, Ma, & Schonfeld, 2010; Le Meyer, Zane, Cho, & Takeuchi, 2009; Lee & Lu, 

1989; Leong & Lau, 2001; Lie, 2002; Mollica, Wyshak, & Lavelle, 1987; Silove & 

Ekblad, 2002; Silove, Steel, Bauman, Chey, & McFarlane, 2007; Takeuchi et al., 1998; 

Williams, Foo, & Haarhoff, 2006).   
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Asian Mental Health Service Underutilization and Drop-Out 

Although Asians are more predisposed to mental illnesses their use of mental 

health services is noticeably lower than the general population as well as other ethnic 

groups (Abe-Kim et al., 2007; Bui & Takeuchi, 1992; Lee, Lei, & Sue, 2000; Lee et al., 

2011; Leong & Lau, 2001; Matsuoka, Breaux, & Ryujin, 1997; Sue, 1977; Sue & Zane, 

1987). Lee et al. (2011) reported a lifetime prevalence of mental health service utilization 

for Asians with any DSM-IV psychiatric disorder at 25%; this was significantly lower 

than the utilization rates for other racial and ethnic groups (White: 43%, Black: 34%, 

Hispanic: 35%, and Native American: 47%). Research has shown that the majority of 

Asians who meet criteria for a psychiatric disorder do not use mental health services and 

those who do are most likely U.S. born Asians as opposed to immigrant Asians (Abe-

Kim et al., 2007; Le Meyer et al., 2009). One study found that 12% of Chinese and 14% 

of Vietnamese immigrants reported symptoms suggesting mental distress, yet only about 

2% and 3% respectively saw a mental health professional to alleviate their symptoms 

(Sorkin, Nguyen, & Ngo-Metzger, 2011). Results of another study showed 20.5% of 

Chinese immigrants had experienced an episode of any major psychiatric disorder during 

their lifetime and yet only 9.5% had ever contacted a formal mental health agency 

(Spencer & Chen, 2004).  

In the 1970s, 52% of Asians dropped out of treatment after the initial intake 

session compared to 30% of Whites; of those clients who did return after the first session, 

Asians averaged only two sessions whereas Whites attended on average eight sessions 

before drop out (Sue & McKinney, 1975). In accordance with those findings, Sue (1977) 

also reported that over half of Asian clients at public mental health facilities do not return 
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after their first visit. The improvement since the 1970s has been minimal. Abe-Kim et al. 

(2007) found that the use of mental health services during a 12-month period for Asians 

with any DSM-IV diagnosis was 34.1%, which was less than the general population 

(41.1%) based on the findings of the National Comorbidity Survey Replication (NCS-R) 

(Wang et al., 2005). One study examining the appointment attendance rates of Asians at a 

program designed to be ethnic-specific found a nonattendance rate of 30% (Akutsu, 

Tsuru, & Chu, 2004).  

Asians who do use the mental health care system usually have more severe illness 

than their White counterparts (Durvasula & Sue, 1996). Most Asians hold traditional 

values that include heavy stigma attached to having mental illness and shame in 

expressing one’s feelings to a stranger; thus Asians, especially Chinese, will often seek 

help from mental health professionals only as a final resort to obtain an immediate 

resolution to a crisis situation (Durvasula & Sue, 1996; Herrick & Brown, 1998; Kim et 

al., 2010; Lee & Lu, 1989; Leong & Lau, 2001; J. Lin, 1994; T. Lin, 1983; Parker et al., 

2001; Root, 1985; Sue & Sue, 1977; Williams et al., 2006). Likewise, treating mental 

illness in Vietnamese is difficult because of the extremely high early termination rates 

due to the many cultural differences in therapy between the host population and 

Vietnamese (Atkinson & Gim, 1989; Pernice & Brook, 1996; Silove et al., 2007; 

Snodgrass et al., 1993; Sue & Zane, 1987).  

Barriers to Mental Health Service Utilization 

The premature termination of mental health care in the United States has become 

a primary issue of concern in recent years, especially for mental health professionals 

(Bados, Balaguer, & Saldana, 2007; Coodin, Staley, Cortens, Desrochers, & McLandress, 
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2004; Daniels & Jung, 2009; Herrick & Brown, 1998; Kruse, Rohland, & Wu, 2002; 

Olfson et al., 2009; Pinto-Meza et al., 2011; Rossi et al., 2002; Simon & Ludman, 2010; 

Wang et al. 2005). For example in 2007, approximately 24.3 million adults in the United 

States were diagnosed with serious psychological distress mainly in the form of either 

anxiety or mood disorders, however, less than half (44.6%) of those individuals received 

mental health services (Substance Abuse and Mental Health Services Administration, 

2008). A meta-analysis of psychotherapy drop-out conducted by Wierzbicki & Pekarik 

(1993) showed an average drop-out rate of about 50% across 125 studies. Additional 

studies have shown dropout rates ranging from 20% to 40% for respondents who had 

received mental health treatment during the previous 12 months (Bados et al., 2007; 

Olfson et al., 2009; Wang, 2007; Young, Grusky, Jordan, & Belin, 2000). Even though 

the number of sessions the clients attend before dropping out of treatment may vary, most 

clients who terminate treatment early do so after the first session (Bados et al., 2007; 

Simon & Ludman, 2010; Sue, 1977). 

Previous studies have found various predictors of mental health service use, most 

of which can be grouped into predisposing, enabling, and need factors according to the 

behavioral model of health service utilization (Abe-Kim et al., 2007; Andersen, 1995; 

Kim et al., 2010; Kruse et al., 2002; Leaf et al., 1988; Pescosolido & Boyer, 2010). 

Predisposing factors encompass the various demographic characteristics of individuals 

that have been shown to affect whether an individual stays in treatment. Demographic 

characteristics such as low socioeconomic status, income, or education have been 

reported to predict early termination of treatment (Barreto & Segal, 2005; Mitchell & 
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Selmes, 2007; Neighbors et al., 2007; Olfson et al., 2009; Reis & Brown, 1999; Sue, 

1977; Wang et al., 2000; Wang et al., 2005; Wierzbicki & Pekarik, 1993).  

Need factors incorporate the ways in which people view their health and 

experience symptoms of illness and how those views have an effect on whether or not 

they seek professional help (Andersen, 1995; Parker et al., 2001). Members of different 

cultures and ethnicities may consider their physical and mental health very differently 

from each other which, in turn, affects their perceived need for treatment (Herrick & 

Brown, 1998; Lee & Lu, 1989; Root, 1985). The presentation of depression, for example, 

is very different in Asian cultures than in Western cultures (Parker et al., 2001). 

Individuals from Asian cultures also consider somatic symptoms as more acceptable 

manifestations of mental illness than the verbal disclosure of symptoms that is embraced 

in Western cultures (Herrick & Brown, 1998).  

Enabling factors refer to the necessary resources that may or may not be available 

to individuals in order to obtain and remain in treatment. Transportation problems or lack 

of nearby mental health facilities have repeatedly been shown to cause missed 

appointments and treatment dropout (Bados et al., 2007; Cosgrove, 1990; Jackson, Booth, 

McGuire, & Salmon, 2006; Lacy, Paulman, Reuter, & Lovejoy, 2004; Leaf et al., 1988; 

Leong & Lau, 2001; Mitchell & Selmes, 2007; Pekarik, 1983; Pekarik, 1992; Pesata, 

Pallija, & Webb, 1999; Root, 1985; Wang, 2007; Young et al., 2000). One of the 

strongest predictors of treatment drop-out has been found to be whether the treatment 

facility is located within the client’s ethnic community (Flaskerud, 1986). For example, 

clients living farther than 3.3 miles away from the treatment center were found less likely 

than those living within that distance to begin treatment (Jackson et al., 2006). Pesata et 
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al. (1999) reported that 51% of respondents attributed their missed appointments 

primarily to transportation problems. In situations that the mental health agency is located 

outside of the client communities, the inconvenience of transportation difficulties and 

driving time may prevent clients from attending appointments regularly (Flaskerud, 

1986). In a study of patients who dropped out of treatment, 40% did so because of 

external difficulties such as transportation problems (Bados et al., 2007). The scarcity of 

resources and services that result from residing in rural and underdeveloped areas that are 

too far away from treatment facilities has a significant effect on diagnosed individuals’ 

ability to continue treatment (Bruwer et al., 2011; Pinto-Meza et al., 2011; Wang et al., 

2005). The presence of enabling factors is especially important for ethnic minority 

individuals who may not be aware of the available services or have the means to access 

those services (Leong & Lau, 2001). 

Asian Subgroups 

Members of ethnic minority groups have been shown to be more lacking in 

enabling and need factors such as accessibility of resources and perceived need for help, 

thus causing them to terminate treatment prematurely more than White individuals (Bui 

& Takeuchi, 1992; Herrick & Brown, 1998; Kruse et al., 2002; Leaf et al., 1988; 

Matsuoka et al., 1997; Reis & Brown, 1999; Root, 1985; Sue, 1977; Sue & Sue, 1977; 

Wang, 2007; Wang et al, 2005; Wierzbicki & Pekarik, 1993). Among National 

Comorbidity Survey Replication respondents diagnosed with a mood or anxiety disorder 

in the past 12 months, approximately 80% of racial-ethnic minority individuals did not 

continue mental health services, which shows a strong association between racial-ethnic 

minority status and drop-out from mental health services (Byers, Arean, & Yaffe, 2012).  
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Previous studies addressing ethnic and racial differences mental health care and 

drop-out have combined all Asian ethnicities (Chinese, Cambodian, Japanese, Filipinos, 

etc.) into one large group. Reasons for this may be that Asian ethnicities as a collective 

hold similar values that can be clearly contrasted with Westerners and that participant 

sampling is much easier when all Asian sub-ethnicities are grouped together (Chu & Sue, 

2011).  The Asian population, however, is noticeably heterogeneous with respect to the 

many ethnic subgroups between which there are many differences regarding immigration 

and relocation experiences as well as how they understand mental health care and how 

long they stay in treatment (Abe-Kim et al., 2007; Akutsu et al., 2004; Barreto & Segal, 

2005; Chung & Lin, 1994; Durvasula & Sue, 1996; Sorkin et al., 2011). These Asian 

subcultures hold various values and beliefs that inevitably determine their perception of 

mental illness and subsequent motivation to access services (Herrick & Brown, 1998). 

Consequently, combining these diverse Asian subgroups may result in erroneous 

conclusions regarding mental health utilization habits of this ethnic group as a whole and 

lead to inefficient treatment planning and service delivery (Uehara, Takeuchi, & Smukler, 

1994). 

Looking at two of these Asian subgroups in particular, an analysis of 

immigration-related factors on the lifetime prevalence of any mental health disorder 

found a lifetime prevalence of 18% for Chinese immigrants and approximately 14% for 

Vietnamese immigrants (Takeuchi et al., 2007). Southeast Asian (e.g., Vietnamese) 

ethnicities are more prone to attend initial appointments than East Asian (e.g., Chinese) 

ethnicities (Akutsu et al., 2004). Chinese immigrants have been found to be less likely 

than Vietnamese immigrants to schedule appointments for mental health problems 
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(Sorkin et al., 2011). Vietnamese refugees have also been found to be more proficient in 

English than Chinese Vietnamese refugees (Chung & Lin, 1994). Chinese immigrants 

have also reported less satisfaction and lower perceived helpfulness than Vietnamese 

immigrants with the mental health care they receive, a factor that may contribute to more 

premature terminations in the Chinese population (Abe-Kim et al., 2007). A study 

analyzing the help-seeking attitudes of Chinese Americans reported that approximately 

15% of respondents with at least one psychiatric disorder received help from a mental 

health specialist (Kung, 2003). Even when matched with a same-ethnicity therapist, one 

third of Chinese American clients dropped out of treatment after the second session and 

by the sixth session two thirds of clients had failed to return (Lin, 1998). The frequent 

premature termination of mental health care often causes less successful treatment 

outcomes for those clients who drop out (Kung, 2003).   

Rationale 

The high drop-out rates found for these Asian subgroups are most often a result of 

a deficiency in the presence of the enabling factors such as awareness of available 

resources, language fluency, and access to nearby facilities (Abe-Kim et al., 2007; Leong 

& Lau, 2001). Due to their cultural conceptions regarding the cause and treatment of 

mental illness, need factors are especially lacking for Asian Americans which cause them 

to deny the presence of their distress (Herrick & Brown, 1998; Lee & Lu, 1989; Leong & 

Lau, 2001; Root, 1985). Although research has consistently shown that Asian American 

subgroups vary in their attitudes regarding mental health, little research has been 

conducted to uncover these within-group differences that may lead to drop-out from 

treatment (Chu & Sue, 2011). 



9 

 
 

Despite an extensive body of research examining the association between 

ethnicity and the outcome of counseling, the impact of ethnicity and distance on 

counseling treatment outcome has not yet been assessed by any published studies. The 

lack of research in this area creates a gap in the literature for two reasons. First, with 

respect to the association between ethnicity (e.g., Chinese or Vietnamese) and attendance 

at counseling sessions, ethnicity may be an independent predictor of unsuccessful 

treatment outcome. Additionally, the effect of distance on treatment outcome may vary 

according to ethnicity. Consequently, if there is an interaction between distance and 

ethnicity that has not been examined, the estimate of the true relation between distance 

and treatment outcome will be less precise causing a less accurate description of the 

relation between distance and treatment outcome. The clinical implications of which are a 

negative effect on counseling treatment outcome.  

The purpose of this study was to examine the relations between distance, 

ethnicity, and treatment outcome with two goals in mind. First, the association between 

treatment outcome (i.e., successful completion of treatment and number of days in 

treatment), distance, and ethnicity (i.e., Chinese or Vietnamese) was investigated while 

holding constant potential differences in medical (e.g., Axis I diagnosis) and socio-

demographic (e.g., age, gender, etc.) variables. Second, this study assessed whether 

ethnicity is a moderator variable that will affect the direction and/or strength of the 

relation between distance and treatment outcome as measured by completion or non-

completion of treatment and number of days in treatment. It was hypothesized that both 

distance and Chinese ethnicity would independently contribute to unsuccessful treatment 

outcome and less days in treatment.  



10 

 
 

Chapter II 

Method 

Data 

Participant data was selected from a de-identified database provided by Asian 

American Family Services (AAFS). AAFS was first established in 1994 to improve 

mental health care services provided to the Asian American population in Houston, TX 

and is currently the only non-profit social service agency providing bi-lingual and bi-

cultural mental health services to the diverse pan-Asian population in Houston.  

The database contains demographic and treatment information for 432 clients who 

received counseling services at that facility from 2004 to 2011. Only clients who had 

complete files were included in the analysis for this study.  

Participants 

Only Chinese and Vietnamese clients who received counseling services between 

2004 and 2011 at AAFS were selected as participants for this study. The sample 

originally included 351 participants from which 65 clients, who were under 18 years of 

age, were removed. The final sample consisted of 286 clients of which 165 were Chinese 

(C) and 121 were Vietnamese (V). The total participant sample consisted of 207 female 

clients (C = 120; V = 87) and 78 male clients (C = 45; V = 33). The ages of the 

participants ranged from 18 to 90 years and the number of years the participants have 

resided in the United States ranged from 0 to 54 years.  

Research Design 

This study examined the relations between distance, ethnicity, and treatment 

outcome. Distance was defined as the number of miles that the client’s residence was 
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away from AAFS. Clients identifying themselves as either Chinese or Vietnamese were 

evaluated in terms of their treatment outcome and distance away from the treatment 

facility. Treatment outcome was assessed through completion or non-completion of the 

treatment goals agreed upon by therapist and client during the intake session and the 

number of days that the client was in therapy.  

Measures 

Independent variables in this study included ethnicity (i.e., Chinese or 

Vietnamese), distance to treatment facility, age, gender, years in the United States, level 

of education, annual income, and comorbidity (if the client was diagnosed with more than 

one disorder). The dependent variables measured were treatment outcome as measured by 

number of days in treatment and completion or non-completion of the treatment goals as 

assessed and agreed upon by clinician and patient at intake. Ethnicity (i.e., Chinese or 

Vietnamese) was evaluated as a moderating variable between distance to treatment 

facility and completion or non-completion of treatment goals as well as number of days 

in treatment.  

Data Analysis 

Statistical analysis was performed using SPSS 20.0. Multivariate linear regression 

analysis was performed to examine whether distance and ethnicity interact with each 

other on length of treatment as well as the effects of age, gender, diagnosis, time in the 

U.S., and level of education. Binary logistic regression analysis was performed to 

examine the interaction between distance and ethnicity on treatment outcome as well as 

the effects of age, gender, diagnosis, time in the U.S., and level of education. Length of 

treatment is a continuous variable defined as the number of days the client stays in 
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treatment and treatment outcome is a dichotomous variable defined as completion or non-

completion of predetermined treatment goals. In order to evaluate these interactions, a 

product term was created between distance and ethnicity. Independent variables that were 

coded dichotomously were gender (female = 0, male = 1), comorbid diagnosis (one 

disorder = 0, more than one disorder = 1), and education (less than high school = 0, high 

school and above = 1). 
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Chapter III 

Results 

Table 1 provides descriptive statistics for both the Chinese and Vietnamese 

samples. Both the Chinese and Vietnamese samples consisted of 27% males and 73% 

females. On average, Chinese patients were older than the Vietnamese patients (47.4 

years and 40.8 years respectively). Individuals in the Chinese sample also had a higher 

level of education than Vietnamese patients (44% high school and above versus 22% 

high school and above). Vietnamese patients had higher annual household incomes than 

the Chinese patients ($37,071 and $33,460 respectively). Individuals from both groups 

had lived in the United States for about 16 years on average. Both groups included 

individuals who had one or more of the following diagnoses: Adjustment Disorder, 

Anxiety Disorder, Mood Disorder, and Psychotic Disorder. The most common diagnosis 

in the Chinese sample was Adjustment Disorder at 34% whereas Mood Disorder occurred 

more frequently in the Vietnamese sample (35%). Comorbidity, diagnosis of more than 

one disorder, occurred almost twice as frequently in the Vietnamese group than the 

Chinese group (13.2% versus 7.3%). On average, Vietnamese individuals lived further 

away from AAFS than Chinese clients at 13.2 miles and 11.2 miles respectively. Finally, 

slightly more Vietnamese clients (19.8%) completed treatment at AAFS than Chinese 

clients (19.4%).  

Table 2 contains results of the binary logistic regression analysis with treatment 

completion as an outcome variable. The Nagelkerke R
2
, which indicates the proportion of 

variation explained by this model, was .258. Independent significant predictors of 

treatment completion included gender, number of years in U.S., annual household 
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income, and distance from AAFS. Males were less likely to complete treatment compared 

to females (OR: .405). As the patients’ number of years living in the U.S. increased, the 

odds of completing treatment decreased (OR: .945). Increase in annual household income 

was significantly associated with treatment completion (OR: 1.30). Increase in the 

number of miles traveled to AAFS significantly predicted non-completion of treatment 

(OR: .916). The interaction between ethnicity and distance from AAFS, however, was not 

statistically significant.  

Table 3 contains results of the multivariate regression analysis with number of 

days in treatment as the dependent variable. Age, gender, number of years in U.S., level 

of education, comorbidity, and distance from AAFS did not have a significant effect on 

the number of days in treatment. Ethnicity of the client did approach significance (p = 

.055) in predicting number of days in treatment but was not statistically significant. 

Annual household income was the only independent significant predictor of the number 

of days that the clients stayed in treatment. Increase in annual household income 

predicted a decrease in the number of days that the client stayed in treatment (B = -15.4). 

The interaction between ethnicity and distance from AAFS was not statistically 

significant in predicting number of days in treatment.  
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Table 1.  

Descriptive Statistics for Chinese and Vietnamese Clients. 

 

Variable Chinese (n = 165) Vietnamese (n = 121)   

   

Age (Years) 47.4 (SD = 15.3) 40.8 (SD = 13.5) 

Gender    

Male 45 (27.3%) 33 (27.5%) 

Female 120 (72.7%) 87 (72.5%) 

Average Number of Years in U.S. 16.7 (SD = 11.3) 16.2 (SD = 10.3) 

Level of Education   

Less Than High School 85 (55.9%) 95 (78.5%) 

High School & Above 67 (44.1%) 26 (21.5%) 

Average Annual Household Income ($) 33,460 (SD = 17,830) 37,071 (SD = 19,103) 

Diagnosis   

Adjustment Disorder 56 (33.9%) 34 (28.1%) 

Anxiety Disorder 22 (13.3%) 23 (19.0%) 

Mood Disorder 43 (26.1%) 42 (34.7%) 

Psychotic Disorder 7 (4.2%) 6 (5.0%) 

Comorbidity 12 (7.3%) 16 (13.2%) 

Average Distance from AAFS (miles) 11.2 (SD = 7.32) 13.2 (SD = 8.3) 

Treatment Completed 32 (19.4%) 24 (19.8%) 
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Table 2.  

Binary Logistic Regression Analysis Predicting Treatment Completion (n = 286) 

 

Variable B SE B 
Wald's 

Statistic 

Odds  

Ratio 
95% CI 

      

Constant .182 .996 .033 1.20  

Age .002 .014 .030 1.00  .975-1.03 

Gender  

     (1 = Male, 0 = Female) 
-.904* .383 5.58 .405  .191-.857 

Number of Years in U.S. -.056* .020 8.11 .945  .909-.983 

Level of Education 

     (0 = LHS, 1 = HS+) 
.137 .389 .124 1.15  .535-2.46 

Annual Household Income
 
 .260* .095 7.43 1.30  1.08-1.56 

Comorbid Diagnosis 

     (0 = Not Comorbid,  

      1 = Comorbid) 

-.737 .668 1.22 .479  .129-1.77 

Distance from AAFS  -.088* .043 4.19 .916  .842-.996 

Ethnicity  

     (1 = Chinese, 

      0 = Vietnamese) 

-1.15 .690 2.78 .317  .082-1.23 

Distance * Ethnicity .070 .059 1.42 1.07  .956-1.20 

      

 

Note: *p < .05. **p < .001 
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Table 3.  

Multivariate Regression Analysis Predicting Number of Days in Treatment  

(n = 286) 

 

Variable B SE B β 

    

Constant 265 65.8  

Age -1.09 .915 -.083 

Gender  

     (0 = Female, 1 = Male) 
-31.7 29.0 -.072 

Number of Years in U.S. -2.11 1.22 -.121 

Educational Attainment  

     (0 = LHS, 1 = HS+) 
-41.1 28.1 -.102 

Annual Household Income
 
 -15.4* 6.81 -.154 

Comorbid Diagnosis 

     (0 = Not Comorbid, 1 = Comorbid) 
15.3 40.8 .025 

Distance from AAFS  -.357 2.35 -.014 

Ethnicity  

     (1 = Chinese, 0 = Vietnamese) 
93.4 48.4 .240 

Distance * Ethnicity -1.68 3.41 -.064 

    

 

Note: *p < .05. **p < .001 
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Chapter IV 

Discussion 

The findings of the current study offer some interesting insights into mental health 

care utilization patterns for Chinese and Vietnamese individuals. An understanding of 

some of the utilization patterns for these particular Asian ethnicities can aid in treatment 

planning and help prepare mental health care professionals to provide more culturally 

effective treatment strategies for these individuals. As expected, some of the results of 

this study were in agreement with previous research but others were not.  

Variables Predicting Treatment Completion or Non-Completion 

Previous studies have presented conflicting reports regarding the effect of gender 

on treatment adherence and drop-out (Mojtabai, Olfson, & Mechanic, 2002; Olfson et al., 

2009; Pinto-Meza et al., 2011; Wang et al., 2000). The results of the current study 

indicate that, among Chinese and Vietnamese individuals, males are more likely than 

females to discontinue counseling treatment. Chinese and Vietnamese men may attach 

more stigma to therapy and therefore rush to perceive themselves as cured in order to end 

treatment. It would be valuable to include other Asian ethnicities in this analysis of 

gender to see whether the effect is similar across all subgroups.  

The number of years that the client was in the United States was shown to have an 

adverse effect on treatment completion in this study. This finding was unexpected since 

previous researchers have stated that acculturation and residing in the United States 

longer is associated with higher rates of mental health treatment utilization and adherence 

(Barreto & Segal, 2005; Sorkin, Nguyen, & Ngo-Metzger, 2011; Spencer & Chen, 2004). 

One explanation for these results in the current study is that the individuals who had been 
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in the U.S. longer may have already had their own social support network, which may 

have caused them to leave treatment. Another reason for these results may be that the 

individuals who had been in the United States longer had become more accustomed to the 

culture, which may have lessened the severity of their distress and led to termination of 

treatment. In future studies, it may be informative to compare number of days or years in 

the United States with self-rated questionnaires for severity of distress.  

Analysis of the effect annual household income has on treatment completion and 

number of days in treatment produced interesting observations. Increase in annual 

household income significantly predicted completion of treatment, which is in 

accordance with results of previous studies (Olfson et al., 2009; Reis & Brown, 1999; 

Sue, 1977; Wang et al., 2005; Wierzbicki & Pekarik, 1993). However, increase in annual 

household income was also significantly associated with a decrease in the number of days 

a client was in treatment. The only explanation offered for these outcomes is that those 

individuals with higher annual household incomes were able to attend sessions on a more 

regular basis and complete their treatment plan at a faster rate than those clients who had 

lower annual household incomes. Therefore, clients with lower incomes may have been 

engaged in treatment for a longer period of time but may not have attended the number of 

therapy sessions necessary to complete treatment. It would be advantageous to include 

the number of therapy sessions attended by the clients in the current data analysis in order 

to ascertain whether this rationale is substantiated. 

Analysis of the data also presented the finding that an increase in the number of 

miles from the client’s residence to the treatment center is associated with an increase in 

the probability that the client will not complete treatment. This outcome is in agreement 
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with previous studies reporting that longer distance to the treatment facility and 

transportation problems predict treatment drop-out (Flaskerud, 1986; Jackson et al., 

2006). Clients who had to travel longer distances to the treatment facility may have 

chosen to seek services from other mental health care providers who were nearer to their 

residence. Following up with those clients who did not complete treatment would be 

worthwhile to determine whether they terminated treatment because of travel distance to 

the facility and/or transportation services.   

Conclusions and Future Directions 

There were several limitations to this study that should be brought to attention in 

order to improve future studies. The sample sizes of both the Chinese and the Vietnamese 

groups were somewhat small and this may have led to inaccurate results since some 

variables, such as ethnicity, may have had a significant effect if the sample sizes been 

larger. Additionally, the data used in the analysis was pre-selected hence there was no 

opportunity to analyze many useful variables, such as number of treatment sessions, that 

were not included in the dataset. Lastly, due to geographic and sampling restrictions, 

caution should be used when generalizing these results to all Chinese or Vietnamese 

individuals.  

The results of the current study advance our understanding of the mental health 

care utilization patterns of Chinese and Vietnamese individuals. The findings suggest that 

when working with individuals from these ethnicities, it may be useful tailor treatment 

plans for the men to include interventions that would keep them in therapy. It would also 

be beneficial for mental health professionals to be aware that recent Chinese and 

Vietnamese immigrants to the United States are not necessarily at a higher risk of 
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dropping out than those individuals who have been in the U.S. a longer period of time. 

Lastly, these results show that, for Chinese and Vietnamese individuals, the distance 

between their residence and the treatment center may facilitate or hinder their completion 

of treatment. The implication of which, is that treatment completion rates may be 

improved if treatment facilities are more concentrated in neighborhoods where Chinese 

and Vietnamese individuals predominantly reside. Finally, the results of the current study 

supplement previous findings that although Asian subgroups may have similar cultures, 

there are significant within-group differences that must be taken into account.  

Future research should continue build on the differences between Asian 

subgroups regarding treatment adherence or drop-out. It would be valuable to add certain 

measures that would help explain the effects that specific variables may have on 

treatment completion. Some of these measures are number of treatment sessions, self-

evaluations of the amount distress experienced at the start and end of treatment, and 

follow-up with clients who end treatment to uncover the cause of termination. It would 

also be advantageous for future research to consider whether the client’s diagnosis has an 

effect on the interaction between distance and treatment completion or number of therapy 

sessions attended.    



22 

 
 

References 

Abe, J., Zane, N., & Chun, K. (1994). Differential responses to trauma: migration-related 

discriminants of Post-Traumatic Stress Disorder among Southeast Asian refugees. 

Journal of Community Psychology, 22, 121-135. 

Abe-Kim, J., Takeuchi, D. T., Hong, S., Zane, N., Sue, S., Spencer, M. S., Appel, H., 

Nicdao, E., & Alegria, M. (2007). Use of mental health-related services among 

immigrant and US-born Asian Americans: results from the National Latino and 

Asian American Study. American Journal of Public Health, 97, 91-98. 

Akutsu, P. D., Tsuru, G. K., & Chu, J. P. (2004). Predictors of nonattendance of intake 

appointments among five Asian American client groups. Journal of Counseling 

and Clinical Psychology, 72, 891-896. 

Andersen, R. M. (1995). Revisiting the Behavioral Model and access to medical care: 

does it matter? Journal of Health and Social Behavior, 36, 1-10. 

Atkinson, D. R., & Gim, R. H. (1989). Asian-American cultural identity and attitudes 

toward mental health services. Journal of Counseling Psychology, 36, 209-212. 

Bados, A., Balaguer, G., & Saldana, C. (2007). The efficacy of Cognitive-Behavioral 

Therapy and the problem of drop-out. Journal of Clinical Psychology, 63, 585-

592. 

Barreto, R. M., & Segal, S. P. (2005). Use of mental health services by Asian Americans. 

Psychiatric Services, 56, 746-748. 

Bruwer, B., Sorsdahl, K., Harrison, J., Stein, D. J., Williams, D., & Seedat, S. (2011). 

Barriers to mental health care and predictors of treatment dropout in the South 

African stress and health study. Psychiatric Services, 62, 774-781. 



23 

 
 

Byers, A. L., Arean, P. A., & Yaffe, K. (2012). Low use of mental health services among 

older Americans with Mood and Anxiety Disorders. Psychiatric Services, 63, 66-

72. 

Bui, K. T., & Takeuchi, D. T. (1992). Ethnic minority adolescents and the use of 

community mental health care services. American Journal of Community 

Psychology, 20, 403-417. 

Chu, J. P., & Sue, S. (2011). Asian American mental health: What we know and what we 

don’t know. Online Readings in Psychology and Culture, unit 3. Retrieved from: 

http://scholarworks.gvsu.edu/orpc/vol3/iss1/4. 

Chung, R. C., & Lin, K. (1994). Help-seeking behavior among Southeast Asian refugees. 

Journal of Community Psychology, 23, 109-120. 

Coodin, S., Staley, D., Cortens, B., Desrochers, R., & McLandress, S. (2004). Patient 

factors associated with missed appointments in persons with Schizophrenia. 

Canadian Journal of Psychiatry, 49, 145-148. 

Cosgrove, M. P. (1990). Defaulters in general practice: reasons for default and patterns of 

attendance. British Journal of General Practice, 40, 50-52. 

Daniels, M. K., & Jung, S. (2009). Missed initial appointments at an outpatient forensic 

psychiatric clinic. The Journal of Forensic Psychiatry & Psychology, 20, 964-

973. 

Durvasula, R., & Sue, S. (1996). Severity of disturbance among Asian American 

outpatients. Cultural Diversity and Mental Health, 2, 43-51. 



24 

 
 

Flaskerud, J. H. (1986). The effects of culture-compatible intervention on the utilization 

of mental health services by minority clients. Community Mental Health Journal, 

22, 127-141. 

Herrick, C. A., & Brown, H. N. (1998). The underutilization of mental health services 

among Asians living in the United States. Issues in Mental Health Nursing, 19, 

225-240. 

Iwamasa, G. Y., Hsia, C., & Hinton, D. (2006). Cognitive-Behavioral Therapy with 

Asian Americans. In P. A. Hays & G. Y. Iwamasa (Eds.), Culturally responsive 

Cognitive-Behavioral Therapy: assessment, practice, and supervision. (pp. 117-

140). Washington DC: American Psychological Association.  

Jackson, K. R., Booth, P. G., McGuire, J., & Salmon, P. (2006). Predictors of starting and 

remaining in treatment at a specialist alcohol clinic. Journal of Substane Use, 11, 

89-100. 

Kim, G., Jang, Y., Chiriboga, D. A., Ma, G. X., & Schonfeld, L. (2010). Factors 

associated with mental health service use in Latino and Asian immigrant elders. 

Aging & Mental Health, 14, 535-542. 

Kruse, G. R., Rohland, B. M., & Wu, X. (2002). Factors associated with missed first 

appointments at a psychiatric clinic. Psychiatric Services, 53, 1173-1176. 

Kung, W. W. (2003). Chinese Americans’ help seeking for emotional distress. Social 

Service Review, 77, 110-134. 

Lacy, N. L., Paulman, A., Reuter, M. D., & Lovejoy, B. (2004). Why we don’t come: 

patient perceptions on no-shows. Annals of Family Medicine, 2, 541-545. 



25 

 
 

Le Meyer, O., Zane, N., Cho, Y. I., & Takeuchi, D. T. (2009). Use of specialty mental 

health services by Asian Americans with psychiatric disorders. Journal of 

Consulting and Clinical Psychology, 77, 1000-1005. 

Leaf, P. J., Bruce, M. L., Tischler, G. L., Freeman, D. H., Weissman, M. M., & Myers, J. 

K. (1988). Factors affecting the utilization of specialty and general medical 

mental health services. Medical Care, 26, 9-26. 

Lee, E., & Lu, F. (1989). Assessment and treatment of Asian-American survivors of 

Mass Violence. Journal of Traumatic Stress, 2, 93-120. 

Lee, J., Lei, A., & Sue, S. (2000). The current state of mental health research on Asian 

Americans. Journal of Human Behavior in the Social Environment, 3, 159-178. 

Lee, S. Y., Martins, S. S., Keyes, K. M., & Lee, H. B. (2011). Mental health service use 

by persons of Asian ancestry with DSM-IV mental disorders in the United States. 

Psychiatric Services, 62, 1180-1186. 

Leong, F. T. L., & Lau, A. S. L. (2001). Barriers to providing effective mental health 

services to Asian Americans. Mental Health Services Research, 3, 201-214. 

Lie, B. (2002). A 3-year follow-up study of psychosocial functioning and general 

symptoms in settled refugees. Acta Psychiatrica Scandinavica, 106, 415-425. 

Lin, J. C. H. (1994). How long do Chinese Americans stay in psychotherapy? Journal of 

Counseling Psychology, 41, 288-291. 

Lin, J. C. H. (1998). Descriptive characteristics and length of psychotherapy of Chinese 

American clients seen in private practice. Professional Psychology: Research and 

Practice, 29, 571-573.  



26 

 
 

Lin, T. Y. (1983). Psychiatry and Chinese culture. Western Journal of Medicine, 139, 

862-867. 

Matsuoka, J. K., Breaux, C., & Ryujin, D. H. (1997). National utilization of mental health 

services by Asian Americans/Pacific Islanders. Journal of Community 

Psychology, 25, 141-145. 

Mitchell, A. J., & Selmes, T. (2007). Why don’t patients attend their appointments? 

Maintaining engagement with psychiatric services. Advances in Psychiatric 

Treatment, 13, 423-434. 

Mojtabai, R., Olfson, M., & Mechanic, D. (2002). Perceived need and help-seeking in 

adults with Mood, Anxiety, or Substance Use Disorders. Archives of General 

Psychiatry, 59, 77-84. 

Mollica, R. F., Wyshak, G., & Lavelle, J. (1987). The psychosocial impact of war trauma 

and torture on Southeast Asian refugees. American Journal of Psychiatry, 144, 

1567-1572. 

Neighbors, H. W., Caldwell, C., Williams, D. R., Nesse, R., Taylor, R. J., Bullard, K. M., 

Torres, M., & Jackson, J. S. (2007). Race, ethnicity, and the use of services for 

mental disorders: results from the National Survey of American Life. Archives of 

General Psychiatry, 64, 485-494. 

Olfson, M., Mojtabai, R., Sampson, N. A., Hwang, I., Druss, B., Wang, P. S., . . . Kessler, 

R. C. (2009). Dropout from outpatient mental health care in the United States. 

Psychiatric Services, 60, 898-907. 

Parker, G., Gladstone, G., & Chee, K. T. (2001). Depression in the planet's largest ethnic 

group: the Chinese. The American Journal of Psychiatry, 158, 857-864. 



27 

 
 

Pekarik, G. (1983). Improvement in clients who have given different reasons for 

dropping out of treatment. Journal of Clinical Psychology, 39, 909-913. 

Pekarik, G. (1992). Relationship of clients’ reasons for dropping out of treatment to 

outcome and satisfaction. Journal of Clinical Psychology, 48, 91-98. 

Pernice, R., & Brook, J. (1996). Refugees’ and immigrants’ mental health: association of 

demographic and post-immigration factors. The Journal of Social Psychology, 

136, 511-519. 

Pesata, V., Pallija, G., & Webb, A. A. (1999). A descriptive study of missed 

appointments: families’ perceptions of barriers to care. Journal of Pediatric 

Health Care, 13, 178-182. 

Pescosolido, B. A., & Boyer, C. A. (2010). Understanding the context and dynamic social 

processes of mental health treatment. In T. L. Scheid & T. N. Brown (Eds.), A 

Handbook for the Study of Mental Health: Social Contexts, Theories, and Systems 

(2
nd

 ed.) (pp. 420-438). Cambridge, UK: Cambridge University Press. 

Pinto-Meza, A., Fernandez, A., Bruffaerts, R., Alonso, J., Kovess, V., De Graaf, R., . . . 

Haro, J. M. (2011). Dropping out of mental health treatment among patients with 

depression and anxiety by type of provider: results of the European Study of the 

epidemiology of mental disorders. Social Psychiatry & Psychiatric Epidemiology, 

46, 273-280. 

Reis, B. F., & Brown, L. G. (1999). Reducing psychotherapy dropouts: maximizing 

perspective convergence in the psychotherapy dyad. Psychotherapy, 36, 123-136. 

Root, M. P. P. (1985). Guidelines for facilitating therapy with Asian American clients. 

Psychotherapy, 22, 349-356. 



28 

 
 

Rossi, A., Amaddeo, F., Bisoffi, G., Ruggeri, M., Thornicroft, G., & Tansella, M. (2002). 

Dropping out of care: inappropriate terminations of contract with community-

based psychiatric services. The British Journal of Psychiatry, 181, 331-338. 

Silove, D., & Ekblad, S. (2002). How well do refugees adapt after resettlement in 

Western countries? Acta Psychiatrica Scandinavica, 106, 401-402. 

Silove, D., Steel, Z., Bauman, A., Chey, T., & McFarlane, A. (2007). Trauma, PTSD and 

the longer-term mental health burden amongst Vietnamese refugees: A 

comparison with the Australian-born population. Soc Psychiatry Psychiatr 

Epidemiol, 42, 467-476. 

Simon, G. E., & Ludman, E. J. (2010). Predictors of early dropout from psychotherapy 

for depression in community practice. Psychiatric Services, 61, 684-689. 

Snodgrass, L. L., Yamamoto, J., Frederick, C., Ton-That, N., Foy, D. W., Chan, L., … 

Fairbanks, L. (1993). Vietnamese refugees with PTSD symptomatology: 

intervention via a coping skills model.  Journal of Traumatic Stress, 6, 569-575. 

Sorkin, D. H., Nguyen, H., & Ngo-Metzger, Q. (2011). Assessing the mental health needs 

and barriers to care among a diverse sample of Asian American older adults. 

Journal of General Internal Medicine, 26, 595-602. 

Spencer, M. S., & Chen, J. (2004). Effect of discrimination on mental health service 

utilization among Chinese Americans. American Journal of Public Health, 94, 

809-814. 

Substance Abuse and Mental Health Services Administration (SAMHSA). (2008). The 

NSDUH Report: serious psychological distress and receipt of mental health 

services.  



29 

 
 

Sue, S. (1977). Community mental health services to minority groups: some optimism, 

some pessimism. American Psychologist, 32, 616-624. 

Sue, S., & McKinney, H. (1975). Asian Americans in the community mental health care 

system. American Journal of Orthopsychiatry, 45, 111-118. 

Sue, D. W., & Sue, D. (1977). Barriers to effective cross-cultural counseling. Journal of 

Counseling Psychology, 24, 420-429. 

Sue, S., & Zane, N. (1987). The role of culture and cultural techniques in psychotherapy: 

a critique and reformation. American Psychologist, 42, 37-45. 

Takeuchi, D. T., Chung, R. C., Lin, K., Shen, H., Kurasaki, K., Chun, C., & Sue, S. 

(1998). Lifetime and twelve-month prevalence rates of major depressive episodes 

and dysthymia among Chinese Americans in Los Angeles. American Journal of 

Psychiatry, 155, 1407-1414. 

Takeuchi, D. T., Zane, N., Hong, S., Chae, D. H., Gong, F., Gee, G. C., . . . Alegria, M. 

(2007). Immigration-related factors and mental disorders among Asian 

Americans. American Journal of Public Health, 97, 84-90. 

U.S. Census Bureau. (2010). 2010 American Community Survey. American Fact Finder. 

Uehara, E. S., Takeuchi, D. T., & Smukler, M. (1994). Effects of combining disparate 

groups in the analysis of ethnic differences: Variations among Asian American 

mental health service consumers in level of community functioning. American 

Journal of Community Psychology, 22, 83-99. 

Wang, J. L. (2007). Mental health treatment dropout and its correlates in a general 

population sample. Medical Care, 45, 224-229. 



30 

 
 

Wang, P. S., Gilman, S. E., Guarding, M., Christiana, J. M., Morselli, P. L., Mickelson, 

K., & Kessler, R. C. (2000). Initiation of and adherence to treatment for mental 

disorders: examination of patient advocate group members in 11 countries. 

Medical Care, 38, 926-936. 

Wang, P. S., Lane, M., Olfson, M., Pincus, H. A., Wells, K. B., & Kessler R. C. (2005). 

Twelve month use of mental health services in the United States: results from the 

National Comorbidity Survey Replication. Archives of General Psychiatry, 62, 

629-640. 

Wierzbicki, M., & Pekarik, G. (1993). A meta-analysis of psychotherapy dropout. 

Professional Psychology, 24, 190-195. 

Williams, M. W., Foo, K. H., & Haarhoff, B. (2006). Cultural considerations in using 

Cognitive Behaviour Therapy with Chinese people: a case study of an elderly 

Chinese woman with Generalised Anxiety Disorder. New Zealand Journal of 

Psychology, 35, 153-162. 

Young, A. S., Grusky, O., Jordan, D., & Belin, T. R. (2000). Routine outcome monitoring 

in a public mental health system: the impact of patients who leave care. 

Psychiatric Services, 51, 85-91. 


