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Introduction 

Multi-Ethnic Collaborative of Community Agencies (MECCA), a consortium of non-profit social service agencies and health 
centers targeting the Latino, Chinese, Iranian, Arab, Korean, and Vietnamese communities of Orange County (OC), conducted a 
total of 25 focus groups over the course of a one-month time period.  The primary focus of this study is to identify risk factors, 
protective factors, cultural resources available, resources needed and stigma elimination for limited-English proficient Latinos, 
Chinese, Iranians, Arabs, Koreans, and Vietnamese communities in OC. The purpose of this focus group study is to conduct 
language-congruent focus groups to aid the OC Health Care Agency (HCA) with training ideas to address risk and protective 
factors and in defining barriers to mental health access. In addition, this study is intended to be a follow-up to the quantitative 
survey research conducted by HCA Behavioral Health Services in January of 2010.   
 
In order to address the breadth and depth of each community, each member agency of MECCA conducted 19 focus groups, 
combined with 6 HCA-run groups, for a total of 25 focus groups.  The following document includes “Sections” for each cultural 
community, with a summary of the major findings at the end of the document identifying areas of commonality amongst all 
groups researched.  The following themes for this qualitative study were generated through a Consensual Qualitative Research 
(CQR) approach.  In addition, a Grounded Theory Approach was also utilized in the generation of themes for this study.   
 

Methodology 
 
Focus groups were conducted in the language of each community in order to provide participants an opportunity to obtain the 
richest and purest data possible.  Some exceptions included several groups run in English to accommodate Transitional Age 
Youth (TAY) focus groups, Lesbian, Gay, Bisexual, Transgender, Questioning (LGBTQ), Consumer and Family, and a few 
others.  Each member agency translated all documents, including the demographic questionnaire, interview protocol and 
informed consent sheet, when necessary.  The demographic questionnaire and interview protocol was developed at the request 
of HCA and included a range of questions addressing both mental health and substance abuse issues.  See Appendix A for 
questions asked in each focus group. 
 
All focus groups were transcribed, when appropriate, and analyzed using a qualitative data analysis software program, NVivo 8.  
NVivo assisted in the organization of thematic coding of all focus group transcriptions.  Themes were identified for each 
community.  The major themes that surfaced across all cultural communities have been identified in this report as a precursor to 
reviewing each specific cultural community’s qualitative responses.  Specific quotes are included throughout to “give voice” to 
consumers/communities. Demographic data was used to provide descriptive statistics and analyzed through Statistical Package 
for the Social Sciences (SPSS) Version 18.0.2.  Specific demographic data has been reported and only the data that appeared 
most relevant to the stated objectives of this study, and report, have been included.  In some cases, demographic data was not 
collected for various reasons specific to each focus group facilitator and cultural community.   
 
The essential components of CQR are the use of (a) open-ended questions in semi-structured data collection techniques (i.e. 
focus groups; interviews), which allow for the collection of consistent data across individuals, as well as a more in-depth 
examination of individual and group experiences; (b) several individuals throughout the data analysis process to foster multiple 
perspectives; (c) consensus to arrive at judgments about the meaning of the data; (d) at least one auditor to check the work of 
the primary team of individuals and to minimize the effects of groupthink in the primary research team; and (e) domains, core 
ideas, and cross-analyses in the data analysis.   
 
Grounded theory is an approach that consists of reading (and re-reading) a textual database (such as focus group/field notes) 
and "discover" or label variables (called categories/themes, concepts and properties) and their interrelationships.  Each theme 
identified in this study was derived inductively, that is, derived from within the data and from the data.  This provides for an 
opportunity to generate themes and theory from within the data. 
 
First, the general themes and sub-themes that emerged across all communities will be outlined and discussed.  There are 
several main themes as indicated by roman numerals, with sub-themes under each to identify/capture the major ideas expressed 
by participants during each focus group.  The main themes were generated, in part, by the interview protocol and questionnaire 
that was developed for the purposes of this study.  The depth and breadth of the questions utilized in this study were at the 
request of HCA in order to address both mental health and substance abuse issues during focus groups.  The themes identified 
in the analysis of the data include a brief description to provide a conceptual understanding of each theme.  Secondly, different 
themes were more salient for some communities than for others.  As a result, and for the purposes of this report, the most salient 
themes identified by each community are discussed throughout the report.   
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Executive Summary  

The Multi-Ethnic Collaborative of Community Agencies, in collaboration with HCA, conducted a total of 25 focus groups in order 

to include the voices of the many cultural communities that exist within the County of Orange.   The purpose of these focus 

groups was to identify and make recommendations to HCA on training ideas and in addressing cultural-specific risk and 

protective factors, co-occurring issues, needed and available resources, and stigma reduction for underserved culture-specific 

populations. Ultimately, it is assumed that these recommendations will enhance the delivery of mental health services in the 

County .  In order to understand how to eliminate disparities that exist between these communities and already existing services, 

the task of these focus groups was to specifically identify already existing cultural resources, protective factors, culture-specific 

challenges that exist and community-specific recommendations on how to reduce risks, enhance protective means and further 

eliminate mental health disparities.   

A total of 9 different communities were included in these focus groups.  These communities included the Arabic speaking, 

Chinese, Consumer and Family, Iranian/Farsi speaking, Deaf and Hard of Hearing, Korean, Latina/o, LGBTQ, and Vietnamese 

communities.  In order to make these groups accessible, and to truly be inclusive, groups were culture and language-specific.  

The results of the 25 focus groups are summarized below with final recommendations included.   

As noted from the Arabic speaking community, the most salient discussions included negative perceptions of people with 

mental illness, shame and stigma in seeking help due to fears of being perceived negatively, and the community’s concern that 

there is a lack of culturally responsive providers that understand the community.  Each of these were identified as barriers to 

seeking treatment, with family support being the most identified already existing cultural resource that is used as a protective 

factor.  Ultimately, the community believes that better education on substance abuse and mental health issues are needed in 

order to raise awareness and change the mental health conversation occurring in the community.    

For the Chinese community, shame and stigma associated with having a mental illness and seeking treatment were salient 

issues. Additionally, for the elderly Chinese community, lack of transportation served as a barrier to seeking treatment.  The 

community also believed that being disconnected from the community facilitates the development of mental illnesses.  Already 

existing cultural and community resources include reliance on family and social support and culture-specific practices and 

activities, which include eating Chinese herbal medicine, doing Tai Chi and meditation.  Much like the Arabic community, the 

Chinese community believed that more culture-specific education and awareness needs to be directed toward the community as 

a way to address existing mental health and substance abuse issues and barriers to seeking treatment.   

The Consumer and Family community focus groups identified that stress is a major cause of mental illness for this community 

and that parental and family influences contribute to the development of substance abuse issues.  A primary barrier to seeking 

treatment as discussed by this community included a lack of culturally and linguistically congruent providers to meet their needs.  

Already existing cultural resources for this community include family and social support.  Increased socialization or being more 

connected to community and community resources, also serves as a potential protective factor against mental illness.  Education 

and awareness was also the primary area addressed by this community as way to  reduce stigma against mental health issues 

and to help prevent the development of substance abuse concerns.   

The Iranian/Farsi speaking community believed strongly that the generation differences and expectations that parents place on 

their children ultimately lead them to rely on substances as coping mechanisms and in the creation of mental illnesses.  

Additionally, stress, disconnection from their community and the immigration process has, from their perspective, been a catalyst 

in the creation of mental illness.   For all groups conducted there was shame and stigma from a community perspective in 

seeking treatment.  Existing cultural resources include family, social support, religion and spirituality.   These culture-specific 

resources serve as the most salient protective cultural resources for this community.  Education and awareness was also seen 

as a solution to addressing the shame and stigma associated with mental illness and substance abuse. 

Deaf and Hard-of-Hearing consumers felt strongly that cultural discrimination, specifically, “Audism” and cultural oppression 

serve as the most challenging barriers to overcome while serving as a catalyst for mental health problems.  Another salient 
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barrier for this community is the lack of properly trained culturally and linguistically congruent providers to meet the needs of this 

community (i.e., ASL).  Education and awareness were again seen as an important effort to implement with this community in 

order to make services more accessible and in order to help others understand who the community is and what their needs are.  

Family and social support serve as the most salient cultural resource for this community. 

The Korean community expressed consistent concerns over the shame and stigma associated with having a mental illness and 

the concern in seeking treatment as a result.  The community has perceptions of what it means to have a mental illness that 

create internal barriers to reaching out and seeking help.  Additionally, parental and family expectations and generational/cultural 

differences account for the potential development of substance abuse concerns and mental illnesses.  Education and Awareness 

both serve as high needs for this community as well.  Participants expressed a desire for more efforts in the area of educating 

and reducing stigma against  mental health and substance abuse issues.  Finally, family and social support serve as already 

existing cultural resources for this community. 

The Latina/o community expressed strongly that cultural issues, including fear of deportation and a lack of culturally and 

linguistically congruent providers who understand who the community and who can speak their language were seen as barriers 

to treatment.  Additionally, systemic issues, having to jump through too many hoops and a lack of education and awareness (i.e., 

where to seek help and how) were also seen as barriers to treatment.  Stressed parental and familial relationships were seen as 

areas of concern in developing mental health and substance abuse concerns.  Similarly, family and social support were 

discussed as the most prominent cultural resources.   

Lesbian, Gay, Bisexual, Transgender & Questioning (LGBTQ) individuals discussed concern over continued cultural 

discrimination toward LGBTQ in their communities.  Intolerance toward the community was a salient concern.  However, the 

community discussed several already existing cultural resources including, culture-specific centers, strong education and 

advocacy efforts that build a sense of community and family and social support.  Additionally, this community also expressed a 

desire for more outreach and education efforts to be implemented in order to educate others about their community and who they 

are. The need to prevent the development of more serious psychological concerns and substance use within the community was 

indicated.   

Finally, the Vietnamese community reported that “covering up the bad and showing off the good” remain salient.  The stigma 

associated with having a mental illness remains prevalent and a concern. The community also discussed the challenges of 

feeling disconnected from their community as a cause of mental illness and that finding outlets and developing ways to increase 

socialization within the community could be a way to address and prevent mental health concerns.  The community targeted the 

mass media as one way to educate and raise awareness about mental health and substance abuse issues. 

Across all the cultural groups studied, the results of this qualitative study indicate the challenges of breaking down barriers to 

treatment, reducing stigma and educating communities, remain as key issues and priorities.   

 

1. Change is critical toward eliminating local barriers to access and help-seeking behavior. It is clear that the challenge in 

making the delivery of mental health services more accessible to culturally diverse communities, remains in changing attitudes 

and perspectives, and continuing to combat outdated modes of thinking as it relates to stigma against mental illness, what 

mental illness represents and how to respond.  More specifically, when these communities were asked what they thought about 

“mental health,” most, if not all, immediately discussed negatives aspects associated with having mental health challenges, or 

“mental illnesses.”  As a result of such misperceptions, the domino effect includes, perceiving those with a mental illness as 

“crazy” or the need to “hide” mentally ill family members from others, to not seeking services for fear of what others may think 

within the community.   

 

2. There is a genuine need for community education and outreach. Another area of consistency amongst these communities 

was their desire to promote efforts to educate both, their own community and others, and raise awareness about mental illness 

and substance abuse.  Regardless of each community’s perspective, there was consensus that more needs to be done in order 

to break down the stigma attached to having a mental illness/substance abuse issue and in seeking treatment for one’s mental 



Focus Group Report, August 2010                                                                       Multi-Ethnic Collaborative of Community Agencies 

 

  
6 

 
  

illness and/or substance abuse concerns.  There was strong argument for increased use of outlets within each community to 

address this area of need.   

 

3. Institutional discrimination plays a fundamental role in shaping local health outcomes. The cultural discrimination that 

many of these communities experience continues to challenge the foundations by which they can successfully navigate the world 

around them.  Many of these communities believe strongly that those “outside” their communities continue to misunderstand, 

blame, and stigmatize them inaccurately and inappropriately.  Current efforts being conducted hand-in-hand with community 

stakeholders to break down discrimination as an access barrier to mental health and substance abuse services in the County 

deserve more sustained attention.     

 

Finally, the most interesting conclusion from this report was the lack of “culture-specific” resources utilized by these communities. 

The general themes that surfaced when asked about protective factors included family and social support, religion and 

spirituality, education, and various practices and activities. While some of the stated cultural resources were very specific to each 

community, most were not. Most of the existing cultural resources utilized by these communities included many of the most 

universally accepted ways in addressing stress and other emotionally-laden challenges. The results of this study provide some 

very helpful areas where we can specifically target future efforts.  Those are discussed in the recommendation section of this 

report.  For more specific information, or to read the “voices” of these communities, please refer to the full report. 
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Themes and Definitions – Across Cultural Communities 

I. Cultural Conceptions of Mental Health – participants’ understanding of what “mental health” and “mental 

illness” means from a cultural perspective. 

a. Mental Illness Perceptions – participants’/community’s perspective about people who have a “mental illness.” 

b. Substance Abuse Perceptions – participants’/community’s perspective about people with substance abuse 

issues. 

c. Perception of Medication Usage – participant’s perceptions of medications, usage and concerns associated 

with medications. 

II. Causes of Mental Illness – participants’/community perspective about what causes mental illness 

a. Parental and Family Influences – participants’ concerns about generational differences and other family 

related circumstances on their children’s overall health.   

i. High Expectations – participants’ concerns over their expectations of their children/youth and how 

this has impacted their mental/physical health. 

b. Disconnection from Community – participants’ concerns over their disconnection from their country of origin, 

disconnection from local community where they live and disconnection from cultural customs in general. 

c. Stress – participants’ belief that too much stress can cause mental health concerns and that stress can be 

generated from multiple areas in one’s life. 

d. Cultural Discrimination – belief of communities that who they are as cultural beings/communities, and how 

they are treated as a result, have a direct impact on their overall mental health. 

III. Causes of Substance Abuse – participant/community perspective about what causes substance abuse 

concerns. 

a. Parental and Family Influences – participants’ concerns about generational differences and other family 

related circumstances on their children’s potential reliance on the use of substances as a coping mechanism. 

b. Environment and Peers – participants’ concerns related to where they live, environmental influences, 

accessibility of substances in the community and peer pressure from social network. 

c. Stress - participants’ belief that too much stress can create a reliance on substances to cope. 

d. Mental Illness – participants’ belief that existing mental illnesses can create a reliance on substances for 

coping reasons. 

IV. Barriers to Seeking Treatment – participants stated concerns about seeking treatment. (minor: attn to 

punctuation consistency) 

a. Cultural Issues – participants’ general cultural beliefs that may prevent seeking treatment. 

b. Lack of Resources 

i. Financial Limitations – participants’ concerns regarding lack of finances, lack of available low-cost 

services and providers. 

ii. Lack of culturally and linguistically congruent providers – participants concerns about the lack of 

culturally and linguistically available providers/services available to them. 

iii. Transportation – the lack of transportation available to participants and restrictions placed on 

access to services as a result of no mobility.  

c. Lack of Education and Awareness – lack of education and awareness about what mental illnesses are, 

where resources are located and misperceptions of people with mental illnesses. 

d. Shame and Stigma – the shame and stigma within the community about people with mental illnesses and to 

those who seek treatment for mental illnesses.   

e. Systemic Barriers – any stated systemic barriers that participants were concerned about (i.e., being referred 

from one system to another, having to jump through many hurdles, etc.). 

V. Solutions for Addressing Mental Illness 

a. Education and Awareness – participants’ stated desire for there to be more education and awareness in their 

community in general about mental illness and health as a way to reduce stigma and make services more 

accessible. 
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b. Religion and Spirituality – the use of religion and spirituality as a potential resource for preventing and 

dealing with mental illness. 

c. Family Support – participants’ belief that more family support is an ideal solution toward addressing and 

preventing mental illness. 

d. Mass Media – participants’ belief that the use of the media (i.e., radio, T.V. and culture-specific print outlets) 

would be a good way to reduce stigma and educate others. 

e. Transportation – more readily accessible transportation to get participants to services, etc. 

f. Increased Socialization and Sense of Community – participants’ belief that increasing their socialization 

outlets and developing a stronger sense of community would serve as a protective factor toward acquiring 

mental health problems. 

g. Culturally and Linguistically Specific Services – the importance of having more available culturally and 

linguistically congruent providers who understand the community’s perspective and challenges. 

h. Extracurricular Activities to address mental illness – participants’ belief that increasing extracurricular 

activities (i.e., walking, tai chi, reading, etc.) would reduce the creation of any mental health problems. 

i. Mental Health Services – participants’ belief that seeking out mental health services is a viable solution to 

mental health concerns. 

j. Financial Resources – participants’ desire to have more financial resources for improving access to services. 

VI. Prevention of Substance Abuse 

a. Extracurricular Activities for preventing substance abuse – participants’ belief that increasing extracurricular 

activities (i.e., walking, tai chi, reading, etc.) would reduce reliance on substances as a way to cope with life 

problems. 

b. Religion and Spirituality – the use of religion and spirituality as a potential resource for preventing and 

dealing with substance abuse concerns. 

c. Education – participants’ desire for there to be more education and awareness in their community in general 

about the problems and dangers of substance use and abuse. 

d. Family and Social Support – participants’ belief that more family and social support is an ideal solution 

toward addressing and preventing substance abuse concerns. 

VII. Community and Cultural Resources – The participants’ existing cultural resources within their 

communities/families they currently utilize as protection from mental illness and substance abuse. 

a. Religion and Spirituality – the use of religion and spirituality as a resource for protection against mental 

illness and substance abuse concerns. 

b. Practices and Activities – participants’ use of extracurricular activities (i.e., walking, tai chi, reading, etc.) and 

connecting socially with community as a resource for preventing mental illness and substance abuse 

concerns. 

c. Family and Social Support – participants’ reliance on family and friends as sources of support that they 

believe serve as protection against mental illness and substance abuse concerns. 

d. Culture-specific services – participants’ reliance on the few, but existing, culture-specific services available to 

their community who understand the community’s perspectives and challenges. 

e. Education – participants’ belief that the more educated they are, the more this serves as a cultural resources 

and protection against the development of mental illness and substance abuse concerns.  Additionally, the 

need for increased awareness and education about the dangers of substance abuse in general. 

The following sections include ethnocultural-specific information.  The results for each ethnocultural community have been 

separately reported for the purpose of identifying culture-specific information.  Each community conducted two focus groups, with 

two exceptions, the Iranian (6 small groups) and Korean (3 groups) communities.  Each focus group conducted by each 

community will be reported separately.  At the conclusion of this report, a summary is provided examining commonalities among 

all communities in this study. 
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Section A:  
Arabic Community 

 

Group #1 – Arabic-Speaking Focus Group 

Demographics: A total of 13 individuals participated in this group with a mean age of 46.9 years with ages ranging from 20-70 

years of age for all participants. Twelve of the 13 participants self-reported as “Female,” with one participant choosing not to 

respond. Of the 10 respondents who identified their country of origin, all were born outside the United States. Two participants 

were born in Jordan, 2 in Lebanon, 2 in Palestine, 3 Syria and 1 in Jerusalem. Of the 8 individuals who responded to ethnic 

identification, 62% identified as Arab, 1 as American/Lebanese, 1 as Arab-American, and 1 as Palestinian.   

Chart 1: Years in the U.S. 

 

Seven of the participants identified their primary language at home as Arabic, 1 as Arabic/English and 1 as Armenian. Four 

participants’ responses were not identified. Three individuals reported that their preferred language for services is Arabic, with 10 

choosing not to state. 

Eight of the participants reported neither that they were currently receiving any mental health services, nor was anyone in their 

family.  One reported that she was currently receiving mental health services and 1 participant identified that she knew of 

someone, outside her family who was receiving mental health services.  Two individuals did not report.   

Data: The following bar chart includes the Arabic speaking focus groups’ 10 most salient themes based on their responses.  The 

first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

1. Mental Illness Perceptions (Cultural Conception of Mental Health): “People avoid others who have psychological 

issues”; “They say he/she is crazy”; “The community is unforgiving so even if the person is better, the community will 

remind him of how he used to be by calling him crazy”; “People say though that they never intended to talk badly about 

you, and you explain to them that you became ill, went to see a doctor and started taking medication. So what do 

people say when you tell them that? They say did you hear what she said? She went to the psychologist and she takes 

medication. So the word spreads and becomes a big issue.”  
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Chart 2: Arabic Speaking 10 Most Salient Themes 

 

 

2. Shame and Stigma (Barriers to Seeking Treatment): “We don’t tell people we have a psychological problem 

because we always keep it hidden. Even our children, we hide from them that we are facing issues”; “He becomes 

labeled”; “They all need help but are afraid…they probably go but they don’t tell people…”; “You might even hear later 

that this lady went to the hospital and all kinds of things are said”; I don’t think nowadays that people isolate that 

person to such an extent. We avoid the situation altogether by refusing therapy.” 

3. Cultural Issues (Barriers to Seeking Treatment): “I personally don’t go to an American counselor because as I told 

you about the struggle between the two cultures is hard and I prefer to go to someone who understands my culture, if I 

complain about my husband they’ll understand what a husband signifies in my life”; “I went to a non-Arab counselor, 

not a Muslim and she didn’t understand what I was talking about at all”; “In order for them to understand, ‘you have to 

explain a lot for them’ in order for them to, ‘maybe, possibly’”;  

4. Education (Prevention of Substance Abuse): “I talked with my kids about substance abuse when they were in high 

school, I didn’t stay quiet. When people made me aware, then I made my kids aware. It’s all about teaching your kids, if 

there is awareness, it will become a normal thing, everybody will be able to talk to their children, awareness is 

important”; “That’s why we need to educate parents about so many issues”; “That’s why we need to be aware of the 

symptoms of drug use, the behavior, we don’t know even if we saw someone in front of us. If we don’t go and learn 

about these issues, we won’t know if that boy is acting differently, not just because he’s stressed from an exam. We 

need to know the details of it”; “It’s very important to have the mentorship program. We have a lot of aware Muslim 

youth so we can plan a program of mentorship for the younger youth”; “Awareness programs for the parents”; 

“Programs to teach parents how to deal with their children/youth.” 

5. Education and Awareness (Perceived Solutions for Mental Illness Stigma): “I think one of the most important 

services is awareness”; “We need something for the parents and the kids on how to deal with each other”; “If we can 

have a program for awareness that you can lead for the youth so that the youth become more aware of the value of 

their families”; “For us as a generation, we’re already married and have children. I’d like to focus attention on the new 

generation. Before the new generation get married, I heard in Indonesia for example there’s a program for couples 
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before they get married and they can’t get married without completing this program, it teaches them the rights of the 

spouses, I wish we could start this program here because I see couples who do get married, the marriage doesn’t 

always last. It should be put as a condition, before signing the marriage certificate, that the couple has completed this 

course.” 

Group #2 – Arabic English Speaking Focus Group 

Demographics: A total of 16 individuals participated in this group with a mean age of 34.5 years with ages ranging from 19-50 

years of age for all participants.  Ten of the 16 participants self-reported as “Female,” with six identifying as “Male.”  Of the 15 

respondents who identified their country of origin, 3 participants were born in United States, 3 Palestine, 6 Syria, 1 Pakistan, 1 

Egypt, and 1 from Iraq.  Of the 11 individuals who responded to ethnic identification, 38% identified as Arab/Arab American, 1 as 

Afghani, 1 Iraqi, 1 Pakistani and 2 as Palestinian/Palestinian American.   

Chart 1: Years in the U.S. 

 

Six of the participants identified their primary language at home as Arabic, 2 as Arabic/English, 5 as English and 1 as Urdu.  Two 

participants’ responses were not identified.  Nine individuals reported that their preferred language for services is English, 2 

Arabic/English, and 1 Arabic with 4 choosing not to state. 

Eleven of the participants reported that they were currently not receiving any mental health services, nor was anyone in their 

family.  Three reported that a family member was currently receiving mental health services and 1 participant identified that 

he/she did know of someone outside her family who was receiving mental health services.  One individual did not report.   

Data: The following bar chart includes the Arabic, English speaking focus groups’ 10 most salient themes based on their 

responses.  The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each 

area.  
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Chart 2: Arabic English Speaking 10 Most Salient Themes 

 

 

1. Education (Prevention of Substance Abuse): “It’s on the rise. I would say it’s on the rise in our community and I 

think a program, just like what the sister said before, education, it is all about education. It goes back to education. If 

we can create educational programs like substance abuse  or drugs whatever within our own community we can 

accomplish/achieve a lot”; “I think also one of the things is that the parents are aware of the changes in their kids’ daily 

lives or daily habits because if something is going to change and the parents don’t know what drugs do and don’t know 

it makes a person sleepy or missing school or whatever, if they’re not aware of all this then they will not be able to 

catch the problem early enough. But if they’re educated, that makes it better when they’re educated because they can 

treat the problem as early as possible”; “I think what I suggest is like programs, weekly programs for the youth. Every 

weekend should have, maybe Access or any other organization, is to have some kind of educational programs”; “I think 

for any substance abuse, we have to admit that we have a problem first. That’s the first step that we should do, we 

have to just campaign for it, show people that yeah, we have these problems.”   

2. Shame and Stigma (Barriers to Seeking Treatment): “It’s just that we’re all ashamed to talk about our problems but 

if you open up you will see that most of us are facing I don’t want to call it mental problem”; “I think it’s a taboo in our 

community to see a counselor but I think it’s very important even for little things”; “Bad, very badly, it’s a stigma, a lot of 

times they don’t realize it even exists, this is something for the Americans, or they deny it, they are in denial, they 

always will think you have a lack of iman (faith) and that’s why you’re crazy, you’re not a mu’mina (believer) and they 

don’t know that sometimes…I’m sorry to say that, you’re under a lot of pressure that you even reject the iman. You 

don’t want to pray, you don’t want to…it happened to me personally until I got back to my normal state. They will say 

majnoona (She’s crazy), she’s not a believer…stigma…big stigma”; “in general again, having the fear of going to 

others and being stigmatized and all the rest of the reasons you mentioned right now”; “Being embarrassed, why would 

someone want to be labeled as someone who goes to see a therapist or labeled as somebody who has problems”; “It’s 

the same thing the stigma, like you know, what people are going to say. I know one lady, you can tell that her son is 

completely different, he’s not all together and she won’t take him to rehab and she won’t do anything about it because 
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she is afraid of what the people are going to say. What the people are going to say? All the people they know and they 

realize that your son is not normal, why are you”; “I feel like not only do we shy away from it but we prevent others from 

trying to help the person. Like for example, if you know that a friend of yours is doing drugs, not only will the community 

tell you to stay away from them but they won’t let you try to help that person. It’s kind of like if you get close to that 

person, you might be influenced by them and you might be pulled by them rather than you pulling them out and I feel 

like that’s wrong because if you have strong foundations, you’re going to pull that person away. You’re not going to go 

and be influenced by that person”; “Even as a community we still have a lot of denial as a community as a whole. Not 

only one family, as a community we’re still in denial.” 

3. Cultural Issues (Barriers to Seeking Treatment): “I think a lot of people don’t feel that they need the therapy or that 

their situation is serious even though they’re depressed. They think that they can figure it out on their own or thinking I 

wasn’t raised like this, I should be tougher than this and they don’t feel like they need to go to that extreme. To an Arab 

or a Muslim it would be an extreme but to somebody else it wouldn’t be as much”; “We need psychiatrists who are 

Muslims because they understand our background because if we go to an American or non-Muslim psychiatrist and we 

tell them we have these issues that we’re dealing with and for them they’ll tell the child, or if you have like a girlfriend 

this will get you out of your social anxiety, your loneliness or whatever. But for us, we need those Muslim psychiatrists 

or psychologists who understand our background because we cannot isolate or separate what we are going through 

from our religion”; “In our minds, we are better, and we’re above that. We’re too high to have that problem”; “I think we 

have a lack of [self] expression, I think we have a lack of [self] expression in the arts. I think it might be taboo.” 

4. Substance Abuse Perceptions (Cultural Conceptions): “I know a lot of Arabs and Muslims that drink, a lot of them 

and I think a lot of Muslims think oh, Muslims don’t drink it’s not an issue. But there’s a lot of alcohol use even 

marijuana and cocaine. I’ve heard a lot of that or even close friends of mine have been victim to these things”; “And 

sometimes everybody else can identify the problem but the parent is in denial. They do not want to admit it to 

themselves that it’s happening. So we need to work on this too why some parents are in denial. I mean they get to the 

point where the kid will be affected in his mind and they will still say no, he doesn’t use drugs, no nothing is wrong with 

my son”; “We have to learn how to handle the denial, because we are in denial of everything”; “Even as a community 

we still have a lot of denial as a community as a whole. Not only one family, as a community we’re still in denial.” 

5. Family and Social Support (Community and Cultural Resources): “I completely agree, socially I choose to be with 

people who I know are not going to backbite after me or gossip after me”; “I think something our community does that 

I’m actually really proud of is our community generally has strong family values and when you have a community that 

has strong family values and you know that your mom cares about you and your dad cares about you, I think that is a 

really preventative thing in itself. And if, some people, they don’t even need friends in school, they have so many 

cousins and even if you don’t have that you have a really strong family based culture just generally from what I see”;  

“They take care of their kids, they take care of their family, make sure they do the right thing and whatever.” 

 
 

Section B: 
Chinese Community 

 

Group #1: Chinese Consumers 

Demographics: A total of 26 individuals participated in this group with a mean age of 32.8 years with ages ranging from 11-58 

years of age for all participants.  Fourteen of the 26 participants self-reported as “Female,” with 12 identifying as “Male.”  Of the 

23 respondents who identified their country of origin, 12 participants were born in United States and 11 from the Republic of 

China.  Three respondents did not identify.  All participants identified ethnically as Chinese.   
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Chart 1: Years in U.S. 

 

Fourteen participants identified their primary language at home as a Chinese dialect, 9 as English and 3 as Chinese/English.  

Seven participants reported that their preferred language for services is a dialect of Chinese (Cantonese, Mandarin) and 8 

reported English as their preferred language.  Eleven chose not to respond. 

Thirteen participants reported that they were currently not receiving any mental health services, nor was anyone in their family.  

One participant stated that a family member was currently receiving mental health services and 1 participant identified, “Other.”  

Eleven individuals did not report.   

Data: The following bar chart includes the Chinese consumers focus groups’ 10 most salient themes based on their responses.  

The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

1. Shame & Stigma (Barriers to Seeking Treatment): “Chinese people do not admit they have mental problems even 

though there is an issue. It’s a shame to talk about my mental health issues. I am afraid of my friends, my neighbors, 

and church members looking me down”; “Even if I really speak my problems out, no help but becoming gossip to 

entertainment the others”; “People will think that I am crazy if I am identified has mental health issue, and then I am 

finished”; “In Chinese culture, if you have been found having substance abuse issues, you are done. Nobody wants to 

hang in with you anymore, and you even cannot find a job.” 

2. Cultural Conception of Mental Health: “When we are stressed out, we cannot sleep well”; “Mentally tough person 

always think positively. They understand that God holds tomorrow, and He is faithful”; “Happy Face”; “Christian does 

not commit to suicide. Otherwise, he/she is not a Christian”; “Aggressive person is hard to get alone with. Therefore, 

they rarely have friends to support them”; “They are also ‘trouble makers’. Their personality is so negative that they 

always manipulate things.” 

3. Disconnection from Community (as a Cause of Mental Illness): “Self-center, not contribute to community services”; 

“I am in same grade level Math class in high school. Caucasians students are wondering why I am in this class as 

almost all of Chinese students are in Math honor class; meanwhile, Chinese students think that I am a loser. It’s hard 

for me to have friends in high school.”  
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Chart 2: Chinese Consumers (Group1)10 Most Salient Themes 

 

4. Education and Awareness (Perceived Solutions for Mental Illness Concerns): “There is Chinese Parents 

Association in my high school. My parents get lots of information from there”; “My family is new here. We are stressed 

out. We hope that there would be training class to teach new comers to melt into local culture ASAP.” 

5. Family and Social Support (Community and Cultural Resource): “I’ll talk with my friends and my parents”; “My 

family has our own tradition. We eat dinner together every day, and each family member shares his/her daily life, 

including problems, and then we try to find out solutions. We are family (emphasis by the respondent).”  

 
Group #2: Chinese Consumers 

Demographics: A total of 17 individuals participated in this group with a mean age of 65.7 years with ages ranging from 51-84 

years of age for all participants.  Nine of the 17 participants self-reported as “Female,” with 8 identifying as “Male.”  Of the 13 

respondents who identified their country of origin, 12 participants were born in the Republic of China and 1 from Java East 

Indonesia.  Four respondents did not identify.  All participants identified ethnically as Chinese.   

Twelve participants identified their primary language at home as a Chinese dialect, 9 as Chinese/English and 1 as 

Chinese/Indonesia.  Two participants did not respond.  Seven participants reported that their preferred language for services is a 

dialect of Chinese (Cantonese, Mandarin) and 10 chose not to respond. 

Two participants reported that they were currently receiving mental health services and 5 reported not receiving any mental 

health services, nor was anyone in their family.  Ten participants did not report.   
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Chart 1: Years in U.S. 

 

Data: The following bar chart includes the Chinese consumers focus groups’ 10 most salient themes based on their responses.  

The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

1. Transportation (Barriers to Seeking Treatment): “The second problem is I cannot drive”; “I think the impression I 

have is that here (Orange County) has relatively less public transportations compare to China.  I have to wait very long 

time at the bus station if I want to take buses and go somewhere”; “When I was in China, I take buses everyday and I 

think it’s very convenient. Buses come every 5 to 10 minutes and they are many routes available to take me to where I 

want to go”; “It’s very different here.  I waited an hour for a bus to come, and I have to walk long distance after I get off 

the bus.  I think we should do something about the public transportation system here, make it more accessible and 

more frequent so people don’t have cars can go places without changing their schedule”; “We do not get to see the 

outside world because we do not have transportation.  And we all know have no car in Orange County means no feet”; 

“I think more public transportation would be essential to solve new immigrant problems in Orange County.” 

2. Family and Social Support (Community and Cultural Resources): “There are elderly center where we can share 
our thoughts and make new friends”; “I think self-help is important to Orange County Chinese immigrants.  They should 
plan out their schedule ahead of time, make friends and live a very active life”; “I have needs to talk to family and 
friends on a regular basis.  When I’m homesick, I usually call my family and friends overseas via phone”; “I went out 
with friends.  I met some new friends through the community center.  A few elder people I met become really good 
friends or should I say we are good partners.  We play chess game together, we drink coffee and tea together.  Life 
can be very relaxing when you have someone to share your days with”; “A group of us go to soak bath and massage 
three times a week.  We crack jokes, exchange information and keep each other’s company”; “I think it’s important to 
meet new friends who speak the same language, share the same culture.”  

3. Practices and Activities (Community and Cultural Resources): “I think elderly center would be a nice place to go.  I 

go to elderly center make friends, do some daily exercises like Taichi, plan out weekly schedule, etc.”; “We do activities 

together in the community center.  It makes me feel like not totally alone, I have friends to share my daily life”; “Yes I 

like gathering. I can continue to do the things that I enjoy when I was in China. I wish there are more communities or 

facilities available in the neighborhood to serve Chinese speaking people”; “We eat Chinese herbal medicine, practice 

Taichi and play chess game”; “My daily routine including shopping, jogging, exercising”; “I go to elderly center to play 

ping pong twice a week.  I use physical exercises to keep me mentally healthy”; “I also do meditation 3 times a week.” 
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Chart 2: Chinese Consumers (Group2)10 Most Salient Themes 

 

4. Cultural Conception of Mental Health: “My friend felt like this is not the place to live, America is not for them. They 
felt like America offers no security for their physical and mental health”; “I can tell from the language they use, the type 
of activities they do.  Most mentally ill person have abnormal behaviors”; “People who has mental problem always wear 
the same clothes”; “If a person has bad sleeping quality, he/she might very likely to have mental problem because 
sleep is such a important thing in a person’s daily routine”; “People who has mental problems usually are not that 
talkative. They do not communicate well with others.  They are loners do not blend in with others.”  

5. Disconnection from Community (Causes of Mental Illness):  “I cannot talk to my neighbors.  It makes my life very 
difficult”; “I think it’s very difficult since we already got used to live in China.  The adjusting process may take long time”; 
“I tend to talk less with other people than I usually do when I was in China”; “When I was in China, I usually meet up 
with my friends on a regular basis and share with them my feelings, new events, etc. Now I’m here, and I have less 
chance to talk to people, it’s hard to make new friends”; “In the community where my son and I live, there are nearly no 
Chinese people.  I cannot speak English therefore I cannot make friends with them”; “I miss being in Shanghai where I 
always have a group of friends and family to support each other, keep informed and keep each other’s company.” 

 
 
 

Section C: 
Consumer and Family  

 

Group #1: Consumer and Family 

Demographics: No demographic data is available for either of the Consumer and Family Focus Groups. 

Data: The following bar chart includes the Consumer and Family focus groups’ 10 most salient themes based on their 

responses.  The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each 

area.  
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1. Education and Awareness (Perceived Solutions for Mental Illness Concerns): “Prevention and becoming 
educated”; “Becoming educated with in mental health”; “SSI Benefits training for consumers and staff: there have been 
changes made due to the economy and there is miscommunication and a lot is unclear”; “Trainings should be 
composed of smaller groups rather than have 100+ in training, this way everyone gets to participate and be heard”; 
“Training should be given in the language of the community; “Staff should be trained to be able to keep control of their 
groups and keep order during meetings”; “More Prevention and Intervention trainings to provide a better understanding 
of mental illness”; “Trainings for staff to better understand the symptoms of mental illness.” 

 

Chart 1: Consumer and Family (Group1)10 Most Salient Themes 

 

2. Stress (Causes of Mental Illness): “Social-economic problem, documentation status, and ecological problems are 
affecting everyone”; “Shelters are not accommodation when consumers are taking more than one medication and are 
not accepting them in the shelter homes”; Cost of living has increased; however Social Security Administration 
continues to provide same disability compensation checks with no increase”; “The rapid and vast unemployment rate”; 
“Rent regulation for people with disabilities is a big problem. There is not enough affordable housing available which 
contributes to a huge homelessness rate.” 

3. Family and Social Support (Community and Cultural Resource): “Community diversity oriented: knowing who is in 
your community, supporting and being involved within your community, organizing community meetings to become 
aware of challenges and organize ideas/ support to overcome the challenges”; “Having a network of friends and 
advocating”; “Being part of a pro-active family; parents support”; “Having a support person to go to when in need of 
help or support”; “Community focus groups”; “Family orientation: Placing a high value on education and family values.” 

4. Education (Prevention of Substance Abuse): “Training/ educating parents and community members to notice the 
symptoms or first signs of abuse”; “Training on educating staff and family members/ community on paraphernalia, 
symptoms or signs of abuse, and on why a person seeks abuse as a resort”; “Training staff and therapists on signs of 
substance abuse”; “Prevention and intervention trainings for staff and families, as well as how to take consumers 
seriously”; “Education on substance abuse in elementary schools.  They can be any drama or group presentations”; 
“Something like D.A.R.E.”; “Booths at community events.” 

5. Increased Socialization and Sense of Community (Perceived Solutions for Mental Illness Concerns): “Being 
involved within your community and helping others and letting others help you”; “Being involved in the community”; 
“Attending or conducting focus groups within the community; not only with in organizations but in the streets to get 
everyone’s input, more so those in need”;  
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Group #2: Consumer and Family 

Demographics: No demographic data is available for either of the Consumer and Family Focus Groups. 

Data: The following bar chart includes the Consumer and Family focus groups’ 10 most salient themes based on their 

responses.  The first 5 themes are highlighted using quotes to identify participants’ expressed perspectives in each area.  

Chart 1: Consumer and Family (Group2)10 Most Salient Themes 

 

1. Education and Awareness (Perceived Solutions to Mental Illness Concerns):  “Training on patients and family 
rights”; “Training on educating mental health professionals and consumers and family member of appropriate treatment 
and side effects, on the impact of abuse, what trigger abuse, and how one can treat but also handle the fact that a 
loved one is an abuser”; “A training on opportunities offered for a consumer/family member where they have a chance 
to interact and network.” 

2. Parental and Family Influences (Causes of Substance Abuse): “Not having a role model or someone to look up to 
that will influence them in a positive way”; “In the Vietnamese culture if you are men, you must drink to be a man. 
Influenced by ethnic believes/culture”; “Having a dysfunctional family and using drugs as a scapegoat.” 

3. Increased Socialization and Sense of Community (Perceived Solutions to Mental Illness Concerns): “Being 
involved with in your community, family, and ethnic group”; “Consumer/ peer support oriented”; “Being active and 
providing outreach and engagement with the community”; “Becoming involved with helpful meetings, organizations, 
events that will help the community etc.” 

4. Family and Social Support (Community and Cultural Resource): “Having a family assistance is essential and 
where there is no family support, a good network of friends would be very beneficial”; “Having a support person to go to 
when in need of help or support such as a mentor”; “Having a support system.” 

5. Lack of Culturally and Linguistically Congruent Providers (Barriers to Seeking Treatment): “Language barriers, 
not having services in all threshold languages”; “There are inexperienced staff who demonstrate incompetence as a 
therapists/psychiatrists.” 
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Section D: 

Iranian/Farsi-Speaking Community 
 

Group #1: Farsi-Speaking Adult Focus Group 

Demographics: Limited demographic data is available for all of the adult Farsi focus groups and will not be included in this 

report.   

Data: The following bar chart includes the Adult Farsi Speaking focus groups’ 10 most salient themes based on their responses.  

The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

Chart 1: Adult Farsi Speaking (Group #1)10 Most Salient Themes 

 

1. Parental and Family Influences (Causes of Substance Abuse): “I believe the way we raise our children, for 

example, not allowing them to express openly and to choose freely and we often stifle them, and we always make 

decision on their behalf, this is how it has always been traditionally. Now, it seems it is changing a bit, but that we make 

decisions for them while they are growing up, and many places we do not encourage them to make decision, that they 

end up feeling so badly about themselves, feel insecure and as a reaction to that sense of insecurity, at least that is 

what I think, they feel the shame and guilt and find a refuge in substances”; “when the foundations of fear, depression, 

and anxiety are set in a family, substance abuse can grow on those foundations”; “This culture, therefore, is not 

allowing this child, this Hay Vooni (an expression meaning poor or innocent, often used in relationship to children and 

pets or receiving injury to express sympathy toward their plight or powerlessness) to express his feelings. Now, not 

being able to express his feelings he will be attracted to substance abuse and use as a way of coping with his pain or 

numbing his pain”; “I have taken that confidence away from him, the self-confidence to resist the peer pressure and 

when offered substances, to say “No!” So, I think in our community, substance abuse is the product of our immigration 

stress and destructions of family system secondary to the stress of immigration that result in substance abuse 
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problems. It is our dysfunctional families that push our children toward the substance abuse and use”; “When the child 

cannot find a refuge and shelter at home, he would go to gangs or peer groups to deal with his problems.”  

2. Family and Social Support (Community and Cultural Resources): “As I said earlier, we are very focused on our 

children, and we always support them across their life span, even when they are grown and are in their 20s and 30s 

we are there for them”; “The most important one is the strong emotional ties we have with our family, the strong 

support and care we have for our children, here, when the child reaches 18, most families expect the child to fend for 

self or is considered to become independent of the parents. Our culture on the other hand, the child is in his 50s and 

the parents still worry for him and want to support him as if he is a little child. I have seen 70 year-old with his parents 

still being involved!”; “I have been outside of our Iranian community for many years, but still when I look around our 

community, I cannot find any other community and culture that shows those strong emotional bonds that we have as 

Iranians. We raise our children with maximum support because of that love”; “I can say our culture is a social and 

hospitable culture and that social and community connection we have is a positive that can help. The support we give 

our children and can give to our community members is inherent in our values, that we need to help those in need.” 

3. Stress (Causes of Mental Illness): “I know firsthand about an incident when a father destroyed his family and 

children; he did that when he was no longer able to handle the pressures (or hardship) of immigration. On my family, 

also, there was a great deal of pressure (or stress), but somehow we survived, and didn’t kill each other off!”; “So the 

hardship of those first years is really detrimental, and by the time we get adjusted to the new culture and the new 

country we have experienced so much!”; “Emigrating from one country to another or from one culture to another, there 

cannot be any shock bigger than that shock for any human being. I think when you tell these Americans [Anglos], that I 

have left my country, my job and everything I owned and came here with only a $100 in my pocket, they are shocked in 

disbelief and cannot believe that someone can take such a change in their life. Here they lose their dog and they have 

to go to therapy for seventy years to resolve their grief!”; “Even if we had significant education and professional 

standing when we were in Iran, here because of the communication problems [or language limitation], or lack of the 

necessary skills, even if we had a doctorate degree, when we come here we have to start from zero. That shock by in 

itself becomes an obstacle in adaptation, now if on top of it we also have the responsibility of raising a family, the 

stress becomes unbearable, and we may take it out on those who are close to us.” 

4. Shame & Stigma (Barrier to Seeking Treatment): “We believe that if we tell people we have problems, it will be 

“shameful,” these are problems everyone else may have too but we don’t want to admit to it because of the fear of 

losing face in the community”; “Although in our culture the issue of seeking professional help is not quite accepted or 

established, particularly for youth, even those parents who may not be biased against seeking professional help, they 

still resist taking their children to see a professional”; “Our cultural dogmas hurt us tremendously. For example when 

we recommend to someone that they may benefit from therapy, they immediately respond ‘I am not crazy’”; “I believe 

the obstacle that I am talking about can cause death. It is that serious, because I don’t want to let you on the fact that 

my kid needs help because he is an addict, I may not seek help for him, and he may die because I am too ashamed to 

admit to that problem, or am too worried about my image in the society to seek help for my child.” 

5. Disconnection from Community (Cause of Mental Illness): “An issue that was very important for me and my family 

here is the difference between how we lived in Iran as part of a larger group or extended family. Here is very 

individualistic and we are away from our families”; “This caused a lot of problem for my family here in the U.S. because 

I was so depressed and homesick for my own family of origin. Here what they consider as family and what I knew as 

family were different”; “My mother, I believe now has developed mental health problems since she has been here. She 

does not know the language, watches TV all day without understanding it, when goes to the doctor, someone has to go 

with her since she cannot even communicate with her doctor without an interpreter, she is old and this really caused 

her psychological hardship”; “When I say environmental factors, I am referring to our unresolved connections with Iran, 

our emotional connections with the country itself. Most of us have not been able to disconnect emotionally from our 

heritage, and the umbilical cord is still connected through the connections we feel toward our extended family members 

left behind.” 
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Group #2: Farsi Speaking Adult Focus Group 

Demographics: Limited demographic data is available for all of the adult Farsi focus groups and will not be included in this 

report.   

Data: The following bar chart includes the Adult Farsi Speaking focus groups’ 10 most salient themes based on their responses.  

The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

Chart 1: Adult Farsi Speaking (Group #2)10 Most Salient Themes 

 

1. High Expectations (Parental Influences that Cause Mental Illness): “In my own case, my son wanted to become a 

cashier at an Iranian grocery store, and his father tells him, no!  Finally, the best compromise he (the father) has made 

is to tell him (the son) that he is allowed to work in the mall; it is that he doesn’t want him to be seen in the Persian 

community as a cashier, I am sure this is hard for my son to adjust to as well, but it is our culture that emphasizes that 

one should keep up the appearances or maintain one’s  Ab- Roo(one’s honor or family’s reputation) by not working 

menial jobs”; “there are people here, I know they have been here for over twenty years, who have not changed or yet 

acculturated, they consider it as “bad” and this causes a great deal of conflict in the families. As one source of stress or 

cause for mental problems is this family conflict over cultural issues; the poor kids have to deal with parents who are 

not acculturating and want to keep [the children] also in the old culture. The youth are confused because they don’t 

know who they need to listen to or follow; they say:” should I listen to my teachers or my parents?” They love their 

parents and don’t want to reject them or be rejected by them and they notice the differences. These are the roots of 

many problems”; “[Us, parents] put pressure on them, [Iranian parents] put lots of pressure on their children”; “With 

regards to the issue of grandiosity in our culture, we want our children to be doctors, lawyers or engineers and we 

cannot go lower than these professions.” 

2. Stress (Causes of Mental Illness): “For example, I could not rent an apartment here because I had no history of 

renting another place and no credit. At the same time, my child’s school was starting and I was so stressed not 

knowing what I had to do. Really, I felt overwhelmed and so helpless”; “you did not know what resources were there for 

you. It took me ten years before I became familiar with the resources in the community. There was no place that you 
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could go to get the information you needed to be able to establish life here as an immigrant”; “This cultural (Iranian 

culture) mandate that we should only do ‘professional jobs’ and/or ’in the office’ job creates a great deal of financial 

problem and stress.” 

3. Family and Social Support (Community and Cultural Resource): “I think it is “our family,” in many situations, the 

presence of the “family” (sisters, brothers, etc) create a supportive context, and help us avoid loneliness and isolation, 

the conditions that may result in mental anguish or problems”; “The support that our family provides shields us”; “In Iran 

those friendships are very different, there is an indescribable love and solidarity that we have in our friendship which 

helps us in the difficult situation”; “The inter-dependency we have between parent-child and older children and their 

parents or the elderly is a positive thing in our culture.” 

4. Environment & Peers (Causes of Substance Abuse): “I thought in Iran the environment was really bad and was 

worried about [my son], I thought here, I can make him be more responsible as the oldest male in the family, I was 

divorced from my husband at that point, and thought if we came here, he becomes more responsible and will not 

continue with substance use or abuse. I thought I succeeded, but I was wrong, the same reason that got him ill 

(addicted), that illness of addiction was with him and came with him when we came to the states”; “for my second 

(younger) son, I looked hard to find the best high school in Aliso Viejo. When I told him about my concern, he told me 

that there are only few students in the school who are not around substances, or not drinking! So, I think it is more 

accessible and in the open here as compared to Iran, but the issues are the same.” 

5. Disconnection from Community (Causes of Mental Illness): “They are under “pressure” [and stress], they cannot 

access the outside of the home environment [and mainstream culture] since they don’t drive they have lost their 

independence that they used to enjoy in Iran. They become very restricted in their movements, freedom and they 

become also very lonely and isolated”; “The culture that in Iran promotes family connections and relationships to which 

they were used to by having their family around them, does no longer exist for them, here”; “The first year I came here I 

was a single mom, my youngest boy was 9 and my eldest was 19. The environment was very different although I knew 

a bit of English getting adjusted to this “environment” [and culture of the U.S.] was very difficult for me and my children. 

The loneliness was very tough.” 

Group #3: Farsi Speaking Adult Focus Group 

Demographics: Limited demographic data is available for all of the adult Farsi focus groups and will not be included in this 

report.   

Data: The following bar chart includes the Adult Farsi Speaking focus groups’ 10 most salient themes based on their responses.  

The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

1. Lack of Culturally and Linguistically Congruent Providers (Barriers to Seeking Treatment): “I am a family 

member of someone with mental illness, when it came to the treatment of his problem, for example, he did not have 

eye contact with the therapist because she was a female therapist, and she did not understand that this is a cultural 

issue and misunderstood [his behavior] as a symptom of illness, and to her it meant that he was really sick, which in 

turn, resulted in a great deal of conflict and problems for him. Actually, it made him worse”; “A major issue is that many 

American (mainstream) psychologists don’t know our culture very well, we saw a therapist a while back and it took us a 

while to educate him about the cultural issues before he could help us with our problems. Now thinking back, we know 

it would have been a lot better to see an Iranian therapist as we would’ve not have to educate him and it would’ve been 

more time efficient”; “In many situations the patients can be misdiagnosed because of these cultural differences. By the 

time they understood his culture, he was hurt by being on all kinds of wrong medications.” 
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Chart 1: Adult Farsi Speaking (Group #3)10 Most Salient Themes 

 

2. Shame & Stigma (Barriers to Seeking Treatment): “Another issue we have here is our “Pride”; “In general I would 

like to say that in cultures like ours, mental problems are kept secret and since no one talks about it, it may create a 

delusion that we do not have these problems”; “in the old days, if you said you need to see a psychologist or take your 

child to a psychologist, it was really unacceptable and bad for you. Now, they brought that mentality over here with 

them. This cultural stigma has been with us all our lives and it needs to be discussed and addressed somehow”; “It is 

even worse than the mental problems and people hide it even more, never letting anyone on to it, when they have 

them in their families. In our culture it is very bad, twice as much compared to mental illness.” 

3. High Expectations (Parental Influences as a Cause of Mental Illness): “we are like the stick dipped in “gold” on 

both ends! (An old Persian saying, which actually refers to a stick that dipped in “shit” at both ends! Related to those 

situations in your life where you are damned either way. The Iranian professionals who came here for education when 

they were younger, were teens or young adults in the 1970s, and are now considered to be “the proverbial stick,” as 

they need to meet their elderly parents’ expectation for support during their (parents’) golden years-as the culture 

mandates. These adult children have to also cater to their own children’s needs, also a cultural edict. So from “both 

ends” they are under pressure to fulfill needs of their close family members and forego those of their own.)” 

4. Financial Limitations (Barriers to Seeking Treatment): “Another issue is that mental health is very expensive, it is 

not one or two sessions that one needs, and it becomes very expensive. Twenty sessions, for which most people don’t 

have the money. I have known of people who suffer in their family life, one in particular was upset about her husband 

punishing their child, but when I asked her to get help she stated that she was not able to afford therapy and did not 

have insurance for it”; “The financial aspects of it are very important, many psychologists, unlike you, do not accept 

insurance. This is a serious problem for accessibility of mental health care. The insurances are not good either and 

don’t pay for a lot of things.” 

5. Education and Awareness (Perceived Solutions for Mental Illness Concerns): “We need to have programs to 

reach out to the community and help people before they get to that point of break down. We need to educate people 

that mental health is important and mental illness does exist”; “Outreach and education of our society is very 

important”; “I say we need to raise “awareness”; more than education. I believe other things like eating well and 
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exercise are important but the first step in helping someone is to raise their awareness about their issues. Need 

classes in our community to educate people”; “there has to be programs for children and youth and not just having 

classes for adults.” 

Group #1 & 2: Farsi Senior Focus Groups 

Demographics: A total of 12 individuals participated in both groups with a mean age of 64.3 years with ages ranging from 50-86 

years of age for all participants.  Five of the 12 participants self-reported as “Female,” with 5 identifying as “Male.”  Two did not 

respond.  Eight respondents identified their country of origin as Iran, with 4 respondents not responding.  Eleven participants 

identified ethnically as Iranian, with 1 not responding.   

All twelve participants identified their primary language at home as Farsi. Nine participants reported that their preferred language 

for services is Farsi, 1 preferred English and 2 did not respond.  One participant reported that a family member receives County 

mental health services, 5 reported that neither they nor anyone in their family currently receives County mental health services, 

and 1 individual reported that they know someone, other than a family member who currently receives County services.  Four 

individuals reported “Other” and 1 individual chose not to respond.     

Chart 1: Years in U.S. 

 

Data: The following bar chart includes the Farsi Senior Group #1 focus groups’ 10 most salient themes based on their 

responses.  The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each 

area.  

1. Disconnection from Community (Causes of Mental Illness): “Loneliness. For example, a senior citizen who moves 
here, in the morning, her son and daughter in-law go to work, she is alone at home she looks at the walls, or the clock 
all day”; “Little by little loneliness causes her to be depressed. Eventually, this minor problem develops into a bigger 
problem. She now stares at the walls and does not respond when spoken to. It is these problems that people who 
immigrate here are facing”; “For example if I had moved here 15-20 years ago, become a permanent residence, I 
would have had no problem right now. I would have been ready to learn the language. But now it is hard.” 

2. Family & Social Support (Community and Cultural Resources): “Our emotional ties. Even when our children are 60 
years old we still call them “children,” the strong emotional ties “; “The family ties, I think, are similar to those of other 
cultures like Hispanics and Asians. The fact that we are closely knit and care for each other, has been helpful and 
continues to help”; “The way I see our culture is that we protect the group’s need over those of the individual; keeping 
the family together. American culture encourages individualism. It promotes that one take care of self, first.” 
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Chart 2: Farsi Senior (Group1)10 Most Salient Themes 

 

3. Education & Awareness (Perceived Solutions for Mental Illness): “English classes”; “We have to educate families 
and individuals that if you do not know about a subject do not say anything and refer them to a specialist, be it a 
physician, pharmacist, psychologist, psychiatrist”; “In general I think psychology is a young branch of medical sciences. 
It is even new and young in the American society. Maybe we can somehow promote [the understanding] and educate 
people about this concept that our soul can also become “sick”... Because we cannot touch or see when someone’s 
soul is “sick”; It is not visible [or tangible!].” 

4. Shame & Stigma (Barriers to Seeking Treatment): “Our poor community if anyone says anything out of norm. They 
call him/her crazy”; “They say she/ he is crazy and do not interact with him/her and leave him alone. For example, 
everyone thinks that this lady that we discussed earlier is crazy”; “the other issue that I hear from Iranians is they do 
not want anyone to know that they have problems. Denial! Secrecy!”; “Everyone has an issue and a problem but they 
still keep it a secret. It causes “shame.” 

5. Stress (Causes of Mental Illness): “Another issue; is again not knowing the language. You cannot form relationships 
if you do not know the language. For example if someone tells me something I cannot respond meaningfully”; “I think 
this is an issue that is common to all immigrants. Our parents need help in this country. My parents have been here for 
the last 30 years. My mother still cannot speak English, and I see the signs of depression in her.” 

Data: The following bar chart includes the Farsi Senior Group #2 focus groups’ 10 most salient themes based on their 

responses.  The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each 

area.  

1. Family and Social Support (Community and Cultural Resources): “Kindness, Others do what we expect them to 
do for us. If there is any area they can help us others will help us. For example: If an American has no money he/she 
will not approach other Americans and say” I have no money tonight” to eat. But an Iranian if he sees no one has 
money, any Iranian, would go and help”; “We love each other so much just like a family in this building”; “I have told my 
American neighbor H. that if you need anything day or night let me know. She now tells me that I am her hope and 
peace of mind. She is 90 years old. And I tell her “Roye Cheshmam!” (which means your wish is my command). Please 
do call on me and I will go to any length to help you.” 

2. Disconnection from Community (Causes of Mental Illness): “Loneliness”; “There were no Iranians to talk to. When 
I speak to someone I feel peaceful and content. It seems all my problems disappear”; “I talk to God all the time. I tell 
him what is in my heart. What can I do? I have no one to talk to.” 

3. Religion and Spirituality (Community and Cultural Resource): “I am Muslim and pray every day. My parents have 
thought me Islam”; “I always talk to God I am close to god when I pray I feel close to god I feel I am talking to him. It 
has a very positive effect in my life”; “I pray.” 
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Chart 3: Farsi Senior (Group2)10 Most Salient Themes 

 

4. Mental Illness (Causes of Substance Abuse): “Most people who have the problem have had emotional problems to 
begin with and those problems led them to drug abuse. I know of someone like that, who had emotional problems and 
that lead to him using drugs.” 

5. Stress (Causes of Mental Illness): “Lots of pressure, I was lucky that my daughter was here and initially I lived with 
her so it was less pressure. But still I have a lot of stressors. I still cannot sleep at night and suffer”; “Loneliness.” 

Group: Farsi TAYS Focus Group 

Demographics: A total of 12 individuals participated in both group with a mean age of 23.6 years with ages ranging from 19-27 

years of age for all participants.  Ten of the 12 participants self-reported as “Female,” with 2 identifying as “Male.”  Eleven 

respondents identified their country of origin as Iran, with 1 stating the United States as their country of origin.  Ten participants 

identified ethnically as Iranian, with 2 identifying as Iranian American.   

All twelve participants identified their primary language at home as Farsi. Four participants reported that their preferred language 

for services is English, 2 preferred Farsi and 2 preferred both English and Farsi.  Four individuals chose not to respond.  One 

participant reported that he/she is currently receiving County mental health services, 4 reported that neither they nor anyone in 

their family currently receives County mental health services, and 4 individuals reported that they know someone, other than a 

family member who currently receives County services.  Three individuals chose not to respond.     
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Chart 1: Years in U.S. 

 

Data: The following bar chart includes the Farsi TAYS focus groups’ 10 most salient themes based on their responses.  The first 

5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

Chart 1: Farsi TAYS 10 Most Salient Themes 

 

1. Substance Abuse Perceptions (Cultural Conceptions of Substance Abuse): “I do not think that there is anything 
within our culture that helps. We do have the aspect of drug abuse in our culture, with our adults”; “It is not as common 
(In Iran). It is more common here for sure”; “Ignore it and I think that if an Iranian parent finds out that their child is 
addicted, they will tell them get out of the house and never come back”; “The drug problem is the one issue that 
Persian parents, even if they don’t kick you out, that bridge between the parents and the kid, that trust is gone forever 
and it never comes back”; “Not only that, but I feel like that in terms of substance abuse and a couple other issues that 
pride really gets in the way of things and how a family looks in front of other families is very important.”; “I think that in 
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our culture you have to hide most of the things. You have to hide your boyfriend and you have to hide your girlfriend so 
you might as well hide the drug problem that you have. In American families I think it would be easier because they can 
go to their families and say I have this problem and I am willing to solve it so can you help me.” 

2. Family and Social Support (Community and Cultural Resource): “I was born and raised here. And I feel like, 
compared to my non-Persian friends, um, mostly comparing to like my Caucasian friends, they’re parents aren’t exactly 
the same amount of emotional support, they don’t give them the same amount of emotional support as per se like 
myself or someone like Persians have, as far as in general I feel like our culture is a little bit deeper or we think a little 
bit deeper or some things are deeply rooted as far as caring for each other goes”; “I feel like Persian parents have that 
really unconditional love, like there’s nothing wrong you can do. In a sense, they can be angry with you and there will 
be repercussions but they’ll always support you no matter what”; “The whole fact that everybody’s so tightly knit or at 
least they try to be, it’s in the culture”; “Well, I think for me what has helped me the most was good friends and a close 
sister , she’s really helpful”; “I believe that because we (Iranian culture) are closer and have more intimate relationships 
with each other especially with family, that it will help a lot (to prevent substance abuse).” 

3. Mental Illness Perceptions (Cultural Conceptions of Mental Illness): “I think there is that stigma about mental 
health that is carried from Iran, it’s part of the culture and they don’t want to let it go and it’s so hard for them to explain 
to someone that, you know, you aren’t seen as psychotic or someone who is going to run through a wall, or bash his 
head through a wall. You need that help, you need that professional help to navigate through the problems and where 
the origin of the problem is so we can deal with it. It’s getting a little better, I can see that people are getting a little 
more open minded but still there’s a lot of that (stigma). They don’t want to deal with it, they don’t want to think about, 
they don’t think there’s an issue and that just adds up and it gets worse and worse”; “I really agree, with the Iranians I 
know, even if they know they have a problem they don’t want to accept it and they say that they would never go to a 
psychologist because they see it as a bad thing”; “And as you mentioned, judging people. Iranians have this thing 
where they judge each other and they talk about each other. That is really bad.” 

4. Education (As Prevention of Substance Abuse): “You should not trust other people. You should educate yourself on 
the drugs, what they do and what their effects are. That is how I got around it, in high school I experimented with things 
like Mushrooms, and I did not think that there was a problem with it until I went to the library and read up on it. I studied 
the effects of Mushrooms on the brain, etc. Learn about the effects of all drugs and what they can do to you; learn 
about what Cocaine is, etc. It is your responsibility to educate yourself. If you know these things I think, the information 
will keep you from doing drugs”; “In high school, we had a speaker come in and ask us questions. When it was over, 
they should have realized that they should have started this three years ago. Before they go out they should have this 
information, so that once you go out by yourself you can have the information to protect yourself”; “if we had a resource 
for helping him understand or acknowledging it to my parents, just guidance or what to do. I think that it is the one thing 
that is really lacking in this community.” 

5. Parental and Family Influences (As a Cause of Substance Abuse): “Sometimes in families the parents, especially 
when they recently come to America, how would they know what their kid is doing in school? How can they know if 
they are not educated or know what is going on in their school?”; “That actually happened in my family. A lot of my 
uncles and one side of the family smoke Taryak [Farsi for Opium]. They say that they used to [smoke Opium] 
generations back because they’re farmers. Farmers have aches and pain from working in the fields so that is their 
excuse, but it becomes so addicting that even when they are old and have people working for them they continue to 
smoke it themselves. My uncle smoked (Opium) and my cousin took it up to because his father was doing it and 
thought that since his father was doing it too that it must not be an issue, or thought that he wants to be like his dad. 
So, my cousin smoked it and he is considered the bad one in the family and is now addicted to other drugs as well, 
because of the influence from his family”; “I feel like that in terms of substance abuse and a couple other issues that 
pride really gets in the way of things and how a family looks in front of other families is very important”; “Giving up is 
one of the worst things a parent could ever do, even though earlier we were talking about Persian parents and how 
they are always there for you, but for some issues they really do not know what to do at all. And, they have no 
guidance. They have no one to tell them what to do, or how to be a parent. Instances like that, pride gets in the way 
and how you look to another family gets into the way. How you come across.” 
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Section E: 
Hard of Hearing Community 

 

Group #1: Hard of Hearing/Deaf Focus Group 

Demographics: A total of 16 individuals participated in Focus Group #1 with a mean age of 44.8 years with ages ranging from 

29-66 years of age for all participants.  Eight of the 16 participants self-reported as “Female,” with 7 identifying as “Male.”  One 

respondent chose not to respond.  Fifteen respondents identified their country of origin as the United States, with 1 individual 

choosing not to respond.  Eleven participants identified ethnically as White, 3 Hispanic/Latino; 2 Chinese and 1identifying as 

African American.   

Chart 1: Primary Language Spoken at Home 

 

Approximately 31.3% of the participants identified their primary language at home as English, while 25% using both American 

Sign Language (ASL) and English and 12.5% using only ASL.  Other participants identified variations of English, home sign 

(kitchen sign), Pidgin Signed English (PSE) and Spanish.  Seven participants reported that their preferred language for services 

is ASL, 2 preferred English and 3 preferred both ASL and English.  Four participants chose not to respond.   

Ten participants reported that neither they nor anyone in their family currently receives County mental health services, 4 reported 

that a family member is currently receiving services, and 2 individuals reported that they know someone, other than a family 

member who currently receives County services.   

Data: The following bar chart includes the Hard of Hearing/Deaf focus groups’ 10 most salient themes based on their responses.  

The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

1. Cultural Discrimination (As a Cause of Mental Illness): “Audism & cultural oppression”; “Deaf /Hard of Hearing 
students’ academic skills often being underestimated by the hearing teachers that lead to students’ behavioral 
problems; “Academic goals for deaf/Hard of Hearing students are set lower due to financial or political issues. Too 
expensive to hire qualified interpreters in mainstreamed classes, etc.”; “Deaf people with the court’s order are victims 
by the failing system. The mental health services were not effective as expected because of either a lack of 
collaborative deaf services.” 
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Chart 2: Hard of Hearing/Deaf (Group1)10 Most Salient Themes 

 

2. Lack of Culturally and Linguistically Congruent Providers (Barriers to Seeking Treatment): “Example, the 
interpreting services are not generally provided at the court approved 52 week groups for batterers”; “Not enough 
programs designed for deaf /hard-of-hearing”; “Not appropriate use of the sign language interpreters”; “Sign language 
interpreters with poor qualities”; “Lack of access to native language”; “Lack of mental health symptoms checklist or 
guideline for any deaf agency staff / service providers”; “No interpreters provided at AA meetings.” 

3. Education (Prevention of Substance Abuse): “Education on substance abuse in elementary schools.  They can be 
any drama or group presentations”; “Something like D.A.R.E.”; “Booths at community events”; “Educational workshops, 
including the substance abuse related self-inventory”; “Educational workshops on dual diagnosis for both community 
and professionals”; “Workshops presented by former drug addicts / alcoholics.” 

4. Family and Social Support (Community and Cultural Resource): “Networking system”; “Fellowships & Gathering”; 
“Primary Support (whether immediate family members or not)”; “Residential schools where sufficient peer support are 
available at most of the time”; “Schedule deaf community gatherings at Starbuck’s regularly  1-2 times a month.  
Continue with the monthly deaf gathering at The Block.” 

5. Education and Awareness (Perceived Solutions for Mental Health Concerns): “More community education in 
various places (i.e. schools, colleges/universities, training centers, etc.)”; “More, more educational workshops with 
FREE foods”; “Promotional DVDS on mental health issues for hard of hearing individuals can watch privately.” 

 
Group #2: Hard of Hearing Focus Group 

Demographics: One participant either chose not to respond or was unable to respond to the questions on the demographic 

questionnaire, therefore the presented information includes demographic data for 7 of the 8 respondents.  A total of 8 individuals 

participated in Focus Group #2 with a mean age of 79.5 years with ages ranging from 70-86 years of age for all participants.   

Two of the 8 participants self-reported as “Female,” with 5 identifying as “Male.”  Six respondents identified their country of origin 

as the United States, with 1 individual identifying the Czech Republic.  
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Approximately 50% of the participants identified their primary language at home as ASL, while 25% identifying English and 

12.5% using English and Hungarian.  Six participants reported that neither they nor anyone in their family currently receives 

County mental health services and 1 stated that they did not know.   

Chart 1: Primary Language Spoken at Home 

 

Data: The following bar chart includes the Hard of Hearing/Deaf focus groups’ 10 most salient themes based on their responses.  

The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

Chart 2: Hard of Hearing/Deaf (Group2)10 Most Salient Themes 

 

1. Educations and Awareness (Perceived Solutions for Mental Illness Concerns): “For mainstreamed K-12 classes, 
expose Deaf culture and ASL to hearing students in the classrooms. Also, the teachers are to take actions to reduce 
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the stereotype by encouraging their positive experiences with Deaf culture and ASL”; “Make educational workshops 
available at more varied places like public libraries, agencies, workplaces, center for deaf senior citizens, etc.”; “Step 
by step teachings, especially on terminology words (mental health category)”; “Upgrade the requirements in the 
interpreting training program – extend to BA program  - instead of AA degree with limited academic background.” 

2. Cultural Discrimination (Causes of Mental Illness): “Hearing people’s ignorance of deaf communication needs”; 
“Job discrimination (could not get promoted).” 

3. Disconnection from Community  (Causes of Mental Illness): “Limited English that lead to the increase of language 
barrier, especially for exchanging notes with the hearing people”; “Small repertoire of vocabulary words in English”; 
“Poor communication”; “Communication breakdown due to different cultural contexts on the both parties (deaf/hard of 
hearing and hearing).” 

4. Increased Socialization and Sense of Community (Perceived Solution for Mental Illness Concerns): “Get the 
funds for buildings to host deaf gatherings / social purpose to compensate for the dissolutions of several deaf social 
clubs”; “Get involved with the legislative action for current issue: (Example; vote no to Assemble Bill 2072 by Tony 
Mendoza for all audiologists to be the gatekeepers with deafness related resources for hearing parents with deaf 
children).” 

5. Lack of Culturally and Linguistically Congruent Providers (Barriers to Seeking Treatment): “No interpreters 
available during the time of needs”; “Interpreters’ poor receptive skill (inability to read American Sign Language).” 

 
 

 

Section F. 
Korean Community  

 

Group #1 & 2: Korean Family and Consumer Focus Groups 

Demographics: A total of 10 individuals participated in both focus group run for consumers (4) and families (6).  Their 

demographic data has been combined, but qualitative data from both groups will be reported separately.  The mean age for 

these groups is 48 years with ages ranging from 19-76 years of age for all participants.  Four of the 10 participants self-reported 

as “Female,” with 3 identifying as “Male.”  Three respondents information was not identified.  Nine respondents identified their 

country of origin as Korea, with 1 individual identifying the United States as their country of origin.  Eight participants identified 

ethnically as Korean, 1 as Asian, and 1 as Asian American.   

Chart 1: Years in U.S. 
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Eight participants identified their primary language at home as Korean. One participant reported a primary language at home of 

English and 1 participant’s response was not identified.  Five participants reported that their preferred language for services is 

Korean, 2 preferred English and 1 preferred both English and Korean.  Two individuals chose not to respond.   

One participant reported that he/she is currently receiving County mental health services, I participant reported that they were 

currently receiving non-County services, 1 reported that a family member was currently receiving County mental health services, 

and 4 reported that they know someone, other than a family member who currently receives non-County services.  Three 

individuals did not respond.     

Data: The following bar chart includes the Korean Family focus groups’ 10 most salient themes based on their responses.  

The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

Chart 2: Korean Family (6 group members) 10 Most Salient Themes 

 

1. Shame & Stigma (Barriers to Seeking Treatment): “in the past, Koreans thought of very strange people when talking 
about mental health”; “For my parents, it was embarrassment”; “I asked what Schizophrenia was and the doctor 
explained it. I wept and regretted the fact that I told the doctor about it. I wondered why I told the doctor about it. 
(Others: Why?) Because I had to get my daughter to begin to take medicine. I thought she was ok. My daughter was 
normal to my eyes”; “If you go to a mental hospital, your record will remain...Anyhow, I just should have just 
appreciated it, but at that time, we were invited to come to the States, and we wanted to go to the States. I thought, if 
we go to the States, we’ll be free from this doctor, and my daughter won’t need to take medicine because I was still 
suspecting that my daughter was misdiagnosed. (Others laugh) I still doubted that my daughter was a schizophrenic.” 

2. Cultural Conceptions of Mental Health (What is it, what does it mean): “Don’t get stressed”; “A long time ago, we 
used to say mental disorder, crazy person.  In Korea, they were locked up. In the U.S., it is different. Things are more 
open. If you have a mental disorder, you can get treatment and there is hope that you can get better with treatment”; 
“Mental health, that word itself makes me feel bad”; “Mental health, before I didn’t even think about it. But, now the 
world is different and we came to know that we have to pay keen attention to our mental health. And, even if one looks 
normal, one can have some damage in the brain, or can have some strange behaviors from time to time for some 
reasons without being noticed. Things are different nowadays”; “I don’t know how to explain this in Korean that well. It’s 
like right mind and wrong mind”; “Many people have no idea. What is that? Many people ask”; “And, among close 
friends, as a joke, ‘mental health’, is it ‘a place taking care of the crazy people?’ They say [it] like that”; “They say crazy 
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people even among family members. I think it is just like getting a cold. You can get it, too, and it will pass. But, 
[according to] the older grannies’ thoughts, [the mentally ill should] try to hide it. When my granddaughter or my 
relatives are like that [having mental illness], then they try to hide it.” 

3. Education and Awareness (Perceived Solutions to Addressing Mental Illness): “I think there is a desperate need 
for education and awareness-raising on mental health”; “Mental health must be included in the parent programs”; 
“Parent participation is very low. For those people, booklets or pamphlets should be made. They can be mailed to 
Koreans”; “[People] should get an education before becoming parents”; “Once I told someone working in the field of 
education [that] mental health issues will keep increasing, so as we do sex education for our kids, we should educate 
our kids on these issues, too, regularly. I heard that a few schools tried such education”; “What we need is help 
because it is difficult for individuals to know all. Wal-Mart provides such help but not in Korean communities. It would 
be great if a Korean center provided such help. There are many centers. If those centers provided these kinds of 
seminars, it would be great. It would be difficult for a single center to provide all these resources with limited personnel. 
A good network of help is needed.” 

4. Cultural Discrimination (As a Cause of Mental Illness): “We came here when the second one was in the 3rd grade 

and the first one was in the 7th grade. On the first day of school, my second child, that smart child, had to cry because 
he couldn’t communicate that he wanted to go to the bathroom. So, he asked for his older brother, who also couldn’t 
speak English. The first one was in junior high and he sort of figured out things. He asked, ‘What’s wrong?’ and he 
brought his younger brother to the bathroom. From then, he suffered because of the environment. We went to New 
Jersey and back then, [as] there were no Koreans. My child was shocked to see that those American children smoked 
marijuana and cigarettes. He was teased as Chinese, so it was suffocating him. He did well with his studies, but 
couldn’t make any friends. We as parents didn’t know anything about that. I didn’t even try to learn about the situation 
because I couldn’t speak English. So I was so scared of going to school. I thought that the school would take care of 
my children”; “My daughter was very active and outspoken, and had many friends. So, one of her peers was jealous of 
her. She teased her for not being able to speak English well. I heard from someone that my daughter was isolated at 
school. She was too popular, so her peer was jealous and isolated her. That’s what happened. I didn’t know, but it 
happened at church.” 

5. Perceptions of Medication Usage (Cultural Conceptions of Mental Illness): “Many people or parents who have 
mentally ill children seem to have wrong perceptions about medicine, maybe because the importance of taking 
medicine has not been publicized well. Some think that going to a psychiatric hospital will get them take to medication, 
and getting them to take medicine will make them crazier”; “When I talked with some senior citizens, I realized that they 
had vivid images of old Korean dramas or movies where mentally ill people were dragged to a psychiatric hospital and 
imprisoned in wired cells. (Another person laughs) Such images in the media were inscribed in their heads. That’s why 
it was so difficult for them to knock on the psychiatric hospital door and they were simply opposed to taking medicine”; 
“I think the most important thing is publicity through the media or something. It should be communicated through mass 
media or some other means that mental patients need to take medicine, because some people believe that medicine 
will make[ patients] crazier.” 

 
Data: The following bar chart includes the Korean Consumer focus groups’ 10 most salient themes based on their responses.  

The first 5 themes are specifically highlighted using quotes identifying participants expressed perspectives in each area.  

1. Parental & Family Influences (Causes of Mental Illness): “if the parents had appropriate parenting skills then there 
would be much less [mental illness]”; “Very hurtful. I think it’s very hurtful how they treat my generation – how the 
parents treat our generation, when it comes to mental health. I think what they do is very insensitive very  
impersonal…it makes us think that, our parents thinking about us is so black and white”; “I usually think about how my 
parents think about me, when it comes to mental health, and I always compare old thinking with how the thinking is 
now… it’s kind of scary how black and white their thinking is when it comes to um… how they view me. Compared to 
how I see mental health, as a person of my age. And for me, I kind of try to have um… fun with it -- accept it about 
myself, and think bipolar can actually be, sort of normal. But for my dad and mom, they see it as a weakness. It’s 
something natural about myself that I can’t help, and they immediately view me as handicap because of it”; “in Korea, 
when I was very strict, my child would say, ‘Yes, mother’ and I would discipline the child when he made direct eye 
contact. That is the difference, but here, at school they learn to speak to other people by making direct eye contact. 
This kind of difference in parenting style is taught to our children in distorted ways.  Different environments….And it’s 
different for the mother and for the father, and the problems that the first generation feels. And the problems that the 
second generation feels are more complicated because they have additional problems [stress from helping with 
parental problems] added on them from the first generation.” 
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Chart 3: Korean Consumer (4 group members) 10 Most Salient Themes 

 

2. Cultural Conceptions of Mental Health (What is it, what does it mean): “Crazy person, not in a good 
sense…stigma or someone who is lacking….having a lot of problems….in that context…”; “Thinking about mental 
health (In English) I think like mentally disabled… and you are more, kind of you know, you need the lot of counseling 
and you need to a lot of discussion from other physicians, or other… you know, professionals. I think, yeah… so, 
mental health is more like, in terms of people think of about it as a more… a little bit negative way”; “I think having [an] 
‘extreme negative belief system’ is ‘mental health’”; “in the Korean community, everybody is doing so well. If I say that I 
have a mental problem then I prefer not to be close and tend to avoid [others].  I would try not to ‘join’ or ‘participate’ [in 
any activities] and [my] self-confidence would go down”; “Even in church, in Christianity, they look at you as if you have 
the devil inside.” 

3. Family and Social Support (Community and Cultural Resource): “We unite when there is a hardship. When we 
identify a problem and we know that we need to solve the problem, then we mothers and fathers try to improve more.  
We say, ‘I will try to cure my illness and I will do it for my children.’  I think these are the good qualities”; “I think that 
there is a lot of ‘jeong’ in Korean culture and people unite when their ‘spirit’ is high.  I think because of that, Koreans 
are naturally prone to help each other and tend to want to help other people”; “it’s just something I feel, every time I’m 
with a group of Koreans.  And they always have this spiritual network”; “I think that I am ‘giving heart’ to them…that is 
‘jeong’.” 

4. Mental Illness Perceptions (Perceptions of those with Mental Illness): “Once you are diagnosed with mental 
illness….and once you start taking medication, you have a name tag on your forehead forever that that person has 
mental illness”; “you are mentally… you know, sick or something.”; “when people see that there is something 
psychologically different, then they think that there is a problem.  I think that people think in a ‘negative way’ and think 
that they have mental illness because they have judgmental thoughts and feel that it is something not good”; “I was 
able to feel it when I said that I had bipolar. Sometimes I look weak.” 

5. High Expectations (Parental Influences that Cause Mental Illness): “Korean parents tend to go overboard with 
their… with their children. There’s such a balancing act when it comes to mental health in our culture, and we worry 
about it in a healthy way, in my beliefs, but when it comes to actually, taking action about it, I think we go way 
overboard”; “I feel so frustrated. They (parents) only blame on me? When they constantly criticize me and tell me, ‘You 
should take the medication again.’ That is so frustrating.” 
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Group #3: Korean Providers 

Demographics: A total of 10 individuals participated in the Korean providers’ focus group.  The mean age for this group is 47.7 

years with ages ranging from 40-67 years of age for all participants.  Eight of the 10 participants self-reported as “Female,” with 1 

identified as “Male.”  One respondent’s information was not identified.  Eight respondents identified their country of origin as 

Korea, with 2 individuals’ information not identified.  Six participants identified ethnically as Korean, 1 as Korean American, and 1 

as Asian.  Two participants’ information was not identified.   

Chart 1: Years in U.S. 

 

Seven participants identified their primary language at home as Korean and 2 as Korean and English. One participant’s response 

was not identified.  Three participants reported that in their work environments they primary use Korean, 2 primarily English and 

4 both Korean and English.  One individual’s response was not identified.  Six were Master’s level providers, 2 were doctoral 

level, and 1 with a college degree.  One participant’s response was not identified.  Five were educated both in Korea and the 

U.S., 2 only in Korea, and 1 only in the U.S.  Two participants’ responses were not identified.     

Data: The following bar chart includes the Korean Family focus groups’ 10 most salient themes based on their responses.  The 

first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

1. Cultural Conception of Mental Health (What is it, what does it mean): “Now we are talking about the Korean 

community. Anything that has the word ‘mental’ is associated with a gamut of problems ranging from problems in your 

mind to problems that require psychiatric medicine. That’s what Korean people think of when they come to us I think”; 

“For me, rather than a positive thought, a negative thought comes first when speaking of mental health”; “Mental 

problems. Also, insanity. That is the first concept that comes to mind”; “First off, when the word ‘mental’ comes out, 

often times people tend to avoid it”; “When I was doing DUI classes I introduced the mental health program of our 

[agency name] as I used to do within our agency. One of the clients then said, ‘Isn’t that where insane people go?’ It 

was then that I realized that, ah, there are many negative views out there”; “In my opinion, I don’t think it’s just mental 

health, but also counseling where there is a lack of understanding in the Korean community itself.  I think that Koreans 

in general have a negative outlook on it.” 

2. Education & Awareness (Perceived Solutions to Addressing Mental Illness Concerns): “why don’t we try to avoid 

the negativity and aim toward positivity and raise awareness in the Korean community about mental health so we can 

continue on a positive path?”; “At some point in time, I would provide continuing education to the patient and the 

family”; “I think parent education is needed”; “There is a big difference between giving medicine and therapy without 

parenting education and doing extensive parenting education. Long-term parenting [education] is needed”; “That’s why 
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some people in our community should do something about it and overcome the stigma. I hope we could begin 

something like NAMI in the Korean community, even if it is a small beginning”; “we need education or educational 

seminars for the leaders who can influence the Korean community, like religious leaders and social leaders, including 

doctors. Then the information will trickle down to those influenced by these leaders.” 

Chart 2: Korean Providers’ 10 Most Salient Themes 

 

3. Shame & Stigma (Barriers to Seeking Treatment): “Ordinary families don’t talk about these issues because of 

stigma”; “in our Korean community, the Korean entry barrier for meeting a psychiatrist is very high. I mean, first off, that 

(Everyone laughs) first off with stigma, because there is prejudice, there’s more hesitation”; “Koreans are not immune 

to mental illness. Where do they go? Well, we know. They are silently suffering. It is a long way to go until we have the 

concept like 'I am in recovery. I am a productive human being’. I hope that we can have those Korean people. Even 

among the professionals, we need those people. But, we don’t have one yet, as far as I know”; “because of the stigma 

in the community, we cannot employ them”; “The younger, 1.5 and 2nd generations, with severe major mental illness 

cannot come out in the community. That’s why we cannot have leaders. Even for today’s [focus group meeting], I 

called many places, but they don’t want to come. I refer them to wellness center quite a lot, but they don’t want to go. 

We, the 1st generation, should find the way to accept it and eliminate the stigma, so that they can come out and have a 

chance to be active.” 

4. Stress (As a Cause of Substance Abuse): “Regarding alcohol problems, based on my experiences from my DUI 

class and cultural aspects, Koreans, particularly Korean men, drink a lot because there is no other way to release their 

stress”; “All the clients say the same thing. In my opinion, Korean immigrant men drink because there is no other way 

to release their stress. They begin to drink once or twice, then [drink] until they get addicted”; “We should act right 

away for the families with chronic stress, sudden losses, or traumas. Children from such families use alcohol, and then, 

they are ready to use others [substances]. When other drugs such as marijuana are accessible in the community, it is 

easy to use them”; “Living as an immigrant is hard.  We don’t have ways and places to get our stress released like 

Americans. Because of English[difficulties]. Even movies are in English. If you go to a movie theater, you get more 

stressed. (Laughter) [It’s] all in English. (Another person laughing: How can you understand?)  Rules are written in 

English in a park.  So, Koreans find entertainment only in Karaoke, bars, restaurants. That’s the current situation in 

Korea Town. Because of the characteristics of the community, alcohol issues seem to get worse.” 

5. Parental & Family Influence (As a Cause of Mental Illness): “So what I’ve noticed when I meet with that student is 

that the 1st generation and the 1.5 and 2nd generations here think very differently. That’s why they think that receiving 
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counseling is like comfortably taking an aspirin or Tylenol. I’ve realized that the 2nd generation thinks that is it is like 

taking an aspirin for a headache. Still, that’s the thought even among the Korean children. They don’t want their 

parents to know about this. Although this student might have anxiety and a phobia of taking tests because of some 

problems with parents”; “the difference in generations, [is when] the child will actually ask the parents and voluntarily 

ask for counseling. ‘Mom, I kind of want to receive counseling. Could you let me see uh a therapist.’ There are moms 

and parents who think more positively about this and arrange this. But in other cases, because the parents can’t accept 

the idea themselves, they waste time.” 

 
 

Section G. 
Latina/o Community 

 

Group #1: Latino Seniors 

Demographics: No demographic data is available for either of the Focus Groups conducted by ABRAZAR. 

Data: The following bar chart includes ABRAZAR’s Latino Senior Groups’ 10 most salient themes based on their responses.  

The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

Chart 1: ABRAZAR Latino Seniors (Group1)10 Most Salient Themes 

 

1. Family and Social Support (Community and Cultural Resource): “For example me when I get too stressed I talk 

with my friends, because I am in a group at church, and I talk to my friends”; “But I go out walking or with friends that 

are going to give me positive feedback.  I surround myself with positive people and I become more at peace”; “Above 

all being involved with your kids, talking with them and having open communication”; “Well when I have seen problems 

related to my children, we talk as a family”; “I know that maybe I can’t solve every problem, but all that is going on 

around me, if I can do a little bit to help I will.” 
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2. Parental & Family Influence (As a Cause of Substance Abuse): “Broken families”; “Lack of communication with our 

kids”; “Domestic Violence”; “Separation of families”; “Sometimes it’s not just physical violence, but verbal abuse as 

well”; “My parents drank a lot. It was something we saw everyday”; “My dad was a gangster and did a lot of marijuana.  

One day my dad gave me a dollar and I went and bought cocaine.  It was the first time I ever did.  The marijuana I 

used to take was from what my dad grew at home.  The first cigarette I ever smoked was from the buds my mom used 

to leave behind.  I used to see my dad as a role model.” 

3. Mental Health Services (Perceived Solutions to Mental Illness Concerns): “I talked to a psychologist and they 

helped me”; “I went to a psychologist.  I learned that you can’t keep things like that to yourself.  It’s just too much”; 

“Once we have counselors, we need to share the information, there is a great need”; “What we need are more 

counselors.” 

4. Stress (As a Cause of Substance Abuse): “To escape problems”; “Stress”; “Stress with our kids, as they grow and 

they become adolescents, oh my goodness that is very stressful.  I stopped drinking and smoking, but when these 

problems came back, I started smoking and drinking again.” 

5. Environment & Peers (As a Cause of Substance Abuse): “There is a group of about 10 kids who get together and 

do drugs every day.  The groups gets together and they steal, and when I have called the police, they come, stop 

them, and let them go again”; “Violence.” 

Group #2: Latino Seniors 

Demographics: No demographic data is available for either of the Focus Groups conducted by ABRAZAR. 

Data: The following bar chart includes ABRAZAR’s Latino Senior Groups’ 10 most salient themes based on their responses.  

The first 5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

Chart 1: ABRAZAR Latino Seniors (Group2)10 Most Salient Themes 

 

1. Lack of Education and Awareness (Barriers to Seeking Treatment): “we have a lot of resources and programs, but 

sometimes we don’t know where they are”; “the big problem is not knowing where to find help”; “ignorance”; “We invite 

them and tell them to come but they say no, thinking they are going to get in trouble”; “lack of education.” 
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2. Family and Social Support (Prevention of Substance Abuse): “Sometimes we have to work (as parents), but if we 

think that there is something going on then we have to investigate”; “Getting closer to our community”; “Be with your 

family”; “Offer a word of advice to those who need them.” 

3. Lack of Culturally and Linguistically Congruent Providers (Barriers to Seeking Treatment): “I am losing my 

memory and I went to the doctor and I told him that I need a translator.  He told me to bring my own or hire someone 

because they didn’t have anybody”; “Sometimes the language.” 

4. Extracurricular Activities (Perceived Solutions for Mental Illness Concerns): “Exercise, I walk a little”; “Writing 

also helps”; “Reading”; “Walking and going out on your bicycle”; “I like to go up to the mountains”; “Go to community 

centers like this one.” 

5. Increased Socialization and Sense of Community (Perceived Solutions for Mental Illness Concerns): “Attend a 

community center”; “I go out, I work, and I mingle with people, and live my life”; “Look for help”; “Communication.” 

Group #3:  Parents 

Demographics: A total of 15 individuals participated in the parent’s focus group.  The mean age for this group is 45.6 years with 

ages ranging from 35-65 years of age for all participants.  Eight of the 15 participants self-reported as “Female,” with 7 identifying 

as “Male.”   Twelve participants identified their country of origin as Mexico, 1 Columbia, 1 Uruguay, and 1 Guatemala.  Ten 

participants identified ethnically as Hispanic/Latino, 1 as Mexican and 4 participants’ chose not to respond.   

Chart 1: Years in U.S. 

 

Thirteen participants identified their primary language at home as Spanish. One participant reported a primary language at home 

as English and 1 participant utilizes both Spanish and English.  Seven participants reported that their preferred language for 

services is Spanish, 2 preferred English and 6 individuals chose not to respond.   

One participant reported that he/she is currently receiving mental health services, 1 participant reported that a family member 

was currently receiving County mental health services, and 5 reported that they were not receiving any services, nor was anyone 

in their family.  One individual reported, “Other.”  Seven individuals did not respond.     

Data: The following bar chart includes Latino Parent Groups’ 10 most salient themes based on their responses.  The first 5 

themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  
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Chart 2: Parents 10 Most Salient Themes 

 

1. Systemic Barriers (Barriers to Seeking Treatment): “They have systematic ideas of things here. It’s step one, step 
two, and if you try and jump three steps to five, they go crazy. They do not know how to treat you. They are very 
systematic, the way they function, in our community, which is a little bit undisciplined like… a little disorganized, right? 
They don’t give you other options either”; “I believe that…no…there are many organizations and you go and they 
interview you and you fill out the papers and this and that but in the end for those who supposedly are there they serve. 
In other words the money is wasted in much bureaucracy and it never reaches where it needs to go”; “In the 
community. We looked for help from the police. We looked for help from the family counselor. Once they saw that both 
parents had jobs they could not help them”; “The parents are left with their hands tied, saying, “if the psychologist 
cannot do anything about it then nothing can be done.” They send him to a psychiatrist and he is prescribed medicine 
to calm him down”; “In my experience every time I have asked for program for my children like this I have asked if there 
are swimming programs, programs for this and that and they have told me that there aren’t. Like the man said, all the 
places that I heard about and saw that there were all charged. For example, my youngest son had a lot of speech 
therapy and when I brought him they told me that there were not programs, and there were not programs, and there 
were not programs, until finally they gave me half an hour per week”; “That is one of the things, that there are not 
competent teachers to teach our children...If one asks we are told “there is no money.” 

2. Extracurricular Activities (Perceived Solutions for Addressing Mental Illness Concerns): “For parents [I 
recommend] everything that is art. If we could come and have a dance class, art class, singing class, whatever it may 
be, where we could come be calm and our children would be taken care of”; “I have learned from experience is that 
relaxation tips that Ines and Dr. Ana showed us was very helpful”; “Relaxing music, to talk to others about how we feel 
and conduct mental exercises, meditation”; “the most important thing is that each person finds a hobby; something that 
they like to do. There are all kinds of things to do, to read, there are many things that one can find to distract 
themselves. Finding one thing to distract your self with would be fabulous.” 

3. Financial Limitations (Barriers to Seeking Treatment): “Things are very expensive”; “What I say is that sometimes 
the problem I face the most is socioeconomic times we are living right now”; “From experience, there are resource but 
many times families need to have a lot or not have anything in order to obtain those resources”; “There are programs 
but they charge $150 daily. Speaking of the programs, they are there but they charge a lot of money.”  

4. Parental & Family Influences (Causes of Substance Abuse): “sometimes Latinos all we understand is to hit our 
children. In other words we never want to…well, “no that my son is a saint,” and we never want to accept…and then 
after when they are in jail we cry, but we don’t discipline them when they are children”; “Many of us have our bottles, 
“oh this pill is because I used it in Mexico,” “this one because it worked for my friend,” but we don’t realize that those 
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pills are doing damage to our children”; “on the issue of drugs what I have seen the most of in Latinos and Americans, 
because what are drugs are in everything, in all families around the world and especially here.” 

5. Cultural Issues (Barriers to Seeking Treatment): “Another thing is that there is a cultural barrier; personally I did 
therapy and it made it difficult for me, and this is not to talk negatively about one country”; “And when I had a Mexican 
therapist it was difficult to make her understand some things because of the different concepts”; “The bigger problem is 
that they make us, Hispanics, especially; feel as if we came to steal from this country”; “they treat you with scorn 
because you are Latino. Those that speak Spanish are worse than those that speak English, because sometimes the 
Americans are much more eager to help you than any Latino.” 

Group #4: Transitional Age Youth (TAYS) 

Demographics: A total of 16 individuals participated in the OCCTAC TAYS focus group.  The mean age for this group is 19.5 

years with ages ranging from 18-22 years of age for all participants.  Ten of the 16 participants self-reported as “Female,” with 5 

identifying as “Male.”  One participant did not respond. Ten participants identified their country of origin as the United States, 2 

Mexico and 4 did not respond.  Nine participants identified ethnically as Hispanic/Latino, 1 as Mexican, 2 as Mexican American, 

1 biracial (Black/White) and 3 participants’ chose not to respond.   

Chart 1: Years in U.S. 

 

Seven participants identified their primary language at home as Spanish. Four participants reported primary languages at home 

as Spanish and English, 2 as English primarily and 1 participant utilizes Spanglish.  Five participants reported that their preferred 

language for services is English and 11 individuals chose not to respond.   

Nine participants reported that they were not receiving any services, nor was anyone in their family.  Seven individuals did not 

respond.     

Data: The following bar chart includes TAYS Groups’ 10 most salient themes based on their responses.  The first 5 themes are 

specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  
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Chart 2: TAYS 10 Most Salient Themes 

 

1. Extracurricular Activities (Perceived Solutions for Address Mental Illness): “When I’m depressed or anything or 
something is bothering me, I…I go bowling”; “When I have too many thoughts it my head, like stress, I go to my salsa 
class… to dance.  That’s what I do to get rid of my stress, I just dance”; “Some of the things are artistic things like 
joining a club like a choir, or going to orchestra, band. Also something physical, like if the person tends to get angry 
easily, something like karate or ballet and even though karate is kind of hitting can be violent, it helps the person focus 
and center their energy”; “A lot of people like me listen to music”; “I would say like writing or some form of art, to 
express feelings”; “I just tried to find things to do and got hobbies and started getting into things”; “Every time I feel 
overwhelmed with stress and that kind of thing, I’ll go surfing or rock climbing, or anything that involves your entire 
body, so when you’re done you feel like the endorphins like relaxed feeling.  That’s the perfect solution.” 

2. Environment & Peers (As a Cause of Substance Abuse): “All the liquor stores and the advertisement for that stuff 
and on the other hand, parents, teachers, everybody else is telling you: “Don’t drink” Don’t do drugs” “Don’t do this…” 
and then you like walk up outside the school and you turn the corner and great…they are there!”; “Is everywhere pretty 
much, you cannot really get away from substance abuse you are going to run into and it is so common”; “they get out 
from the after school programs and are alone and wander the streets”; “they sell drugs, I guess because they don’t get 
a job so they join a gang.” 

3. Education & Awareness (Perceived Solutions for Addressing Mental Illness Concerns): “So just being culturally 
aware of these symptoms that the culture is actually expressing it with would help a lot”; “I think something the 
community could do is made it more aware”; “maybe if they put mental health issues or/and the resources and the help 
you can get, if they put it more out there really out there, people wouldn’t be so scared to get or try to help”; “First, they 
should offer workshops so the community can learns actually what “mental health” means, so like explaining what 
different categories falls into, also they can recognize if they have a mental problem.” 

4. Cultural Issues (As Barriers to Seeking Treatment): “if they’re not legal here, they might be afraid to access health, 
because some of those agencies are asking personal information. If they’re here illegally, they might be deported or 
police will come see them”; “Mexicans can feel weird is because if you give them a white person, you know, they won’t 
even know their culture.  You’re white; you’ve got money, you got this... You don’t know our culture. You don’t know 
what’s up with us.  You don’t celebrate the same things we celebrate so how would you know where I’m coming from, 
so how would you know”; “They are going to judge you by the way you look and the way you come to talk to them.” 

5. Lack of Education and Awareness (Barriers to Seeking Treatment): “The lack of info out there that would help 
families”; “It’s not that they’re scared.  I just believe they don’t know where to start and who’s the right people to talk to”; 
“Awareness like she said.  Just knowing where to go is a big, key issue. A lot of people don’t know where to start or 
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who to approach to start. Acceptance, as well”; “I just think also families don’t know what to look for when or with signs 
of mental illness, depression, stuff like that.  I took a psychology class and they talked about how culturally Hispanic 
communities they don’t express issues like depression emotionally.” 

 
 

Section H: 
LGBTQ Community 

 

LGBTQ Group #1: HCA Run LGBTQ Focus Group 

Demographics: No demographic data is available for either by the HCA LGBTQ conducted focus groups. 

Data: The following bar chart includes LGBTQ Group #1 ten most salient themes based on their responses.  The first 5 themes 

are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

Chart 1: LGBTQ – HCA (Group1)10 Most Salient Themes 

 

1. Education & Awareness (Perceived Solutions for Address Mental Health Concerns): “Public education – we 
provide different types of public education to address various issues in the community”; “Parent Education – 
Communication, Parent/Child relationship and dialogue”; “Terminology – provide trainings for mental health 
professionals and community at large to be aware and understand the different available terminologies, what they 
mean, and how to use them appropriately”; “School district alliance – we need to have training designed to involve and 
address the school districts within our county.  School districts need to be aware of the LGBTQ population and its 
needs in order to effectively address their students’ needs especially those who are LGBTQ individuals or those 
students who have LGBTQ family members and/or growing up in family settings where LGBTQ individuals are 
parental/guardian figures”; “Exposure – Trainings need to be tailored to expose mental health professionals and 
community at large to LGBTQ issues and challenges”; “Trainings need to be tailored to reach out and addressed the 
undecided population”; “Trainings need to expose, reach, engage, and educate these individuals to help them gain an 
understanding of the LGBTQ community so they can better serve this community and its needs”; “Trainings must be 
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done for staff to work with youth in general and/or LGBTQ youth specifically (e.g., school based programs)”; “Trainings 
focused in identity issues/challenges.” 

2. Culture-Specific Services (Community and Cultural Resources): “Safety – a sense of support and the feeling of 
being safe that a client experiences between himself/herself and the therapist.  This feeling exists especially in the 
therapeutic context when the client knows that he/she is receiving services from a therapist who works in The Center 
where all services are tailored and focused for LGBTQ population”; “At The Center, there are different types of 
activities that involve and include all family members.  Family-oriented setting allows LGBTQ individuals as well as 
family members to explore, address, and work on their challenges in a safe supportive stance”; “Mentoring through the 
12-step program – Gay oriented 12 step programs and/or gay sponsors when possible.” 

3. Education (As a Community and Cultural Resource): “Client advocacy and community exposure – The LGBTQ 
community has multiple activities year round that raise the community awareness about the LGBTQ community and its 
issues.  Community members gain awareness and learn how to support or help LGBTQ individuals appropriately.  
Client advocacy takes place when needed.  Advocacy oriented the social structure to appropriately serve LGBTQ 
individuals to address their (mental health) needs”; “Active involvement – the LGBTQ community actively involved in 
substance abuse prevention activities to foster awareness among LGBTQ members as well as the community at 
large.” 

4. Increased Socialization and Sense of Community (Perceived Solution to Addressing Mental Illness Concerns): 
“Support groups help tremendously.  We need to have support groups in general.  We also need to have different 
types of support group to address different needs of the different subgroups/subpopulations in order to address 
different needs”; “Different levels of support are needed – support has to be given at different levels within each 
agency.  We provide support for everyone whether or not they are our clients or our staff.  Support has to be evident 
from top to bottom within our agency”; “Revealing of support system – we show our support when needed, and we help 
the individuals to navigate the system in order to receive the help they need.” 

5. Education (As Prevention for Substance Abuse): “Education – provide education and support regarding substance 
issues”; “Meth usage training – we need training regarding substance abuse in general.  However, for the LGBTQ 
population, we need specific training addressing Meth”; “Safe sex and prevention especially when alcohol and 
substance abuse is involved”; “Understanding the needs of subculture within a subculture (e.g., transgender within the 
LGBTQ population and substance abuse within the transgender population).” 

 
 
LGBTQ Group #2: HCA Run LGBTQ Focus Group 
 

Demographics: No demographic data is available for either by the HCA LGBTQ conducted focus groups. 

Data: The following bar chart includes LGBTQ Group #2 ten most salient themes based on their responses.  The first 5 themes 

are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

1. Education & Awareness (Perceived Solutions to Addressing Mental Illness Concerns): “Advocacy – help LGBTQ 
individuals to access help and obtain the appropriate services”; “Help therapist and mental health professionals to be 
open-minded and be clear of their biases”; “Specific cultural training focusing on cultural sensitivity pertaining to the 
LGBTQ culture and subculture”; “Sensitivity training – help staff to understand what tolerance means, what acceptance 
and understanding means”; “Label elimination and stigma elimination”; “Don’t use the mainstream culture standards to 
provide training for the LGBTQ community”; “Training should be geared toward facilitating awareness and redirect or 
foster positive exposure to LGBTQ community and culture.” 

2. Cultural Discrimination (As a Cause of Mental Illness): “Intolerance – LGBTQ individuals suffer from intolerance 
almost on a daily basis.  Societal intolerance poses a serious threat to the individuals’ self-esteem, safety, and way of 
life”; “The LGBTQ culture – how people can get lost easily in this culture because of misleading information, fear, 
discrimination, intolerance, lack of support, knowledge, and acceptance – this is especially difficult for young LGBTQ 
individuals”; “Religion – beliefs, ideologies, traditions and practices – all reminding you that your way of life is wrong 
and immoral.” 
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Chart 1: LGBTQ – HCA (Group2)10 Most Salient Themes 

 

3. Family and Social Support (Community and Cultural Resource): “Family cohesiveness – having the support from 
family, friends, and community members (especially within the LGBTQ community) helps to make it easier to handle 
and address mental health challenges as a part of living the LGBTQ life”; “Rely on the support of family”; “Gay culture – 
communicates normality and establishes a sense of cultural based support group for LGBTQ members”; 
“Cohesiveness – facilitate support among community member.” 

4. Education (Prevention of Substance Abuse): “Establish support that is tailored to the needs of the LGBTQ 
community”; “Using existing agencies that are supportive of LGBTQ population to provide critical services for this 
population; “Hosting community gathering and related events to show support and foster awareness for LGBTQ 
individuals”; “Community education”; “Community involvement.” 

5. Culture-Specific Services (Community and Cultural Resource): “Having agencies like the Center of Orange 
County where all services are oriented to serve LGBTQ clients and family members”; “Establish support that is tailored 
to the needs of the LGBTQ community”; “Using existing agencies that are supportive of LGBTQ population to provide 
critical services for this population. 

 
 

 

Section I. 
Vietnamese Community  

 

Group #1: Vietnamese Focus Group 

Demographics: A total of 8 individuals participated in Focus Group #1. The mean age for this group is 59.5 years with ages 

ranging from 50-72 years of age for all participants.  Five of the 8 participants self-reported as “Female” and 1 identifying as 

“Male.”  One participant’s information was not identified.  Five respondents identified their country of origin as Vietnam, with 3 

participants who did not identify.  Five participants identified ethnically as Vietnamese with 3 participants data not identified.   

 

County LGBTQ #2 – Coding By Node 
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Chart 1: Years in U.S. 

 

All 8 participants identified their primary language at home as Vietnamese and all participants reported that their preferred 

language for services is Vietnamese.   

Two participants reported that they were not receiving mental health services, nor was any family member.  Six participants 

reported, “Other.”     

Data: The following bar chart includes the Vietnamese focus groups’ 10 most salient themes based on their responses.  The first 

5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

1. Disconnection from Community (As a Cause of Mental Illness): “My mother is sick and frail, but in Vietnam, my 
neighbors helped to watch over her.  In America, she didn’t have friends to talk to.  She wasn’t close to the neighbors.  
Hence, she feels sad and depressed.  She may develop a mental disorder in the future. “In the Vietnamese culture, 
support is extended beyond the roles of individual family but to the community that they live. I heard you said one of 
the challenges in America was the lack of support from your neighbor/community compared to the support you 
received in Vietnam.  This in turn may lead to not having support among the elderly in general.  Therefore, especially 
among the elderly, you pointed out that they can develop depression”; “new immigrants receive limited 
community/family support”; “Life would be less challenging for immigrants if they arrive with their families.  In some 
instances, they come here alone.  These individuals feel lonely and may escalate to depression.” 

2. Education & Awareness (Perceived Solution for Addressing Mental Illness Concerns): “fairs and events help to 
bring people together for possible new learning experience”; “To have a healthy body and mind, you encourage having 
low cost exercise classes among older adults”; “In Vietnam, the recent changed was due to education and awareness 
on mental health issues being brought on the radio and T.V.  I noticed that the in America, efforts in bringing 
awareness about mental health illnesses are limited.” 

3. Cultural Conception of Mental Health (What is it, what does it mean): “In Vietnam, individuals who are diagnosed 
schizophrenia are not always “crazy”.  Their symptoms may come on the surface at certain time of the day. For 
example the individuals’ symptoms may escalate in the morning, afternoon, noon, or in the evening.   At In Vietnam the 
term schizophrenia is called “tam than phan liet”.  Where “phan liet” means different time of the day.  The disease must 
be steam from depression.  Family support is essential to help this person to recovery”; “In Vietnam, people who 
believe in the protection of charms also believe that mental illnesses are cause by the invasion of spirits over the 
human bodies.  To chase the spirits away, they may seek help from the sorcerers.  The sorcerers may hit the clients 
until the sprits leave the invaded bodies.  That is one way to treat people with mental illnesses.” 
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Chart 2: Vietnamese 10 Most Salient Themes 

 

4. Increased Socialization and Sense of Community (Perceived Solution for Addressing Mental Health Concerns): 
“My son brought me to America 4 years ago.  Upon arrival of a year he passed away.   I can’t sleep at night.  My 
daughter-in-law helped to go back to school.  Being with other has helped me to elevate my symptoms”; “Within the 
Vietnamese community, sometimes we have health fairs or community gathering events.  These events help to bring 
the community together to meet and greet.  Such events help people to meet others to engage in conversations”; “I 
suggest community gathering for the Vietnamese to meet and greet if possible one a month.  This may help to elevate 
depressive symptoms.” 

5. Mass Media (Increasing Awareness about Substance Abuse): “In Vietnam, people bring awareness on substance 
abuse by using the media. They bring awareness by creating short films.  They often display the negative 
consequences of using addictive substances”; “In America, I see the lack of bringing awareness on substance abuse in 
the Vietnamese media”; “I hope that the 5 Vietnamese channels will be proactive in bringing substance abuse and 
consequences awareness.  When I watch the Vietnamese channels, I don’t see drug awareness campaign”; “In 
Vietnam, the drug awareness campaign is display numerously on T.V.” 

 
 
Group #2: Vietnamese Focus Group 

Demographics: A total of 12 individuals participated in Focus Group #2. The mean age for this group is 49.5 years with ages 

ranging from 21-67 years of age for all participants.  Six of the 12 participants self-reported as “Female” and 6 identified as 

“Male.”  Nine respondents identified their country of origin as Vietnam, with 1 participant identifying the United States and 2 who 

did not state.  Ten participants identified ethnically as Vietnamese with 2 participants data not identified.   

Eleven participants identified their primary language at home as Vietnamese and 1 as English and Vietnamese.  Seven 

participants reported that their preferred language for services is Vietnamese, 2 as English and Vietnamese and 3 who did not 

state their preferences.  

Eight participants reported that they were not receiving mental health services, nor was any family member.  Two participants 

reported that they know someone other than family members who receives mental health services and 2 who did not state.     
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Chart 1: Years in U.S. 

 

Data: The following bar chart includes the Vietnamese focus groups’ 10 most salient themes based on their responses.  The first 

5 themes are specifically highlighted using quotes to identify participants’ expressed perspectives in each area.  

1. Parental & Family Influences (Causes of Substance Abuse): “Many reported that they have had conflicts with their 
families.  They also reported that they hung out with the “bad crowd”.  Many skipped school, participated in gang 
activities and used cocaine.  After they got caught by policemen they dropped completed out of school”; “Sometimes 
parents need to speak to their children but they encounter language barriers.  Many don’t speak English. It is difficult to 
communicate with them to understand their lifestyles”; “I see that one of the concerns that I have is the language 
barriers in caring for our children to keep them away from substance use.  My English is poor compare to my children. 
The children learn from school and T.V.  It is a mistake to parent them the Vietnamese ways. How can we assimilate 
into their cultures to teach them “tien hoc le, hau hoc van” (students are expected to learn proper social etiquette, 
morality and know their ranking so they can act accordingly.  This is concepts is driven by Confucianism).” 

2. Increased Socialization and Sense of Community (Perceived Solution for Addressing Mental Illness 
Concerns): “Having the clients to develop social interaction is the key to treat their mental problem more or so than 
getting medications”; “This person isolated himself and didn’t participate in social activities. The mother was very 
worried. So in this situation, we need an agency that can come to the home to outreach and provide these people with 
the help”; “swimming or sport activities can help to increase socialization among them.  We can develop these activities 
to help young people to reduce their symptoms.  These social activities may include mental health professional to 
guide these activities.  This is not related to just being Vietnamese or part of the culture…but being able to support the 
Vietnamese people within the community”; “We need programs that engage them to participate in social activities.” 

3. Mental Illness Perceptions (Cultural Conception of Mental Illness): “In the Vietnamese culture, we have the 
tendency to “cover the bad, and show off the good”; therefore, when we have someone who has mental illness, it is 
considered negative.  So we hide that person in our family”; “In our Vietnamese culture, we tend to hide and deny the 
symptoms.  Even if they speak about their symptoms, it is difficult for others to relate or sympathize with them.  Mental 
disorders can happen to anyone you care about.  In Vietnamese culture, others ridicule and stigmatize those with 
mental illness.  It is ingrain in their jokes and sarcastic remarks.  I have an great aunt who husband was shot and she 
witnessed the trauma.  She began exhibit symptoms of mental illness”; “Talking about mental disorders within the 
family defames their name.  It is important to protect the family name”; “In Vietnam, if I hang out with those who are 
mentally ill, other people may think that I am mentally ill.” 

4. Education & Awareness (Perceived Solutions for Addressing Mental Illness Concerns): “We need to develop a 
system so the at the Vietnamese people can adapt to the American culture like the laws and culture norms”; “We need 
to come up with program to reduce stigma in seeking mental health services among the Vietnamese community.  We 
need to distribute those resources to the community.  Those who are considered “normal” need to support those who 
are mentally ill”; “First we need a team who seek people who suffer from mental illness or substance abuse to bring 
awareness of available treatments.” 
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Chart 2: Vietnamese 10 Most Salient Themes 

 
 

5. Mass Media (Perceived Solutions for Addressing Mental Illness Concerns): “There is a need for psycho-
education within the media”; “We need to bring these issues on the Vietnamese T.V.”; “I suggested that from the 
information you collected today, we need bring awareness of these recourses on T.V or radio”; “Each individual family 
needs to collaborate with the family doctors.  I call to bring awareness of the concerns on mental health and substance 
abuse issues on T.V. but sometimes T.V. is not the best methods.  Perhaps newspaper and word-of- mouth.” 
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Section J. 
Conclusion and Summary 

 
 

The results of this qualitative study indicates that across all the cultural groups studied the challenges of breaking down barriers 

to treatment, reducing stigma and educating communities, remain as key issues and priorities.   

 

1. Change is key to eliminating local barriers to access and help-seeking behavior. It is clear that the challenge in making 

the delivery of mental health services more accessible to culturally diverse communities, remains in changing attitudes and 

perspectives, and continuing to combat outdated modes of thinking as it relates to what mental illness represents and how to 

respond.  More specifically, when these communities were asked what they thought about “mental health,” most, if not all, 

immediately discussed negatives aspects associated with having mental health challenges, or “mental illnesses.”  As a result of 

such misperceptions, the domino effect includes, perceiving those with a mental illness as “crazy” or the need to “hide” mentally 

ill family members from others, to not seeking services for fear of what others may think or say within the community.   

 

2. There is a genuine need for community education. Another area of consistency amongst these communities was their 

desire to promote efforts to educate and raise awareness about mental illness and substance abuse.  Regardless of each 

community’s perspective, there was consensus that more needs to be done in order to break down the stigma attached to having 

a mental illness/substance abuse issue and in seeking treatment for one’s mental illness and/or substance abuse concerns.  

There was strong argument for increased use of outlets within each community to address this area of need. 

 

What was most interesting about the results of this study was the lack of “culture-specific” resources utilized by these 

communities. The general themes that surfaced when asked about protective factors, included family and social support, religion 

and spirituality, education, and various practices and activities.  While some of the stated cultural resources were very specific to 

each community, most were not.  Most of the existing cultural resources utilized by these communities included many of the most 

universally accepted ways in addressing stress and other emotionally-laden challenges.   

 

3. Institutional discrimination plays a fundamental role in shaping local health outcomes. The cultural discrimination that 

many of these communities experience continues to challenge the foundations by which they can successfully navigate the world 

around them.  Many of these communities believe strongly that those “outside” their communities continue to misunderstand, 

blame, and stigmatize them inaccurately and inappropriately.  It is clear that there remains much work to do in order to continue 

to break down barriers and access to mental health and substance abuse services.     

 

The results of this study provide some very helpful areas where we can specifically target future efforts.  Those are discussed in 

the recommendation section of this report.   
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Section K. 
Recommendations 

 

 

Individual Service Provider Recommendations: 

 

1.) Provide on-going training seminars to increase awareness and responsiveness of specific cultural communities in 

staff and volunteers that specifically addresses a more sophisticated understanding of multicultural skills and their 

implementation within the framework of individual’s lives and community context (i.e., LGBTQ, Hard of Hearing, 

Korean, Latino, etc.) 

2.) Sociodemographic and diverse backgrounds are inclusive of race, ethnicity, religion, sexual orientation, elderly, 

gender, etc., and all trainings should be directed as such 

3.) Provide on-going training to examine personal cultural perspectives, biases, and prejudices and how they interfere 

with provider’s ability to work collaboratively with others/deliver services 

4.) Provide on-going trainings, and access to emerging literature, on culture-specific approaches to working with 

diverse communities – Use modalities that are consistent with the lifestyles, lived experiences and cultural 

systems of the diverse clients in the County 

5.) Adapt Language – Provide on-going trainings on the use of culture-specific language to reduce stigma against  

mental health and illness in order for cultural communities to better access services 

6.) Provide on-going trainings to staff that includes an expansion of their roles beyond traditional mainstream 

therapists (primarily Western in value orientation, taking limited account of other cultural values) 

7.) Provide on-going case consultation, both within and outside the County system, to ensure accountability in the 

delivery of services and to prevent burn-out, which leads to  service delivery whose quality is inconsistent 

 

Systemic Recommendations:  

 

1.) Provide opportunities for the cultural communities to participate in the design, content and implementation of 

information produced and services delivered 

2.)  “Accompany” (Walk with them, don’t direct them) cultural communities and understand the context in which they 

live 

3.) Engage in advocacy work on behalf of the community 

4.) Engage in preventative work in order to build trust, specifically with healthy communities and not just those in 

need 

5.) Implement strategies to recruit, retain, and promote at all levels of the organization a diverse staff and leadership 

that are representative of the demographic characteristics of the service area.  

6.) Hire and train culturally responsive providers, not simply based on ethnic-identification, but who can deliver 

language specific services and who are trained to work with diverse communities 

7.) Provide language assistance services, including bilingual staff (Spanish, Korean, ASL) and interpreter services, at 

no cost to each patient/consumer with limited English proficiency at points of contact, in a timely manner.  

8.) Partner with culture-specific agencies to ensure accountability in the delivery of culturally and linguistically 

congruent services 

 

 

 

 

 

 

 



Focus Group Report, August 2010                                                                       Multi-Ethnic Collaborative of Community Agencies 

 

  
54 

 
  

Appendix A 

Focus Group Questions 
 
 
 

Mental Health:  
 
Question #1: From your perspective, are there specific challenges/aspects in the community that create mental health 
concerns? 
 
Question #2: From your perspective, are there aspects of your culture/community that serve as protection from some of the 
challenges you mentioned above? If so, what are they?   
 
Question #3: Are there specific activities you, or suggest to others, do to prevent mental health issues? 
 
Question #4: When mental health issues are present, what do you/people in the community do to address them? 

 
Question #5: Are there specific challenges to seeking help/support in your (ADD SPECIFIC ETHNIC COMMUNITY HERE) 
community when dealing with mental health issues? If so, what are they? 
 
Question #6: From your perspective, what types of services/trainings would be most helpful for your community to receive?   
 
This is our opportunity to make sure we understand how we can better adapt/modify our services/trainings to meet the 
needs of our specific communities.   
 
 
 

Substance Abuse:  
 
Question #7: From your perspective, are there specific challenges/aspects in the community that create substance abuse 
concerns? 
 
Question #8: From your perspective, are there aspects of your culture/community that serve as protection from some of the 
challenges you mentioned above? If so, what are they?   
 
Question #9: Are there some specific activities you, or suggest to others, do to prevent substance abuse issues? 
 
Questions#10: When substance abuse issues are present, what do you/people in the community do to address them? 
 
Question #11: Are there specific challenges to seeking help/support in your (ADD SPECIFIC ETHNIC COMMUNITY HERE) 
community when dealing with substance abuse issues? If so, what are they? 
 
Question #12: From your perspective, what types of services/trainings would be most helpful for your community to receive?   
 
This is our opportunity to make sure we understand how we can better adapt/modify our services/trainings to meet the 
needs of our specific communities.   
 
 

 


