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ABSTRACT 

LENA LUONG, B.A., M.A. 

THE VIETNAMESE TRANSLATION OF THE ATTITUDES TOWARDS SEEKING 

PROFESSIONAL PSYCHOLOGICAL HELP SCALE (ATSPPH): 

A PSYCHOMETRIC STUDY 

 

AUGUST 2020 

 

The current researcher developed a Vietnamese translation of the Attitudes Toward 

Seeking Professional Psychological Help Scale (ATSPPH; Fischer & Turner, 1970) and 

examined its psychometric properties. The ATSPPH was translated and back-translated, then 

administered in both face to face and online formats to Vietnamese speaking participants. The 

study sample consisted of 255 Vietnamese American participants. The factor structure of the 

ATSPPH - Vietnamese version (ATSPPH-VV) was examined through an exploratory factor 

analysis and principal axis factoring. Study results revealed a one-factor solution for the 

ATSPPH-VV that consisted of 17-items and provided a psychometrically sound assessment of 

Vietnamese Americans and their help-seeking attitudes. In this sample, Vietnamese American 

individuals with past mental health treatment did not score significantly higher on the ATSPPH-

VV than Vietnamese American individuals without any prior mental health treatment. The 

findings of this study may guide culturally appropriate modifications of other existing 

instruments and provide insight for clinical practice. Further implications for research and 

training are discussed. 
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CHAPTER I 

INTRODUCTION 

Asian Americans currently comprise approximately 5% of the population (18.2 

million) and represent one of the fastest growing minority populations in the United 

States (US; U.S. Census Bureau, 2017). Since the 1900s, there has been a significant 

change in the perceptions of Asian Americans despite being labeled as the “model 

minority,” where cultural expectations are placed on its members to be successful, 

function well in society, and have few cultural adjustment difficulties (Iwamoto, Lejuez, 

Hamilton, & Grivel, 2015; Sue ,& Sue, 2003). Although many Asian Americans have 

succeeded both academically and socioeconomically, more recent studies have identified 

increased mental health concerns (Lee, Martins, & Lee, 2015), adjustment difficulties (Li, 

2016), and need for mental health services (Leong, Kim, & Gupta, 2011) within Asian 

immigrant groups as they face cultural challenges and have been unable to replicate such 

success mentioned.  

Additionally, while their presence in society is mounting, it is noteworthy to 

emphasize that there is insufficient empirical evidence on the Asian American experience 

and even more limited data on Asian ethnic subgroups, which prohibits definitive 

conclusions about their psychological and physical health status and specific needs 

(Tendulkar et al., 2011). Therefore, this absence of data continues to uphold the “model 

minority” myth and suggest to the larger society’s perceptions that as a collective 
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community, Asians have achieved success on indicators of general health and well-being 

(Tendulkar et al., 2011). However, the unique experience of Southeast Asian American 

populations in the US and their higher prevalence of overall psychological conditions as 

compared to East Asians and South Asians (Lee et al., 2015) is evidence that the model 

minority image is a myth and justification that many research and data collection ignore 

important differences among Asian American ethnic subgroups (Lee et al., 2015; 

Okazaki & Saw, 2011; Takami, 1999). 

In terms of mental health, numerous researchers have noted that Asian 

Americans as compared with European Americans tend to report less favorable help-

seeking attitudes, underutilize mental health services, and prematurely terminate from 

psychotherapy (Kim-Mozeleski et al., 2017; Shea & Yeh, 2008; Sue, Cheng, Saad, & 

Chu, 2012). Remarkably, Shea and Yeh (2008) found this pattern to be consistent among 

Asian American students (both local and international), adults, and within inpatient and 

outpatient populations across the United States. Studies have consistently demonstrated 

that Asian American’s cultural adjustment and experience to the dominant U.S. culture 

can be harmful to their mental and physical wellbeing, however it has been only within 

the past 10 years that researchers have focused on the individual experiences of different 

ethnic subgroups (Mereish, Liu, & Helms, 2012). 

Southeast Asian Americans 

Southeast Asian Americans consist of several ethnic groups and typically refer to 

former citizens of Cambodia, Laos, Thailand, Indonesia, Malaysia, Singapore, 

Philippines, and Vietnam who now live in the US (Takami, 1999; Vietnam Center & 
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Archive, 2013). Though each ethnic group has their own languages, cultural practices, 

and social history, Takami (1999) asserted that the majority of Southeast Asian 

Americans share a common immigration history, which is associated with the U.S. 

involvement in the Vietnam War from 1955 to 1975. However, unlike other Asian 

immigrants who preceded them, most Southeast Asian Americans entered the US as 

refugees and typically had greater difficulty adjusting to America as compared to their 

voluntary immigrant counterparts (Takami, 1999). In fact, between the years of 1975 – 

1994, 1,250,000 Southeast Asian American refugees entered the United States, the 

majority of refugees were from Vietnam (66%; Takami, 1999; Vietnam Center & 

Archive, 2013).  

For Vietnamese Americans specifically, following the end of the Vietnam War in 

1975, a large-scale Vietnamese migration to the United States began as a humanitarian 

movement of refugees and over time have transformed into one of family reunification 

(Zong & Batalova, 2017). In 2016, according to the U.S. Census Bureau (2017), there 

were approximately 1,803,575 Vietnamese Americans living in the US with the majority 

identified as foreign born (67%) while others self-identified as naturalized U.S. citizens. 

However, unlike their Asian immigrant counterparts, many of these individuals were 

Vietnamese refugees who were exposed to many traumatic events such as war, genocide, 

internal political corruption, starvation, and long stays at reeducation camps in Thailand 

or Malaysia before settling in the United States (Salo & Birman, 2015; Thikeo, Florin, & 

Ng, 2015). Due to their experiences of escaping under life-threatening conditions, living 

in unsafe situations, and a likelihood of encountering challenges in adapting to the U.S. 
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culture, many Vietnamese Americans have experienced severe psychological distress and 

mental health disorders, yet have low rates of mental health service utilization in their 

local communities (Salo & Birman, 2015). 

Acculturation and Attitudes Towards Mental Health 

The relationship between acculturation and mental health has been of particular 

interest to counseling psychologists as it may have effects on the individual’s attitudes 

towards seeking help, psychological distress, affect, self-esteem, and overall life 

satisfaction (Yoon et al., 2012). A brief summary of this literature is presented below.  

Acculturation is a key variable in ethnic minority psychology research and in 

working with  individuals who traverse cultures (Yoon et al., 2012). Sam and Berry 

(2006) defined acculturation as the mutual blending of cultures, both psychologically 

(e.g., values) and behaviorally (e.g., life style, language). A meta-analysis of studies 

conducted by Yoon et al. (2012) correlated acculturation with psychological, behavioral, 

and health outcomes such as stress, depression, self-esteem, alcoholism, drug use, 

educational achievement, and diabetes. Yoon et al. (2012) also reported acculturation 

levels have been found to predict attitudes toward help-seeking, preference of counseling 

styles, and family conflicts among Asian Americans. Other research by Shea and Yeh 

(2008) reported Asian Americans with higher assimilation levels, who were more 

embracing of Western cultural values, were more likely to have positive attitudes and 

openness toward seeking professional psychological help while Asian Americans who 

maintain a strong adherence to their native cultural values tend to have more negative 

attitudes and are less likely to seek professional psychological help. 
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Especially for first and second-generation Asian Americans, mental health 

wellbeing is one of the most important health topics, yet mental health issues are 

continuously ignored within the general population (Lee et al., 2008). The Asian culture 

has traditionally suggested that mental health problems are consequences of an 

individual’s bad thoughts, personality weakness, or a lack of will power or self-control 

(Han & Pong, 2015; Lee et al., 2008). Additionally, due to the social stigma associated 

with mental health, many Asian Americans continue to hide their problems because it is 

considered shameful to reveal that one has mental health concerns or to even seek 

professional help (Chang, 2015; Lee et al., 2008). For instance, some Asians believed that 

individuals with mental illness may be possessed by supernatural entities such as demons 

or spirits (Nguyen & Anderson, 2005). Moreover, mental illness is not considered as an 

individualized problem in Asian cultures but rather could lead to a potential “loss of face” 

beyond the individual level as it represents a negative reflection on the immediate family 

and their ancestors (Han & Pong, 2015).  

Furthermore, the dual pressure of cultivating one’s Asian cultural background and 

values while also minimizing their native background in order to adapt to the more 

individualistic culture of the United States can lead to negative mental health outcomes 

(Hovey, Kim, & Seligman, 2006). Specifically, the difficulty of balancing two conflicting 

cultures for Asian Americans can arise in differences of the level of acculturation 

between parents and their children, which often result in problems with communication 

and social expectations within the immediate family setting (Lee et al., 2008) and greater 
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perceived racial discrimination within the local community setting (Wei, Yeh, Chao, 

Carrera, & Su, 2013).  

As a group, Vietnamese Americans in particular have resettled in the United 

States more recently in comparison to other Asian ethnic subgroups (Takami, 1999) but 

share a rich history that is deep-rooted in war-related trauma and acculturation barriers. 

There is a great need to better understand the reasons why different generations of 

Vietnamese Americans may or may not seek mental health services as these experiences 

of hardship affect not only the mental health of older generations of Vietnamese refugees 

but also impact younger generations through intergenerational transmission (Maffini & 

Pham, 2016).  

Mental Health Service Utilization 

Although multiple studies indicate Asian Americans tend to underutilize mental 

health services, this finding does not infer a less need for mental health services (Kim-

Mozeleski et al., 2017; Sue et al., 2012). In fact, the inconsistency in the research 

literature have led to discrepancies as some studies reported greater severity of mental 

health disorders (Hong, Walton, Tamaki, & Sabin, 2014) while other studies showed 

lower prevalence and severity of mental health concerns among Asian Americans as 

compared to other racial groups (Lipson, Kern, Eisenberg, & Breland-Noble, 2018). This 

discrepancy may be best explained by the conflict between traditional Asian values and 

Westernized model of psychotherapy theories as well as a lack of culturally sensitive 

mental health practices (Kim-Mozeleski et al., 2017).  
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Though the need for mental health service may be great, seeking help for these 

services may be further impacted by cultural barriers such as feelings of shame and 

stigma, limited English proficiency, unfamiliarity with psychotherapy, and a lack of 

Asian language-proficient service providers (Kim et al., 2011). For example, a study by 

Han and Pong (2015) reported many Asian Americans do not feel comfortable speaking 

to  mental health providers who do not share the same ethnic background because of 

feared differences in belief systems, values, and language. Additionally, Kim-Mozeleski 

et al. (2017) emphasized that across all cultures, relying on informal help through their 

social support system such as family, friends, or spiritual guidance is a frequently 

preferred and effective way to cope with stressors. Finally, Sue, Cheng, Saad, and Chu 

(2012) highlighted how developing, yet insufficient, advances in culturally valid 

assessment and quantification of symptom reporting make it difficult to draw definitive 

conclusions about Asian Americans and their state of mental health.  

The emphasis of mental health service utilization requires a consideration of 

cultural conceptualization of expression of psychological distress and treatment for 

mental health, which could influence their help-seeking preferences. Even when 

experiencing significant problems, many Vietnamese Americans tend to not seek either 

professional mental health related services or general medical services, though will often 

express their distress through somatic symptoms (Kim-Mozeleski et al., 2017).  

While there is immense value in research that highlight the similarities among 

different Asian American ethnic subgroups within the larger Asian American community, 

it is also important for scholars to capture individual group differences and experiences in 
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order to understand cultural preferences for help-seeking and developing effective 

psychoeducational outreach.  

Statement of Purpose 

 Though existing literature have provided some insight into Asian American 

attitudes toward seeking mental health services in relation to cultural variables such as 

acculturation and social stigma, Vietnamese Americans were largely underrepresented in 

those studies (Shea & Yeh, 2008). The purpose of this study was to expand and 

investigate these constructs with the Vietnamese American population by developing a 

Vietnamese translation of the Attitudes Towards Seeking Professional Help scale 

(ATSPPH; Fischer & Turner, 1970). This study provides an important contribution by 

identifying the factors that hinder or promote Vietnamese Americans’ attitudes towards 

mental health help-seeking. It is crucial for counseling psychologists and helping 

professionals to understand the cultural context of Vietnamese Americans in order to 

assist this underserved yet growing population and provide culturally appropriate 

interventions that are tailored to their specific needs.   

Definition of Terms 

Help-seeking attitude – “general orientation or propensity to seek help” (Rickwood & 

Thomas, 2012, p. 180). 

Help-seeking behavior – “a request for assistance from informal supports or formalized 

services for the purpose of resolving emotion, behavioral, or health problems” (Rickwood 

& Thomas, 2012, p. 177). 
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CHAPTER II 

 

LITERATURE REVIEW 

 

This chapter will begin with a historical overview of the Vietnamese immigration 

to the United States to provide context from which to understand immigrant help-seeking 

attitudes and behaviors. A review of the scholarship regarding acculturation and mental 

health among refugees and immigrants will then follow. Next, a discussion of the 

literature on help-seeking attitudes and behaviors of Asian Americans with an emphasis 

on Vietnamese Americans is provided to better understand cultural views of mental 

health within this population. Lastly, a review of assessments for help-seeking behaviors 

and issues in instrument translations are examined, providing support for the focus of this 

study.   

Historical Overview of Vietnamese Immigration to the United States 

The 20th century can be referred to the “Age of the Uprooted” and a prime 

example of this “uprooting” is the Vietnamese refugee crisis after the Vietnam War 

which resulted in the creation of the modern Vietnamese American community and a 

fundamental reformulation of the U.S. refugee policy (Campi, 2005). There were five 

major waves of Vietnamese immigration to the United States (Lai & Arguelles, 2003). 

The Fall of Saigon, which ended the Vietnam War in 1975, prompted the first large scale 

wave of immigration as over 100,000 Vietnamese fled South Vietnam when it was taken 

over by the Communists from North Vietnam (Lai & Arguelles, 2003; Vietnam Center & 

Archive, 2013). This U.S.-sponsored evacuation consisted mainly of Vietnamese elites: 
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government officials, military personnel, and urban, well-educated professionals 

who were associated with the U.S. military or the South Vietnamese government (Lai & 

Arguelles, 2003). 

The second wave occurred in 1978 and was known as the “Vietnamese boat 

people” phenomenon when thousands of Vietnamese illegally fled in small, overcrowded 

boats to reeducation camps in neighboring countries of Malaysia, Thailand, Singapore, 

Indonesia, the Philippines, and Hong Kong (Vietnam Center & Archive, 2013). This 

prompted many Vietnamese people to escape their country for fear of persecution or hope 

to seek better economic opportunities (Lai & Arguelles, 2003). For many Vietnamese 

refugees, these countries then became permanent homes, while for others they were only 

an outpost on the way to acquiring political asylum in other nations such as the United 

States (Vietnam Center & Archive, 2013). The majority of these second wave refugees 

were from rural areas, less educated, and experienced more psychological problems as 

compared to the first wave of Vietnamese refugees (Lai & Arguelles, 2003).  

Regardless, many Vietnamese endured extreme conditions such as starvation, 

harsh typhoon environments, were lost at sea, attacked by pirates, or trafficked and sold 

into slavery or prostitution; in addition, the high death tolls lead to one of the most 

massive relief efforts in United Nations history (Lai & Arguelles, 2003; Vietnam Center 

& Archive, 2013). The third wave lasted from 1980 to 1997, when the United Nations 

High Commissioner for Refugees’ created an Orderly Departure Program that helped 

Vietnamese refugees leave their homeland and resettle abroad in the United States and 
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other countries within a legal, safe, and orderly manner (Vietnam Center & Archive, 

2013).  

The United States was involved in the Vietnam War from the early 1960s until 

1975, thus many American soldiers and civilian personnel working in Vietnam fathered 

children with Vietnamese women (Lutz, 2015). Lutz (2015) noted the U.S. authorities 

discouraged marriages between American and Vietnamese, and only the most determined 

Americans managed to bring their Vietnamese wives and children to the United States. 

Then, in 1987, U.S. Congress passed the Ameri-Asian Homecoming Act which allowed 

Ameri-Asian children, the offspring of American fathers and Vietnamese mothers born 

during the Vietnam War, and their relatives, to immigrate to the US (Lutz, 2015; Vietnam 

Center & Archive, 2013). This was the fourth wave of immigration.  

Finally, in 2005, the United States and Vietnam signed an agreement to reopen 

the Orderly Departure Program and renewed the McCain Amendment until 2009 

(Vietnam Center & Archive, 2013). This fifth and last wave allowed the children of 

former reeducation camp prisoners to immigrate with their parents (Vietnam Center & 

Archive, 2013). Even after arriving in the United States, the Vietnamese refugees and 

immigrants continued to endure long waits for family reunification and U.S. citizenship, 

in addition to facing other significant challenges such as adjustment to the American way 

of life, language barriers, unstable economic and social situations, and difficult physical 

and psychological conditions (Campi, 2005; Elliot, Turiano, Infurna, Lachman, & 

Chapman, 2018). These struggles reflect common patterns of acculturation and 

psychological stress in refugee and immigrant populations.  
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Acculturation and Mental Health Among Refugees and Immigrants 

 Acculturation is a post-migration process that occurs over the lifespan as refugees 

and immigrants learn to engage in a variety of cultural strategies to adopt attitudes, 

beliefs, values, behaviors, language, and cultural identity that reflect both their heritage 

and host cultures (Sam & Berry, 2006; Van Oudenhoven & Ward, 2013). In addition, the 

acculturation process is multidimensional as it requires ethnic minority individuals to 

process many simultaneous psychological adjustments such as physical, emotional, 

spiritual, linguistic, financial, social, and familial aspects within a new country (Mann, 

Roberts, & Montgomery, 2017). Acculturative stress, defined as the stress of living in a 

foreign culture, especially in the post-migration context, is generally accepted as a major 

health risk for immigrants (Li, 2016; Torres & Wallace, 2013). Furthermore, a review of 

the literature by Bas-Sarmiento, Saucedo-Moreno, Fernández-Gutiérrez and Poza-

Méndez (2017) highlighted a greater tendency for immigrants to develop or present with 

a mental illness as compared to the natives of their host country. Although some 

researchers are hesitant to note that acculturative stress may promote mental illness 

(Breslau et al., 2007), they agreed that immigration could have a significant impact on 

psychopathology if two assumptions during the migration process are met: vulnerability 

and traumatic experiences (Breslau et al., 2007).  Each is discussed in more detail below.  

Vulnerability 

Stress proliferation refers to a process in which an initial stressor in one life 

domain give rise to additional stresses in other life domains (Pearlin, Schieman, Fazio, & 

Meersman, 2005). In particular, immigrant vulnerability may be the result of several 
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components including socioeconomic background, language proficiency, geographical 

location, and social stigma (Kim et al., 2011; Turney, 2014). For example, a study by 

Tinghög, Hemmingsson, and Lundberg (2007) reported members of immigrant groups in 

Sweden were more often exposed socioeconomic risk factors that are known to be 

associated with mental illness than native Swedes. Another study by Kim et al. (2011) 

revealed older Asian and Hispanic immigrants with limited English proficiency have self-

rated poorer health and higher levels of psychological distress, yet were more likely to 

experience barriers and less likely to utilize health services as compared to their English 

proficient and English only speaking counterparts.  

Traumatic Experiences 

 Exposure to trauma has been associated with poor health and chronic health 

problems in refugees (Wagner et al., 2012). Common forms of trauma for refugees and 

immigrants may include, but are not limited to, physical or sexual assault, combat or war, 

natural or man-made disasters, and crime victimization (Elliot et al., 2018; Li, 2016). 

Although the health impact of trauma has been well documented (Fortuna, Porche, & 

Alegria, 2008), the role of trauma in triggering secondary stressors in immigrant life has 

rarely been examined and thus has led to a gap in understanding why some immigrants 

may view their health and wellbeing as unimproved or even deteriorated after settling in a 

trauma-free environment of the wealthier host countries (Li, 2016). A study by Li (2016) 

emphasized trauma survivors may be highly perceptive to external stresses and threats 

due to their “shattered” (p. 56) world views because traumatic experiences can turn the 

survivor’s world view from positive to negative. Other studies have found that trauma 
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survivors tend to share a low sense of control (Elliot et al., 2018), question the 

benevolence and justice of the world (Lilly, 2011), and may live with a chronic sense of 

guilt (Li, 2016). This shattered cognitive schema can impair immigrants and their ability 

to navigate through new sociocultural environments and may heighten anxiety over any 

language barriers and discrimination in the unfamiliar host country (Li, 2016).  

Mental Health 

 Mental health and well-being can influence physical health conditions as well as 

impact optimal functioning (Mann et al., 2017). There are several common threads in the 

literature regarding the mental health of immigrants and refugees as a whole. Garcini et 

al. (2016) reported an estimated 11 million undocumented immigrants living in the US 

and identified emotional distress as a common experience that varied across different 

stages of the immigration process. More specifically, Garcini et al. (2016) emphasized 

pre-migration and in-transit trauma were common experiences early in the immigration 

process, while marginalization, limited resources, intra- and interpersonal conflict, 

acculturative stress, exploitability, and discrimination were prominent stressors faced 

after arrival to the United States. However, Garcini et al. (2016) noted that despite the 

identification of relevant stressors, information on the prevalence of specific mental 

health disorders among undocumented immigrants and their association with risk factors 

was limited.  

Bogic, Njoku, and Priebe (2015) reviewed studies that assessed mental disorders 

of long-settled refugees worldwide. In general, Bogic et al. (2015) noticed high 

prevalence rates of depression, PTSD, and other anxiety disorders among refuges 5 years 
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or longer after displacement. They reported refugees with higher exposure to traumatic 

experiences and post-migration stress were more likely to have higher rates of mental 

disorders. Moreover, poor post-migration socioeconomic situations such as 

unemployment, low income, poor host language proficiency, and lack of social support 

were associated with higher rates of depression and long-term mental illness (Bogic, 

Njoku & Priebe, 2015). Interestingly, the authors specified being a female refugee was 

associated with unspecified anxiety but not with posttraumatic stress disorder (PTSD). 

Lastly, immigrants and refugees from different parts of the world may hold 

various conceptions of mental health and what mental health treatment looks like, thus 

the biomedical model of mental health intervention may not always be suitable in 

meeting the needs of immigrants of diverse ethnicities and cultures (Chaze, Thomson, 

George, & Guruge, 2015). Chaze et al. (2015) emphasized the importance of mental 

health practitioners incorporating religion, spirituality, and culture in the context of 

mental health and service utilization among immigrants and refugees. In particular, they 

noted religion and spirituality can be important dimensions of an individual’s identity and 

reality. Furthermore, in addition to a need for linguistically and culturally appropriate 

services in mental health settings, another barrier to mental health service utilization may 

be related to mental illness and cultural stigma (Chaze et al., 2015). In review of studies, 

Guruge, Thompson, and Seifi (2015) identified other key barriers for older immigrants 

and mental health service utilization as personal beliefs and practices (i.e. alternative 

medicine), unemployment, financial difficulty, racial discrimination, family conflicts, 

social isolation, transportation issues, and loss of familiar surroundings. Guruge et al. 
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(2015) indicated these findings were not surprising given the important roles of religion, 

culture, and strong social networks for many immigrants in racialized communities. 

Lastly, researchers have consistently found that older immigrants tend to have more 

physical and mental health concerns and face more barriers to healthcare access as 

compared to their non-immigrant counterparts (Bas-Sarmiento et al., 2017; Kim et al., 

2011; Lum & Vanderaa, 2010).   

While these studies provide a useful broad overview of immigrant adjustment 

struggles and mental health concerns, it is important to examine these stressors within 

specific populations. Therefore, Asian American immigrant concerns are discussed next.  

Asian American Immigrants 

Omatsu (1994) described the Asian American movements to the United States as 

“struggles for liberation” that “confronted the historical forces of racism, poverty, war, 

and exploitation… to redefine human values and transform the lives of ‘ordinary’ people” 

(p. 20). While the Asian American community represents a fast-growing population, it is 

important to note that the community is not singular but rather consists of a vast number 

of diverse ethnic communities that are unified and maintained by their respective ties to 

their Asian cultural roots (Okazaki & Saw, 2011). Within the United States, the diversity 

in culture and history of Asian Americans encompass 43 sub-ethnic groups that speak 

over a hundred different languages (U.S. Census Bureau, 2017).  

Leu, Walton, and Takeuchi (2011) suggested the influence of acculturation on 

Asian immigrant mental health is associated with the gender or social context of their 

socialization and local context such as family, community, and geographical location. For 
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example, immigrant women may be expected to adhere to more traditional gender roles 

in the family environment as compared to non-immigrant women in the host culture (Leu, 

Walton, & Takeuchi, 2011). Though Leu et al. (2011) found these experiences of greater 

family cultural struggle to be associated with higher rates of depression and lower mental 

well-being among both immigrant men and women, these conflicts may be more aversive 

to the mental health of immigrant Asian women if they strongly identify with their 

cultural ethnicity and value collective harmony. Furthermore, other studies have 

described depression and anxiety as a major public health concern for South Asian 

immigrant women (Roberts, Mann, & Montgomery, 2016).  

Among immigrant Asian men, living in a community with increased Asian 

representation was a protective factor against poor mental well-being (Leu et al., 2011). 

However, for immigrant Asian men who endorsed poor English language proficiency, 

everyday discrimination was found to be influential to their mental health (Leu et al., 

2011). Moreover, the presence of psychopathology such as PTSD can increase risk for 

consequent chronic medical issues such as cardiovascular diseases, diabetes, chronic 

pain, and substance use (Wagner et al., 2012). Interestingly, research by Lee, Martins, 

and Lee (2015) found that Southeast Asians had a higher prevalence of overall 

psychological conditions as compared to East Asians and South Asians.  

While many Asian American immigrants may share similar acculturative 

concerns, the diversity noted within this umbrella designation cautions against over-

generalization. Thus, the specific focus of this study has been Vietnamese American 

immigrants. 



 

18 

 

Vietnamese American Immigrants 

The Vietnamese came to the United States from a culture that is vastly different 

from the American culture. Most Vietnamese American adults spent their formative years 

in Vietnam holding a set of cultural values, norms, beliefs, behavioral standards, and 

expectations that may seem at odds with the western culture (Zhou & Bankston, 2001). In 

addition, with little English or technical skills, but great entrepreneurial talent, the 

Vietnamese found niche occupations such as owning restaurants, auto-repair shops, nail 

salons, and commercial fishing and shrimping, that allowed them to quickly earn money 

to support their families (Campi, 2005). As of 2014, Vietnamese Americans represented 

the sixth largest immigrant group in the US after those born in Mexico, India, China, the 

Philippines, and El Salvador (Zong & Batalova, 2017) and is one of the fastest-growing 

ethnic minority communities (U.S. Census Bureau, 2017). Most Vietnamese immigrants 

have settled in California (39%), Texas (13%), Washington state (4%), and Florida (4%) 

(Zong & Batalova, 2017). Additionally, approximately 50% of Vietnamese immigrants 

(ages 5 and over) reported limited English proficiency as compared to 15% Vietnamese 

Americans who only spoke English at home (U.S. Census Bureau, 2017).  

Given their history and vulnerabilities with unique pre- and post-migration 

stressors such as war-related trauma, posttraumatic stress, resettlement challenges, and 

acculturative stress, a better understanding of help-seeking behaviors among older 

Vietnamese Americans may help identify those in need of mental health services and 

provide appropriate treatment when necessary (Leung, Cheung, & Cheung, 2010; Ramos, 

Jones, Shellman, Dao, & Szeto, 2016). In particular, high rates of depression, ranging 



 

19 

 

from 30% to 50%, have been reported among Vietnamese American refugees within 

community and primary care settings (Leung et al., 2010).  Recent research by Chau, 

Bowie, and Juon (2018) revealed that though Vietnamese Americans experienced lower 

prevalence of perceived discrimination when compared to Chinese and Korean 

Americans, they had the highest reports of depression among those who reported any 

experiences of unfair treatment. In a similar study with Chinese, Pilipino, and 

Vietnamese Americans, researchers found that experiences of discrimination were 

positively related to both psychological distress and somatic physical health symptoms 

for all three ethnic groups (Mereish et al., 2012). In addition, war-related trauma has been 

a pervasive and deep-rooted theme in Vietnamese history, affecting not only the mental 

health of older generations of Vietnamese refugees but also affecting younger generations 

through intergenerational transmission of trauma (Maffini & Pham, 2016).  

Fu and Van Landingham (2012) examined the long-term impact of international 

migration and compared the mental health consequences between Vietnamese American 

immigrants residing in New Orleans, Vietnamese living in Ho Chi Minh City, and 

returnees. Results revealed Vietnamese immigrants were significantly disadvantaged 

compared to both groups of native Vietnamese and returners in vitality, energy, fatigue, 

and physical health. Fu and Van Landingham (2012) explained these findings as the 

result of  exhaustion from the experiences of the massive effort required to thrive in the 

United States as compared to Vietnam. They further noted that continuous, high-effort 

coping behaviors could lead to compromised health, especially with individuals who are 

very goal-oriented. This mentality is particularly prominent among Asian Americans, 



 

20 

 

including Vietnamese immigrants, in the US as this population is strongly success-

oriented and driven to overcome barriers through persistence, determination, and hard 

work (Fu & Van Landingham, 2012).  

In caring for Vietnamese patients, Fancher, Ton, Le Meyer, Ho, and Paterniti 

(2010) emphasized that mental health providers should strive to minimize stigma, help 

patients find face-saving communication strategies to discuss difficult topics, and address 

social functioning and family roles. Fancher et al. (2010) highlighted that many 

Vietnamese patients will consult with family for assistance with the provider’s 

instructions and though the elders in the family have traditionally fulfilled this role, 

current trends show that younger and more acculturated family members are increasingly 

taking on this role. They also noted that while psychoeducation about the biomedical 

causes of mental illness may help alleviate stigma for some Westernized patients, 

psychoeducation  may work less well for Vietnamese patients because they have less 

exposure to the biomedical conceptual framework. Therefore, Fancher et al. (2010) 

suggested Vietnamese patients are more likely to value efforts to incorporate traditional 

beliefs into the treatment plan, for example, an explanation of depression as an imbalance 

in chemicals that affects both the brain and body. Finally, the authors stressed that the 

presence of bilingual and bicultural staff are essential to mental healthcare service 

utilization as children and family members should not be relied upon as interpreters. 

Given the mental health concerns of the Vietnamese Americans, it is notable that there is 

substantial evidence that this population underutilizes relevant services. In the next 
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section, the values and actions that reflect help-seeking in Asian American communities 

are discussed.  

Help-Seeking Attitudes and Behaviors of Asian Americans 

Mental health literacy was initially conceptualized from and still largely maintains 

a Western perspective of mental illness and help-seeking (Kim-Mozeleski et al., 2017). 

Although Asian American psychology strives to understand and empower these 

marginalized communities, the community-level analyses of psychosocial behavior 

among Asian Americans remain few and far between (Okazaki & Saw, 2011). In 

addition, recent studies on mental health needs and service use among individuals with 

Asian ancestry tend to treat Asian American participants as a homogeneous group and 

have not assessed the differences across sub-ethnic groups (Lee et al., 2015). Hence, a 

culturally-informed framework for mental health literacy that considers the cultural 

complexity relevant to Asian sub-groups, including cultural variations in preferences for 

help-seeking is greatly needed (Kim-Mozeleski et al., 2017).  

Consistent with previous research, Lee et al. (2015) reported that while Asian 

Americans have a lower prevalence of psychological disorders and use of mental health 

services as compared to other racial groups (Sangalang & Gee, 2012), there are sub-

ethnic group differences in mental health needs and service use patterns. In particular, 

Lee et al. (2015) found that Southeast Asians had a higher prevalence of overall 

psychological disorders as compared to East Asians and South Asians. They explained 

their finding due to a high prevalence of substance abuse and dependence among 

Southeast Asians, which could be a result of having a higher proportion of recent 
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migrants and refugees with pre-migration trauma and previous use patterns. Lee et al. 

(2015) also emphasized that mental health service use was lower among East Asians as 

compared to South Asians. This finding was consistent with another study where Chinese 

participants with depression reported lower prevalence of mental health services use as 

compared to Southeast Asians and South Asians in Canada (Tiwari & Wang, 2008). 

However, Sangalang and Gee (2012) also noted further research should consider 

proximity and accessibility to care, availability of culturally and linguistically compatible 

mental health services, and cultural acceptance of psychological services among sub-

ethnic groups.  

Emotional well-being is an important facet of optimal mental health and can be 

defined as perceived life satisfaction, happiness, and peacefulness (Santa Clara County 

Public Health Department, 2017). As a group, Vietnamese Americans’ health and culture 

are shaped primarily by the Vietnam War and the multiple waves of refugees and 

immigration after 1975, yet most Vietnamese Americans tend not to seek professional 

mental health services even when experiencing significant problems (Kim-Mozeleski et 

al., 2017). In 2017, an Asian and Pacific Islander Health Assessment was conducted in 

Santa Clara County, California, a county with a high Vietnamese American population. 

The authors found approximately 47% of Vietnamese adults labeled their emotional well-

being as “fair” or “poor” as compared to 26% of the general Asian and Pacific Islander 

respondents who identified their emotional well-being as “fair” or “poor.” In addition, 

among those who reported emotional problems, 76% of Vietnamese adults did not 

perceive a need to seek any type of health professional (Santa Clara County Public Health 
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Department, 2017). This could be due to concerns regarding cultural variations in 

conceptualization of mental health, expressions of psychological distress (Kim-Mozeleski 

et al., 2017), and social stigma (Chang, 2015).  

Conceptualization of Mental Health 

People of all cultures seemingly experience symptoms that are consistent with 

mental health conditions such as depression, however mental health as an “illness” may 

be experienced, understood, and treated differently across cultures (Murphy et al., 2018). 

Therefore, an imperative component of providing comprehensive healthcare service is to 

understand the ways in which mental health is conceptualized among diverse cultural 

groups. For example, the integration of mental health services that is both evidence-based 

and culturally appropriate into the primary care setting may effectively help to fill a 

critical gap by improving service access for Vietnamese Americans suffering from 

mental health problems such as depression, anxiety, or PTSD (Murphy et al., 2018).  

The use of “unconventional” healing methods such as acupuncture, cupping, and 

alternative medicine (Chinese herbs) are more prominent in ethnic minority communities 

for aiding physical, mental, and spiritual ailments as compared to Western medicine and 

mainstream services (Chung & Lin, 1994). Chung and Lin (1994) emphasized 

particularly in the area of mental health, this may be especially true because of cultural 

barriers, stigma, and the unavailability of services. However, acculturation has been 

associated with a higher preference for Western methods (Chung & Lin, 1994). The 

authors also noted Chinese herbs were used as a form of self-treatment because they were 

believed to have health-promoting and preventative qualities. Therefore, healthcare 
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providers should not ignore that older Asian Americans may prefer traditional healing 

methods or continue to utilize a dual health care system comprised of both traditional 

healthcare and Western medicine (Chung & Lin, 1994). 

Furthermore, findings from a study with South East Asian refugees showed a 

dramatic change in their help-seeking behavior from a dominant use of traditional healing 

methods in Asia to the utilization of Western mainstream services after resettlement in 

the United States (Chung & Lin, 1994). Though there was a significant increase in the 

utilization of Western healthcare services with acculturation, the refugee population in 

the study reported continued use in a dual health care system with both Asian and 

Western healing methods. More specifically, Chung and Lin (1994) reported Vietnamese 

refugees were more likely to utilize Western medication as compared to other South East 

Asian counterparts such as Cambodian, Lao, and Hmong. Chung and Lin (1994) 

explained this finding by greater exposure to the Western influence during the French 

colonization of Vietnam (1887 – 1954) and further reinforced exposure when Vietnamese 

refugees were treated with Western medication at refugee camps during the Vietnam war. 

Expressions of Psychological Distress 

 Murphy et al. (2018) emphasized the symptoms associated with mental health 

conditions and the meaning attributed to the set of symptoms can vary and therefore 

influence patterns of help-seeking and service utilization. Past research with ethnic 

minorities has shown a variety of prevalence rates of mental health conditions and 

symptom presentations (Rao, Poland, & Lin, 2012). Some studies revealed that 

participants of Asian backgrounds as compared to those of European backgrounds are 
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more likely to express their psychological distress through somatic symptoms such as 

fatigue, gastrointestinal issues, headache, and physical pain (Kim & López, 2014).  Rao, 

Poland, and Lin (2012) explained that somatic symptoms may represent an altered 

expression of underlying psychological conditions such as depression because physical 

complaints can be a more culturally and socially acceptable form of communication for 

emotional distress. Multiple studies have suggested that ethnic minority individuals may 

be more likely to hold a unitary rather than dichotomous view of the relationship between 

one’s mind and body, therefore describing their emotional symptoms as consequences of 

physical illness (Fancher et al., 2010; Mereish et al., 2012; Rao et al., 2012).  

Gendered expressions of psychological distress were also emphasized, where men 

and women may experience similar distress but express it differently (Sangalang & Gee, 

2012). For example, immigrant Asian men as compared to immigrant Asian women are 

more likely to be diagnosed with alcohol or substance abuse (Iwamoto et al., 2015). 

However, in contrast, another study by Hong, Walton, Tamaki, and Sabin (2014) 

indicated immigrant Asian men and women both had similar prevalence rates for lifetime 

anxiety, mood, or any mental disorders.  

Social Stigma 

Across cultures, relying on social support is a frequently preferred and effective 

strategy to cope with stress; however, there may be some cultural variation in the 

meaning, use, and value of social support (Chang, Chen, & Alegría, 2014). Some 

researchers indicate Asian Americans as compared to European Americans prefer 

implicit social support, which is focused on the emotional comfort that an individual can 
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receive from their valued social group without disclosing their problems, rather than 

explicit support or directly seeking help or advice from their social network (Kim, 

Sherman, & Taylor, 2008). However, other researchers have insinuated Asian cultural 

values that are related to collectivism can limit the health benefits of social support as it 

may hinder disclosure of personal problems to others for fear of over-burdening them, 

disrupting group harmony, or losing face (Chang, 2015; Sangalang & Gee, 2012).  

Multiple research studies have revealed that the fear of being stigmatized may 

deter  individuals from seeking professional help due to how other people may behave 

differently towards, discriminate, or even socially reject those with a mental health 

problem or psychiatric history (Fischer & Turner, 1970; Préville et al., 2015). Préville et 

al. (2015) indicated this social stigma can be internalized by individuals affected by 

mental health concerns and therefore limit their consideration to seek professional help 

and adhere to treatment. A recent study conducted with older adults aged 65 and over 

found that the perception of social stigma against people with a mental health problem 

was not gender or age specific but interestingly was negatively associated with one’s 

perceived mental health need and the use of primary health services for psychological 

distress symptoms (Préville et al., 2015).  

Contrary to the limited research in the literature with Vietnamese Americans and 

help-seeking behaviors, Kim-Mozeleski et al. (2017) reported 98% of the Vietnamese 

Americans participants in their study would seek help from family, social networks, or 

health professionals or do something for symptoms of depression. In regard to 

professional help-seeking, the authors noted most of their participants preferred to see a 
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family doctor (76%) or get spiritual help (50%) as compared to those who preferred to 

seek a mental health counselor or psychiatrist (25%) (Kim-Mozeleski et al., 2017). Kim-

Mozeleski et al. (2017) explained their findings due to the fact that they used a case 

scenario with symptoms rather than asked about depression directly, therefore removing 

any potential stigma that could prevent people from seeking help. It is also important to 

note that a hypothetical case scenario was used rather than having the participant respond 

directly to their own situation and participants were able to select multiple options for 

help-seeking preferences in this study. This methodological note raises another 

consideration in understanding the landscape of help-seeking, which is how it is 

measured. These issues are discussed next.  

Assessing Help-Seeking Behavior 

Qualitative research has given voice to the immigrant community who are often 

facing multiple challenges of immigration, racism, poverty, and lack of access to 

resources (Okazaki & Saw, 2011). Yet most of the research within Asian American 

communities has focused on conducting needs assessment and implementation of health 

promotion, prevention, or support programs (Okazaki & Saw, 2011). In general, Asian 

Americans tend to underutilize professional mental health services in relation to their 

level of needs, yet few researchers have emphasized the importance of understanding 

cultural variations, personal preferences for help-seeking, and handling of mental health 

problems (Kim-Mozeleski et al., 2017; Sue et al., 2012). The fast growth of Asian 

American immigrant population in the United States calls for more research on their 

physical and mental health issues (Li, 2016). 



 

28 

 

Understanding the Asian American sub-ethnic groups’ unique differences in 

preferences of help-seeking behavior is imperative to developing community education 

and outreach efforts that address mental health issues in ways that are culturally relevant 

and acceptable (Kim-Mozeleski et al., 2017).  Studies on help-seeking tendencies, mental 

health service utilization, and its impact on both ethnic minority individual and 

community mental well-being are greatly dependent on the quality of the assessment 

tools used to measure these variables. Culturally-sensitive assessment of help-seeking is 

likely to require modification of the instrumentation that currently exists. 

 There are at least two good review articles evaluating the status of current 

English-language help-seeking instruments. Citing a lack of consensus among helping 

professionals about the definition of what help-seeking intention entails, White, Clough, 

and Casey (2018) conducted a systematic review to analyze the content validity within 

different help-seeking measures. The authors found 52 instruments and reported the 

majority (65%) were developed in the United States. All the measures with the exception 

of one were published since 1970, with about 20% of the measures published after 2010. 

Thirty-two of the measures accessed only formal help-seeking whereas 20 measures 

assessed for both formal and informal help-seeking. All were self-reported measures, 

where 87% of the instruments relied on Likert-scale responses. From their review, White 

et al. (2018) constructed a model of five conceptual aspects of help-seeking: conscious 

planning, perception of effort to be exerted, willingness to communicate, perceptions 

about the problem, and perceived support, advice or assistance. They then evaluated 

current instruments against this framework in addition to looking at their psychometric 
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properties. Among those instruments with the best psychometric properties and greatest 

coverage of help-seeking constructs, the top three were the Grinstein-Weiss Help-seeking 

survey (Grinstein-Weiss, Fishman, & Eisikovits, 2005), the General Help-seeking 

Questionnaire (Deane, Wilson, & Ciarrochi, 2001), and the Attitudes Toward Seeking 

Professional Psychological Help Scale (ATSPPH; Fischer & Turner, 1970). 

In a slightly earlier analysis of 35 help-seeking measures by Wei, McGrath, 

Hayden, and Kutcher (2015), the Attitudes Toward Seeking Professional Psychological 

Help Scale was found to be the most widely used measure among researchers to assess 

for help-seeking intentions and behaviors. Based on these reviews, the current author 

selected the ATSPPH as the instrument of choice for the proposed study.  

Attitudes Toward Seeking Professional Psychological Help Scale 

In 1970, Fischer and Turner developed the Attitudes Toward Seeking Professional 

Psychological Help Scale (ATSPPH) to examine an individual’s tendency or resistance to 

seeking professional psychological help either during a crisis or following prolonged 

psychological discomfort. In general, the authors emphasized that little is known about 

the interpersonal processes or the attitudes and personality components of individuals 

involved with help-seeking. For example, they noted some people may consider getting 

professional help for mental health as a sign of personal weakness, indicative of failure, 

or even a last desperate resort to resolve a psychologically intolerable situation, while 

other individuals may willingly and openly approach a mental health provider for 

relatively minor adjustment problems and have an expectation of more adaptive life 

changes through engagement with psychotherapy (Fischer & Turner, 1970). It is 



 

30 

 

important to note that the original ATSPPH was developed with participant population of 

primarily White college students (Fischer & Turner, 1970). The authors hypothesized that 

attitudinal differences may determine actual help-seeking and thus emphasized the need 

to explore the relationship of individual attitudes to other possible explanatory variables 

such as cultural, economic, and psychological differences. Fischer and Turner (1970) 

concluded their study with four dimensions within the overall scale that may influence 

help-seeking behaviors: personal need for psychological help, tolerance of stigma with 

psychotherapy, interpersonal openness to discussing and sharing one’s problems, and 

confidence in the mental health profession and its providers.   

Since its development, the ATSPPH has been used with several different 

populations, with fairly good results in terms of the stability of its psychometric 

properties. For example, the ATSPPH has been used with a variety of populations such as 

college students, immigrants, refugees, men, veteran, patients, and caregivers in 

conjunction with  variables such as masculinity (Sullivan, Camic, & Brown, 2015), 

substance use (Meshberg-Cohen, Kachadourian, Black, & Rosen, 2017), PTSD (Fung & 

Wong, 2007), and mental illness treatment modality (Abidi & Waqas, 2012). In general, 

multiple studies using the ATSPPH revealed that various ethnic minority populations 

hold negative attitudes toward seeking professional psychological help (Hamid & 

Furnham, 2013; Masuda, Suzumura, Beauchamp, Howells, & Clay, 2005; Soorkia, 

Snelgar, & Swami, 2011). Leong, Kim, and Gupta (2011) found that Asian American 

college students’ attitudes towards professional psychological help were directly related 

to cultural factors such as acculturation, loss of face, and conceptions of mental health. 
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As compared to U.S. students, Japanese students have a less favorable attitude toward 

seeking professional psychological services (Masuda et al., 2005). Chang (2007) 

suggested  that Chinese students with higher levels of depression were more likely to 

distance themselves from seeking psychological help. South Asian students in Britain 

also reported more negative attitudes towards psychological services (Soorkia et al., 

2011). A study by Hamid and Furnham (2013) found that Arabs showed a significantly 

less positive ATSPPH as compared to British Caucasians.  

In the studies cited above, the psychometric properties of the ATSPPH ranged 

from good to high internal consistency (= .79 – .83) with good  test-retest reliability 

over a period of 2 months. Wei et al.’s (2015) review of help-seeking instruments 

reported similar internal reliabilities for the overall score on the ATSPPH (.77 – .98). 

However, the four subscales (need, stigma, openness, and confidence) were below the 

recommended cut-off of .70 (Kline, 2000). The Cronbach’s alpha on these subscales 

ranged from .50 to .62, which is consistent with other studies indicating that the 

underlying framework of the ATSPPH is unstable (Dadfar & Friedlander, 1982). It is also 

important to note that the ATSPPH scale’s factor structure has been criticized for being 

outdated (Mackenzie, Knox, Gekoski, & Macaulay, 2004).  

A modernized, short form version (Fischer & Farina, 1995; ATSPPH-SF) retained 

14 items from the original ATTSPH scale (Fischer & Turner, 1970) and modified the 

questions to assess a unidimensional measure of help-seeking intention instead of a 

component analysis of help-seeking attitudes. Elhai, Schweinle, and Anderson (2008) 

identified two subscales that included openness to treatment and beliefs that treatment is 
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valuable. The ATSPPH-SF (Fischer & Farina, 1995) demonstrated a correlation of .87 

with the longer scale and internal consistency ranging from .82 to .84 among samples of 

college students.  

However, culturally-responsive assessment would ideally occur in the first 

language of participants (American Psychological Association, 2017), and most of these 

studies were conducted with English-language versions of the scale with the exception of 

a study by Masuda, Suzumura, Beauchamp, Howells, and Clay (2005), in which the 

researchers indicated a  Japanese version of the ATSPPH was administered but was not 

tested for reliability. In the present study, the ATSPPH was translated into Vietnamese.  

Translation comes with its own set of considerations. 

Issues in Instrument Translations 

 Cross-cultural research among different language communities has led to 

concerns with issues in the translation of study instruments (Angel, 2013; Brislin, 

Lonner, & Thorndike, 1973; Im et al., 2016; Weeks, Swerissen, & Belfrage, 2007). 

Language is complex because it is influenced by a wide range of cultural and social 

factors, but it is the only medium where information can be collected about individual 

subjective states, values, and beliefs (Angel, 2013). Regardless, the use of multiple 

languages in research can increase the comprehensiveness of survey questionnaires, 

educational materials, and promote ethnic minorities’ participation (Im et al., 2016). 

 The aim of language translation for existing study instruments should be to 

achieve equivalence as comparable measures are needed to ensure that the reliability and 

validity of data collected is maximized (Weeks et al., 2007). However, according to 



 

33 

 

Brislin (1970) and Guillemin (1995), some problems that can be encountered when 

translating study instruments from the source language into the target language are 

translation errors and cross-cultural data contamination. For example, study instruments 

that are translated from the source language to the target language while retaining many 

of the grammatical forms of the source may make back-translation easy, but the syntax 

used can make the translation incomprehensible for the target audience because the 

grammar is that of the source and not the target language. Hence, using additional words 

to correct possible grammatical errors that may have resulted from the inability to 

literally translate to the target language and also to define and clarify terms and concepts 

should be considered (Weeks et al., 2007).  

Furthermore, there are differences in words, dialect, and expressions that are 

generally understood in English but do not make sense in another language. Research by 

Weeks et al. (2007) recommended the use of short, simple sentences with fewer than 16 

words, using specific rather than general terms with active rather than passive tense, and 

repeating nouns with one verb for study items. Lastly, bilingual translators may be 

unfamiliar with the research area. The authors emphasized successful translation of study 

instruments requires the translator to be familiar with the content area and context for 

which the tools have been designed (Weeks et al., 2007). Therefore, providing translators 

with a briefing on the project, including its aims, objectives, content area, and target 

audience would be highly recommended. 

Key guidelines and considerations for translating existing instruments to 

maximize equivalence while reducing translation errors and data contamination involve 
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using one-way translation, back-translation, or translation by committee (Brislin et al., 

1973). One-way translations, which consist of a bilingual person translating the original 

version into the target language, are the most frequently used method because of its 

simplicity, time efficiency, and cost (Weeks et al., 2007). However, the recommended 

approach although time-consuming, is back-translation (Brislin et al., 1973), where one 

bilingual person translates from the source to the target language and another bilingual 

person “blindly” translates it back to the source. The comparisons are then discussed to 

identify any discrepancies between the source and the target translation. In the event that 

there are no discrepancies noted, for example where the original and back-translated 

versions are identical, it is likely that the translated version is equivalent in meaning. 

However, when discrepancies are identified, extensive discussions with the original 

bilingual translators regarding inference, wording, and phrasing and emphasizing 

translation for meaning should be facilitated in order to understand  why the materials 

were and were not translatable. The translation by committee approach involves a group 

of bilingual people translating from the source to the target language where any mistakes 

of one member can be caught by others on the committee.  

Summary and Rationale for the Study 

The literature review presented in the section above illuminated several important 

points.  First, Asian American populations are vastly heterogeneous across numerous 

demographic and cultural variables (Lee et al., 2015; Okazaki & Saw, 2011). Therefore, 

it is greatly emphasized that comprehensive research and clinical practice must take these 

factors into consideration. Second, a number of studies have recognized that Asian 
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Americans like any other racial groups are susceptible to mental illness and have sub-

ethnic group differences in mental health needs and service use patterns (Sangalang & 

Gee, 2012). More specifically, Vietnamese Americans’ health and culture are shaped 

primarily by the Vietnam War and the multiple waves of refugees and immigration after 

1975, yet most Vietnamese Americans tend not to seek professional mental health 

services even when experiencing significant problems (Kim-Mozeleski et al., 2017).  

Third, the low rates of mental health service utilization among Asian Americans 

do not suggest that this population is immune from mental illness. Many factors have 

been identified to account for the low rates of mental health service utilization such as 

language barriers, traditional Asian cultural beliefs and values, social stigma, loss of face, 

and negative experiences with Western healthcare systems (Fancher et al., 2010). Given 

the unique challenges facing Vietnamese American adults, it is imperative that helping 

professionals understand the cultural context in which this population is seeking care in 

order to provide culturally appropriate interventions that are tailored to address their 

specific needs.  

Lastly, the Westernized model of psychotherapy theories and practices may not be 

applicable to the belief systems of Asian Americans. The majority of past studies on 

issues related to mental health concerns and help-seeking attitudes among Asian 

Americans have mainly included Chinese American or Japanese American participants. 

Empirical data on these topics are lacking for other subgroups of Southeast Asians, 

including Vietnamese Americans.  
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Given these gaps identified in the literature, the investigator developed a Vietnamese 

translation of the ATSPPH and examined its psychometric properties. This translated 

version of the scale has been titled  the Attitudes Towards Seeking Professional 

Psychological Help Scale – Vietnamese Version (ATSPPH-VV). In conducting this 

instrument development study, the following question and hypotheses were addressed. 

The research question was: What are the psychometric properties of the ATSPPH-VV 

when utilized with Vietnamese Americans who speak/read Vietnamese as their primary 

language or who are bilingual? The hypotheses were as follows: 

Hypothesis 1a: The ATSPPH-VV will demonstrate adequate face validity. 

Hypothesis 1b: The ATSPPH-VV will demonstrate adequate construct validity. 

Hypothesis 2: The ATSPPH-VV will demonstrate adequate reliability. 

Hypothesis 3: The ATSPPH-VV will show a psychometric profile that differs 

from that established in prior studies of the English language/original ATSPPH.  

Hypothesis 4: Vietnamese Americans with past mental health treatment will score 

significantly higher on the ATSPPH-VV than Vietnamese Americans without any 

prior mental health treatment.  
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CHAPTER III 

METHODOLOGY 

The following chapter describes the methodology that was used to conduct this 

study. A discussion of the participants, instruments, procedures, and statistical analysis 

are provided.   

Participants 

 Participants for this study were adults 18 years old or older and recruited from the 

Vietnamese American population residing in the United States. Participants self-reported 

being able to read and understand Vietnamese for the purposes of this study. Both 

participants for whom Vietnamese is a first language and those who are bilingual were 

allowed to participate.  

 According to Nunnally’s (1978) suggestions, the number of participants 

recommended for a factor analysis reflects a minimum ratio of ten participants per item 

on the ATSPPH. The ATSPPH translated in Vietnamese consisted of 29 items; therefore, 

the sample size goal was 290.  A total of 328 participants attempted the study, however 

only 255 participants completed the survey in its entirety and their data were analyzed in 

the exploratory factor analysis. Though the study’s final participant count of 255 did not 

reach the targeted sample size goal of 290, other researchers have used a minimum ratio 

of five participants per scale item (Stevens, 1996). As there were 29 items for the 

ATSPPH, a minimum of 145 participants was met for a valid exploratory factor analysis, 

making 255 a strong participant pool. 
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As shown in Table 1, all participants self-identified as Vietnamese American and 

were able to read and understand Vietnamese for the purposes of this study. The mean 

age for participants was 46 years and ranged from 18 to 75 years. About half (53%) of the 

participants identified as female while 47% identified as male. Most of the participants 

identified their relationship status as married (58%) followed by single (22%), divorced 

(11%), and widowed (7.1%). Per education, most participants had completed high school 

(36.1%) followed by bachelor’s degree (21.6%), some college (11.4%), or an associate 

degree (10.6%). In regard to annual income in U.S. dollars, the majority of participants 

held a total household income between $30,000–74,999, which indicated they are in the 

lower to upper middle-class range of income. The majority of participants had not 

engaged in prior mental health treatment (91.4%). 

When asked about their acculturation to the United States, the mean years lived in 

the United States was approximately 24 years and ranged from 0 to 45 years. Participants 

were predominantly born in Vietnam (87.8%), raised in Vietnam (63.1%) and considered 

themselves as first generation (63.1%) Vietnamese Americans. A vast majority of the 

participants did not have any parents who were born in the U.S (98%). Most of the 

participants responded they spoke good English (68.2%) while 31% of participants noted 

they were fair and .8% of the participants did not speak English. Lastly, a majority of the 

participants preferred Vietnamese food most of the time (79.2%). 
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Table 1 

Descriptive Statistics on Sample Demographics 

Variable  Frequency % Mean Range 
Standard 

Deviation 

Age    46.94 18 – 75 14.08 

Years in the United States   24.01 0 – 45 11.45 

Gender       

 Female 135 52.9    

 Male 120 47.1    

Ethnicity      

 Vietnamese/ Vietnamese American 255 100    

Country of Origin      

 Vietnam 224 87.8    

 United States 30 11.8    

 Other 1 .4    

Country Raised      

 Mostly in Vietnam 161 63.1    

 Mostly in the United States 72 28.2    

 In the United States only 22 8.6    

Parents Born in the United States      

 None 250 98.0    

 1 Parent 3 1.2    

 2 Parents 1 .4    

 I don’t know 1 .4    

Generation      

 First 161 63.1    

 Second 56 22.0    

 Third 16 6.3    

 Other 3 1.2    

 I don’t know 18 7.1    

Education      

 Junior High School 24 9.4    

 High School 92 36.1    

 Some College 29 11.4    

 Associate Degree 27 10.6    

 Bachelor’s Degree 55 21.6    

 Master’s Degree 17 6.7    

 Graduate/Professional Degree 9 3.6    

 Other 2 .8    

 



 

40 

 

Table 1 (Continued)      

Descriptive Statistics on Sample Demographics 

Variable Frequency % Mean Range 
Standard 

Deviation 

Marital Status      

Single  56 22.0    

Married 150 58.8    

Divorced 29 11.4    

Widowed 18 7.1    

Other 2 .8    

Annual Household Income      

$0 – 9,999 13 5.1    

$10,000 – 19,999 18 7.1    

$20,000 – 29,999 18 7.1    

$30,000 – 39,999 45 17.6    

$40,000 – 49,999 51 20.0    

$50,000 – 74,999 54 21.2    

$75,000 – 99,999 17 6.7    

>$100,000 39 15.3    

English Speaking      

Good 174 68.2    

Fair 79 31.0    

I do not speak English 2 .8    

Vietnamese Food Preference      

 Most of the Time 202 79.2    

 Some of the Time 51 20    

 Seldom 2 .8    

Previous Mental Health History      

 Yes 22 8.6    

 No 233 91.4    

Note: Sample n = 255 

 

Instrumentation 

 All instruments are presented in both English and Vietnamese for the purposes of 

those reading this dissertation with English as their first language. Participants received 

only the Vietnamese language versions. Appendices containing these documents will be 
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designated as “Appendix Letter.1” for Vietnamese versions and “Appendix Letter.2” for 

English versions. 

In addition to the informed consent (see Appendices A.1 and A.2), two 

instruments were used in this study: a Demographics Questionnaire (see Appendices B.1 

and B.2 ) and the Attitudes Towards Seeking Professional Psychological Help Scale 

(Fischer & Turner, 1970; see Appendices C.1 and C.2).  

Demographics 

Participant demographics were collected with a questionnaire developed by the 

author and which has been translated into Vietnamese (see Appendices B.1 and B.2). 

This measure included questions about general demographics such as gender, age, 

ethnicity, education, annual income, and number of years residing in the United States (a 

proxy for acculturation) in addition to assessing for past mental health treatment 

experience and ease of survey language proficiency. Those who identified as under the 

age of 18 years old, non-Vietnamese, or unable to read Vietnamese were taken to a 

screen reminding them of the age and ethnic eligibility requirement and they were exited 

out of the survey. 

English Language/Original Attitudes Towards Seeking Professional Psychological 

Help Scale (ATSPPH)  

For this study, the researcher utilized the original ATSPPH (Fischer & Turner, 

1970; see Appendix C.2)  as compared to the more recent ATSPPH-SF (Fischer & 

Farina, 1995) due to the original version’s four factor yield of attitudes (need, stigma, 

openness, and confidence) as opposed to a unidimensional measure of help-seeking 
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intention. The ATSPPH (Fischer & Turner, 1970) is comprised of 29 statements and 

participants are asked to indicate the extent to which they agree with the statements on a 

4-point Likert scale (0 = disagreement, 1 = probable disagreement, 2 = probable 

agreement, and 3 = agreement). Items included statements such as “I would feel uneasy 

going to a psychiatrist because of what some people might think” and “there are a few 

times when I have felt completely lost and would have welcomed professional advice for 

a personal or emotional problem” (Fischer & Turner, 1970). Eleven of the items were 

positively stated while 18 items were negatively stated. Negative items were reversed 

scored. Possible scores can range between 0 and 87. Scores are calculated by adding the 

responses to all 29 items, where higher scores indicated a more positive attitude toward 

help-seeking. Total scores for men and women are normed differently as seen below in 

Table 2. Internal reliability was moderately good with Cronbach’s alpha level of .86.  
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Table 2 

ATSPPH Total Score Norms 

Norms Men Women 

High score 68+ 75+ 

Medium Score 44–67 52–74 

Low Score >44 >52 

Note: Possible total score range = 0–87 

 

Vietnamese Language Translation of the ATSPPH  

A translation and back-translation process was used to develop a Vietnamese 

version of the Attitudes Towards Seeking Professional Psychological Help Scale 

(ATSPPH – VV; see Appendix C.1). In this process, a bilingual individual with social 

work background translated the English version into Vietnamese. The Vietnamese 

version of the ATSPPH was then sent and back translated into English by a bilingual 

individual with social research experience (see Appendix D for the back translated 

version). Additionally, to examine the translation equivalence between the Vietnamese 

version and English version, a third bilingual individual who has social work knowledge 

and experience teaching English in Vietnam, gave his opinion on whether the back 

translated version of the instrument kept the same meaning as the original English 

version for each item. He reported the language was accurate and clear for Vietnamese 

Americans. Lastly, the researcher also reviewed the translations and back-translations, 

with further consultation from two psychologists familiar with the study. As a result, two 

items (Questions 20 and 27) on the scale were revised to have them convey better 

understanding for Vietnamese Americans. Everyday language in the translation and back-
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translation was used to attend to the issue of assessing psychological help-seeking in a 

manner that is culturally accessible. Psychometric properties for the Vietnamese version 

of the ATSPPH were not available as the purpose of the current study was to establish 

these measures.  

Procedure 

 The research protocol for this study was submitted to the Texas Woman’s 

University Institutional Review Board (IRB) for approval. Following approval by the 

IRB committee, the measures were uploaded onto the Psychdata platform. Psychdata.com 

is a secure site that records participant data and preserves their anonymity by assigning a 

number to each participant instead of their names. In order to help with study recruitment, 

a modification request was also submitted to the IRB for the researcher to request a list of 

Asian or biracial Asian students from the Office of Institutional Research at Texas 

Woman’s University. 

Participants were recruited by a variety of methods. Selection for this study came 

from referrals from friends, family, and the local Vietnamese American community. 

Potential online participants were recruited through convenience and networking 

sampling techniques via posting the participant recruitment handout (see Appendices E.1 

and E.2) with a link to this study on cultural organizational websites, blogs, and email 

listservs that pertain to the Vietnamese American community at large. Interested 

individuals who chose to participate in the study indicated their informed consent online, 

advising them of the eligibility requirements, potential risks, and confidentiality of their 

data. They then completed the ATSPPH and the Demographics Questionnaire. The time 
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estimated to complete the study was approximately 30 minutes. There was no time limit 

to complete the study. However, participants were limited to completing the survey in 

one sitting. A link to referral sources was provided in the event participants experience 

any discomfort and wish to speak with a professional (see Appendices F.1 and F.2). After 

the data was collected, they were downloaded, analyzed, and stored securely. Participants 

were not offered any monetary incentive to participate in the study.  

Additionally, the researcher recruited potential participants by visiting local 

churches, temples, and English as a Second Language (ESL) or General Educational 

Development (GED) classes and distributed hard copy packets of the participant 

recruitment handout, informed consent, and instrumentation to interested individuals. The 

time estimated to complete the survey was approximately 30 minutes and participants 

chose to complete the survey within an individual or group setting. In face-to-face 

settings, before leaving the site, the researcher verbally thanked the individual for 

participating, collected all packets which had been distributed, and provided participants 

with the handout of referral sources in the event that they experience any discomfort and 

wished to seek help from a professional. Participants were not offered any monetary 

incentive to participate in the study. The researcher then inputted the information 

obtained from face-to-face data collection by hand so that it was merged with the online 

data; this final, complete data set was used in analysis. This data was also coded for face-

to-face versus online participants to see if the results obtained from these two methods of 

data collection differed. All data were stored securely throughout the study.  
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Statistical Analyses 

 The focus of this study was to develop a Vietnamese version of the Attitudes 

Towards Seeking Professional Psychological Help Scale (Fischer & Turner, 1970) and 

evaluate its psychometric properties with a Vietnamese American population. Data 

analyses were performed using the Statistical Package for Social Sciences (SPSS) version 

25.  

Descriptive Statistics 

 Descriptive statistics including scale means, standard error, standard deviations, 

and scale ranges were computed for all continuous demographic variables and for all the 

measures in the study. Frequencies and percentages were calculated for all categorical 

demographic variables. The demographic data has already been presented in Table 1. A 

correlation table was generated in order to examine the simple relationships between all 

continuous variables (see Appendix G). 

Exploratory Factor Analysis 

 An exploratory factor analysis (EFA) was used to analyze the data for the 

Vietnamese translation of the ATSPPH (Fischer & Turner, 1970) and its subscales 

(openness, confidence, need, and stigma) on construct validity. The internal consistency 

values were assessed using Cronbach’s alpha where if this value reached 0.7 or above, 

the instrument would be considered to have satisfactory internal consistency (Bowling, 

2005).   
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Independent Samples t-Test 

 An independent samples t-test compared Vietnamese Americans who have past 

mental health treatment with Vietnamese Americans without any prior mental health 

treatment to determine whether there is statistical evidence that the two groups are 

significantly different. Exploratory t-tests were calculated to examine potential gender 

differences, though no formal hypotheses were made in this regard. A summary of 

primary hypotheses and analyses is presented below in Table 3. 

Table 3 

Summary of Primary Hypotheses and Analyses 

Hypothesis Analysis 

1a. The ATSPPH-VV will demonstrate 

adequate face validity. 

 

Content analysis; Demographics Question 

16 and Question 17 (if relevant).  

1b. The ATSPPH-VV will demonstrate 

adequate construct validity. 

 

Exploratory Factor Analysis 

2. The ATSPPH-VV will demonstrate 

adequate reliability. 

 

Cronbach’s alpha 

3. The ATSPPH-VV will show a 

psychometric profile that differs from that 

established in prior studies of the English 

language/original ATSPPH. 

 

Logical analysis comparing prior 

information on the psychometrics of the 

English version of the ATSPPH to the 

ATSPPH-VV 

4. Vietnamese Americans with past mental 

health treatment will score significantly 

higher on the ATSPPH-VV than 

Vietnamese Americans without any prior 

mental health treatment. 

Independent samples t-test 
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CHAPTER IV 

RESULTS 

This chapter will present an overview of the data. A discussion of a preliminary 

analysis will be followed by descriptive statistics and an evaluation of primary 

hypotheses for this study. 

Preliminary Analysis 

A preliminary analysis was conducted to define which data to retain for analysis. 

Of the 328 participants who started the study, 70 online participants were excluded due to 

having incomplete survey responses. Three face-to-face participants were removed due to 

having homogenous scores (all high scores or all low scores) across their data set. After 

accounting for the exclusion criterions, the participant pool consisted of 110 online 

participants and 145 face-to-face participants who completed the survey in its entirety. 

The final sample pool consisted of 255 Vietnamese American participants and these data 

were analyzed.  

Descriptive Statistics 

 Descriptive statistics, including scale mean, standard error of mean, standard 

deviation, internal consistency (Cronbach’s alpha), and scale range for the study are 

described below in Table 4. On the Attitudes Towards Seeking Professional 

Psychological Help – Vietnamese Version (ATTSPH-VV), the possible range for this 

measure was 0–87 and the range for this sample was 24–83. Higher scores on the 

ATSPPH-VV represented a more positive attitude towards seeking psychological help.  
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Table 4 

Descriptive Statistics on ATSPPH-VV 

Measure N Mean SEM SD Alpha Actual 

Range 

Possible 

Range 

 

ATTSPH-

VV   

 

255 

 

49.49 

 

.72 

 

11.48 

 

.83 

 

24–83 

 

0–87 

Note: ATSPPH-VV = Attitudes Towards Seeking Professional Psychological Help – 

Vietnamese Version 

 

Analysis of Hypotheses 

Research Question #1: Factor Analysis of the ATSPPH-VV 

 The research question was “What are the psychometric properties of the 

ATSPPH-VV when utilized with Vietnamese Americans who speak and read Vietnamese 

as their primary language or who are bilingual?” Prior to conducting the principal 

components analysis, reliability and descriptive statistics (see Table 4) were conducted to 

provide an overall assessment of the translated scale. For the original 29-item scale, 

Cronbach’s alpha was .83.  

 Hypothesis one. Hypothesis 1a proposed that the ATSPPH-VV would 

demonstrate adequate face validity was supported by the analysis. This hypothesis was 

measured by content analysis with demographic questions 16 and 17. Frequencies were 

calculated for these demographic questions as a total of 215 participants (84.3%) 

indicated the survey was easy to understand while 40 participants (15.7%) responded no 

to this question. Thirty-one participants further responded with additional comments 

(Demographics Question 17); these are presented in Appendix H. Some of the additional 
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comments by participants were written in Vietnamese while others were provided in 

English. Translations from Vietnamese comments to English was performed by the 

researcher. Examples included, “The survey was good and easy to understand,” “I don’t 

have past (mental health) experience but answered accordingly to what I think is right” 

and “If the survey questions are shorter and direct to the points, then it will be easier to 

follow.”  

Hypothesis 1b stated the ATSPPH-VV would demonstrate adequate construct 

validity. A principal axis factoring was conducted on the ATSPPH-VV. A factor analysis 

using Oblique rotation with Kaiser normalization was used to examine the original 29 

items of the ATSPPH that were translated into Vietnamese. Parallel analysis (Horn, 1965; 

see Table 5) was used to determine factor retention and resulted in a two-factor solution. 

Inspection of the scree plot (see Figure 1) confirmed this decision.  

 

Figure 1. Scree plot.  
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 Factor 1 contained 19 items (1, 3, 4, 6, 8, 9, 10, 13, 14, 15, 17, 19, 20, 21, 22, 24, 

26, 27 and 29) and accounted for 27.85% of the variance (see Table 5). The Cronbach’s 

alpha for factor one with the included 19 items was .92. Factor 2 comprised of nine items 

(2, 5, 7, 11, 12, 16, 18, 23 and 25) and accounted for 14.12% of the variance (see Table 

5). The reliability for Factor 2 with the nine items was .84. Item 28 did not load onto any 

of the two factors and therefore was extracted. The two factors together accounted for 

41.97% of the total variance. Table 6 shows the correlations between the original 

components. 

Table 5 

Exploratory Factor Analysis: Eigenvalues, Mean Eigenvalues, Percentage of Variance 

and Cumulative Percentage of Variance 

Factor Eigenvalue 

Mean 

Eigenvalue % of Variance Cumulative % 

1 8.08 2.74 27.85 27.85 

2 4.10 2.53 14.12 41.97 

 

Table 6 

Component Correlations for ATSPPH-VV 

 1 2 

1 1.00 .179 

2 .179 1.00 

 

Upon further content analysis, the EFA was determined to be inconclusive 

because it was not possible to determine what constructs the two factors represented. It 

was apparent that variance due to the wording of the question was responsible for 

creating the two factors.  For example, the first factor was composed of all the negatively 
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worded items from each subscale (e.g., I would rather live with certain mental conflicts 

than go through the ordeal of getting psychiatric treatment). The second factor was 

comprised of all the positively worded items (e.g., If a good friend asked my advice about 

a mental health problem, I might recommend that he see a psychiatrist). 

Due to this inconclusive finding, while not in the original data analysis plan, to  

 further evaluate the unifying themes of the ATSPPH-VV, a principal axis factoring 

(PAF) was submitted. Structural equation models were tested with Mplus 8.1 (Muthén & 

Muthén, 2018). Recognition, stigma, openness, and confidence were entered as latent 

factors in the model and the ATSPPH-VV items were entered as observed variables. 

Model fit statistics were examined to ensure the model was a satisfactorily fit for the 

observed data. In addition to the chi-square (with the use of maximum likelihood 

estimation) statistics, other criteria were used to assess for goodness-of-fit: root mean 

square of the approximation (RMSEA; Browne & Cudeck, 1993), comparative fit index 

(CFI; Bentler, 1990) and standardized root mean square residual (SRMR). The researcher 

used Hu and Bentler’s (1999) recommendations for the approximate cutoff values: CFI > 

.95 and RMSEA < .06. After checking for adequate model fit, structural relationships 

among variables such as standardized path coefficients (𝛾) were examined. 

In order to identify an alternative factor structure that may better fit the 

Vietnamese American sample, a PAF was resubmitted, forcing the extraction of the four 

factors described in the English version of the instrument (Confidence, Openness, 

Stigma, Need). The PAF yielded poor model fit to the data: χ2 = 1392.54 (p < .01), 

RMSEA = .10, 90% CI [.10 - .11]), CFI = .63, SRMR = .12. Figure 2 shows relationships 
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between the latent variables within the forced four factor solution. The structural model 

revealed weak path coefficients and high residual variances. Items 7 and 12 indicated 

99.9% residual variance. This residual variance is unexplained and did not relate to the 

factor at all, therefore items 7 and 12 were removed. The path coefficient (𝛾 = -1.02) 

between latent variables Confidence and Openness and the path coefficient (𝛾 = 1.01) 

between latent variables Confidence and Stigma were out of acceptable range and 

therefore suggested that the model is not properly identified.  

 

 

Figure 2. Four factor PAF results. 
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The researcher continued to extract items that were not significant, had very low 

path coefficients (𝛾 < .50) or appeared to have thematic coherence (i.e. items worded in a 

positive manner). This PAF (see Figure 3) resulted in a clear one-factor solution and 

goodness-of-fit statistics yielded acceptive to good fit: χ2 = 1392.54 (p < .01), RMSEA = 

.10, 90% CI [.10 - .11]), CFI = .63, SRMR = .12. 

 

 

Figure 3. One factor PAF results. 
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Only 17 items were left with minimally adequate factor loadings (items 1, 3, 4, 6, 8, 9, 

10, 13, 14, 15, 17, 19, 21, 22 and 24). Internal consistency reliability was good: α = .91. 

Thus, the analysis suggested that the one-factor structure of ATSPPH-VV was a better 

alternative solution to the original four-factor model. In summary, the overall analysis 

plan for Hypothesis One is presented in Figure 4 below. 

 

Figure 4. Overall analysis plan for ATSPPH-VV with EFA and PAF results. 

Hypothesis two. This hypothesis posited that the ATSPPH-VV would 

demonstrate adequate reliability was supported by the analysis by examination of the 

Cronbach’s alpha. The reliability calculated for the original 29 items was .83. Cronbach’s 

alpha for the 17-item scale was .91. 

 Hypothesis three. This hypothesis stated that the ATSPPH-VV would show a 

psychometric profile that differs from that established in prior studies of the English 

language/original ATSPPH was supported by the analysis. A logical analysis comparing 
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prior information on the psychometrics of the English version of the ATSPPH to the 

ATSPPH-VV found relevant differences. In this sample, the first factor of the ATSPPH-

VV was composed entirely of negatively worded items while the second factor was 

composed of entirely positively worded items. The factor analysis of Western samples 

did not reveal such characteristics and suggested four factors in some studies (Duncan, 

2003; Fischer & Turner, 1970; recognition of need for psychotherapeutic help, stigma 

tolerance, interpersonal openness and confidence in mental health practitioner). It is of 

note that some studies of the original instrument also did not find a stable 4-factor 

structure (Elhai, Schweinle, & Anderson, 2008) and that a short form of the English 

version has also been created (Fischer & Farina, 1995). These nuances will be explored 

further in the Discussion section.  

 Hypothesis four. This hypothesis posited that Vietnamese Americans with past 

mental health treatment will score significantly higher on the ATSPPH-VV than 

Vietnamese Americans without any prior mental health treatment was rejected by the 

analysis. Independent samples t-tests were conducted to compare the two participant 

groups. Levene’s test yielded equal variance between the two groups ( p = .54). However, 

there was not a statistically significant difference between Vietnamese Americans 

without prior mental health treatment (M = 49.12, SD = 11.38) and Vietnamese 

Americans with prior mental health treatment (M = 53.36, SD = 12.10) in their ATSPPH-

VV scores, t(253)  =  1.66, p =  .10. 

 Since Hypothesis Four was insignificant and thus rejected, exploratory 

independent samples t-tests were conducted to compare other group differences and their 
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ATSPPH-VV scores such as female versus male Vietnamese Americans and online 

participants versus face-to-face participants because prior research literature has 

demonstrated important gender differences or  variations in  results due to method of data 

collection. There existed equal variances between female and male participants as 

Levene’s test yielded p = .37. A statistically significant difference was found between 

female participants (M = 51.21, SD = 11.84) and male participants (M = 47.56, SD = 

10.79) in their ATSPPH-VV scores, t(253)  =  2.56, p =  .01. Vietnamese American 

women endorsed more acceptance of help-seeking on average than did Vietnamese 

American men. There existed equal variance between online and face-to-face participants 

as Levene’s test yielded p = .77. A statistically significant difference was found between 

online participants (M = 53.77, SD = 10.98) and face-to-face participants (M = 46.24, SD 

= 10.80) in their responses on the ATSPPH-VV, t(253)  =  -5.47, p =  .00. Online 

participants endorsed more acceptance of help-seeking on average than did face-to-face 

participants. Results of these analyses can be found in Table 7.  

 

 

 

 

 

 

 

 



 

58 

 

Table 7 

ATSPPH-VV Means and Standard Deviations of Vietnamese Americans 

   ATSPPH- VV 

Participant Groups N Mean SD 

 

Prior Mental Health Treatment    

 Yes 22 53.36 12.10 

 No 233 49.12 11.38 

Gender*     

 Female 135 51.21 11.84 

 Male 120 47.56 10.79 

Survey Type*    

 Face-to-Face 145 46.24 10.80 

 Online 110 53.77 10.98 

Note: Possible range for ATSPPH-VV = 0–87 

*p < .05 
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CHAPTER V 

DISCUSSION 

The present study examined the psychometric properties of the ATSPPH within a 

Vietnamese American sample who speak/read Vietnamese as their primary language or 

who are bilingual. This chapter provides a discussion of the hypotheses and results 

presented in this study. Strengths and limitations are also discussed in addition to 

implications for theory, research and clinical practice. Finally, a conclusion of the study 

is provided. 

Summary of Major Findings 

 Three of the four hypotheses in this study were supported. Exploratory and 

confirmatory factor analyses revealed a one-factor solution for the ATSPPH-VV and 

provided a psychometrically sound assessment of help-seeking among the Vietnamese 

American population. Adequate face validity was confirmed as a majority of the 

participants reported the survey was easy to understand. These measures of construct and 

face validity provided support for Hypothesis 1. 

 As predicted, the ATSPPH-VV demonstrated adequate reliability as supported by 

the analysis by examination of the Cronbach’s alpha. Thus, the stability of the ATSPPH 

was retained in its Vietnamese translated version and Hypothesis Two was supported.   

As expected, the ATSPPH-VV revealed a psychometric profile that differed from 

that established in prior studies of the English language/original ATSPPH. The findings 

in this study were similar to other studies in Chinese societies where factor analysis on 
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self-reported data often generated a first factor that fully consisted of negatively 

worded items (Han & Chen, 2015). In general, it appears that participants may have a 

culturally-specific response style to negatively worded items, in common with 

individuals from other Asian backgrounds. 

 The fourth hypothesis in the study was not supported, as Vietnamese American 

individuals with past mental health treatment did not score significantly higher on the 

ATSPPH-VV than Vietnamese American individuals without any prior mental health 

treatment. However, consistent with previous studies, exploratory results indicated that 

ethnic minority women held significantly more favorable attitudes towards seeking 

psychological help than ethnic minority men (Dadfar & Friedlander, 1982; Soorkia et al., 

2011; Thikeo et al., 2015). Lastly, the online participants endorsed more acceptance of 

help-seeking for psychological help on average as compared to the face-to-face 

participants in this study. This finding  may be similar to evidence found by Reed, 

Simmonds, and Corner (2009) suggesting that individuals who complete online surveys 

as compared to face-to-face research are often younger and may be more open to 

expressing certain needs and concerns. 

Integration with Previous Literature 

 This research study contributes to an emerging empirical understanding of Asian 

American individuals and their help-seeking attitudes. The findings in this study highlight 

the  ongoing need to modify help-seeking measurements, as it is imperative for 

researchers and clinicians to better operationalize these scales when used with ethnic 

minority populations (Fang, Pieterse, Friedlander, & Cao, 2011; Fung & Wong, 2007; 
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White, Clough, & Casey, 2018). In the following section, the findings of the present 

study will be discussed in the context of  the previous help-seeking assessment 

scholarship. 

 As noted in the literature review, though the Attitudes Towards Seeking 

Professional Psychological Help Scale (ATSPPH; Fischer & Turner, 1970) was normed 

on predominately European participants, this scale has been widely used in the United 

States to evaluate help-seeking attitudes among various racial and ethnic minority groups 

(Duncan, 2003; Picco et al., 2016; Thikeo et al., 2005). Results of this study align with 

previous research studies which show that translated versions of the ATSPPH (Fischer & 

Turner, 1970) have modest internal consistency and an inconsistent factorial structure 

when used with non-European populations (Fung & Wong, 2007; Soorkia et al., 2011).  

The original ATSPPH also had several other shortcomings as this scale was 

developed nearly 50 years ago, in addition to the language of items being outdated. 

Therefore, to improve the reliability and validity of the scale, a 10-item shortened form 

measure of the ATSPPH-SF was created by Fischer and Farina in 1995 and revealed a 

one-factor structure to reflect general help-seeking attitudes. It is noteworthy that the 

racial and ethnic characteristics of the participants used to norm the ATSPPH-SF scale 

were not reported. In the present study, while the original full version of the ATSPPH 

was initially used to develop the ATSPPH-VV, analyses indicated a shorter version with 

17 items revealed a stable, single-factor structure. This is consistent with Fischer and 

Farina’s (1995) work, as well as that of other researchers noted below.  



 

62 

 

 The ATSPPH-SF rather than the original ATSPPH has been used extensively 

when assessing culturally diverse populations such as the Asian American population 

(Omizo, Kim, & Abel, 2008). Most researchers who used the ATSPPH-SF instead of the 

original ATSPPH with non-European populations cited that this preference was due to 

having 14-items in the short form scale as opposed to the 29 items in the original scale 

(Fang et al., 2011). In addition, Fang et al. (2011) noted the ATSPPH-SF maintained 

consistent standardized reliability and validity when used with different populations. As 

cross-cultural equivalence has generally been ignored for this universal help-seeking 

assessment, the present study furthered the line of validation research by assessing the 

psychometric properties of Attitudes Towards Seeking Professional Psychological Help – 

Vietnamese Version. The gap in developing sound instruments that are culturally 

sensitive has historically led to delayed help-seeking, underutilization, and premature 

termination of psychological services for ethnic minority populations, including Asian 

American individuals (Chung & Lin, 1994; Fang et al., 2011; Thikeo et al., 2005). This 

fact highlights the importance of the current investigation.  

Since its development, the ATSPPH (Fischer & Turner, 1970) has been used with 

several different populations, with fairly good results in terms of the stability of its 

psychometric properties. Consistent with prior research on other ethnic minority 

populations, the ATSPPH-VV found that Vietnamese Americans hold fairly negative 

attitudes towards professional psychological help. This has been the case with Japanese 

(Masuda et al., 2005), Chinese (Fang et al., 2011; Han & Chen, 2015), and South Asian 

(Soorkia et al., 2011) populations. In addition to these Asian cultural groups, participants 
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from other collectivist cultures similarly score low on help-seeking measures (e.g., 

Hamid & Furnham, 2013).  

The American Psychological Association (2017) emphasized that culturally-

responsive assessments would ideally occur in the first language of participants and most 

of the studies cited above were conducted with English-language versions of the scale. 

Interestingly, the psychometric properties of the Vietnamese language version (ATSPPH-

VV) were similar to other studies, as the translated ATSPPH ranged from good to high 

internal consistency (Wei et al., 2015). Findings from the current analysis were also 

consistent with other studies indicating the underlying framework of the ATSPPH is 

unstable (Dadfar & Friedlander, 1982). More specifically, the current findings support 

research by Kline (2000) and suggest that the four subscales of need, stigma, openness, 

and confidence were not a meaningful model in assessing ethnic minority individuals or 

Vietnamese Americans and their attitudes towards seeking psychological help. The 

present investigation is also congruent with another study by Leong et al. (2011), which 

found that attitudes towards seeking mental health help for Asian Americans may be 

rooted in cultural factors such as acculturation and conceptions of mental health.  

Issues in Instrument Translations 

 An informed approach to planning mental health service delivery with different 

communities can be facilitated by using help-seeking instruments such as the ATSPPH 

(Fischer & Turner, 1970). However, this scale was developed and originally validated 

within a predominately Westernized and English-speaking population, thus making it 

unclear if its desirable psychometric properties continue to apply with other culturally 
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diverse communities. Particularly in the development of study instruments, Im et al. 

(2016) emphasized that the use of multiple languages can increase the 

comprehensiveness of survey questionnaires, educational materials, and promote ethnic 

minority individuals’ participation. The present study contributes to this literature by 

tapping into Vietnamese speakers who likely have never had a chance to have input about 

their personal views and experiences prior to this. 

In the present investigation, the ATSPPH (Fischer & Turner, 1970) went through 

translations and back-translation (Brislin, 1970; Guillemin, 1995) from English to 

Vietnamese and back again. The translation procedures were used to ensure semantic 

accuracy of the present ATSPPH-VV. Other researchers such as Weeks et al. (2007) 

emphasized that successful translation of study instruments requires the translator to be 

familiar with the content area and context for which the tools have been designed. This 

study benefited from the present researcher’s bilingual abilities as a Vietnamese 

American and her connections to other Vietnamese American individuals within the 

research and academia community at large.  

Though the translators for this study were familiar with the content area, there are 

differences in words, dialect, and expressions that are generally understood in English but 

do not make sense in another language such as Vietnamese (Weeks et al., 2007). An issue 

in translation that occurred from the original English scale was the inconsistent use of 

different terminologies for “psychological counseling.” To achieve content equivalence, 

the translators attempted to use the most culturally and professionally appropriate 

terminology to describe “psychological help” throughout the ATSPPH-VV. Though a 
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majority of the participants in this study indicated the survey was easy to understand, 

some participants noted the survey translation was confusing or more based in the 

language of science rather than common language. Regardless, the use of one-way 

translation and back-translation for comparisons of any content discrepancies in this 

study were in line with previous researchers’ recommendations and considerations 

(Brislin, 1970; Brislin et al., 1973; Guillemin, 1995; Weeks et al., 2007) to maximize 

quality and utility of  the  Vietnamese version of the Attitudes Towards Professional 

Psychological Help-seeking scale (Fischer & Turner, 1970). 

Implications for Clinical Practice 

Given the diversity of the Asian American population, there are few universally 

appropriate guidelines for working with this population in clinical practice. Asian 

Americans, as compared with their non-Asian counterparts in general tend to underutilize 

mental health services (Abe-Kim et al., 2007). Similar to research by Kim-Mozeleski et 

al. (2017), the Vietnamese American sample in this study portrayed a profile of particular 

concern as they appear to hold less favorable attitudes towards seeking psychological 

help and thus may represent a hard-to-reach population. However, the low rate of mental 

health care utilization may not necessarily mean that the service needs are not being met, 

but rather that the needs may be met in a way that is more compatible with the 

Vietnamese American population’s preferences and is invisible to dominant culture 

helping professionals (Leung, Cheung, & Tsui, 2011). 

Previous research literature has shown that various ethnic groups differ widely in 

relation to help-seeking attitudes and utilization towards psychological services (Picco et 
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al., 2016) and thus it was not surprising to find cultural differences in relation to the 

ATSPPH-VV in this study. While the ATSPPH-VV was intended to capture the 

likelihood of Vietnamese American individuals seeking psychological services, the 

results of the present study revealed that Vietnamese Americans were less likely than 

their European counterparts in other studies (Fischer & Farina, 1995; Fischer & Turner, 

1970) to value seeking mental help. This finding can be explained by various influencing 

factors.  

First, it is important to note that stigma associated with mental health and seeking 

psychological help could be an underlying factor (Cheng, Wang, McDermott, Kridel, & 

Rislin, 2018). A recent study examined the extent of stigma toward people with mental 

illness and found that ethnic minority populations were significantly more likely to 

perceive those with a mental illness to be “weak not sick” (Subramaniam et al., 2016). 

Other studies have consistently shown Asians prefer to seek help from less formal 

sources such as family, friends and religious leaders as a traditional support system for 

personal matters or mental health problems (Kim-Mozeleski et al., 2017; Nguyen, 

Yamada, & Dinh, 2012). Furthermore, it could be the family that decides where further 

help should be sought. It was through this informal avenue where the present researcher 

sought the help of a community leader in gathering Vietnamese American participants for 

this study. This connection with the community leader greatly helped in meeting potential 

participants and attaining the study’s large sample size.  

Though it was stated in the consent form that the information collected was for 

academic research purposes, many Vietnamese American individuals had concerns that it 
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could cause them harm. The participants’ mistrust regarding  the use of information 

collected is consistent with a common belief that is held by people in the community 

about government or educational institutions, given the many problems that Vietnamese 

refugees faced with the communist government in Vietnam (Campi, 2005). Such aspects 

of valid cultural mistrust should be considered when working with Vietnamese American 

individuals. The demonstration of cultural knowledge of  diverse clients or increased 

availability of ethnically similar clinicians may be an effective way to reach groups of 

underserved minority populations (American Psychological Association, 2017). Perhaps 

attitudes towards help-seeking would shift over time should culturally-sensitive clinicians 

and/or culturally similar clinicians become more widely available. 

Second, help-seeking attitudes and behaviors are often linked to physical illness 

attributions whereas mental illnesses are often attributed to personality weakness among 

Asian communities (Han & Pong, 2015; Lee et al., 2008). An individual’s concept of 

mental health or illness can convey broad indications of their cognitive, emotional, and 

behavioral states and further depend on the context in which they occur (Kleinman, 

Eisenberg, & Good, 2006). Individuals who predominately grew up in Eastern or Asian 

cultures may not be socialized to use language as a primary means for expressing 

psychological distress, but are more disposed to relating to symbolic gestures such as 

physical and intuitive sensations (Yamashiro & Matsuoka, 1997).  Neither the original 

ATSPPH (Fischer & Turner, 1970) nor the translated ATSPPH-VV contain items that 

would capture the relationship between this embodied experience of distress and help-

seeking.  
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Health professionals working with Vietnamese Americans should be aware of the 

tendency of this population to describe psychiatric concerns in terms of physical 

symptoms as Vietnamese American individuals are less likely to endorse emotional or 

interpersonal problems as their main problem (Mann et al., 2017). Therefore, 

collaborative care by health professionals and mental health providers could be an 

effective way to help Vietnamese Americans become more accepting of receiving 

psychological treatment. Particularly when working with this minority population, it may 

be more effective to stress that mental health services are professional like medical visits 

and will likely supply relief rather than bring shame. 

Similar to their European counterparts, the women participants in this study were 

more likely than men to seek psychological help (Wendt & Shafer, 2015). One 

explanation to this finding could be that in general, Vietnamese American women are 

more likely than Vietnamese American men to have had interactions with the American 

health system and therefore are more exposed to the Western health concepts (Thikeo et 

al., 2015). Interestingly, even though the typical pattern of women being more willing to 

seek help was found in the current study, Wendt and Shafer (2015) recommended that 

helping professionals move away from conceptualizing men as having negative help-

seeking attitudes and women as having more positive help-seeking attitudes. Wendt and 

Shafer’s (2015) point is that addressing the challenges in mental health utilization may be 

more effective by having mental health advocates and professionals tailor 

psychoeducation that is relevant to both men and women, in addition to promoting 

multicultural competencies by reframing help-seeking behaviors as a strength and using 
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targeted interventions that to address the stigma of metal health disorders (Han & Pong, 

2015), emphasize confidentiality (Chau et al., 2018), and highlight the benefits of 

enlisting psychological services (Kim & Lee, 2014) in culturally sensitive ways.  

One of the most significant factor in facilitating rapport between a clinican and 

client is ease of communication (Luu, Leung, & Nash, 2009). Particulary for clients who 

are fluent in Vietnamese, any attempt to describe emotions through words can be lost in 

translation or simply be inaccurate. Consequently, many Vientamese clients continue to 

report difficulty in communication with health professionals and thus are hesitant to 

return (Phan, Steel, & Silove, 2004). Therefore, specific clinicial recomendations for 

Vietnamese Americans should focus on addressing these barriers to seeking mental 

health such as language (i.e., communicating in English for younger groups while 

Vietnamese for older groups), acculturation (i.e., discussing familiarity with Western 

perspective of healthcare and exploration of emotions) and the normalization of public 

stigma for community members through psychoeducation and community outreach.  

It is possible that this population’s ability to make choices in help-seeking is 

significantly tied to their culture and spiritual worldview. The value of religion and 

prayer can be an important way of seeking help or guidance for mental illness within 

immigrant communities (Nguyen et al., 2012). Particularly for ethnic minority 

individuals, researchers have the described the experience of mental illness as the 

consequence of some level of spiritual distress (Chiu, Morrow, Ganesan, & Clark, 2005), 

whereas other studies have confirmed spirituality and religion as a source of healing that 

provides individuals with mental illness a sense of meaning to life (Chaze et al., 2015). 
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Therefore, Asian American individuals may diverge from the Western psychotherapy 

approaches to helping and coping due to their spiritual and religious beliefs, which 

describe life as an experience of complex series of trials and destinies (Yamashiro & 

Matsuoka, 1997).  

Results of the present research align with previous studies indicating that 

especially within the Eastern culture, it is believed that it is the responsibility of the 

individual or family to overcome problems and therefore Asian individuals are less likely 

to seek the assistance of others for fear of over-burdening them, disrupting group 

harmony, or losing face (Chang, 2015; Sangalang & Gee, 2012). Sorkin, Nguyen, and 

Ngo-Metzger (2011) emphasized that clinicians working with this population need to be 

open to considering alternative or traditional treatments, which exists in nearly all Asian 

societies, and promote multiple healing practices that can work collectively with 

conventional Westernized health care systems. The ability to respect and work with 

respected community leaders and traditional healers within the Southeast Asian American 

communities can be seen as a first step for mutual learning and be beneficial for both the 

clinician and client in building their therapeutic alliance. These aspects of influencing 

factors have implications in terms of barriers to Asian Americans’ attitudes toward help-

seeking within a Western social context. 

Given the varying perspectives on Asian American help-seeking, researchers and 

helping professionals in the field have highlighted the consideration of the individual’s 

adherence to the culture of origin (e.g., Asia) and their adaption to the host culture (e.g., 

United States) as vital in understanding the psychological changes that may occur as a 
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result of cultural contact in psychotherapy (Kim, Li, & Ng, 2005; Miller, 2007; Yoon et 

al., 2012).  A study by Kim, Ng, and Ahn (2005) found that Asian Americans participants 

who adhered to European American values   were associated with more positive ratings 

of working alliance and depth in psychotherapy sessions. Similarly, the results of this 

study suggest that acculturation can be a factor that aids in cultivating a more positive 

counseling process because of the greater degree of match between the client and 

counselor’s mental health worldview (Kim, Ng, & Ahn, 2005).  

Moreover, for Asian Americans, Miller (2007) indicated there are distinct 

underlying factors and processes that directly affect the degree to which individuals 

embrace Asian and Western cultural values (e.g., emotional expression, interpersonal 

openness and independence) and engage in Asian and Western cultural behaviors (e.g., 

speaking, reading and food preferences). Miller (2007) emphasized that though the 

amount and frequency of engaging in typical Asian behaviors (e.g., reading in an Asian 

language) may diminish over time, the adherence to traditional Asian values may not 

change for the individual. However, it is important to note that the relationship between 

Asian values and behavior may be significant for first-generation but can differ for 

second-generation Asian Americans. Therefore, the complexity of the acculturation 

process underscore the importance of including culturally sensitive and relevant practices 

to assist mental help providers in better engaging with this diverse minority population.  

Lastly, mental health clinicians can utilize the ATSPPH-VV as a basis for 

conversation with their Vietnamese American clients. In addition to sharing the client’s 

overall score, clinicians can discuss individual items with clients and explore more about 
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what their responses may mean for them. Utilizing the ATSPPH-VV in this manner could 

open up a dialogue that may not necessarily have been explored without the measure. 

Psychoeducation is considered as an important part of mental health as knowledge can be 

empowering for ethnic minority clients in their process to healing (Fancher et al., 2010).  

Training Implications 

Mental health providers and psychologists-in-training are guided by multicultural 

values and encouraged to provide culturally-informed services to their clients (Gallardo, 

Johnson, Parham, & Carter, 2009). The current study and its examination of Vietnamese 

Americans and their attitudes towards psychological help-seeking is one example of a 

culturally informed method of assessment. Furthermore, the current study’s findings 

suggest that it may be beneficial  for more psychologists to be integrated within medical 

and healthcare settings, as this may be a preferred  point of contact for many Vietnamese 

American individuals to address any health needs (Nguyen et al., 2018).  Such research 

fits with several prior important implications for counseling education and training.  

The emergence of multicultural counseling is a topic of interest in research, 

clinical practice, and training, which has led to a greater understanding of multicultural 

competence that helping professionals and counseling trainees must attain in order to 

deliver effective services to clients who are culturally diverse (Hays, Dean, & Chang, 

2007; Wang & Kim, 2010). Similar to other studies with Asian American participants, 

this study’s findings show that Vietnamese Americans hold less favorable attitudes 

towards seeking psychological help (Fancher et al., 2010; Han & Chen, 2015; Shea & 
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Yeh, 2008) and, thus like their Asian counterparts may drop out of psychological 

treatments at a high rate (Wang & Kim, 2010).  

This problem could be addressed by enhancing helping professionals and 

counseling trainees’ multicultural competence (Wang & Kim, 2010). Wang and Kim 

(2010) indicated one approach to addressing the lack of utilization of mental health 

services by Asian American clients is to provide psychological services that ethnically 

and linguistically match the client’s cultural background preferences. However, the 

majority of mental health providers are European American (Wang & Kim, 2010) and 

this reality speaks to the importance of extending ways in which non-Asian American 

psychologists, helping professionals and trainees can reach and provide more culturally 

relevant and sensitive practices to clients with ethnic minority backgrounds such as 

Vietnamese Americans. 

In 2017, the American Psychological Association, developed multicultural 

counseling competencies and standards to provide a foundation for psychologists and 

counseling trainees to engage in culturally appropriate practices. In this guideline, APA 

(2017) emphasized the need for helping professionals and trainees to recognize and 

understand the historical context and present-day experiences of power, privilege and 

oppression when working with culturally diverse clients. In addition, Wang and Kim 

(2010) suggested it may be beneficial for psychologists-in-training to recognize the 

challenges of discussing sensitive cultural issues such as racism, discrimination and 

social injustice with Asian American clients because it could potentially trigger 

distressful feelings for both the client and counselor, and therefore further contribute to 
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the client’s negative appraisal of psychotherapy (Fang et al., 2011). Similarly, other 

researchers have found consequences of not addressing the institutional barriers and 

social injustices within counselor education and clinical practice (Hays et al., 2007). 

More specifically, Hays et al. (2007) noted the lack of exploration of these constructs for 

the psychologist-in-training may hinder the therapeutic process and could possibly 

damage the client’s identity and therefore result in a misunderstanding of the client’s 

concerns and perspective.  

Given the immigration trajectories in the Vietnamese American population, it is 

probable that some participants may have suffered significant psychological distress or 

had family members who have suffered from mental health concerns due to trauma or 

violence (Li, 2016). Because this was outside the scope of the present study, it is not 

known how such factors could influence their particular attitudes towards help-seeking. 

Furthermore, trauma-focused treatments are an important part of clinical training as many 

psychologists and helping professionals will encounter clients with trauma histories 

(Helms, Nicolas, & Green, 2010). However, education and training in working with 

populations exposed to trauma is a challenge within multicultural settings because mental 

health providers, clients and community members can hold different social, cultural and 

political positions (Rousseau, Guzder, Santhanam-Martin, & de la Aldea, 2014). 

Therefore, one component of trauma training is the development of culturally competent 

trauma-informed practices, which could be central to addressing mental health disparities 

for ethnically diverse individuals in the United States (Mattar, 2010) such as Vietnamese 

Americans. Yet, Mattar (2010) found that though training models in the United States 
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tend to emphasize using cognitive behavioral therapies for trauma, the researcher stressed 

that specific recommendations for cultural considerations in trauma psychology continue 

to remain unclear. This gap in research and training highlights the need for educators to 

better incorporate a cultural lens in trauma-focused work and address how culture may 

impact the cognitive and emotional responses to trauma for clients who are ethnically 

diverse.   

Strengths, Limitations and Future Research Directions 

Strengths 

 To the current researcher’s knowledge, this is the first known translation of the 

original 29-item ATSPPH scale (Fischer & Turner, 1970) into Vietnamese, which 

represents a novel contribution. The key findings of this study, which are that the 

ATSSPH-VV maintained good reliability and with relevant modifications, produced a 

stable single-factor construct, are also strengths. Another positive aspect of the current 

study is the participant sample, which had a relatively equal distribution of men and 

women, giving weight to conclusions related to gender and attitudes towards help-

seeking. Additionally, this study assessed for variables of acculturation (e.g., generational 

status, education, etc.) to help account for attitudes toward seeking psychological help.  

Limitations 

 There were many obstacles to completing this study and the results should be 

interpreted with consideration of the methodological limitations of this study. Although 

the informed consent at the beginning of the study outlined the requirements for 

individuals to participate, the participants were not screened by the researcher as having 



 

76 

 

met the requirements of study. The researcher also had limited control when using social 

media as an online recruitment tool. Though this method assisted in reaching the targeted 

participant sample, it also limited control over where the study was posted as several 

social contacts re-posted the study in places where the researcher had no control. This 

sample also consisted of Vietnamese American face-to-face participants who resided 

primarily in a large  metropolitan area in the southwestern United States and thus may 

limit the generalizability of this research to other regions of the United States and not be 

representative of the entire Vietnamese American population living in the United States.  

One of the biggest obstacles was getting Vietnamese American individuals to 

consent to participate, which appeared to be related to help-seeking behaviors among 

Asian American and the stigma of mental health (Han & Pong, 2015). Many individuals 

stated they did not want to talk about mental illness. Another limitation involved the self-

reported measures utilized for this study, which could yield biased responses from 

participants. Individuals may have skewed their responses in attempt to portray a 

particular image. Additionally, the high dropout rate suggests the subject matter and 

length of the survey may have deterred some individuals from participating or completing 

the study in its entirety. It is also possible that some Vietnamese Americans were less 

motivated to be part of the study due to the language barrier as the surveys were available 

only in Vietnamese and thus the experiences of Vietnamese Americans not familiar with 

the Vietnamese language were not included in the results.  

The original 29-item ATSPPH scale (Fischer & Turner, 1970) was translated 

through a back-translation procedure (Brislin et al., 1973) with the aim of maintaining the 
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Vietnamese equivalent measure of help-seeking attitudes. However, it is possible that 

translation errors and cultural data contamination may have occurred in the process. 

Within cross-cultural research, the inability to literally translate to the target language can 

result in inaccuracies with capturing the nuances of ethnic minority individuals and their 

psychological measures (Weeks et al., 2007).  

Although the data yielded several significant results, causality should not be 

inferred. The measures used in this study made it difficult to draw direct links between 

the variables within the help-seeking process. For example, participants were not asked to 

describe the extent of their beliefs about help-seeking as it may relate to cultural or 

systemic norms, as these questions were outside the scope of the current research 

question.  

Directions for Future Research 

Research implications for the findings in this study are numerous. The field of 

help-seeking now has a psychometrically sound measure by which to assess Vietnamese 

Americans and their attitudes. Further research to reconfirm this factor structure using 

new samples of Vietnamese American participants would be productive. In regard to our 

issues with back-translation of the instrument, the need to further define and clarify terms 

and concepts in regard to psychological help (i.e., converting text translation into spoken 

language) should be considered in future research. The addition of a symptoms checklist 

or somatization scale may also be helpful to refine the connection between psychological 

and physiological distress and help-seeking attitudes for this particular population. In 

addition, extending the findings with longitudinal designs is warranted. To improve 
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generalizability, Vietnamese American samples from a broader geographical area could 

be drawn and analyzed. It is important for future researchers to focus on the communities 

of Vietnamese Americans without reading or writing fluency by considering to make 

connections within the community at large and working with established key community 

members to address this gap in research.  

It would have been valuable to supplement the findings of this study with 

objective behavioral indicators of help-seeking. Additionally, it may be of interest to 

make comparisons between Vietnamese Americans who primarily speak and read 

English with Vietnamese Americans who primarily speak and read Vietnamese, as this 

could identify a potential demographic factor to this study. Incorporating a qualitative 

method could enhance the understanding of the different perspectives related to the 

barriers and catalysts associated with seeking psychological help for Vietnamese 

Americans who have different life experiences and needs. It is important for future 

researchers to more thoroughly examine the demographic differences and specify 

dimensions of attitudes towards seeking professional psychological help in order to better 

develop help-seeking interventions that are culturally sensitive for ethnic minority clients. 

Future studies should also examine other culture-specific factors such as stigma 

towards mental health or interpersonal openness that may also account for other 

differences in help-seeking attitudes. Of note, the majority of the participants in this study 

were first generation Vietnamese American immigrants and most of the sample have 

resided in the United States for at least 10 years. Future research with a longitudinal 
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design would help clarify the ways in which education and acculturation may relate to 

mental health and attitudes towards seeking psychological help over time.  

Conclusion 

The present investigation represents a unique contribution to the field of 

counseling psychology, Asian American literature and the help-seeking assessment 

literature. This study showed that a 17-item Attitudes Toward Seeking Professional 

Psychology Help scale – Vietnamese Version (ATSPPH-VV) is a psychometrically 

sound measure for assessing help-seeking attitudes with a strong 1-factor structure. The 

ATSPPH-VV resulted in a culturally unique psychometric profile that differed from that 

established in prior studies of the English language/original ATSPPH (Fischer & Turner, 

1970). The ATSPPH-VV has several potential  benefits as a useful tool in research and 

clinical practice with Vietnamese Americans. 
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ĐẠI HỌC TEXAS WOMAN 

CHẤP THUẬN THAM GIA NGHIÊN CỨU 

 

Tiêu đề Bản Dịch Tiếng Việt Của Thang điểm về những Thái độ để Tìm kiếm sự Giúp đỡ 

từ Chuyên gia Tâm lý: Nghiên Cứu Tâm Lý Học 

 

Người thực hiện nghiên cứu:  

Thạc sĩ Khoa học Xã hội Lena Nguyen 

…………………………...……….lnguyen41@twu.edu 

Chủ tọa Luận án: Tiến sĩ Sally D. Stabb ....................................................... 

sstabb@mail.twu.edu  

 

Giải thích và Mục đích của cuộc Nghiên cứu:  

Bạn đang được yêu cầu tham gia vào một nghiên cứu cho luận án của cô Lena Nguyen tại 

Đại học Texas Woman. Việc tham gia là tự nguyện. Mục đích của nghiên cứu này là phát 

triển bản dịch tiếng Việt về thái độ hướng tới tìm kiếm thang đo trợ giúp tâm lý chuyên 

nghiệp và đánh giá các biện pháp tâm lý của nó như thiết kế thang đo và cách tiếp cận đo 

lường thái độ. Để tham gia nghiên cứu này, bạn phải đáp ứng các tiêu chí, bao gồm: là 

người Mỹ gốc Việt, tối thiểu 18 tuổi và có thể đọc được tiếng Việt. 

 

Quy trình Nghiên cứu  

Đối với nghiên cứu này, bạn sẽ được yêu cầu điền vào hai bảng câu hỏi. Một cái sẽ cung 

cấp thông tin nhân khẩu học về bạn và một cái có liên quan đến thái độ của bạn trong 

việc tìm kiếm sự trợ giúp tâm lý. Để đủ điều kiện tham gia nghiên cứu này, bạn phải đủ 

18 tuổi, được xác định là người Mỹ gốc Việt và có thể đọc được tiếng Việt. Ước tính thời 

gian tối đa mà bạn tham gia vào nghiên cứu này là khoảng 30 phút. Bạn có thể hoàn 

thành hai bảng câu hỏi khi cảm thấy thuận tiện nhất.  

 

Rủi ro Tiềm ẩn  

Các rủi ro tiềm ẩn liên quan đến việc bạn tham gia vào nghiên cứu này bao gồm khả năng 

tiết lộ thông tin bí mật. Thông tin bí mật sẽ được bảo vệ trong phạm vi được luật pháp 

cho phép. Có nguy cơ bị lộ thông tin qua email, hoạt động tải xuống và các giao dịch trên 

Internet. Chỉ có người thực hiện nghiên cứu, ban luận án, cố vấn về số liệu thống kê của 

cô mới có quyền truy cập các dữ liệu đã thu thập. Tất cả các tập tin sẽ được bảo vệ bằng 

mật khẩu và được lưu trữ trên một ổ đĩa flash trống, được mã hóa và cất giữ trong tủ hồ 

sơ tại nơi ở của người thực hiện nghiên cứu. Tất cả dữ liệu sẽ được xóa trong vòng 5 năm 

kể từ khi kết thúc nghiên cứu này. Có thể dự đoán kết quả của nghiên cứu này sẽ được 

công bố trong luận án của người thực hiện nghiên cứu, cũng như trong các ấn phẩm 

nghiên cứu khác và các bài thuyết trình của địa phương và quốc gia. Tuy nhiên, sẽ không 

công bố bất kỳ thông tin hoặc cái tên nào. Chỉ có dữ liệu cấp nhóm được nêu.  

 

Một rủi ro khác khi tham gia nghiên cứu này đó là có thể cảm thấy khó chịu về mặt cảm 

xúc vì những vật liệu trong cuộc nghiên cứu. Nếu bạn cảm thấy khó chịu về mặt cảm xúc 

trong bất kỳ khía cạnh nào của bảng câu hỏi, bạn có thể ngừng trả lời bất kỳ lúc nào. Nếu 
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bạn đã cảm thấy khó chịu về mặt cảm xúc vào bất kỳ thời điểm nào của cuộc nghiên cứu, 

bạn sẽ được cung cấp một danh sách các tài nguyên nhằm giúp bạn có được sự trợ giúp 

trong trường hợp bạn muốn tìm kiếm sự giúp đỡ chuyên nghiệp.  

 

Những người thực hiện nghiên cứu sẽ cố gắng ngăn chặn bất kỳ vấn đề nào có thể xảy ra 

trong cuộc nghiên cứu này. Bạn cần thông báo khi có vấn đề xảy ra, và cô ấy sẽ rất sẵn 

lòng giúp đỡ bạn. Tuy nhiên, Đại học Texas Woman không cung cấp dịch vụ y tế hoặc hỗ 

trợ tài chính cho những thương tích có thể xảy ra nếu bạn tham gia vào nghiên cứu này.  

 

Rủi ro thứ ba đó là có thể làm mất thời gian của bạn. Các công cụ được chọn để giúp hiểu 

nhanh chóng và dễ dàng nhất có thể. Toàn bộ cuộc nghiên cứu sẽ mất khoảng 30 phút. 

Tuy nhiên, bạn có thể rút khỏi cuộc khảo sát vào bất kỳ lúc nào mà không bị phạt.  

 

Rủi ro cuối cùng đó là bất kỳ sự ép buộc hoặc áp lực nào mà bạn có thể cảm thấy khi 

tham gia vào nghiên cứu này. Xin lưu ý, việc bạn tham gia vào nghiên cứu này là hoàn 

toàn tự nguyện, và nếu bạn cảm thấy muốn rút khỏi cuộc nghiên cứu, bạn có thể thoải 

mái thực hiện mà không bị phạt.  

 

Tham gia và Lợi ích  

Việc bạn tham gia vào nghiên cứu này là hoàn toàn tự nguyện, và bạn có thể ngừng tham 

gia bất kỳ lúc nào mà không bị phạt. Không có lợi ích trực tiếp cho sự tham gia. 

 

Các Câu hỏi Liên quan đến cuộc Nghiên cứu  

Nếu bạn có bất kỳ câu hỏi nào liên quan đến nghiên cứu này, bạn có thể hỏi những người 

thực hiện nghiên cứu; địa chỉ email của họ ở đầu mẫu đơn này. Nếu bạn có bất kỳ câu hỏi 

nào về quyền của mình với tư cách là người tham gia nghiên cứu, hoặc phương pháp 

nghiên cứu được thực hiện, bạn có thể liên hệ với Văn phòng Nghiên cứu và Chương 

trình Tài trợ của Đại học Texas Woman theo số 940-898-3378 hoặc qua e-mail 

IRB@twu.edu. Bạn có thể in bản sao mẫu đơn chấp thuận này để lưu giữ.  

 

Vui lòng xác nhận, bạn đã đọc và hiểu thông tin này, và chấp thuận tham gia nghiên cứu 

này. (Đánh dấu một):  

 

TÔI ĐỒNG Ý  

TÔI KHÔNG ĐỒNG Ý  

 

 

 

  



 

104 

 

 

 

 

 

 

 

 

 

APPENDIX A.2 

Informed Consent – English 

  



 

105 

 

TEXAS WOMAN’S UNIVERSITY 

CONSENT TO PARTICIPATE IN RESEARCH 

 

Title: Vietnamese Translation of the Attitudes Towards Seeking Professional 

Psychological Help Scale (ATSPPH): A Psychometric Study 

 

Investigator: Lena Nguyen, M.A. 

…………………………………...……….lnguyen41@twu.edu 

Dissertation Chair: Sally D. Stabb, Ph.D....................................................... 

sstabb@mail.twu.edu  

 

Explanation and Purpose of the Research  

You are being asked to participate in a research study for Ms. Lena Nguyen’s dissertation 

at Texas Woman’s University. Participation is voluntary. The purpose of this research is 

to develop Vietnamese translation of the Attitudes Towards Seeking Professional 

Psychological Help Scale and evaluate its psychometric measures such as sale design and 

its approach to measuring attitudes. To participate in this study, you must meet the 

inclusion criteria of identifying as a Vietnamese American, at least 18 years of age, and 

able to read Vietnamese. 

 

Research Procedures  

For this study, you will be asked to fill out two questionnaires. One provides 

demographic information about you and one is related to your attitudes toward seeking 

psychological help. In order to qualify for this study, you must be at least 18 years of age, 

identify as Vietnamese American, and able to read Vietnamese. Your maximum total 

time commitment in the study is estimated to be approximately 30 minutes. You will be 

able to fill out the questionnaires at your own convenience.  

 

Potential Risks  

Potential risks related to your participation in this study include the possibility of a 

release of confidential information. Confidentiality will be protected to the extent that is 

allowed by law. There is a potential risk of loss of confidentiality in all email, 

downloading, and internet transactions. Only the investigator, her dissertation committee, 

and her statistics advisor will have access to the data collected. All files will be password 

protected and stored on an encrypted, blank flash drive that will be stored in a locked file 

cabinet in the investigator’s residence. All data will be deleted within 5 years of the 

conclusion of this study. It is anticipated that the results of this study will be published in 

the investigator’s dissertation as well as in other research publications and local and 

national presentations. However, no names or other identifying information will be 

included in any publication. Only group-level data will be presented.  

 

Another risk of participating in this study is possible emotional discomfort due to the 

material in the surveys. If you do experience any emotional discomfort regarding any 

aspect of any of the questionnaires, you may stop answering the questions at any time. If 
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you have experienced emotional discomfort at any time during this survey, a list of 

resources has been provided  

 to help you locate assistance in the event that you would like to seek professional help.  

 

The researchers will try to prevent any problem that could happen because of this 

research. You should let the researcher know at once if there is a problem and she will 

help you. However, TWU does not provide medical services or financial assistance for 

injuries that might happen because you are taking part in this research.  

 

A third possible risk is your loss of time. The instruments were chosen to be as quick and 

easy to understand as possible. The entire survey should take about 30 minutes. However, 

you are free to withdraw from the study at any time without penalty.  

 

A final risk relates to any coercion or pressure you may feel for participating in this 

study. Please know that your participation in this study is completely voluntary and 

should you feel that you would like to withdraw from the study, you are free to do so at 

any time without penalty.  

 

Participation and Benefits  

Your involvement in this research study is completely voluntary, and you may 

discontinue your participation at any time without penalty. There are no direct benefits 

for participation. 

 

Questions Regarding the Study  

If you have any questions concerning this research you may ask the researchers; their 

email addresses are at the top of this form. If you have any questions about your rights as 

a participant in this research or the way the study has been conducted, you may contact 

Texas Woman’s University Office of Research and Sponsored Programs at 940-898-3378 

or via e-mail at IRB@twu.edu. You may print a copy of this consent form to keep for 

your records.  

 

Please acknowledge that you have read and understand this information and are giving 

your informed consent to participate in this study. (Check one):  

 

I AGREE  

I DO NOT AGREE  
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Nhân khẩu học 

 

1. Giới tính của bạn là gì?   

O Nữ  

O Nam  

O Chỉ định khác: 

 

2. Ban bao nhiêu tuổi? 

 

3. Dân tộc của bạn là gì?   

O Người việt nam hoặc là người Mỹ gốc việt  

O Mỹ trắng **  

O Phi châu **  

O Mể tây cơ **  

O Á châu, khác hơn người việt nam hoặc là người mỹ gốc việt **  

O Chỉ định khác: ** 

 

4. Bạn có đọc được tiếng việt không?  

O Được  

O Không ** 

 

5. Bạn nói tiếng Anh tốt đến mức nào? 

O Tốt 

O ít 

O Tôi không nói tiếng anh 

 

6. Bạn sinh ra ở quốc gia nào?  

O Việt Nam  

O Hoa Kỳ  

O Chỉ định khác: 

 

7. Bạn đã lớn lên ở đâu? 

O Chủ yếu ở việt nam 

O Chủ yếu ở Hoa Kỳ 

O Chỉ ở Hoa Kỳ 

 

8. Bố mẹ bạn có sinh ra ở Hoa Kỳ không? 

O Không ai 

O Một người bố hoặc mẹ 

O Cả hai bố mẹ 

O Tôi không biết 

 

9. Bạn là thế hệ gì? 

O Thế hệ đầu tiên 
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O Thế hệ thứ hai 

O Thế hệ thứ ba 

O Chỉ định khác 

O Tôi không biết 

 

10. Bạn sống ở Hoa Kỳ bao nhiêu năm?  

 

11. Tôi thích món ăn việt nam hon… 

O Hết tất cả 

O Thỉnh thoảng 

O Hiếm làm 

O Không bao giờ 

 

12. Tình trạng hôn nhân hiện tại của bạn là gì?  

O Độc thân  

O Đã lập gia đình  

O Ly dị 

O Quả phụ/ Quả thân  

O Chỉ định khác: 

 

13. Mức độ giáo dục cao nhất mà bạn đã hoàn thành là gì?  

O Cấp hai  

O Trung học  

O Đại học, không có trình bằng  

O Đại học hai năm  

O Đại học bốn năm  

O Thạc sĩ  

O Tiến sĩ  

O Chỉ định khác:  

 

14. Tổng thu nhập hộ gia đình của bạn là bao nhiêu? 

O $0 – 9,999  

O $10,00 – 19,999  

O $20,000 – 29,999  

O $30,000 – 39,999  

O $40,000 – 49,999  

O $50,000 – 74,999  

O $75,000 – 99,999  

O Trên $100,000 

 

15. Bạn đã từng điều trị sức khỏe tâm thần trong quá khứ chưa? 

O Có 

O Không  
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16. Theo ý kiến của bạn, khảo sát này có dễ hiểu không? 

O Có 

O Không  

 

17. Nhận xét bổ sung: 
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Demographic Questionnaire – English Version 
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Demographics Questionnaire – English Version 

 

1. What is your gender?   

O Female  

O Male  

O Other, specify: 

 

2. How old are you? 

 

3. What is your ethnic background?   

O Vietnamese or Vietnamese American  

O White**  

O Black or African American**  

O Hispanic or Latina**  

O Asian American, other than Vietnamese or Vietnamese American**  

O Other, specify: ** 

 

4. Are you able to read Vietnamese?  

O Yes  

O No** 

 

5. How well do you speak English? 

O Good 

O Fair 

O I do not speak English 

 

6. What country were you born in?  

O Vietnam  

O United States  

O Other, specify: 

 

7. Where were you raised? 

O Mostly in Vietnam 

O Mostly in the United States 

O In the United States only 

 

8. Were either or both of your parents born in the United States? 

O None 

O 1 Parent 

O 2 Parents 

O I don’t know 

 

9. What generation do you consider yourself? 

O First 
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O Second 

O Third 

O Other 

O I don’t know 

 

10. How many years have you lived in the United States?  

 

11. I prefer to eat Vietnamese food… 

O Most of the time 

O Some of the time 

O Seldom 

O Never 

 

12. What is your current marital status?  

O Single (never married)  

O Married  

O Divorced 

O Widowed  

O Other, specify: 

 

13. What is the highest level of education that you have completed?  

O Junior High School  

O High School  

O Some college  

O Associate degree  

O Bachelor’s degree  

O Master’s degree  

O Graduate/Professional degree  

O Other, specify:  

 

14. What is your total household income?  

O $0 – 9,999   

O $10,00 – 19,999  

O $20,000 – 29,999  

O $30,000 – 39,999  

O $40,000 – 49,999  

O $50,000 – 74,999  

O $75,000 – 99,999  

O Over $100,000 

 

15. Have you had mental health treatment in the past? 

O Yes 

O No 
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16. In your opinion, was this survey easy to understand? 

O Yes 

O No 

 

17. Additional comments: 

 

 

 

 

**Please note that participants who do not identify as Vietnamese American or unable to 

read Vietnamese will be taken to a screen that will thank them for their interest and 

indicate that they are ineligible to participate given this study’s focus on the experiences 

of older Vietnamese Americans. 
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ATSPPH – Vietnamese Version (ATSPPH-VV) 
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Thang điểm về những Thái độ để Tìm kiếm sự Giúp đỡ từ Chuyên gia Tâm lý 

 

Hướng dẫn:  Xin đọc kỹ từng câu hỏi và cho biết bạn có đồng ý hay không, sử dụng 

thang điểm bên dưới. Xin bày tỏ ý kiến thẳng thắn của bạn cho mỗi câu hỏi, chia sẻ 

những cảm nhận hay sự tin tưởng của bạn một cách thành thật. 

 

0 =  Không đồng ý           1= Có thể không đồng ý     2=  Có thể đồng ý             3 = 

Đồng ý 

 

_____1. Mặc dù có các phòng khám cho những người bị xáo trộn tinh thần hay tâm lý, 

nhưng tôi không tin tưởng lắm vào những nơi này. 

_____2. Nếu một người bạn thân hỏi tôi cho lời khuyên về một vấn đề sức khỏe tâm 

thần, tôi có thể sẽ khuyên anh ta nên gặp một bác sĩ tâm thần. 

_____3. Tôi cảm thấy không thoải mái đi gặp một bác sĩ tâm thần vì những điều mà 

một số người có thể nghĩ. 

_____4. Một người với bản chất mạnh mẽ có thể tự mình vượt qua những xung đột tinh 

thần, và sẽ ít có nhu cầu phải gặp một bác sĩ tâm thần. 

_____5. Có đôi lúc tôi cảm thấy hoàn toàn mất phương hướng và cần có sự cố vấn của 

các chuyên gia về những vấn đề riêng tư hoặc cảm xúc.  

_____6. Xét về thời lượng và chi phí liên quan đến tâm lý trị liệu, tôi nghi ngờ nó thật 

sự có giá trị đối với một người như tôi. 

_____7. Tôi sẵn sàng tâm sự những vấn đề riêng tư với một người thích hợp nếu tôi 

nghĩ rằng điều này có thể giúp tôi hoặc một thành viên trong gia đình tôi. 

_____8. Tôi thà sống với những xung đột tâm thần nào đó còn hơn là phải trải qua nỗi 

kinh hoàng của việc điều trị tâm thần. 

_____9. Những khó khăn về cảm xúc, giống như nhiều thứ, có xu hướng tự giải quyết.  

_____10. Có những vấn đề không nên thảo luận với người ngoài gia đình, không phải là 

thân thiết, ruột thịt. 

_____11. Một người bị rối loạn cảm xúc nghiêm trọng có lẽ sẽ cảm thấy an toàn nhất 

trong một bệnh viện tâm thần tốt. 

_____12. Nếu tôi tin rằng tôi đang bị khủng hoảng tinh thần, thì khuynh hướng đầu tiên 

của tôi sẽ là tìm đến sự giúp đỡ của một chuyên gia. 

_____13. Chú tâm vào công việc là một giải pháp tốt để tránh những quan tâm và lo lắng 

cá nhân. 

_____14. Người từng là bệnh nhân tâm thần cảm nhận đó là vết nhơ trong đời sống của 

mình. 

_____15. Tôi thà được một người bạn thân cố vấn hơn là một nhà tâm lý học, ngay cả 

đối với một vấn đề tình cảm. 

_____16. Một người có vấn đề về cảm xúc thường không có khả năng giải quyết trở ngại 

một mình; nhưng nhiều phần sẽ có thể giải quyết  trở ngại này với sự giúp đỡ của một 

chuyên gia. 

_____17. Tôi khó chịu khi có người- dù được đào tạo chuyên nghiệp hay không - muốn 

biết về những khó khăn cá nhân của tôi. 
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_____18. Tôi muốn được chăm sóc tâm thần nếu tôi bị lo lắng hoặc buồn phiền trong 

một thời gian dài. 

_____19. Theo cảm nhận của tôi, ý tưởng chia sẻ các vấn đề với một tâm lý gia là cách 

kém cỏi để thoát khỏi những xung đột tình cảm. 

_____20. Người bị bệnh tâm thần thường mang theo mặc cảm xấu hổ. 

_____21. Có những kinh nghiệm trong cuộc sống của tôi mà tôi sẽ không thảo luận với 

bất cứ ai. 

_____22. Có lẽ tốt nhất là không nên biết mọi thứ về bản thân mình. 

_____23. Nếu tôi phải trải qua một cuộc khủng hoảng tình cảm nghiêm trọng vào bất kỳ 

thời điểm nào trong cuộc đời, tôi sẽ tự tin rằng tôi có thể tìm được sự cứu giúp trong 

tâm lý trị liệu. 

_____24. Có một cái gì đó đáng ngưỡng mộ trong thái độ của một người sẵn sàng thích 

ứng với những xung khắc và nỗi sợ hãi của mình mà không cần tìm đến sự giúp đỡ 

của các chuyên gia. 

_____25. Vào một thời điểm nào đó trong tương lai, tôi có thể muốn được tư vấn tâm lý. 

_____26. Một người nên tự giải quyết các vấn đề của chính mình; nhận tư vấn tâm lý sẽ 

là phương sách cuối cùng. 

_____27. Nếu tôi đã được điều trị tại một bệnh viện tâm thần, tôi sẽ không cảm thấy rằng 

việc này phải được "che đậy." 

_____28. Nếu tôi nghĩ rằng tôi cần sự giúp đỡ về tâm thần, tôi sẽ tìm đến nó bất kể ai 

biết về việc điều trị này. 

_____29. Rất khó để nói về các vấn đề cá nhân với những người có học vấn cao như bác 

sĩ hay tiến sĩ, giáo chức và giáo sĩ. 
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Attitudes Toward Seeking Professional Psychological Help Scale 

(ATSPPH; Fischer & Turner, 1970) 

English Version 

 

Directions: Read each statement carefully and indicate your agreement or disagreement, 

using the scale below. Please express your frank opinion in responding to each statement, 

answering as you honestly feel or believe. 

 

0 = Disagreement 1= Probable disagreement 2= Probable agreement  3= 

Agreement 

 

_____1. Although there are clinics for people with mental troubles, I would not have 

much faith in them. 

_____2. If a good friend asked my advice about a mental health problem, I might 

recommend that he see a psychiatrist. 

_____3. I would feel uneasy going to a psychiatrist because of what some people might 

think. 

_____4. A person with strong character can get over mental conflicts by himself, and 

would have little need of a psychiatrist. 

_____5. There are a few times when I have felt completely lost and would have 

welcomed professional advice for a personal or emotional problem.  

_____6. Considering the time and expense involved in psychotherapy, it would have 

doubtful value for a person like me.  

_____7. I would willingly confide intimate matters to an appropriate person if I thought 

it might help me or a member of my family. 

_____8. I would rather live with certain mental conflicts than go through the ordeal of 

getting psychiatric treatment. 

_____9. Emotional difficulties, like many things, tend to work out by themselves. 

_____10. There are certain problems that should not be discussed outside one’s 

immediate family. 

_____11. A person with a serious emotional disturbance would probably feel most secure 

in a good mental hospital. 

_____12. If I believed I was having a mental breakdown, my first inclination would be to 

get professional attention. 

_____13. Keeping one’s mind on a job is a good solution for avoiding personal worries 

and concerns. 

_____14. Having been a psychiatric patient is a blot on a person’s life. 

_____15. I would rather be advised by a close friend than by a psychologist, even for an 

emotional problem. 

_____16. A person with an emotional problem is not likely to solve it alone; he or she is 

likely to solve it with professional help. 

_____17. I resent a person- professionally trained or not- who wants to know about my 

personal difficulties. 
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_____18. I would want to get psychiatric attention if I was worried or upset for a long 

period of time. 

_____19. The idea of talking about problems with a psychologist strikes me as a poor 

way to get rid of emotional conflicts. 

_____20. Having been mentally ill carries with it a burden of shame. 

_____21. There are experiences in my life I would not discuss with anyone. 

_____22. It is probably best not to know everything about oneself. 

_____23. If I were experiencing a serious emotional crisis at any point in my life, I 

would be confident that I could find relief in psychotherapy. 

_____24. There is something admirable in the attitude of a person willing to cope with 

his conflicts and fears without resorting to professional help. 

_____25. At some future time I might want to have psychological counseling. 

_____26. A person should work out his own problems; getting psychological counseling 

would be a last resort. 

_____27. Had I received treatment in a mental hospital, I would not feel that it had to be 

“covered up.” 

_____28. If I thought I needed psychiatric help, I would get it no matter who knew about 

it. 

_____29. It is difficult to talk about personal affairs with highly educated people such as 

doctors, teachers, and clergymen. 
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Scale of Attitudes Toward Seeking Psychological Help 

 

Instructions: Please read each question carefully and indicate if you agree or not, using 

the point scale below. Please express your candid opinions for each question, to share 

your feelings or beliefs honestly. 

 

0 = Disagree  1 = Somewhat disagree  2 = Somewhat agree   3 = Agree 

 

_____1. Although there are clinics for people who are mentally or psychologically 

disturbed, I do not believe in them. 

_____2. If a close friend asks me for advice on a mental health problem, I would 

probably advise him to meet a psychiatrist. 

_____3. I feel uncomfortable seeing a psychiatrist because of what some people might 

think. 

_____4. A person with a strong nature can overcome mental conflicts himself, and will 

have less need to see a psychiatrist. 

_____5. Sometimes I feel completely disoriented and need expert advice on personal or 

emotional issues. 

_____6. In terms of time and cost involved in psychotherapy, I suspect it's really valuable 

to a person like me. 

_____7. I am willing to discuss personal issues with a suitable person if I think this could 

help me or a member of my family. 

_____8. I would rather live with some kind of psychological conflict than go through the 

trouble of mental illness. 

_____9. Emotional difficulties, like many things, tend to resolve themselves. 

_____10. There are issues that should not be discussed with people outside the immediate 

family. 

_____11. A person with a serious emotional disorder will probably feel the safest in a 

good mental hospital. 

_____12. If I believe I am in a mental crisis, my first inclination is to seek the help of an 

expert. 

_____13. Focusing on the job is a good solution to avoid personal concerns and worries. 

_____14. A person who has been a psychiatric patient feels that it is a strain in his or her 

life. 

_____15. I would rather seek a mentor friend than a psychologist, even for an emotional 

problem. 

_____16. An emotional problem is often not solvable alone; But many will be able to 

solve this problem with the help of an expert. 

_____17. I was upset when someone - whether professionally trained or not - wanted to 

know about my personal difficulties. 

_____18. I would like to receive mental care if I am worried or sad for a long time. 

_____19. In my opinion, the idea of sharing problems with a psychologist is a poor way 

to get rid of emotional conflicts. 

_____20. People with mental illness often carry shame with their guilt. 
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_____21. There are experiences in my life that I will not discuss with anyone. 

_____22. It is perhaps best not to know everything about yourself. 

_____23. If I have to experience a serious emotional crisis at any point in my life, I will 

be confident that I can find help in psychotherapy. 

_____24. There is something admirable in the attitude of a person willing to adapt to his 

conflicts and fears without seeking the help of experts. 

_____25. At some point in the future, I may want psychological counseling. 

_____26. One should deal with his own problems; getting psychological counseling will 

be the last resort. 

_____27. If I have been treated in a mental hospital, I will not feel that this must be 

"covered up." 

_____28. If I think I need psychiatric help, I will find it regardless of who knows about 

this treatment. 

_____29. It is difficult to talk about personal issues with highly educated people like or 

doctors, teachers and clergy. 
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Xin chào 

 

Tôi là Lena Nguyen. Tôi là một ứng viên tiến sĩ trong chương trình tâm lý tư vấn tại Đại 

học Texas Woman.  

 

Dưới sự giám sát của cố vấn nghiên cứu của tôi, Tiến sĩ Sally D. Stabb, tôi hiện đang 

tuyển dụng tình nguyện viên tham gia vào nghiên cứu này, người đó phải là người Mỹ 

gốc Việt, tối thiểu 18 tuổi, và có thể đọc được tiếng Việt. Đối với nghiên cứu này, người 

Mỹ gốc Việt là bất kỳ cá nhân gốc Việt nào cư ngụ tại Hoa Kỳ. Việc tham gia sẽ mất 

khoảng 30 phút. 

 

Nghiên cứu này đã được xem xét bởi Hội đồng Xét duyệt của Đại học Texas Woman và 

đã được chấp thuận (Bản ghi số #20428) vào 21-01-2019. Xin lưu ý, có thể có rủi ro bị 

mất thông tin bí mật qua email, hoạt động tải xuống, họp trực tuyến và giao dịch trên 

Internet. Để biết thông tin chi tiết về nghiên cứu hoặc việc tham gia, vui lòng truy cập 

liên kết được cung cấp bên dưới:  

 

https://www.psychdata.com/s.asp?SID =184712 

 

Vui lòng cân nhắc chuyển tiếp email này đến những cá nhân có thể quan tâm khác. Cảm 

ơn sự cân nhắc của bạn 

 

Trân trọng,  

Lena Nguyen, Thạc sĩ Khoa học Xã hội 

Ứng viên Tiến sĩ, Tư vấn Tâm lý học 

Khoa Tâm lý & Triết học 

Đại học Texas Woman 

lnguyen41@twu.edu   
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Hello! 

 

My name is Lena Nguyen.  I am a doctoral candidate in the counseling psychology 

program at Texas Woman’s University.  

 

Under the supervision of my research advisor, Sally D. Stabb, Ph.D., I am currently 

recruiting volunteers to participate in this study who identify as Vietnamese American, 

are at least 18 years of age, and able to read Vietnamese.  For this study, Vietnamese 

American will refer to any individual of Vietnamese descent residing in the United 

States.  Participation should take approximately 30 minutes.   

 

This study has been reviewed by the Institutional Review Board of Texas Woman’s 

University and has been approved (Protocol #20428) on January 21, 2019.  Please note 

that there is a potential risk of loss of confidentiality in all email, downloading, electronic 

meetings, and internet transactions.  For detailed information regarding the study or to 

participate, please follow the link provided below:  

 

https://www.psychdata.com/s.asp?SID =184712 

 

Please consider forwarding this email to other individuals who may be interested.  Thank 

you for your consideration. 

 

Sincerely,  

Lena Nguyen, M.A. 

Doctoral Candidate, Counseling Psychology 

Department of Psychology & Philosophy  

Texas Woman’s University 

lnguyen41@twu.edu 
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Nguồn Giới Thiệu 

 

Nếu bạn cảm thấy khó chịu khi tham gia nghiên cứu này, dưới đây là một công cụ tìm 

kiếm trực tuyến dành cho các nhà trị liệu trong trường hợp bạn muốn nói chuyện với một 

chuyên gia. 

 

 

American Psychological Association Psychologist Locator 

(Hiệp hội tâm lý học Mỹ Nhà tâm lý học Locator) 

http://locator.apa.org/ 

 

National Register of Health Service Psychologists 

(Đăng ký quốc gia về Bác sĩ tâm lý)  

http://www.findapsychologist.org/ 

 

Mental Health of America Referrals 

(Sức khỏe tâm thần của Mỹ)  

http://www.nmha.org/go/searchMHA 

 

Psychology Today Find a Vietnamese Therapist 

(Tâm lý học Hôm nay Tìm một Bác sĩ trị liệu việt nam) 

https://www.psychologytoday.com/us/therapists/vietnamese 

 

National Board for Certified Counselors 

(Hội đồng quốc gia cho các cố vấn được chứng nhận) 

http://www.nbcc.org/CounselorFind 
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Referral Sources 

 

If you feel discomfort related to having participated in this study, below is an online 

search engine for therapists in the event you want to speak with a professional. 

 

 

American Psychological Association Psychologist Locator 

http://locator.apa.org/ 

 

National Register of Health Service Psychologists 

http://www.findapsychologist.org/ 

 

Mental Health of America Referrals 

http://www.nmha.org/go/searchMHA 

 

Psychology Today Find a Vietnamese Therapist 

https://www.psychologytoday.com/us/therapists/vietnamese 

 

National Board for Certified Counselors 

http://www.nbcc.org/CounselorFind 
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ATSPPH – VV Item Correlation 

V1 V2 V3 V4 V5 V6 V7 V8 V9 V10 V11 V12 V13 V14 V15 V16 V17 V18 V19 V20 V21 V22 V23 V24 V25 V26 V27 V28 V29

V1 1.00

V2 0.07 1.00

V3 .434** .237** 1.00

V4 .359** -0.02 .241** 1.00

V5 -0.07 .248** -0.01 -0.11 1.00

V6 .373** -0.03 .264** .330** -.278** 1.00

V7 0.04 .290** 0.02 -0.09 .292** -.218** 1.00

V8 .406** .276** .506** .260** -0.04 .386** 0.00 1.00

V9 .350** 0.09 .302** .365** -.125* .326** -.129* .449** 1.00

V10 .262** .151* .322** .338** -0.06 .234** 0.00 .406** .436** 1.00

V11 -.125* .285** -0.05 -.180** .375** -.274** .281** -0.11 -0.09 -0.03 1.00

V12 0.03 .538** 0.11 -0.11 .446** -0.12 .330** .140* -0.03 -0.05 .484** 1.00

V13 .332** 0.05 .404** .461** -0.11 .283** -0.02 .513** .386** .467** -0.11 -0.06 1.00

V14 .350** 0.11 .442** .386** -.128* .421** -0.05 .599** .429** .429** -.164** 0.02 .453** 1.00

V15 .220** .125* .316** .372** -0.11 .342** -0.07 .487** .306** .406** -0.06 0.06 .437** .543** 1.00

V16 -0.07 .370** -0.07 -.141* .318** -0.08 .282** -0.06 -.214** -.144* .285** .409** -.199** -0.09 -0.12 1.00

V17 .390** .157* .347** .283** -.137* .310** -0.01 .497** .392** .287** -0.07 0.01 .320** .461** .283** -0.10 1.00

V18 0.04 .389** 0.06 -.133* .331** -.127* .213** 0.03 -0.05 -0.12 .448** .571** -0.12 -0.05 -0.01 .288** 0.03 1.00

V19 .425** .170** .390** .445** -.145* .350** 0.00 .537** .377** .414** -.161** 0.02 .480** .568** .513** -0.04 .442** -0.03 1.00

V20 .247** -0.08 .207** .288** -.166** .328** -.200** .312** .310** .200** -.157* -0.10 .277** .439** .303** -.257** .264** -.139* .392** 1.00

V21 .296** 0.05 .355** .232** -0.12 .255** -0.03 .367** .222** .271** -0.08 0.04 .349** .390** .482** -.180** .371** -0.06 .345** .330** 1.00

V22 .377** 0.12 .417** .401** -.174** .352** -0.03 .472** .451** .270** -.129* 0.02 .385** .513** .428** -0.09 .474** 0.01 .570** .392** .404** 1.00

V23 -0.01 .238** -0.06 -.156* .305** -0.09 .251** -0.08 -.155* -.143* .386** .420** -.133* -0.12 -0.04 .312** -.152* .431** -.151* -.125* -0.02 0.00 1.00

V24 .336** 0.10 .245** .333** -0.08 .343** -.141* .381** .423** .400** -0.09 -0.06 .400** .355** .422** -.181** .458** -0.08 .379** .290** .312** .354** -0.05 1.00

V25 -0.01 .388** 0.01 -0.10 .531** -.225** .381** -0.07 -0.10 0.01 .474** .503** -0.12 -.126* 0.00 .315** -.140* .507** -0.11 -.192** -0.08 -0.11 .455** -.151* 1.00

V26 .304** -0.09 .232** .438** -.209** .178** -0.11 .276** .454** .405** -.277** -.230** .326** .340** .299** -.190** .396** -.178** .337** .149* .240** .385** -.261** .356** -.181** 1.00

V27 -.208** -0.09 -.220** -.216** .153* -.169** 0.11 -.324** -.202** -.151* .167** 0.04 -.176** -.322** -.222** .139* -.300** 0.07 -.353** -.229** -.181** -.332** .268** -.292** .207** -.285** 1.00

V28 -0.08 0.07 -0.10 -0.09 .158* -.252** .323** -.312** -.262** -.187** .180** .267** -.204** -.245** -.136* 0.09 -.179** .242** -.132* -.260** -0.09 -.131* .308** -.209** .342** -0.06 .277** 1.00

V29 .435** 0.07 .376** .394** -.196** .381** -0.07 .546** .404** .410** -.166** -0.03 .403** .561** .391** -.139* .513** -0.06 .563** .433** .367** .546** -0.07 .389** -.148* .389** -.280** -.142* 1.00

Note: ATSPPH - VV = Attitudes Toward Seeking Professional Psychological Help - Vietnamese Version

*p < .05. **p < .01.
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Additional Comments Translation 

1. I think some wordings need to be more 

succinct and clearer for Vietnamese to 

understand. 

 

2. Rất tốt câu hỏi rất rõ ràng. Very good and clear questions. 

3. Surveys like these are annoyingly secular. I 

feel sorry for whoever is trying to understand 

my answers. You need to realize that aside 

from secular professionals and prideful self-

help, there is also the spiritual solution, 

which often is the best solution, and one that 

the world has thrown away. 

 

4. I feel that some of the questions feel a little 

repetitive, so it got a bit confusing 

 

5. Are you able to do the survey in 2 

languages? I'm fluent in Vietnamese but 

there are terminologies that I'm not familiar 

and took me couple readings to fully 

understand.  Are you able to cut down the 

number of questions? I'm willing to help but 

it was a bit lengthy for me.  Good luck on 

your dissertation! 

 

6. Nếu không phải là một thông dịch viên thì 

khỏa sát này sẽ hơi khó hiểu vì dùng từ ngữ 

trong khoa học nhiều hơn thực tại 

The writing is a little confusing and 

easy to understand. If not an 

interpreter, this will be a little 

confusing because it uses more words 

in science than reality 

7. Cách viết hơi khó hiểu và dễ hiểu nhầm Writing is a bit confusing but easy to 

understand 

8. Tôi chưa từng bị những tính trạng về tâm lý, 

hay khủng hoảng tinh thần, nên những câu 

trả lời của tôi chỉ trung hoa thời. 

I have never been psychologically 

traumatized, so my answers 

correspond for me only. 

9. Không có gì để bổ xung. Cảm ơn đã dịch và 

tạo ra bản khảo sát này. 

Nothing to complement. Thanks for 

translating and creating this survey. 

10. Làm ơn viết ngắn gọn và bớt dùng chữ 

"không" vì nó làm cho chúng ta phải nghĩ 

ngược lại. 

Please write more concisely and don’t 

use  "no" because it makes us think 

backwards. 

11. Đáng khen về tham khảo này.   Chúc Cô 

Lena mọi sự thành công tốt đẹp. 

Honorable for this reference. I wish 

Miss Lena every success. 

12. Phần câu hỏi đặt ra quá chung chung. Ngữ 

pháp thiếu hoàn chỉnh khiến cho ngưòi đọc 

khó hình dung ra nội dung câu hỏi. Cần có 

thêm ví dụ minh họa cho mỗi câu hỏi để 

The question part is too general. The 

incomplete grammar makes it 

difficult for the reader to figure out 

the content of the question. More 
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ngưòi đọc dễ dàng lựa chọn examples are needed to illustrate each 

question so that readers can easily 

choose 

Additional Comments Translation 

13. Khảo sát rất tốt và dễ hiểu. Survey is very good and easy to 

understand. 

14. Cách bạn đặt câu hỏi hơi Khó Hiểu. The way you ask questions is a bit 

difficult to understand. 

15. Một vài câu hỏi nên đển N/A, vì đôi khi 4 

options cũng không phải là lựa chọn. Kết quả 

sẽ phản ánh đúng hơn khi phân tích hết dữ 

liệu. 

Some questions should be N/A, 

because sometimes 4 options are not 

an option. The results will reflect 

more correctly when analyzing all 

data. 

16. không có gì nothing 

17. Cách đặt câu hỏi và các lựa chọn trả lời có 

thể gây nhầm lẫn cho người tham gia khảo 

sát nếu họ không quen hoặc đọc không kỹ 

câu hỏi. Bản tiếng Anh có thể sẽ rõ nghĩa 

hơn; nếu như vậy, bản tiếng Việt cần được 

Việt hóa nhiều hơn nữa để phù hợp với độc 

giả người Việt. 

Questioning and answering options 

can be confusing for survey 

participants if they are unfamiliar or 

re-read the question. The English 

version may be more clear; If so, the 

Vietnamese version needs more 

Vietnamese-ization to suit 

Vietnamese readers. 

18. If the survey questions are shorter & direct to 

the points, then it will be easier to follow 

 

19. Question 19 and 44 need to be written in 

another way. I think the grammar for these 

questions need to be changed. 

 

20. There was one question about which 

generation I am, but I was not understanding 

what context the generation is referring to. I 

am first generation born in American, but 

lots of generations if we talk about lineage.     

Some Vietnamese words were hard to 

understand, as it did not make sense within 

the question. 

 

21. Giỏi và tốt đời người ai cũng trải qua sự khó 

khăn  và đau khổ trong cuộc sống hằng ngày 

nên chúng ta cần phải gạt bỏ những điều khó 

khăn và xấu xa và luôn luôn chú trọng tới 

những điều tốt và vui thì cuộc sống sẽ thoải 

mái và dễ chịu hơn  khi đời là bể khổ 

In good life, everyone experiences 

difficulties and suffering in daily life 

so we need to get rid of the hard and 

evil things and always focus on the 

good and the fun. The life will be 

more comfortable when life is 

suffering 

22. No  
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23. Hơi khó hiểu Somewhat confusing 

24. Ý Tưởng tốt để hiểu Good ideas to understand 

25. Cách viết tiếng Việt hơi bị lủng cũng Vietnamese writing style is a bit 

lacking 

26. Khong có ý kiến. No comments. 

Additional Comments Translation 

 

27. Chưa có kinh nghiêm trong vấn đề này, nên 

trả lời ko được chính xác lắm 

 

I don’t have experience in this issue 

so the answers may not be accurate 

28. Những câu hỏi rất dễ hiểu cho mình không 

phải dò từ điển 

The questions are easy to understand 

because I don’t have to search the 

dictionary 

29. Cũng tốt It’s good 

30. Tốt Good 
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