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The purpose of the study was to examine health care 

providers' self perceptions of their effectiveness 

when- providing health care to Southeast Asian adults as 

related to their knowledge concerning Southeast Asians' 

communication styles and cultural beliefs about health. 

The population consisted of 30 professional health care 

providers employed at either the East Dallas Health Center 

or the Dallas Memorial Hospital Clinic located in Dallas, 

Texas. The questionnaire was administered in June 1992. 

The Pearson product-moment correlations were used to 

determine whether relationships existed between the 

knowledge of Southeast Asian communicatio n styles and 

cultural beliefs and the providers' self-perceptions of 

effectiveness when providing health care to Southeast 

Asian adults. Overall results revealed no significant 

relationship between the objective and subjective measures 
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of the knowledge of health care providers regarding 

Southeast Asian communication styles; no significant 

relationship between objective and subjective measures of 

the knowledge of health care providers regarding Southeast 

Asian cultural beliefs about health, and that health care 

providers' self-perceived effectiveness when providing 

health care to Southeast Asian adults is not related 

significantly to their knowledge concerning either 

Southeast Asian communication styles or cultural beliefs 

about health. 
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CHAPTER I 

INTRODUCTION 

North America is a continent of immigrants. With the 

exception of Native Americans, all of its people have 

immigrated from other places in the world. Lipson and 

Meleis (1985) pointed out that immigration is a stressful 

experience, even under the best circumstances. They stated 

that the major sources of stress are the immigration 

experience itself, and the adaptation to the new country's 

cultural differences. For many immigrants, such stress can 

affect both responses to health problems and health status 

in general. The immigration experience can be severely 

traumatic (as when the immigration is involuntary and 

unplanned), or it can be positive with pleasurable 

anticipation of new opportunities in a new country. 

According to Lipson and Meleis (1985), the experience is 

most often somewhere between these extreme s. Refugees tend 

to find the uprooting experience more di f ficult than do 

other immigrants because they usually leave their home 

countries not by choice, but to escape an into le ra ble 

situation and, at times, for survival. For some of the 

recent immigrants to the United States, such as those from 



Southeast Asia, the host culture is overwhelmingly 

different from that in their home countries, which 

superimposes more -difficulties. According to Lipson 

and Meleis (1985): 

Studies show strong relationships between health 

and immigration. Ethnographic studies, historical 

epidemiology, and observation in societies where a 

rapid increase of technology has occurred, indicate 

that people who are in a state of physical and 

cultural transition have higher risks of illness. 

(p. 49) 

Since the fall of Saigon in April 1985, about 1.7 

million Southeast Asians have fled their homelands (Nguyen, 

1985). Over 800,000 have been Vietnamese, Cambodians, 

Laotians, and Hmong. (The Hmong are from Laos; but, 

because of their unique cultural and demographic 

differences, they are treated as a separate subgroup.) 

The high rate of immigration, coupled with an above-average 

birthrate (e.g., Vietnamese, 4.6; Hmong, 8.6), has 

increased the number of Southeast Asians to over 2,000,000 

in the U.S. (Morrow, 1989). Like many immigrants, they had 

no preparation for the cultural shock they faced in the 

United States. Because of language and cultural 
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differences regarding health care, these refugees present 

a challenge for health care providers (Poss, 1989). 

3 

Providing health care to ethnic families can be 

stressful and frustrating. Manio and Hall (1987) stated 

that culturally sensitive care requires the health 

professional's receptivity and suspension of 

superior-inferior value judgements relating to culture. 

According to Poss (1989), in order to provide effective, 

sensitive health care, American providers who work with 

Southeast Asian refugee adults need to understand how 

cultural values influence Asians' beliefs about health and 

illness. The impact of cultural beliefs on health care 

behaviors often is underestimated or ignored by health care 

providers. It is important to know individuals' beliefs 

and customs in order to provide appropriate health care 

services (Montero, 19 79) . This is especially important 

with older persons who usually adhere to their particular 

cultural heritage (Snyder, 1984). Before health care 

providers working with refugees can recommend a cure or 

treatment, they first must understand their clients' views 

of disease (Kirch, 1989). 

The American health care worker's attitude toward the 

Southeast Asian refugee patient is ultimately of great 



importance in successful delivery of service (Ferguson, 

1983). As stated by Ferguson (1983): 

Genuine respect and acceptance is vital if an 

effective relationship between provider and client 

is to develop. Also, knowledge of the Southeast 

Asian concept of health, traditional methods of 

health care, and of their implications for refugee 

patients in the United States, is the key to 

overcoming cultural and communication barriers, 

and will aid Western health care providers in 

meeting the needs and demands of their Southeast 

Asian refugee patients. (p. 4) 

To meet the challenge of providing culturally 

sensitive health care to Southeast Asian refugee adults, 

health care providers first must increase their knowledge 

and understanding of the Southeast Asian culture and its 

impact on health. American society would benefit from the 

provision of health to immigrants whic h wou ld incorporate 

their cultural needs. Having current research regarding 

health care providers' self-perceptions of effectiveness 

when providing health care to Southeast Asian adults will 

increase the providers' awareness of the need to adapt 

health care and communications to increase coherence 

between themselves and their Southeast Asian patients. 
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Statement of the Problem 

The problem of the study was to conduct a preliminary 

investigation concerning the self-perceptions of health 

care providers about their effectiveness when providing 

health care to Southeast Asian adults who seek care at the 

East Dallas Health Center and the Dallas Memorial Hospital 

Clinic in Dallas, Texas, in 1992. The health care 

providers' knowledge concerning Southeast Asian 

communication styles and cultural beliefs were measured 

in order to determine if these variables affected the 

providers' perceptions concerning their own 

effectiveness in caring for this population. 

Purpose of the Study 

The purpose of the study was to examine health care 

providers' self-perceptions of their effectiveness when 

providing health care to Southeast Asian adults and to 

determine relationships between their knowledge concerning 

Southeast Asian communication styles and cultur a l beliefs 

about health. 

Hypotheses 

The following hypotheses were tested by this study: 

1. There is no significant relationship between 

objective and subjective measures of the knowledge of 
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health care providers regarding Southeast Asian 

communication styles. 

2. There is no significant relationship between 

objective and subjective measures of the knowledge of 

health care providers regarding Southeast Asian cultural 

beliefs about health. 

3. Health care providers' self-perceived 

effectiveness when providing health care to Southeast 

Asian adults is not related significantly to their 

knowledge concerning either Southeast Asian communication 

styles or cultural beliefs about health. 

Definition of Terms 

For purposes of clarification, the following 

definitions were established for use in this study: 

1. Cultural Beliefs. A combination of empirical 

knowledge, religious beliefs, and metaphysical philosophy 

(Ferguson, 1983), as measured by the Southeast Asian 

Cultural Awareness Inventory (SACAI). 

2. Health Care Providers. Registered nurses, nurse 

practitioners, licensed vocational nurses, nurse 

assistants, physicians, respiratory therapists, and all 

other employees who provide health care to Southeast Asian 

adults at either the East Dallas Health Center or the 

Dallas Memorial Hospital Clinic in Dallas, Texas. 
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3. Knowledge. Understanding of Southeast Asian 

communication styles and cultural beliefs about health 

(Ward & Fetler, 1979), as measured by the SACAI. 

4. Southeast Asians. Members of ethnic groups from 

Vietnam, Cambodia, and Laos (Ferguson, 1983). 

5. Southeast Asian Communication Styles. Methods of 

expressing thoughts, beliefs, and viewpoints that are less 

direct than American forms of communication. Such methods 

are achieved mainly through facial expressions, gestures, 

posture, and tone of voice rather than verbally (Ferguson, 

1983; Hyatt-Tien, 1987; Muecke, 1983a). 

Limitations 

The study reflected the following limitations: 

1. The subjects' willingness to participate in the 

research study. 

2. The truthfulness with which the subjects answered 

the questionnaire. 

Delimitations 

The subjects of this study were delimited to health 

care providers who worke d at either the East Dallas Health 

Canter or the Dallas Memorial Hospital Clinic in Dallas, 

Texas, at the time of data collection. 
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Justification 

The past decade has seen an increase in the number 

of Southeast Asians seeking treatment at health care 

facilities. Providing health care to these refugees is 

likely to be complicated by a lack of knowledge of 

Southeast Asian communication styles and cultural beliefs 

about health (Owan, 1985). Knowledge of factors 

influencing the expectations of health care providers to 

Southeast Asians can be valuable. The most promising 

outcome of this knowledge is the potential resulting 

ability to provide culturally sensitive health care to 

Southeast Asian refugee adults, thereby increasing the 

numbers of Southeast Asians who would seek treatment at 

health care facilities. 

Because very few research studies related to the 

problem of this study have been conducted, this research 

may provide some awareness of the need for cultural 

orientation of health care providers to t heir Southeast 

Asian clients. Such insight would be s upporti ve of the 

development and implementation of appropriate inservice 

training programs for these providers. 
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CHAPTER II 

REVIEW OF LITERATURE 

The literature reviewed for this study included 

information related to the following areas: migration to 

the United States, cultural differences, Southeast Asian 

communication styles and language barriers, and cultural 

beliefs and medical practices. Literature also was 

reviewed regarding eastern versus western concepts of 

health. An extensive search of the literature published 

since 1979 did not reveal any research studies concerning 

the effectiveness of health care provided to Southeast 

Asian refugee adults. 

According to Muecke (1983a): 

We are at a turning point in the health care needs of 

refugees from Southeast Asia. The infectious diseases 

that have been highly prevalent among them are 

generally under control, if not e liminated. Now, 

refugees are seeking help for more chroni c illnesses 

that are personal, rather than a public threat to 

health, and that are not as easily identified or 

controlled as the infectious diseases. (p. 836) 
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Muecke (1983a) further stated that sufficient time 

has elapsed for signs of the post-traumatic stress disorder 

to arise. Chronic personal and emotional problems that 

have been emerging demand effective physician-patient 

communication and a far greater degree of mutual 

understanding than is necessary for the diagnosis and 

treatment of infectious diseases. 

Migration to the United States 

The Southeast Asian exodus from the countries of 

Cambodia, Laos, and Vietnam was the largest refugee 

movement in history. According to Haines ( 1989), 1. 7 

million of these refugees permanently resettled in other 

countries from 1975 to 1988. The United States was one 

of the leading countries in resettlement in terms of 

absolute numbers. Only eight countries have accepted 

more than 1 refugee per 1,000 of the existing population 

(Australia, Canada, France, Hong Kong, New Zealand, Norway, 

Switzerland, and the United States). 

Resettlement rates in the United States f l uctuated 

over time. In 1975, 130,000 Southeast Asians resettled i n 

the United States. This number plummeted to an annual 

figure of 21,000 for the next 3 years; in 1979, the number 

of arrivals rose drastically to 81,000; it doubled in 1980 

to 167,000; it decreased to 132,000 in 1981; then it 
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trailed off to a level of approximately 45,000 annually for 

the next few years (Haines, 1989). 

With the provision of asylum, there are more than 

849,000 Southeast Asians in the United States, of whom 

60,000 reside in Texas. According to data from the 

Multicultural Center of Dallas, Texas (Mr. Colley, Center 

Director, personal communication, July 1992), there are 

approximately 45,000 Southeast Asians in Dallas; 

approximately 18,000 of whom were living in the East Dallas 

area when this study took place. 

Muecke (1983b) pointed out four characteristics of 

Southeast Asian refugees that distinguish them from other 

Asian groups who have resettled in the United States 

through voluntary immigration, and that have significant 

influence on the provision of health care. 

1. They have come to the United States by 

second choice after leaving refugee camps in Asia; 

their preference was almost invariably to return to 

their native country if its polit i cal and e conomic 

conditions were similar to those that existed before 

the 1975 changes of government. 

2. They have come to this country with little 

preparation, few belongings, and no well-established 

community of former immigrants to greet them. 
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3. There is no realistic option for them ever to 

return to their homeland. 

4. They are survivors. It is estimated that 

for every one that is resettled, one died in flight. 

(p. 836) 

These refugees lack control over their lives. In 

1975, many Vietnamese chose to leave an intolerable 

situation, while the Cambodians and Laotians were forced 

into Thailand or Malaysia by the threat of starvation and 

imminent death. Mattson (1989) stated that, from that 

point on, they were all part of a process: waiting for 

security, sponsorship, and transportation. 

Cultural Differences 

There are marked differences between Southeast Asia 

and the United States, including topography, climate, 

language, and food. Refugees find themselves in the midst 

of a new and strange people. Many of the Americans 

responsible for these refugees (e.g., s po nsors, social 

workers, and health care providers) seldom know their 

history, language, or cultural beliefs. Even though 

these refugees may be homesick and miserable in their new 

country, they typically have been expected to be grateful 

for the envied status of resettling in the United State-s. 

Following the procedures for resettling, many individuals 



in extended families have been separated from their loved 

ones (Mattson, 1989). 
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The lack of Americans' knowledge and understanding of 

Southeast Asian communication styles and cultural beliefs 

rapidly became apparent to many refugees. The refugees 

also were well aware of negative feelings by some Americans 

toward Southeast Asia, their homeland. In addition, they 

were aware that certain American minorities resented the 

special programs and resources developed for them (Lee, 

1988). Health care providers must recognize cultural 

similarities and dissimilarities between themselves and 

their patients, and also must assume the r esponsibility to 

identify, overcome, and creatively utilize the differences 

( And e rs on , 1 9 8 9 ; Mat ts on , 1 9 8 9 ) . 

According to Morrow (1987), American children are 

groomed to be independent from birth. American parents 

stress self-reliance, assertiveness, speaking one's mind, 

and looking out for "number one." The opposite is true in 

the Southeast Asian culture. From an e a r ly age , Southeast 

Asian children are taught to view their role within the 

family and society in terms of relationships and 

obligations. Every member of the family must develop a 

sense of moral obligation and primary loyalty to the 

family. There is a strict code of conduct expected of all 
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family members. This is in contrast to the American 

emphasis on egocentric independent behavior. Southeast 

Asian children are taught to think of family first, and 

must learn to subjugate their own personal desires and 

concerns. Other contrasts of cultural differences between 

the American and Southeast Asian cultures include a 

realistic philosophy of life by Americans; whereas the 

Southeast Asians are geared more to spiritualism. 

Americans make plans for the future; Southeast Asians live 

on a day-to-day basis. American children sleep in their 

own bedrooms; Southeast Asian children often sleep with 

their parents. Americans believe in eye contact during 

conversation; Southeast Asians do not look steadily at a 

respected person's eyes. To Americans, time is valuable; 

Southeast Asians feel that time is "elastic" and can be 

stretched or contracted. Most of the people in America are 

Christians; Buddhism is the religion of choice for 90% of 

the Southeast Asian population. Talking directly about the 

main subject is preferred by Americans , but Sou t heast 

Asians talk around a subject before coming to the point. 

When an American smiles, it usually means happiness; on the 

other hand, a smile by a Southeast Asian could mean 

happiness or sorrow, agreement or disagreement, 



understanding or a lack of understanding (Dung, 1984; 

Morrow, 19 87) . 
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To provide culturally sensitive health care, providers 

must develop an understanding of the differences between 

Southeast Asian cultural beliefs and ours. Many behaviors 

that Americans value and take for granted (e.g., openness, 

directness, and independence) are not valued by Southeast 

Asians (Anderson, 1989; Dung, 1984; Mattson, 1989). 

Atkinson and Grim (1989) stated that, over the past 

two decades, there has been an increasing recognition of 

the vital role culture has played in the manifestation of 

physical dysfunction and the treatment of these problems. 

Beyond recognition of an individual as a member of a given 

group (due to name, common characteristics, general 

appearance, or other discriminating features), few if any 

meaningful inferences can be drawn regarding an 

individual's functioning. While it is highly desirable 

that all those providing health care to Southeast Asian 

refugees be knowledgeable of cultural differen ces, it is 

also true that such cultural knowledge may not be 

predictive of certain physical manifestations of these 

individuals (Atkinson & Grimm, 1989). Most critical to 

the cross-cultural health care settings is the recognition 

of immense variability of behavior across cultures, within 



1 6 

cultures, and over time and situations (Chen, 1989). 

Failure by the health care providers to recognize these 

important elements of cross-cultural practice results in a 

form of behavior of ethnic stereotyping that could be 

detrimental to culturally sensitive health care and proper 

diagnosis (Pegram, 1988). 

It has been more than 15 years since the first 

contingent of Southeast Asian refugees arrived in the 

United States, and by now they form a good-sized group, 

though they continue to remain a minority among minorities. 

Without realizing it, a great many of them have gone a long 

way to integrate themselves and become a working part of 

the American community, not only sharing in but also 

contributing to its activities and resources. In certain 

areas, such as health care provision, this integrating 

process has never been complete enough to permit the 

Southeast Asian patient to be treated the way the American 

is (Mattson, 1989). 

The Southeast Asian refugees' problems ha e been more 

complex and intricate than those of other minorities in 

America. Their problems have changed since they first came 

to America. These Southeast Asians no longer are concerned 

strictly with survival and subsistence. The issues are 

now more complex and often intangible (Anderson, 1989). 
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As an increasing number of Southeast Asians become 

acculturated, they seek health care services. The acute 

and pressing needs of the present generation of Southeast 

Asians in the United States give American health care 

providers reason to try to find an immediate way to tailor 

services to meet the needs of these people. The problem is 

difficult, but not insoluble. It requires time to learn 

cultural beliefs and patience, as well as an earnest desire 

to understand cultural differences (Henley, 1986). 

Communication Styles and 
Language Barriers 

Pegram (1988) stated that planning individualized 

care for Southeast Asian refugee patients often presents 

problems which can be attributed, in most instances, to 

a lack of understanding of the Asian patient's cultural 

background. The author further stated that this often 

leads to generalizations and assumptions. One common 

assumption is that all Asians speak the same language. The 

language differences between Southeast Asians a nd Americans 

is so great that it causes obstacles to services in more 

than one way (Owan, 1985); three out of five neither speak 

nor understand English. 

According to Nicassio (1985), there also are those 

Southeast Asians who lack confidence in their ability to 
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speak English to the extent that they fail to use some of 

the services they may need. Many fail to access 

scientifically-oriented health care providers when faced 

with the prospect of having to use their laborious and 

imperfect English, even when faced with serious health 

problems. This causes a stressful situation for both the 

patient and the health care provider because these patients 

are on edge, straining to understand, apprehensive about 

being misunderstood, and painfully aware of the distance 

between them and their care providers. The American health 

care provider may not appear to be anxious, but often is 

far from comfortable. At times, each may become 

frustrated, fatigued, or angry, which often causes the 

Provider-client relationship to become more tense and 

uneasy. By this time, the American health care provider 

and the Southeast Asian patient are inclined to cut short 

recognition of the help that is needed and the assistance 

that could be given. 

Because of the differences in linguistics a nd cultural 

histories, inadequate interpretation leads to serious 

Problems in the provision of health care to the Southeast 

Asian refugees. Their languages differ in internal 

structure from English. Language constructions that appear 

simple in English may have no direct correspondence in 
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another language, just as a construction in Cambodian or 

Vietnamese may have no direct corresponding translation in 

English (Manio & Hall, 1987). Health care providers must 

be aware of these differences and must recognize the 

importance of knowing and understanding different 

communication styles in order to provide effective health 

care (Manio & Hall, 19 87). 

The difficulties encountered in communication between 

Southeast Asian refugee patients and American health care 

providers often are magnified by the fact that the patients 

are adept at covering up their disagreements, anxieties, 

a nd even their despair concerning Western health care 

practices (Ferguson, 1983). Because the Southeast Asian 

communication style is much less direct than the American 

communication style, Americans often will see Southeast 

Asians as evasive while Southeast Asians will view the 

American health care provider as rude. 

The health care provider always should expect an 

understatement whenever the Southeast As ian pat ient speaks 

of a condition, especially if it is of a negative nature. 

As a rule, discretion is expected more from males than fr om 

females, and only a certain degree of emotion is tolerated 

from females. Many Southeast Asians appear extremely 

modest and discrete. According to Owan (1985), this has 
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less to do with their true character than with their 

culture. When self-depreciating comments are made, it does 

not necessarily indicate a low opinion of themselves but ' 
rather, what their culture demands. They rarely volunteer 

details about themselves, even if this will put them in a 

good light, because they do not want to appear boastful. 

They will keep silent about almost everything that may 

reflect unfavorably on themselves, their family, or their 

community. 

Refugees are probably the most undemanding, 

uncomplaining patients American health care providers will 

ever serve. However, it is important to remember that this 

agreeable manner, a smile and nodding by the refugee 

patient, does not necessarily indicate trust, ease, or 

understanding. These particular manners are maintained in 

all situations, including those of dissatisfaction and 

confusion (Ferguson, 1983). 

Interviewing skills involving Southeast Asian refugee 

patients require special techniques. More time is required 

to establish rapport. Facilitation skills are similar, 

although differences in nonverbal communication across 

ethnic boundaries must be realized. Clarification in both 

directions is essential to prevent misunderstandings. 

Correct interpretation depends upon understanding and being 



able to employ culturally relevant analogues and symbols. 

The ability to utilize culturally appropriate idioms, 

symbols, myths, and proverbs can have a salutary effect; 

while the inability to employ explanations and 

interpretations relevant to the patient's culture is a 

major limiting factor in the provision of health care 

(Pegram, 1988). 
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Stern (1981) stated that communicating across language 

barriers makes use of slang-free speech and uses 

interactive teaching, group process, and printed material 

and diagrams. In his study, Stern found the use of printed 

material particularly helpful. 

If the patient does not speak English well, Muecke 

(1983a) stated that trained bilingual interpreters should 

be sought to assure accurate two-way flow of information at 

the key decision-making points in the health care process. 

Without a trained bilingual interpreter at such points, 

patient safety may be jeopardized, and the patient's 

noncompliance to a prescribed medical r egime n is likely. 

The ideal interpreter is the bilingual, bicultural 

person, who is able to convey concepts that do not 

translate directly between English and the Southeast Asian 

language (Ferguson, 1983; Manio & Hall, 1987; Mattson, 

1989; Pegram, 1988). Ferguson (1983) also stated that, 
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if there is a choice of interpreters with equal ability, 

one should be chosen who is the same gender as the patient. 

Although children often learn English more quickly than 

their parents, they should not be used to interpret for a 

parent, as this constitutes a loss of face for the parents. 

Health care providers need to recognize the 

ramifications of the special communication and language 

barriers of Southeast Asians' problems. They also must 

understand that such barriers may be more complex than 

initially suspected (Owan, 1985). 

Cultural Beliefs and Medical 
Practices 

According to Ferguson (1983): 

Problems in the delivery of health care services 

by Americans to Southeast Asian refugees involve not 

only communication barriers, but also major cultural 

differences in the concept of health and prevention 

of ill health, causes and subsequent treatment of 

sickness, expectations of medic a ti on, and the roles 

of doctor and patient, as influenced by both native 

cultural beliefs and level of Western education. 

( p • 3 ) 

As Dr. Tran Minh Tung, a Vietnamese psychiatrist, 

wrote: "Education provides a handle to modify the effects 
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of culture, but never completely erases its impact" (cited 

in Ferguson, 1983, p. 3). Ferguson (1983) stated that 

Southeast Asian health care practices are based on cultural 

beliefs. Traditional health care still is practiced among 

present-day populations, including refugees who have 

resettled in the Western world. These practices are based 

upon thousands of years of experience throughout Asia, and 

many refugees feel they have had much success with homeland 

medical practices. 

The Southeast Asian theory of health stems from 

ancient Chinese culture, which spread throughout Asia after 

thousands of years of Chinese migration . The Chinese 

concept of health has its origins from Taoism, a philosophy 

and religion that originated in China in about the 6th 

century B.C. (Ferguson, 1983). 

The Taoist view is that all things in the universe 

operate by a balance between two opposite elements, the 

Yin and the Yang. Ferguson (1983) pointed out that the 

interaction of Yin and Yang gives ris e to the cycle of 

nature as well as to all -movement in the universe. The 

two elements are complementary to one another, and balan c e 

is essential for the harmonious operation of all things. 

It also is the Southeast Asian belief that all things 

in the natural world are composed of five elements: water, 
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wood, metal, fire, and earth. Manio and Hall (1987) 

pointed out that, according to Taoist theory, a human being 

must strive to live in harmony with the natural world by 

honoring the balance between Yin and Yang, and by correctly 

interacting with the five elements. Good health results 

from this harmonious existence. 

The Concept of Health: 
East Versus West 

Ferguson (1983) stated that Southeast Asians believe 

that ill health has three kinds of causes. 

1. Physical. This is a direct and apparent 

agent that results in an equally apparent effect: 

a knife slashing skin; spoiled food upsetting the 

stomach; climate extremes causing discomfort. 

2. Supernatural. Everything living and 

once-living things have spirits. The world is 

pervaded by spirits of such natural phenomena as 

trees, mountains, rivers, and streams. Deceased 

ancestors also have spirits. An a ngry or displeased 

spirit will cause ill health. These invisible powers 

may punish or avenge any unacceptable behavior, 

whether or not the action was intentional. The 

actions of these supernatural powers are not always 

understood, although certain maladies are associated 
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with certain spirits. The amount of goodness 

accumulated by a family has a direct relationship to 

the family's frequency of illness. This belief can be 

compared to the will of God and retribution for sin in 

Western belief. 

3. Metaphysical. This belief has its origins 

from the principles of Taoism. The two polarities 

that must be maintained in equilibrium for good health 

are called hot and cold. Cold corresponds to the Yin 

and not to the Yang. Hot and cold do not describe 

temperature. Good health is the result of the perfect 

balance of hot and cold energies within an individual. 

(Ferguson, 1983, pp. 6-8) 

In the East, individuals strive to live in harmony 

with nature: living in accord with the natural world 

results in good health. Westerners sanction the subduing 

of nature by human beings. In the East, religion and 

Philosophy play a major role in the practice of health 

care; whereas, in the West, spiritual it y does not have 

widespread credibility in the field of health care. 

Eastern health care providers focus on both physical and 

metaphysical aspects of the patient, but Western health 

care providers focus on known physical causes are most 

often not thought to be curable by mental processes alone. 
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In the East, health care focuses on the maintenance of good 

health and measures of prevention, and is often a matter of 

delicate adjustments of balance; but Western health care is 

often a matter of active intervention. 

The American health care provider's attitude toward 

the Southeast Asian refugee patient is ultimately of great 

importance in successful delivery of health care (Ferguson, 

1983). 

Condescension constitutes a great offense and is more 

readily apparent to the Southeast Asian than 

Americans. Genuine respect and acceptance is vital if 

an effective relationship between provider and client 

is to develop. Also, knowledge of the Southeast Asian 

concept of health, of traditional methods of health 

care, and of their implications for refugee patients 

in the United States, is the key to overcoming 

cultural and communication barriers, and will aid 

Western health care providers in meeting the needs and 

demands of their Southeast Asia r efugee patients. 

(Ferguson , 19 8 3 , p . 4 ) 

Muecke (1983b) stated that most Southeast Asian 

refugees who resettle in the United States are likely to 

know some diseases that are recognized by Western medicine, 

but the diseases they know are often ones with which 
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American health care providers are unfamiliar because they 

rarely see them in the United States (e.g., cholera, 

malaria, or smallp-0x). Muecke (1983b) also stated that 

complicating the poor, cross-cultural correspondence of 

knowledge of disease, such medical foundations as the germ 

theory and principles of anatomy and philosophy are foreign 

to Southeast Asian refugees who are not American educated. 

Nevertheless, when inconvenienced by illness, many 

Southeast Asians want to go to a doctor. 

Ferguson (1980) stated that Southeast Asian refugee 

patients in America face a variety of difficult situations. 

Frustration is caused by the communication problem. A 

sense of helplessness as well as anxiety, annoyance, and 

even anger may result from the language barrier between 

Patients and health care providers, and nervousness about 

the physician's ability to understand their health. 

Also, cultural barriers are formidable in matters of ill 

health. Eastern and Western understandings of pathology 

are different enough to be a source of great c oncern. 

There are parallels between paradigmatic schools of thought 

in the history of Western medicine and medicine as it is 

Practiced in Southeast Asia. Since sickness is believed to 

come from the wrath or wiles of gods, physicians there are 

Priests who negotiate with the gods (note: not with the 
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patient) to remove or alleviate sickness. A physician

priest is believed to have superhuman powers because of his 

or her capacity for influencing the gods; whereas, the gods 

are blamed in the event that a patient fails to recover, 

thereby preserving the reputation of and need for a healer 

(Chen, 1989; Ferguson, 1983; Snyder, 1984). 

Because the role of the physician carries high status 

in the Southeast Asian culture, American doctors always 

will be granted a certain amount of the traditional respect 

granted to a person in the role of healer (Ferguson, 1983). 

However, Southeast Asian patients are concerned about the 

detailed procedures undertaken by Western doctors and their 

myriad of assistants. The physical examination, including 

any orders to disrobe; the questions posed by the doctor; 

and the expected verbal description of past health and 

current symptoms on the part of the patient may not be 

routines to which refugees are accustomed. In metaphysical 

medicine, taking the pulse is the only necessary procedure, 

With the physician's wisdom accounting for th e major part 

of the diagnosis. 

According to Ferguson (1983), Southeast Asian refuge e 

Patients may feel that, because American doctors most 

likely are unfamiliar with Eastern philosophy, religion, 

and culture, they also may be unable to grasp the true 
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nature of Oriental health and disease. In addition, 

refugee patients may find health care professionals in the 

United States disturbingly impersonal compared to the 

highly personal healer-patient relationship in Southeast 

Asia. 

A Southeast Asian adult who is under the care of the 

family, and perhaps an outside health practitioner, must 

relinquish, in part or in full, responsibilities in the 

family and the community, a situation particularly 

undesirable for adults. For this reason, and because a 

high value is placed upon the stoic characteristics in 

Asian cultures, minor physical ailments usually do not 

receive much attention. Most of the time, a condition 

must become unbearable before it is revealed (Dung, 1984; 

Ferguson, 1983). 

According to Mattson (1989), the belief that American 

health care providers cannot fully comprehend Southeast 

Asian pathology has important implications for the 

corresponding view of Western treatme nt , most notably in 

the prescription of medication. Southeast Asian patients 

often feel that Western medications and their dosages are 

intended for Westerners and, thus, are too powerful for the 

smaller Asian physique. Even when directions for taking 

the medication are completely understood, dosages may be 
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reduced or discontinued by the patient. This is 

complicated further by the fact that any alterations in 

procedures will not be revealed, so that face will be saved 

for both the doctor and the patient. 

Lipson and Meleis (1985) wrote that, when immigrants 

enter the health care system, such difficulties as an 

inability to communicate effectively with health care 

providers, financial problems, and the constant effort to 

understand what natives take for granted are magnified by 

concerns about illness, family, and care. Culturally 

sensitive and appropriate care means attending to the total 

context of the patient's situation, including awareness of 

immigration stress factors and cultural differences. By 

encouraging open discussion of cultural differences, 

Particularly of expectations in health care, health care 

Providers and patients will engage in a natural learning 

experience that will increase trust and effective 

communication. 

It must be emphasized that learning fact s about the 

Southeast Asian culture is not the only answer, as cultural 

norms most often are based on studies of Southeast Asians 

in their homelands (Pegram, 1988). It is possible that the 

Asian culture has changed within the Western society, so it 

is important to place emphasis on the individual. Henley 
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(1986) offered the following advice: Hit is not a question 

of learning facts to reinforce the stereotype, but 

extending sensitivity and awareness" (p. 19). According to 

Pegram (1988), if standards of care would include a broad 

concept of what good care is for Southeast Asian patients, 

in conjunction with individualized care, some of the 

problems experienced by Southeast Asian refugee patients 

could be overcome. 

Summary 

This review of literature revealed that the vast 

cultural differences between Southeast Asian adults and 

Americans, coupled with a lack of understanding of these 

differences on the part of health care providers, seriously 

jeopardize appropriate health care. No studies were 

identified to indicate the effects of barriers such as 

communication styles, cultural beliefs, medical practices, 

and attitudes about health. The need for effective 

communication and empathy when provi ding health care to 

Southeast Asian adults was stressed by severa l authors. 

From 1985 to 1989, increasing numbers of Southeast 

Asian adults had been seeking health care at American 

institutions (Mattson, 1989). Information regarding the 

Provision of health care to Southeast Asian refugee adults 

has indicated that some refugees prefer traditional medical 



practices; but, as they become Americanized, many do seek 

American medical services. 
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Several authors pointed out the importance of an 

awareness of cultural differences when providing health 

care to Southeast Asian adults. More studies are necessary 

to determine the effectiveness of health care provided when 

vast cultural differences, such as those between Southeast 

Asians and Americans, are present. Snyder (1984) felt that 

the strongest, most effective method of coping with this 

challenge arises from the characteristics of the health 

care providers themselves: receptivity and a desire to 

help as well as suspension of superior-inferior value 

judgements relating to culture in the face of human need. 



CHAPTER III 

METHODOLOGY 

The purpose of this study was to determine the 

perceptions of clinic health care providers regarding 

their own effectiveness when providing health care to 

Southeast Asian adults. The purpose also was to determine 

whether there was any relationship between the objective 

and subjective measures of knowledge of health care 

Providers regarding Southeast Asian communication styles; 

Whether there was a significant relationship between 

objective and subjective measures of the knowledge of 

health care providers regarding Southeast Asian cultural 

beliefs about health, and whether health care providers' 

self-perceived effectiveness when providing health care to 

Southeast Asian adults was related to their knowledge 

concerning Southeast Asian communication styles, cultural 

beliefs, and knowledge about health. Th is chapter 

describes methods used in the study, including population, 

Procedures, and instrumentation and treatment of the data. 
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Population 

The subjects of this study were 30 health care workers 

who provided health care to Southeast Asian adults at 

either the East Dallas Health Center or the Dallas Memorial 

Hospital Clinic at the time of data collection. Due to the 

unique context of this study, the clinical setting was 

necessary. All members of the population were surveyed. 

Procedures 

Permission was obtained from the Clinical Manager 

of the East Dallas Health Center, and the Director of 

Nurses of the Dallas Memorial Hospital Clinic to conduct 

the study on site (see Appendix A). A self-report 

questionnaire, the Southeast Asian Cultural Awareness 

Inventory ([SACAI] see Appendix B), was administered by the 

researcher to all of the subjects simultaneously. A brief 

introduction was given which was followed by instructions 

for completing the questionnaire. To maintain anonymity, 

subjects were directed not to write t hei r names or any 

identifying marks on the questionnaire. The researcher 

distributed the SACAI and remained in the room while the 

subjects completed the survey to answer any questions. 

The questionnaire took approximately 15 minutes to 

complete, after which time it was collected. Completion 



of the instrument by the sample subjects indicated 

voluntary participation in the study. 

Instrumentation 
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Due to the unique context of this study, no existing 

questionnaire was found to be appropriate for the data 

collection. Following an extensive search of related 

literature, this researcher developed a 23-item 

questionnaire, the Southeast Asian Cultural Awareness 

Inventory (SACAI), to collect data concerning the health 

care providers' perceptions of their own effectiveness when 

providing health care to Southeast Asian adults in East 

Dallas. This was a three-part instrument (see Appendix B). 

Part 1 of the instrument consisted of three items to 

collect subjective data about the health care providers' 

Perceptions regarding their knowledge of Southeast Asian 

cultural beliefs about health and communiQation styles; 

and the health care providers' perceptions of their 

effectiveness in relation to their knowl edge of Southeast 

Asian communication styles and cultural beli efs. 

Participants circled their responses on a 5-point 

Likert-type scale (1 = very poor, 2 = poor, 3 = fair, 

4 = good, 5 = very good) to indicate the extent of their 

Perceptions of their cultural awareness and professional 
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effectiveness when providing health care to Southeast Asian 

adults. 

Part 2 of the instrument consisted of 20 items to 

collect objective data concerning the health care 

providers' knowledge of Southeast Asian communication 

styles (items 1, 4, 13, 14, 15, 16, 17) and cultural 

b e 1 i e f s a b o u t h ea 1 t h ( i t ems 2 , 5 , 7 , 8 , 9 , 1 0 , 1 8 , 1 9 , 2 0 ) . 

Subjects circled their responses on a 4-value Likert-type 

scale to indicate the extent of agreement (SA= strongly 

agree, A= agree) or disagreement (D = disagree, SD= 

strongly disagree) with each statement. The range of 

possible scores was from 10 to 80 points. Responses were 

coded to obtain a numerical value (1-4) for each of the 

health care providers' responses to Part 2 of the 

questionnaire. Scoring for negatively stated items 

(1, 2, 10, 13, 14, 17, 19, 20) was reversed to reduce 

respondent bias (1 = strongly disagree, 2 = disagree, 

3 = agree, 4 = strongly agree). 

Part 3 of the SACAI consisted of questions to collect 

demographic data from the subjects. The participants were 

asked to fill in or to circle their responses to each of 

the items. 

The questionnaire was evaluated for content validity 

by experts in the areas of Southeast Asian culture and 



37 

instrument design. The reviewers of the instrument 

included a teacher in the Dallas Independent School 

District who works extensively with the Southeast Asian 

community, a retired consultant on Southeast Asian culture, 

a Cambodian interpreter who works at the East Dallas 

Health Center, a statistical consultant and expert in 

instrumentation who is a faculty member at Texas Woman's 

University (TWU), and the research committee chair and 

members for this study. A pilot study was conducted among 

graduate students in the TWU Department of Health Studies 

to test the instrument further for readability. Internal 

reliability of the instrument was determined using 

Cronbach's alpha (r = .78) to analyze data collected from 

health care providers. 

Treatment of the Data 

Demographic characteristics of the study participants 

were described in frequencies and percentages. The 

Pearson product-moment correlations wer e used to determine 

Whether a relationship existed between the health care 

Providers' knowledge of Southeast Asian communication 

styles and cultural beliefs and their self-perceptions of 

effectiveness when providing health care to Southeast Asian 

adults. Cronbach's alpha was computed to test reliability 
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of the instrument. Statistical results were tested at the 

.05 level of significance. 



CHAPTER IV 

PRESENTATION OF THE FINDINGS 

The problem of this study was to examine health care 

providers' perceptions of their own effectiveness when 

providing health care to Southeast Asian adults in relation 

to their knowledge concerning Southeast Asian communication 

styles and cultural beliefs about health. In addition, the 

study was to examine whether or not there were any 

rela t ionships between the objective and subjective measures 

of the knowledge of health care providers regarding 

Southeast Asian communication styles; whether there was a 

significant relationship between objective and subjective 

measures of the knowledge of health care providers' 

Southeast Asian cultural beliefs about health and knowledge 

about health; and whether there were interrelationships 

among the hea lth care providers' self-perceived 

effectiveness when providing health care to Southeast 

Asian adults, and their knowledge concerning e ither 

Southeast Asian communication styles or cultural beliefs 

about health. The statistical analyses and descriptive 

data of the survey results are reported in this chapter. 
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Descriptive Characteristics 
of the Subjects 
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The subjects in this study were 30 professional health 

care providers employed at either the East Dallas Health 

Center or the Dallas Memorial Hospital Clinic in Dallas, 

Texas. Table 1 presents the gender of the participants; 

more than two-thirds were female. 

Table 1 

Distribution of Subjects by Gender 

Gender 

Female 

Male 

Total 

Frequency 

2 1 

9 

30 

Percentage 

70 

_J_Q 

100 

Table 2 presents the ages of the participants in the 

study. The youngest participant was 22 years of age, the 

Oldest was 65. The range equaled to 43 year s ; the mean age 

was 3 5. 3 4 ye a rs. 
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Table 2 

Distribution of Subjects by Age 

Age Frequency Percentage 

22 1 3-3 

25 3.4 

26 2 6.9 

27 4 1 3. 8 

29 1 3.4 

30 3.4 

3 1 2 6.9 

34 3.4 

36 4 1 3. 8 

37 3.4 

38 2 6.9 

39 3.4 

40 2 6.9 

4 1 1 3.4 

43 3 1 0. 3 

52 3.4 

65 3.4 

Total 30 100.0 
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Table 3 presents the ethnic groups represented by the 

study participants. The greatest proportion of the 30 

participants was Black (15, or 50%), and the smallest 

proportion was Southeast Asian (1, or 3%). 

Table 3 

Distribution of Subjects by Ethnicity 

Ethnicity Frequency Percentage 

Southeast Asian 1 3 

Black 1 5 50 

White 9 30 

Hispanic 4 13. 3 

Other 1 3.3 

Total 30 99.6 

~- Total percentage does not equal 100% due to rounding 

off percentages. 

Table 4 presents the subjects' experience providing 

health care to Southeast Asian adults. Eleven participants 

(40.7%) responded that they had such experience prior to 

working in their present positions. Sixteen participants 

(59.3%) said they had no such previous experience. 



Table 4 

Distribution of Subjects' Experience Providing Health 

Care to Southeast Asian Adults 

43 

Previous experience Frequency Percentage 

Yes 1 1 40.7 

No 16 59.3 

Total 27 100.0 

The years of experience ranged from a maximum of 20 

years to a minimum of 1 year of employment at either the 

East Dallas Health Center or the Dallas Memorial Hospital 

Clinic. The mean number of years equaled 5, with a 

standard deviation of 5.94 years. 

The majority of the study participants were registered 

nurses (9, or 30%); 5 (16.7%) were licensed vocational 

nurses; 3 (10%) were physicians; 2 (6.7%) were nurse aides; 

and 2 (6.6%) were respiratory therapist s. Six of the 

remaining nine subjects had the following professional 

titles: unit clerk, pharmacy technician, physical therapy 

technician, respiratory therapy technician, intern, and 

family nurse practitioner. Three of the participants 

failed to answer the question. 
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Analyses of the Data 

Table 5 presents the response to Part 1, question 

number 1, of the Southeast Asian Cultural Awareness 

Inventory (SACAI). The mean response for the opinions of 

the health care providers' self-perceptions concerning 

their knowledge and understanding of Southeast Asian 

communication was 1.93; the median was 2.0 with a standard 

deviation of 1.01. 

Table 5 

Distribution of Subjects' Self-Perceived Knowledge and 

Understanding of Southeast Asian Communication Styles 

Value Frequency Percentage 

1 3 4 3. 3 

2 9 30.0 

3 5 1 6. 7 

4 3 10.0 

5 0 0.0 

Total 30 100.0 

Note. -- Value 1 3 f ·r· 4 = good·, = very poor; 2 = poor, = ai , 

5 = very good. 



Of the participants, 13 (43.3%) felt that their 

knowledge and understanding of Southeast communication 

styles was very poor. No participants thought their 

knowledge and understanding was very good. 
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Table 6 presents responses to question number 2, Part 

1, of the SACAI. The mean score for the participants' 

opinion of their knowledge and understanding of Southeast 

Asian cultural beliefs was 2.1; the median was 2.0 with a 

standard deviation of 0.92. 

Table 6 

Distribution of Subjects' Self-Perceived Knowledge and 

Understanding of Southeast Asian Cultural Beliefs 

Value Frequency Percentage 

9 30.0 

2 1 1 36.6 

3 8 26.7 

4 2 6.7 

5 0 o.o 

Total 30 100.0 

Note. Value 1 = very poor; 2 = poor; 3 = fair; 4 = good; -
5 = very good. 
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Of the participants, 11 (36.6%) felt that their 

knowledge and understanding of Southeast Asian cultural 

beliefs were poor; No participant thought their knowledge 

and understanding was very good. 

Table 7 presents the responses to number 3, Part 1, 

of the SACAI. The mean score for the participants' 

self-perceived effectiveness in providing health care to 

Southeast Asian adults was 2.8, and the median was 3.0. 

Two (6.7%) of the participants indicated that they 

perceived their effectiveness as very good. The greatest 

proportion (8 or 26.7%) of the participants felt that their 

effectiveness of the care they provided was either fair or 

good, 7 (23.3%) felt the effectiveness of their care was 

poor, and 5 (16.7%) felt that their effectiveness was very 

poor. 

The Pearson product-moment correlations between the 

health care providers' self-perceived knowledge of 

Southeast Asian communication styles a nd the subjective 

measures of their knowledge of South east Asia n 

communication styles was -.26 (£ > .05). This indicates 

that there was no significant correlation between objective 

and subjective measures concerning communication styles. 

The Pearson product-moment correlations between the 

health care providers' self-perceived knowledge of 



Table 7 

DiS t ribution of Subjects by Self-Perceived Effectiveness 

of Care Provided to Southeast Asians 

Value Frequency Percentage 

5 16.7 

2 7 23.2 

3 8 26.7 

4 8 26.7 

5 2 6.7 

Total 30 100.0 

~- Value 1 = very poor; 2 = poor; 3 = fair; 4 = good; 

5 = very good. 
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Southeast Asian cultural beliefs about health and the 

subjective measures of their knowledge of· Southeast Asian 

cultural beliefs about health was -.02 (£ > .05). This 

indicates that there was no significan t corre ation between 

objective and subjective measures concerning cultural 

beliefs about health. 

The Pearson product-moment correlations between the 

health care providers' self-perceived effectiveness of care 

Provided, in relation to their knowledge of Southeast Asian 
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communication styles, and the subjective measures about 

communication styles was -.06 (£ > .05). This indicates 

that there was no significant correlation between the 

self-perceived effectiveness of care provided and knowledge 

of communication styles. 

The Pearson product-moment correlations between the 

health care providers' self-perceived effectiveness of care 

provided, in relation to their knowledge of Southeast Asian 

cultural beliefs about health, and the subjective measures 

of cultural beliefs about health was -.16 (£ > .05). This 

indicates that there was no significant correlation between 

the effectiveness of care provided and knowledge of 

cultural beliefs about health. 



CHAPTER V 

SUMMARY, DISCUSSION, CONCLUSIONS, 

AND RECOMMENDATIONS 

The concluding information in this chapter will be 

presented under the following headings: (a) Summary of 

the Study, (b) Summary of the Findings, (c) Discussion, 

(d) Conclusions, and (e) Recommendations. 

Summary of the Study 

This study was undertaken to survey professional 

health care providers in East Dallas, Texas concerning 

their self-perceived effectiveness when providing health 

care to Southeast Asian refugee adults as related to their 

knowledge of Southeast Asian communication styles and 

cultural beliefs. 

The survey was administered in June 1992 to a sample 

of 30 professional health care providers employed either 

at the East Dallas Health Center or th e Dall a s Memorial 

Hospital Clinic. The instrument used to collect the data 

was the Southeast Asian Cultural Awareness Inventory 

(SACAI) which was developed by the researcher. Descriptive 
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techniques and Pearson product-moment correlations were 

used to analyze the data. 

Summary of the Findings 

The first three questions of the Southeast Asian 

Cultural Awareness Inventory provide subjective data 

regarding self-perceived knowledge and understanding 

of Southeast Asian communication styles a~d cultural 

beliefs about health, and each health care provider's 

opinion of the effectiveness of the care provided. 

Analysis of the data revealed the following findings: 

1. Statistical analysis using the Pearson product

moment correlations revealed no significant relationship 

between objective and subjective measures of the knowledge 

of health care providers regarding Southeast Asian 

communication styles. 

2. Statistical analysis using the Pearson product

moment correlations revealed no significant relationship 

between the objective and subjective measures of the 

knowledge of health care providers regarding Southeast 

Asian cultural beliefs about health. 
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3. Statistical analysis using the Pearson product

moment correlations revealed no significant relationship 

between health care providers' self-perceived effectiveness 

When providing health care to Southeast Asian adults and 
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their knowledge concerning Southeast Asian communication 

styles and cultural beliefs about health. The significance 

of these relationships was tested using critical t = .05. 

Discussion 

This study is the first reported concerning the 

perceived effectiveness of health care provided to 

Southeast Asian refugee adults in relation to the health 

care providers' knowledge of Southeast Asian communication 

styles and cultural beliefs about health. 

This study not only brings about an awareness of the 

lack of knowledge of one's cultural beliefs on health, but 

also shows cultural expectations of health care providers 

by Southeast Asian refugee adults. The survey was 

completed by a variety of professionals in the medical 

field who a ppeared very willing and requested the results 

of the final analysis. 

For years Southeast Asian refugee adults sought health 

care from their own healers. Gradua l l y , this began to 

change as many Southeast Asian refugee adul t s not only 

became accu l turated but developed a certain amount of trust 

in the American health care system. 

Listed below are some of the specifics regarding the 

responses to the instrument provi ded by the participants. 

These results may be interesting as well as beneficial to 
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those who are employed as health care providers. The 

questions (numbers are those of the instrument items) with 

the highest frequency and percentage of incorrect responses 

were as follows: 

2. The Southeast Asian concept of health is similar 

to that of Western society. Participants answering 

incorrectly: 22 (73.4%). 

3. Immigrants who live in urban areas have more 

illnesses than those in rural areas. Participants 

answering incorrectly: 16 (53.3%). 

4. To save face for both the doctor and themselves, 

most Southeast Asians refrain from asking questions or 

expressing concerns about their health. Participants 

answering incorrectly: 24 (81.0%). 

5. Cholera and leprosy are examples of Western 

illnesses with which many Asians are familiar. 

Participants answering incorrectly: 15 (51.7%). 

6. Education provides a means to modify the effects 

of culture, but never completely eras es its i mpact. 

Participants answering incorrectly: 25 (86.2%). 

9. Two causes of illnesses recognized by Southeast 

Asian adults are physical and supernatural. Participants 

answering incorrectly: 23 (82.2%). 



14 . Older Southeast Asian adults expect direct eye 

contact when spoken to. Participants answering 

incorrectly: 17 (56.6%). 

15. Most communication between a doctor and a 

Southeast Asian adult is done nonverbally. Participants 

answering incorrectly: 15 (51.7%). 
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16. When a Southeast Asian adult responds "yes" to 

the question, "Do you understand that you must complete 

this bottle of medicine?" he/she might mean, "Yes, I do not 

understand." Participants answering incorrectly: 25 

(83.3%). 

Although the scores for the objective measures of the 

health care providers' knowledge of Southeast Asian 

communication styles and cultural beliefs about health, 

and the scores for the subjective measures for knowledge of 

communication styles and cultural beliefs about health were 

low, it might appear that the two measures are related, but 

statistically these measures were not significantly 

related. However, logically, the pos s ibilit y of a direct 

relationship exists. Therefore, the apparent relationship 

must be due to other variables not identified during th i s 

study. The possibility is too great that these findings 

are due to chance. Even though no direct relationships 

were shown, the fact that scores were low and the health 
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care providers' self-perceptions were low indicates a need 

for inservices to assist health care providers view 

themselves as more effective care givers. 

Conclusion 

The study was conducted to determine self-perceptions 

of health care providers about their effectiveness when 

providing health care to Southeast Asian adults in relation 

to each health care provider's knowledge concerning 

Southeast Asian communication styles and cultural beliefs 

about health and whether or not there was a relationship 

between objective and subjective measures of these 

variables. The results of the data were tested at the 

.05 level of significance, and the following conclusions 

were made: 

Null Hypothesis 1. There is no significant 

relationship between objective and subjective measures of 

the knowledge of health care providers regarding Southeast 

Asian communication styles. Not reject ed 

Null Hypothesis 2. There is no signif i cant 

relationship between objective and subjective measures of 

the knowledge of health care providers regarding Southeast 

Asian cultural beliefs about health care and knowledge 

about health. Not rejected 



Null Hypothesis 3. Health care providers' self

perceived effectiveness when providing health care to 

Southeast Asian adults is not related significantly to 

their knowledge concerning either Southeast Asian 

communication styles or cultural beliefs about health. 

Not rejected 

Recommendations for Further Study 

The following recommendations are made for future 

investigations: 

1. The survey should be conducted on a larger 

population. 

2. Another questionnaire should be developed for 

Southeast Asian refugee adult patients regarding their 

opinions/expectations of the health care they receive. 

This information could be integrated into the SACAI for 

further studies. 
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APPENDIX A 

Letters of Permission 

GO 



TEXAS WOMAN'S C!\/IVERSITY 
0E:-.;ro:-.; 0 -\ LLAS HOL " To , · 

DEPART:-.t E:-.;T OF HE:1-L TH STLDIES 
College of Health Sciences. PO Box 2.:!S08 Denton. Texas i6:!0-l 617 / 698-:!~60 

August 9, 1991 
Ruth Greer, R.N .-C 
2517 Thomas Avenue 
Dallas , Texas 75 20 1 

Dear Mrs. Nicholas: 

I am a registered nurse and a graduate student at Texas Woman's 
University. In partial fulfillment for the degree of Master of 
Science in Health Studies, I am conducting a research study. 
The study will examine health care providers' perceptions of 
effectiveness when providing health care to Southeast Asian adults. 

Due to the unique content area of this study, I have not been able 
to locate an instrument to collect the appropriate data. I have 
designed the enclosed 23-item questionnaire called the Southeast 
Asian Cultural Awareness Inventory. 

I am writing this letter to request permission to utilize the staff 
of Dallas Memorial Clinic in the research study. 

Participants will be asked to complete the 23-item questionnaire 
pertaining to their knowledge of and attitudes toward Southeast 
Asian communication styles and cultural beliefs about health. 
The time required to complete the questionnaire will be 
approximately 10 minutes. The questionnaire was designed by me 
and was reviewed by a panel of experts. It has also been pilot 
tested. 

I would like to administer the questionnaire during the morning 
staff meeting, when the staff would be available and a minimal 
amount of their time would be required. Thank you for your 
time and consideration in this matter. 

~rely, 
~::J.. IJ.-w-- G~v ~~ 
Ruth Greer R.N.-C 
Graduate Student 
Texas Woman 's University 

,1n E.1ual Opportun i ty/Affmnat1t't' Action Employrr 
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..Jl)8 .\'orth Ha.1kfli. Sullf 115. Dalla.5. Tt'Xll.l -;;~.!f,. Phnnf 2/-1 f,7'() 8937' Frix 21-1 fJ"i(} 5fJ97' 

July 11, 1991 

Ruth Greer 
2517 Thomas Avenue 
Dallas, TX 75201 

Dear Ruth; 

E.\ST O .-\LL\.~ HL\LTH LF.:S:TfR 

< ·. '\f\fl '-l f\ ( )RfF'- ITD l'Rf\f\R\ ( ·. ~t . 

.\ p \Rh.L.\ .'-0 PR<H,R .\ .\I 
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This letter is in response to your request to administer 
the questionnaire you developed to East Dallas staff. 
As indicated during our conversation, there should be no 
problems in participating in the survey. 

If you will mail 25 questionnaires to East Dallas Health 
Center, attention Debra Bell, we will disseminate, obtain 
the completed questionnaire and return to you. 

Thank you for selecting East Dallas as a participant in 
your project. 

Sincerely, 

0\:z-._ u.. /lx.., />k. J<UI..-/ R!Xf C/J(; 

Marcene Blakey-Royster 
Center Manager 
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THE SOUTHEAST ASIAN CULTURAL AWARENESS 
INVENTORY 

Part 1 

There are no right or wrong answers to the following 
statements. To answer the questionnaire, please circle 
the number that corresponds with your opinion. 

1. In my opinion, my 
knowledge and under
standing of Southeast 
Asian communication 
styles is 

2. In my opinion, my 
knowledge and under
standing of Southeast 
Asian cultural beliefs 
is 

3. In relation to my 
knowledge of Southeast 
Asian communication 
styles and cultural 
beliefs concerning 
health, the health 
care I provide to 
Southeast Asian 
adults can be rated 
as 

Very 
Poor Poor 

2 

2 

2 

Fair Good 

3 4 

3 4 

3 4 
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Very 
Good 

5 

5 

5 
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THE SOUTHEAST ASIAN CULTURAL AWARENESS 
INVENTORY 

Part 2 

To answer the questionnaire, kindly indicate the extent of 
agreement or disagreement with each statement by circling 
the appropriate response. 

SA= Strongly Agree 
A= Agree 
D = Disagree 

SD= Strongly Disagree 

1. All Southeast Asians speak the same 
language. 

2. The Southeast Asian concept of 
health is similar to that of 
Western society. 

3. Immigrants who live in urban areas 
have more illnesses than those in 
rural areas. 

4. To save face for both the doctor 
and themselves, most Southeast 
Asians refrain from asking questions 
or expressing concerns about their 
health. 

5. Cholera and leprosy are examples 
of Western illnesses with which 
many Asians are familiar. 

6. Education provides a means to 
modify the effects of culture , 
but never completely erases its 
impact. 

7. The Southeast Asian philosophy 
of health is based on the Yin 
and the Yang theory. 

8. In the Southeast Asian culture, 
illnesses are classified as 
either hot or cold. 

SA 

SA 

SA 

SA 

SA 

SA 

SA 

SA 

A D SD 

A D SD 

A D SD 

A D SD 

A D SD 

A D SD 

A D SD 

A D SD 



9. Two causes of illnesses 
recognized by Southeast 
Asian adults are physical 
and supernatural 

10. "Hot" corresponds to the Yang, 
and "cold" to Yin in the Yin/ 
Yang theory of Southeast 
Asians. 

11. Ailments caused by supernatural 
phenomena are treated with 
exorcism. 

12. Many Southeast Asian adults feel 
that medication dosage calibration 
is not appropriate for them because 
of their smaller body makeup. 

13. The Southeast Asian communication 
style is more direct than the 
American communication style. 

14. Older Southeast Asian adults 
expect direct eye contact when 
spoken to. 

15. Most communication between a 
doctor and a Southeast Asian 
adult is done nonverbally. 

16. When a Southeast Asian adult 
responds "yes" to the question, 
"Do you understand that you 
must complete this bottle of 
medicine?" he/she might mean 
"yes, I do not understand." 

17. Southeast Asian adults feel that 
it is appropriate to use children 
as interpreters. 

18. The Yin and the Yang must be 
perfectly balanced at all times 
to assure optimum health. 

SA A 

SA A 

SA A 

SA A 

SA A 

SA A 

SA A 

SA A 

SA A 

SA A 
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D SD 

D SD 

D SD 

D SD 

D SD 

D SD 

D SD 

D SD 

D SD 

D SD 
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1 9. Many Southeast Asian adults 
believe Tylenol is the anti-
biotic that cures many 
illnesses. SA A D SD 

20. Southeast Asian adults believe 
that "bad wind" causes many 
illnesses. SA A D SD 



THE SOUTHEAST ASIAN CULTURAL AWARENESS 
INVENTORY 

Part 3 

Please fill in or circle the correct response. 

1. What is your age? 

2. How long have you been an employee at this medical 
institution? 

3. Do you have any previous experience providing health 
care to Southeast Asian adults? 

Yes No 

4. What is your medical personnel title? 

68 

----------
5. What ethnicity are you? 

Southeast Asian Black White Hispanic 

Other (please specify) 

6. What is your gender? Male 

7. In what area do you reside? 

North Dallas 

West Dallas 

South Dallas 

Outside of Dallas 

Female 

East Dallas 




