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I. Introduction

In recent years, thousands of Vietnamese refugees
formerly imprisoned in Vietnamese reeducation camps have
arrived in the United States. This population is comprised
primarily of men between the ages of forty and seventy who
had served in the South Vietnamese army or government during
the Vietnam War. In many cases, these former political
detainees (FPDs) were separated from their families for a
number of years. Some have only been reunited with their
families upon arrival in the U.S. Members of this
population have experienced trauma due to war, imprisonment,
and torture.

Few studies of mental illness among traumatized
Southeast Asian refugees have included the Vietnamese FPDs,
who began arriving in the U.S. in large numbers only since
1990. Members of this population are at high risk for the
development of mental illness, including depression and
posttraumatic stress disorder (PTSD), as a result of their
traumatic experiences.

This study investigated the interplay between past
traumatic experiences, present social factors, and the
mental health of Vietnamese reeducation camp survivors who
were outpatients at a community mental health clinic.
Specifically, the purposes of the study were 1.) To assess
the contribution of past trauma, a presumed risk factor, to

the development of PTSD, depression, and anxiety symptoms in
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a cohort of Vietnamese reeducation camp survivors and 2.) To
assess the role of two resource variables, English ability
and social support, that were presumed to be protective
against the development of PTSD, depression, and anxiety

symptoms in this population.

IT. Historical Background

In June of 1975, following the invasion of Saigon by
communist Vietnamese forces, thousands of South Vietnamese
were ordered to report to government authorities. The
majority of them were formerly officers of the South
Vietnamese (ARVN) forces and officials or civil servants of
the deposed government. The new regime told those summoned
that they were to travel to the countryside for a ten day
"political study" period, and should bring only enough food
and clothing to last for that time. Government
proclamations assured them that political reprisals would be
prevented as decreed under the Paris Peace Agreement (Sagan,
1989) . 1Individuals refusing to comply with the orders were
threatened with imprisonment. Thus the vast majority of
those called surrendered themselves voluntarily (Freeman,
1989) . Upon arriving at designated meeting sites, they were
taken to makeshift prison camps in the countryside. While
many low ranking soldiers and civil servants were released

after ten days, higher ranking officials, officers, and
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members of "subversive" political groups were detained
indefinitely.

According to the limited evidence available, both the
lengths of detainment and the conditions within the camps
varied considerably. There were believed to be between
100,000 and 200,000 inmates incarcerated in reeducation
camps in Vietnam in 1981 (Sagan, 1989). High ranking
officers and other prisoners considered to be resistant to
reeducation were held for six years or more. Officials of
lower rank were sent to camps in the south, while those of
higher rank were detained in remote camps in the central
highlands and northern regions of Vietnam, where conditions
were much more brutal (Freeman, 1989; Sagan, 1989).

Reeducation camp detainees also included Catholic
priests, Buddhist monks and nuns, professionals, writers,
and other dissidents accused of anti-communist activity.
Some of these prisoners had been detained for many years
prior to 1975. At some camps, families were allowed to send
food and letters, and occasionally permitted to visit
prisoners. However, the harsher camps forbade contact with
the outside world, and, in some cases, prisoners' families
were kept unaware of the prisoners' whereabouts.

Despite such variation in prisoners' experiences, some
common characteristics emerged from available documentation
of reeducation camp life. Prisoners were subjected to
forced labor in the forest or jungle while fed on starvation

rations of poor quality. Diet deficiencies, dysentery, and



other infections were common among the prisoners and
appeared to have been the main causes of death. Death rates
in the camps were estimated to be 10% each year (Sagan,
1989). Medical care, when available, was crude and
inadequate. Prisoners were exposed to extreme weather
conditions while lacking adequate shelter, clothing, and
sanitation. Prisoners were forced to write and rewrite
lengthy confessions of their purported crimes against the
people, and were encouraged to report their fellow inmates’
crimes. Punishment for infractions such as inability to
work, insubordination, or attempted escape included lengthy
solitary confinement, reduced rations, beatings, electric
shock torture, and death (Sagan, 1989).

Upon release from the camps, a small number of former
detainees were able to emigrate through the Orderly
Departure Program in the late 1980s. Others attempted to
escape Vietnam with varying success. 1In recent years, new
agreements have allowed increasing numbers of Amerasians and
former political detainees to exit the country.

The reeducation camp survivors represent the "fourth
wave" of Vietnamese immigration to the U.S. The first wave
began in 1975 with the evacuation of nearly 125,000 South
Vietnamese military officers, government officials,
professionals, and their families. The second wave of
flight from Vietnam consisted of refugees who fled Vietnam
by boat beginning in 1978. 1In the early 1980s, a third wave

of Vietnamese immigration began as the Orderly Departure



Program was instituted to provide a safer passage for
Amerasians and Vietnamese seeking to reunite with family
members in the U.S. (Hinton, Chen, Du, Tran, et al., 1993).
Finally, a 1990 agreement between the U.S. and Vietnamese
governments allowed the former political detainees to come
to the United States. As of 1992, an estimated 50,000
reeducation camp survivors and family members had resettled
in the United States, and American authorities estimated
that another 50,000 were eligible for immigration (U.S.

Commission on Refugees, 1992).

IIT. Mental Health and Southeast Asian Refugees

Much has been written in the past decade about mental
illness among Southeast Asian refugees. Symptom checklist
studies have found symptom levels of depression, anxiety,
posttraumatic stress, and somatic disturbances in the
Vietnamese refugee population to surpass those in the
general U.S. population (Felsman, 1990; Gong-Guy, 1988;
Hinton, Jenkins, McPhee, Wong, et al.,1994; Meinhardt, Tom,
Tse, and Yu, 1985; Rumbaut, 1985). Studies of refugee
clinic populations revealed that Vietnamese psychiatric
patients were commonly diagnosed with major depression,
posttraumatic stress disorder, anxiety disorders, and
psychosis (Hinton et al., 1993; Kinzie, Boehnlein, Leung,
Moore, et al., 1990; Kinzie, Tran, Breckenridge and Bloom,

1980; Kroll, Habenicht, Mackenzie, Yang, et al., 1989;

W



Mollica, Wyshak, and Lavelle, 1987a). These studies
typically used structured clinical interviews administered
by psychiatrists. Such high rates of mental illness reflect
Vietnamese refugees' experiences of trauma, loss of loved
ones and homeland, and the difficulties of adjusting to a
new country and culture.

The Vietnamese reeducation camp survivors differ from
other Vietnamese refugees. Many earlier studies of
Vietnamese immigrants included a disproportionate number of
"first wave" immigrants, or those Vietnamese who came to the
US in 1975 and early 1976 immediately following the fall of
Saigon. First Wave refugees were significantly better
educated and from a higher social class, had greater
exposure to western culture, and were more prepared for
migration than post-1978 refugees (Rumbaut, 1985). 1In
addition, many of the first-wave refugees arrived in the
United States with their families intact after relatively
short stays in refugee camps (Gold, 1992).

While many of the Vietnamese educated elite, including
very high ranking officers, were able to flee the country in
1975, mid-level officers remained in Vietnam and were
incarcerated. Although the incarcerated former military
officers may have been better educated and more familiar
with Western culture than many second and third-wave
refugees, they were neither economically nor culturally
prepared for migration to the United States. Most

importantly, while many Vietnamese refugees were traumatized



by war and migration experiences, few were exposed to the
prolonged forced labor and torture endured by those in the
reeducation camps.

Unfortunately, no study of psychiatric disorders among
Vietnamese reeducation camp detainees has been published
thus far, presumably because these individuals have only
recently immigrated in large numbers to the U.S. Anecdotal
evidence from specialty refugee clinics and elsewhere point
to high rates of posttraumatic stress disorder (PTSD),
depression, and anxiety disorder among former detainees
(Goodman, 1993; Tabor, 1990; Mydans, 1992). 1In a prevalence
study screening for depression, PTSD, anxiety disorders, and
dysthymia in a San Francisco refugee clinic population,
Hinton et al. (1993) found that 35% of Vietnamese
reeducation camp survivors (who comprised 11% of the subject
population) met diagnostic criteria for at least one major

disorder.
IV. Risk Factors and Resources

This study assessed the correlation of a major risk
factor (trauma) and two presumed resources (post-migratory
adaptation and perceived family support) with symptoms of
PTSD, depression, and anxiety in Vietnamese former political
detainees. Risk factors such as high levels of traumatic
experiences would be expected to leave the individual

vulnerable to developing mental illness. Resources, such as



family support and ability to adapt to life in the United
States, would be expected to serve as buffers protecting

against the development of mental illness.

Trauma

A number of studies have attempted to define risk
factors for mental illness in Vietnamese refugees. History
of prior exposure to trauma has been identified in nearly
every study as a significant factor associated with higher
symptom levels in Vietnamese refugees (Chung and Kagawa-
Singer, 1993; Hinton et al., 1993; Meinhardt et al., 1985;
Rumbaut, 1985). Hinton's study (1993) with a sample of 201
recently arrived Vietnamese revealed that traumatic events
and veteran status were the strongest predictors of
psychiatric disorder. Higher levels of trauma have been
identified as a predictor not only for PTSD, but also for
depression, anxiety, and dissociative symptoms (Chung and
Kagawa-Singer, 1993; Hinton et al., 1993).

The category of "trauma" for Vietnamese FPDs includes
not only combat exposure and the witnessing of atrocities,
but also the experience of chronic deprivation and repeated
stressful events related to captivity. These include
torture, brainwashing, prolonged lack of food, and prolonged
isolation. All of these experiences are likely to have
long-term psychological sequelae. Previous studies have

reported that American former prisoners of war were more



likely to experience long-term depression and anxiety
(Tennant, Goulston, and Dent, 1986), and interpersonal
conflicts with aggressive tendencies (Polner, 1986) than
combat veterans who were not imprisoned. Physical and
psychological torture often results in long-term psychiatric
disability encompassing somatic, behavioral, intellectual,
and emotional functioning (Allodi and Cowgill, 1982; Basoglu
and Marks, 1988). Attempted brainwashing through extensive
interrogation and forced confession is likely to result in
shame, guilt, and self-doubt (Miller, 1992). Authors have
reported that weight loss due to malnutrition during
captivity was strongly associated with long-term
psychological sequelae in former prisoners of war (Kolb,
1987; Thygesen, Hermann, and Willanger, 1970). It has been
hypothesized that forced isolation causes a biphasic
"protest and despair" response similar to the alternating
hyperarousal and emotional numbing reported in posttraumatic
stress disorder. This response may leave individuals more
psychologically vulnerable to additional trauma (Saporta and

van der Kolk, 1992).
English Proficiency

The ability of the refugee to adapt to the host society
and culture is a crucial factor affecting mental health.
Refugees face the dual challenges of processing and

integrating dramatic losses (of loved ones, social status,
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wealth, and homeland) while overcoming barriers to survival
in a drastically different society (Rumbaut, 1985). If the
burden of adaptation and survival in the new society is
overwhelming, the refugee is less likely to reconcile past
losses.

Perhaps the most important adaptational resource for
the refugee in the United States is the ability to speak
English. English ability greatly improves the refugee's
ability to find employment, access health and social
services, and develop self-sufficiency. Higher English
proficiency has been shown to correlate with better social
adjustment among Vietnamese refugees in the United States
(Tran, 1990; Rumbaut, 1985).

Inability to speak English restricts the individual's
opportunities in all areas of life in the United States,
predisposing him or her to feelings of alienation and
powerlessness. Low English proficiency has been shown to
correllate with the development of mental illness in
Vietnamese refugees (Chung and Kagawa-Singer, 1993; Hinton

et al., 1993).

Family Support

Another significant resource for Vietnamese reeducation
camp survivors in the United States is the family. Family
support may strongly affect traumatized refugees' abilities

to remain resilient amidst the chaotic events of their
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lives. Studies of torture victims across different
countries have indicated that measures of social support and
isolation were related to presence and severity of symptoms
(Allodi, 1991). Family support is apt to be particularly
relevant for Vietnamese given their strong cultural emphasis

on family.

Family and the Vietnamese Refugee Experience

In traditional Vietnamese culture, the family was the
central institution upon which society was based
(Fitzgerald, 1972). Parents, children, married sons,
daughters-in-law, unmarried daughters, and grandchildren
traditionally lived together (Gold,1992). 1Individual rights
were generally subordinate to the demands of social roles.
Family responsibilities extended beyond the immediate
family, creating an elaborate support system.

Numerous authors have noted that members of East Asian
cultures tend to identify the "self" primarily as
interacting in a social group (Chang, 1982; Tung, 1985). 1In
the traditional Vietnamese view, the individual only existed
as a function of the society, and one's identity was
dependent upon maintaining one's place in society. In the
view of Fitzgerald (1972),

To Vietnamese, for whom man is not an independent

'character' but &z series of relationships,
'sincerity' is the accord between a man's behavior
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and what is expected of him: It is faithfulness
not to the inner man, but to the social role.

Such a view of the social role stands in marked contrast to

the notions of individualism and self-determination espoused
in American society. Upon immigration to the United States,
Vietnamese families were likely to experience disruption and
uncertainty as they attempted to adapt traditional roles to

the demands of a new society.

In adjusting to American society, traditional
Vietnamese families were likely to undergo extreme role
reversals. Women who had traditionally not worked outside
the home may have taken on all or part of the breadwinner
role after resettlement, either because of the greater
availability of "women's" jobs in relation to unskilled jobs
sought by the husband, or because the new society was more
permissive to women working outside the home. Men lost the
power and status attendant with being the sole breadwinner,
and were often forced to accept employment placing them in a
lower social status than held previously in Vietnam.
Children generally adapted the most quickly to the new
environment, becoming more fluent in English and more
familiar with American customs than their parents. The
father, accustomed to having absolute authority in Vietnam,
was suddenly placed in a position of dependence on his
children for help in negotiating his way in the new society.

(Gold, 1992)
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The stress of the immigration experience on the family
and social system was apt to be particularly acute for
reeducation camp survivors who have been separated from
their families for a number of years. Re-unification with
the family was likely to compound severe adjustment
'difficulties for the returning refugees.

Recent arrivals may have had difficulties accepting
their families' assimilation into American culture, their
wives'and childrens' independence, or the stresses of
feeling that they must provide for their families.
Conversely, family members may have been unprepared to
accept an estranged and psychologically needy individual
into their lives.

A variety of social factors have been identified in
previous studies as risk factors for depression among
Vietnamese refugees. These include living alone (Hinton et
al., 1995), a larger family size (Chung and Kagawa-Singer,
1993; Hinton et al., 1995), and having more immediate family
in Vietnam (Rumbaut, 1985) The relationship of these
factors to the development of PTSD has not yet been
investigated.

Being married has been associated with higher levels of
psychiatric symptoms in three previous studies of Vietnamese
refugees (Hinton et al., 1993; Meinhardt et al., 1985; Lin,
Masuda, and Tazuma, 1984), but other studies found higher
symptom levels in Vietnamese who were widowed (Lin, Tazuma,

and Masuda, 1979) or single (Beiser, 1988).
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These results suggest a complex relationship between
family interactions and the development of psychiatric
disorders. Objective measures of family support such as
marital status are insufficient to describe the complex
relationships between survivors and their families.
'Vietnamese families undergo many changes as they attempt to
adapt to American society, and previously supportive
relationships may become sources of conflict. The
overwhelming impact of trauma may diminish the ability of
former detainees to benefit from their families' emotional
support. Thus, it is necessary to differentiate between
structural support, i.e. the presence of a potentially
supportive network, and perceived support, or the ability to
benefit from the social or family network that exists. The
unique culture and history of Vietnamese refugees in America
present a number of key adjustment issues. These issues are
highly relevant to the assessment of perceived family
support for Vietnamese reeducation camp survivors and their
families.

It is clear that issues of respect, adherence to or
deviance from traditional roles, and re-establishment of
emotional connections are likely to be prominent in the
families of the reeducation camp survivors. For this
study, respect from children, enjoyment of time with family,
the degree to which the subject felt understood by his

family, whether the subject felt that he could rely on his



family, and whether the subject felt needed by his family
were all assessed in measuring perceived family support.

In summary, perceived family support and English
proficiency were hypothesized to be protective resources and
past traumatic exposures were considered risk factors in the
development of mental disorder and symptomatology in this

clinical sample of Vietnamese reeducation camp survivors.

V. Methods

Subjects

Subjects were recruited from Asian Community Mental
Health Services (ACMHS) in Oakland, California. ACMHS is a
psychiatric outpatient clinic designed to serve the Bay
Area's Asian population. 24 Vietnamese men were recruited
for the study. Eligibility criteria included: 1)
incarceration in a reeducation camp for at least one year;
2) age between 30 and 65; and 3) under psychiatric care at
the clinic for a period of no more than six months.
Eligible subjects were identified by clinic staff and
invited to participate in the study. Those who agreed to
participate signed informed consent forms (see Appendix B).
Many of the subjects were interviewed shortly after their

initial intake appointment at the clinic.
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Procedures

The subjects participated in a two-part interview
lasting approximately two hours. All interviews took place
at the clinic. In the first part, a semi-structured
.psychiatric interview was conducted in Vietnamese using
three instruments. This interview was performed by a native
Vietnamese-speaking psychiatrist. In the second part,
native Vietnamese-speaking mental health workers

administered a sociodemographic questionnaire.

Instruments

1) Harvard Trauma Questionnaire (HTQ): This is a three-
part questionnaire that assesses trauma and torture events
experienced by the subject and screens for symptoms commonly
associated with trauma and posttraumatic stress disorder
(see Appendix A). The HTQ was designed by professionals at
the Indochinese Psychiatry Clinic in Brighton,
Massachusetts. It is available in Vietnamese and has been
validated in a population of Cambodian, Laotian, and
Vietnamese refugees (Mollica, Caspi-Yevin, Bollini, Truong,
et al., 1992).

Section I consists of 17 items describing different
traumatic experiences, including torture, illness without

access to medical care, and lack of food or water. Four
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categories of response are offered: "Experienced,"
"Witnessed," "Heard About," or "No." The original
validation study revealed that the "Heard About" category
was redundant due to the high levels of trauma directly
experienced by Southeast Asian refugees (Mollica et al.,
'1992), and was consequently deleted from this study.
Because of the extremely high levels of trauma experienced
by all subjects in this study, the "witnessed" category was
also deleted. The total trauma score was the number of
experienced events reported by each subject.

Section II consists of an open-ended question asking
respondents for subjective descriptions of the most
traumatic event(s) experienced.

Section III assesses the presence of 30 symptoms.
Sixteen of these symptoms are drawn from the DSM-III-R
criteria for posttraumatic stress disorder. Fourteen
additional symptoms are included in an attempt to include
other symptoms associated with refugee trauma. The subject
is asked about symptoms such as "difficulty concentrating"”
and "sudden emotional or physical reaction when reminded of
the traumatic experience." Four categories of response are
offered for each item, ranging from "Not at all" (score = 1)
to "extremely" (score = 4). The total score is the sum of
all items answered divided by the number of items answered.

The HTQ has been shown to be a valid and reliable
measure of torture, trauma events, and trauma symptoms in

Southeast Asian refugee patients. Reliability was assessed
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in three areas: interrater reliability (.93 for Section I
and .98 for Section III), test/retest (.89 for Section I and
.92 for Section III), and internal consistency (coefficient
alpha = .90 for Section I and .96 for Section III).

Validity of Section III was assessed by administering the
‘scale to subjects with and without DSM-III-R diagnoses of
PTSD. Sensitivity of the HTQ was found to be 78% and

specificity of the scale was 65% (Mollica et al., 1992).

2) Hopkins Symptom Checklist-25 (HSCL-25): This is a
25-item symptom checklist that assesses the presence of
depression and anxiety symptoms (see Appendix A). It
includes ten anxiety items and fifteen depression items, and
has been found to be a highly reliable screening instrument
for anxiety and depression in American populations
(Derogatis, Lipman, Rickels, et al., 1974). Four categories
of response are offered, ranging from "Not at All" (Score=1)
to "Extremely" (Score =4). This format is identical to that
in the Trauma Symptoms component of the Harvard Trauma
Questionnaire. The scale yields an average anxiety score
equal to the sum of the scores of items 1-10 divided by 10.
A mean depression score is calculated by dividing the sum of
the scores from items 11-25 by 15. A standard cutoff point
of 1.75 is generally used for both the depression score and
for the total score (Items 1-25 divided by 25). A
depression score greater than 1.75 is considered to indicate

clinical depression, whereas a total score of greater than
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1.75 indicates "significant emotional distress" (Mollica,
1987) .

The Indochinese version of the HSCL-25 was also
developed at the Indochinese Psychiatry clinic in Brighton
and is available in Vietnamese (Mollica, Wyshak, de
lMarneffe, Khuon, et al., 1987b). This version has been used
to assess depression and anxiety symptoms in a population of
Vietnamese in a refugee camp in the Phillipines. This study
yvielded mean anxiety and depression scores above the cutoff
of 1.75 (Felsman, 1990).

When compared to a "gold-standard" diagnosis of
depression determined by a native Vietnamese-speaking
psychiatrist using the Structured Clinical Interview for
DSM-III-R (SCID), the HSCL-25 depression scale was found to
have an 86% sensitivity and 93% specificity (Hinton, et al.,
1984) . Sensitivity and specificity values for the anxiety
portion of the scale have not been measured in Vietnamese
refugees. The Indochinese version of the HSCL-25 has also
been assessed for test-retest and interrater reliability,
yielding values of 0.89 and 0.98, respectively (Mollica et

al., 1987b).

3) Sociodemographic Questionnaire (SDQ): This
questionnaire contains a six-item scale designed to measure
the subject's perception of family support. Five
categories of response are offered ("Always," "Frequently,"

"Sometimes," "Rarely," and "Never") for each of six



20

statements. The statements address the subjects'
perception of family life: "My children respect me as much
now as they did in Vietnam," "I enjoy spending time with my
family," "I feel that my family understands me," "I can rely
on my family to support me," and "Members of my family rely
on me." The subjects answers are given numeric equivalents
(Always=4; Never=0). The sum of responses to these items
divided by the number of items answered yields a mean social
support score.

The SDQ also elicits basic demographic information
(age, ethnicity, marital status, education, monthly income).
The questionnaire covers a number of social variables
(household size, number of immediate family remaining in
Vietnam, number of family members migrating with the
subject) and historical variables (past and present
occupations, length of time spent in refugee camps, length

of imprisonment) .
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VI. Results

A. Sample Characteristics

A total of 24 subjects were recruited for the study.
Five of these subjects exhibited such severe intrusive
symptoms and concentration deficits that they could not be
interviewed. These patients were dropped from the study,
leaving a total of 19 subjects. Tables 1 and 2 demonstrate
demographic characteristics of the sample.

All subjects were men. Mean age was 51 years
(SD=5.95), and ranged from 34 to 63. Subjects had been in
the United States for an average of 3.8 years (SD=2.07).
78% of the subjects were married and living with their
wives. All subjects were unemployed at the time of the

interview.

Table 1: Sample characteristics (N=19)

Variable Mean (SD) Range

34-63

[¥3]
—
w
o
w

Age (Years)

Years in U.S. 3.83 (2.07) 1-9

Family Support Score 3.71 (1.17) 1.40-5.00

Years in Captivity 7.35 (3.52) 3-13
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Table 2: Sample Characteristics (N=19)

Variable % (N)

Marital Status

Married 77.8 (14)
Live with Partner 5.6 (1)
Separated 5.6 (1)
Divorced 5.6 (1)
Widowed 5.6 (1)

English Proficiency

Fluent 0 (0)
Good, not fluent 16.7 (3)
Simple Phrases 50.0 (9)
No English 33.3 (8)

Subjects had spent an average of seven years in the
reeducation camps (SD=3.52). Individual internment periods
ranged from 3 to 13 years. All but two of the subjects had
been officers or soldiers in the South Vietnamese Army. The
two non-veteran subjects had been civil servants for the
South Vietnamese government. One third of subjects reported
that they spoke no English; an additional 50% reported that

they only spoke a little English.

B. Trauma

All subjects were highly traumatized, reporting a mean
of 12 out of 16 possible traumatic experiences. Individual
responses ranged from 9 to 16 traumatic events. Table 3
describes the frequency of endorsement of individual

traumatic experiences.



Table 3: Reporting of Traumatic Events
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Trauma % (N)*
Brainwashing 100 (19)
Forced Separation from

Family 100 (19)
Imprisonment 100 (19)
Lack of Food or Water 100 (19)
Combat Situation 100 (19)
Being Close to Death 94.7 (18)
Illness without Medical Care 94.7 (18)
Enforced Isolation 84.2 (16)
Lack of Shelter 84.2 (16)
Torture 73.7 (14)
Lost or Kidnapped 63.2 (12)
Serious Injury 63.2 (12)
Unnatural Death of

Family or Friend 47.4 (9)
Witnessed Murder of Strangers 42.1 (8)
Murder of Family or Friend 31.6 (6)
Rape or Sexual Abuse 5.3 (1)

*Percent of subjects reporting that they had

experienced the traumatic event.

All subjects reported experiencing imprisonment,

brainwashing, forced separation from family, lack of food or

water, and combat situations.

Being close to death and

illness with no medical care were reported by nearly all of
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the subjects. Lack of shelter, enforced isolation, and
torture were reported by most of the subjects as well.
Subjects reported being held in solitary confinement for as
long as six months. Torture events most frequently
described included beatings, electric shock, and being bound

in uncomfortable positions for extended periods of time.

C. Prevalence of Symptoms and Mental Disorders

The mean depression score for the sample was 3.14
(SD=0.62), well above the clinical cutoff of 1.75
established for the HSCL-25 depression scale (Mollica et
al., 1987b). As Table 4 shows, 18 of 19 subjects had
clinically significant depression as defined by this

criterion. 1Individual responses ranged from 1.43 to 3.86.

Table 4: Prevalence of Depression, Anxiety, and PTSD

Disorder = (N)
Depression

(HSCL score > 1.75) 94.7 (18)
Anxiety

(HSCL score > 1.75) 94.7 (18)

Posttraumatic Stress
Disorder (HTQ score > 2.5) 89.5 (17)




Subjects exhibited high levels of anxiety symptoms as
well. The mean anxiety score was 3.04 (SD=0.73). 18 of 19
subjects had clinically significant anxiety as defined by
the cutoff of 1.75. Individual responses ranged from 1.60 to
3.90

17 of 19 subjects exhibited clinically significant
levels of posttraumatic stress symptoms, as defined by the
cutoff score of 2.5 (on a scale of 1 to 4) established in a
previous study using the HTQ (Mollica et al., 1992). The
mean traumatic symptom score was 3.00 (SD=0.43). Individual
scores ranged from 2.10 to 3.87. Table 5 demonstrates the
frequencies of the most commonly reported posttraumatic

stress symptoms.



Table 5: Most Frequently Endorsed Posttraumatic Symptoms

Symptom

~ of subjects*

Trouble sleeping
Difficulty concentrating
Difficulty with tasks
Avoiding thoughts or
feelings that remind you
of the traumatic event
Nightmares

Easily startled

Recurrent thoughts or
memories of the event(s)

Sudden emotional or
physical reaction when
reminded of the event(s)

Feeling as 1f you have no
future

Avoiding activities that
remind you of the
event (s)

Feeling on guard

Feeling irritable or
having outbursts of anger

100

100

94.

89.

89.

89.

89.

84.

84.

84.

(19)

(19)

(18)

(18)

(17)

(17)

(17)

(17)

(1e)

(16)

(Le)

*Numbers represent % of subjects reporting that these symptoms bothered them
"quite a bit " or "extremely" within the past week.

D. Predictors of Symptom Levels

Three multiple regression models were conducted using

trauma level, English proficiency,

as the independent variables.
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and family support score

Given the high prevalence and
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mental disorders (i.e. 94.7% of the sample met diagnostic
criteria for depression and anxiety disorders and 89.5% met
criteria for PTSD), the hypothesized models were tested with
symptom levels as the dependent variables. In the first
model, depression symptom score was the dependent variable.
Adjusted RZ was 0.26 (F(3,14)=3.02, p=.065). This model was
only marginally significant. English proficiency was
negatively predictive of depressive symptoms (standardized
beta = -.66, p=.005, one-tailed test) (See Table 6). Trauma
and family support did not significantly predict depressive
symptom levels.

For the second regression model, anxiety symptom score
was used as the depencent variable. Adjusted R2 was 0.21 (F
(3,14)=2.47, p=.11). This model was also only marginally
significant. Again, English proficiency was negatively
predictive of anxiety symptoms (standardized beta = -.51,
p=.02, one-tailed test!, while trauma and family support did
not correlate significantly with anxiety.

In the third regression model, posttraumatic symptom
score was the dependent variable. Adjusted RZ2 was 0.64
(F(3,14)=11.09, p=.0005), with English proficiency emerging
as negative predictor (standardized beta = -.70, p=.0002,
one-tailed test), and trauma emerging as a positive
predictor (standardized beta = .66, p=.005, one-tailed test)
of posttraumatic symptcms. Family support did not

significantly predict costraumatic symptom levels.



Table 6: Standardized Beta Weights of Independent Variables by Disorder.

Disorder Trauma English Ability Family Support Score
Depression .38 66™" .23
Anxiety .16 .51 .22
PTSD .66™" L7007 .015

*p<.05;**p<.01;***p<.0005, using one-tailed tests

VII. Discussion

A. Mental illness

The subjects interviewed for this study exhibited
extremely high rates oi PTSD, depression, and anxiety.
Interviews yielded a narrow range of symptom scores, with
nearly all subjects clustered above the clinical cutoffs for
each disorder. Average symptom scores for all disorders were
in the upper ranges, even though five of the most overtly
symptomatic patients were not interviewed. These five
individuals were selectively mute and intermittently
psychotic.

The severe psychorathology reported in this study is in
part attributable to the relatively small sample size and

the sampling bias of a mental health clinic study. A large
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scale community study using the HSCL-25 revealed much lower
rates (11.9 - 13.9%) of depression (HSCL score > 1.75) among
Vietnamese-American men than that found in this sample
(Hinton et al., 1995). Thus, these results may not be
representative of the mental health status of non-patient
‘reeducation camp sSurvivors.

Despite these limitations, comparisons with past
studies of Vietnamese patient populations suggest that the
reeducation camp survivors are at greater risk of developing
severe mental illness. The 95% prevalence of depression in
this sample was much higher than the 50-55% prevalences
found in previous samples of Vietnamese psychiatric patients
(Kroll et al., 1989; Mollica et al., 1987a). The disparity
between rates of PTSD in this sample compared to these
previous Vietnamese patient samples was even larger (89% v.

8-11%).

B. Predictors of Symptom Levels

English Proficiency

English proficiency was an important predictor of
depression, anxiety, and posttraumatic symptom levels in
this group of highly traumatized patients. Most of the
subjects had arrived in the United States within the past
five years and were at risk for serious adjustment

difficulties. It is likely that the ability to speak



English protects against significant post-migration
stresses. Traumatized refugees with fewer English skills
are more likely to be isolated within their new society,
relying on others' assistance in many aspects of their
lives. Such isolation, leading to feelings of powerlessness
‘and demoralization, puts the individual at significant risk
0f developing depression.

Without language skills, the individual perceives the
outside world as uncertain and dangerous. Reeducation camp
survivors with poor English skills are apt to feel in less
control of their lives. Resources seem non-existent or
unattainable, and basic survival issues, such as employment
and transportation, may seem unmanageable. For former
political detainees who had previously experienced
prolonged, overwhelming powerlessness, such perilous
circumstances are likely to reactivate intrusive memories

and other posttraumatic stress symptoms.

Trauma

Not surprisingly, the reeducation camp survivors were
significantly more traumatized than Vietnamese patient
groups from previous clinic studies (Kroll et al., 1989;
Mollica et al., 1987a). Imprisonment, brainwashing, lack of
food or water, and forced separation from family were

invariable features of the reeducation camp experience. The
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reporting of combat experience by all of the study subjects
reflects the large proportion of military veterans in the
sample. While torture and solitary confinement in the
reeducation camps had been documented previously (Sagan,
1989), it is surprising that three-quarters of the study
.population had endured these insults. This probably
reflects the bias of the clinic sample. It is likely that
the FPDs who are under psychiatric care are among the most
traumatized.

While the number of traumatic experiences was a
significant predictor of posttraumatic symptom levels,
trauma did not correlate significantly with anxiety or
depression symptoms. This was a surprising finding in light
of the extensive body of literature linking trauma to these
disorders (Chung and Kagawa-Singer, 1993; Hinton et al.,
1993) . However, the regression models for anxiety and
depression were only marginally significant, presumably due
to the small sample size. The narrow range of symptom
levels and high baseline trauma level (minimum 9 of 16
traumatic experiences) may have contributed to the lack of
significant association. In addition, the Harvard Trauma
Questionnaire assesses the number of different types of
trauma experienced, but not the magnitude of each type of
trauma (eg length in solitary confinement). Thus subjects
reporting equal numbers of traumatic experiences may have

actually varied considerably in their experiences.
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While no previous study of Vietnamese refugees has
employed the Harvard Trauma Questionnaire, a study of
Cambodian refugees in Thai border camps did so (Mollica,
Donelan, Tor, Lavelle et al., 1993). Overall trauma levels
for the Vietnamese former detainees were comparable to those
'reported by the Cambodian refugee sample during the Khmer
Rouge years, despite a much higher prevalence of PTSD (89.5%
v. 15%) found in our study's sample. This undoubtedly
reflects the bias of the mental health clinic sample
examined in this study.

However, it is also possible that the reeducation camp
survivors have more severe symptoms due to the specific
nature of the captivity experience. The incidence of
certain traumatic experiences, including torture, enforced
isolation, and being close to death, were higher in the
reeducation camp sample than in the Cambodian study
population. In addition, the subjects in the Cambodian
border camps had not faced the acculturation stresses common

among refugees in the United States.

Sequelae of Trauma

In addition to generalized symptoms of depression and
anxiety, most of the patients interviewed for this study
suffered from debilitating symptoms clearly linked to their
traumatic experiences. Nearly all were plagued by

nightmares and recurrent memories of the reeducation camps,



and as a consequence invested a great deal of energy in
attempting to suppress these memories. In fact, for eight of
the patients, the distinction between past memories and
present reality was strikingly unclear. The following case
illustrates the more severe consequences of extreme trauma.
the patient, DS, was one of the five patients not

interviewed in the study.

Case 1

DS is a 53-year-old married man who presented
to the clinic with complaints of insomnia,
headaches, auditory hallucinations, and social and
emotional withdrawal. He was brought to the clinic
by his 2l-year-old daughter, who reported that he
had been unable to take care of himself.

In Vietnam, DS was a captain in the South
Vietnamese army. He was sent to a reeducation
camp in 1975. He refused to follow the guards'
orders, and was severely tortured as a
consequence. His captors broke his left arm,
beat him severely, and administered electric shock
torture to his head.

DS's family reported that his symptoms
began mildly following his release from
the camp in 1981. Later that year, DS witnessed
the shooting death of his oldest son as they were
caught attempting to flee Vietnam. His family
reported that his symptoms worsened after this
incident. His condition worsened in 1990 following
his arrival in the United States, and deteriorated
further after he had exhausted his Medi-Cal funds
and stopped seeing his regqular psychiatrist.

In therapy, DS was internally preoccupied and
seemed only vaguely aware of external stimuli. He
was disoriented to time and place. He exhibited
marked psychomotor retardation and looked down or
closed his eyes for most of the session. He
admitted hearing voices of a friend telling him to
"go outside" and of the "communist supervisor"
threatening to hit him. He rarely responded to
therapists' questions, but occasionally stated
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short phrases such as, "I already disclosed
everything. Stop beating me." His daughter
reported that he slept only a few hours each
night, and that he sometimes crawled to a corner
of the room to talk and cry by himself.

A tragic feature of DS's case is the extent to which he
-re-experiences the horrors of his captivity long after the
threat has been removed. While many trauma victims
experience flashbacks, nightmares, and transient feelings
that the traumatic event is re-occurring, DS's symptoms are
not transient. He experiences frequent auditory
hallucinations specific to his trauma and is disoriented to
time and place. Persistent psychosis of this sort was seen
among several of the reeducation camp survivors at the
clinic, and should be examined further.

Another important feature of this case is that some of
Mr. S's symptoms may be related to head trauma. Sequelae of
physical injuries are common in trauma survivors, and it is
not always clear whether symptoms are due to a primary
psychiatric disorder or to an "organic brain syndrome."

Many of the subjects interviewed in this study had sustained
some type of physical injury as a result of beatings,
torture, combat, or escape attempts.

The chronology of DS's illness indicates that his
symptoms have repeatedly worsened in response to stressful
life events. Prior to his imprisonment, DS had been a
successful officer, husband, and father in South Vietnam.

While the traumatic experiences sustained during his
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internment resulted in mild posttraumatic symptoms
initially, the stress of witnessing his son's death caused
significant decompensation. Additional stresses, such as
coming to the United States and running out of Medi-Cal,
produced intensification of symptoms rooted in the initial
traumatic events. Such a pattern of worsening intrusive
symptoms during periods of heightened stress has been
reported in trauma victims previously (Kinzie and

Fleck,1987).

Family Support

Family support was not a significant predictor of
depression, anxiety, or posttraumatic symptom levels. While
it is possible that the impact of massive trauma dwarfs the
effects of other external factors in the development of
mental illness, this seems unlikely in the face of evidence
to the contrary. The emergence of English proficiency as a
predictor of symptom levels in this study indicates that
present life circumstances do influence the mental health of
trauma victims. In addition, a previous study identified
social support as one of the most significant predictors for
development of chronic PTSD (McFarlane, 1988).

The narrow range of symptom levels and small sample
size may have contributed to the lack of association between
family support and symptom levels. Furthermore, the scale

used to measure family support contained items adapted from



social support studies of American populations. This scale
may have failed to capture elements of family support for
Vietnamese refugees.

Vietnamese patients are apt to be reluctant to disclose
family problems to an outsider for fear of harming the
'family's reputation (Tung, 1985). Despite severe mental
illness and dramatic family disruptions among the patients
interviewed, family support scores were clustered in the
higher ranges. A possible bias towards positive responses
may have distorted the measure of family support.

Given the importance of the family in Vietnamese
lives, the relationship of family support to the development
of mental illness in Vietnamese refugees should be examined
further. 1In addition to its possible role as a resilience
factor, family support is apt to significantly impact how
the individual's illness is handled. Nearly all of the
study subjects were accompanied to the clinic by family
members. These family members were often indispensable in
providing the patient's therapist with clinical and
historical information. This is consistent with the
observation that, for Southeast Asian patients,

The family structure and the family's reaction to
mental illness may have much greater impact on any
family member seeking and continuing with mental

health treatment than does the individual's
motivation to pursue treatment (Wong, 1985).
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Health care providers have noted the importance of involving
Southeast Asian families in treatment decisions, as family-
based decision making is the norm (Lin and Shen, 1991).

The relationship between family support and trauma is
complex, as the psychological impact of trauma diminishes
‘the ability to engage in meaningful interactions. The
following case illustrates how posttraumatic stress symptoms
may interfere with interpersonal functioning. The patient,
VL, was also one of the five reeducation camp survivors at

ACMHS who were not interviewed due to the severity of their

symptoms.

Case 2

VL is a 49-year-old married man who presented
at the clinic with complaints of headache, sleep
disturbance, low energy, depressed mood, and poor
memory. When first seen at the clinic, Mr. L was
sad and tearful. He exhibited marked psychomotor
retardation. During therapy sessions, he was
selectively mute and appeared to be preoccupied
with internal stimuli.

VL was a soldier in the ARVN forces prior
to 1975. From 1975 to 1981, he was
incarcerated in a reeducation camp. He came
with his wife and two young children to the United
States in 1992. He speaks no English.

At home, VL was sleeping one to two
hours each night and was disturbed by darkness.

He was bothered by nightmares about the
reeducation camps, waking several times each night
in a panicked state. His wife and brother
reported that he spent most of the night wandering
around the house as if he were looking for
something. VL reported hearing the voices of
his fellow reeducation camp inmates at night.

VL spent most of his day sitting at
home in one place, rarely speaking to family
members. He expressed no interest in food, and he
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had to be encouraged by his wife to eat. He was
quite irritable, and he had occasional outbursts
in which he would hit furniture and yell at his
wife and children. Mr. L's family needed to
arrange for two people to drive him to the clinic
for every appointment because his unpredictable
behavior required constant attention.

Mr. L's sadness, appetite disturbance, and insomnia are
all consistent with Major Depression. He also suffers from
nightmares, transient hallucinations, irritability, and
inability to connect with family or therapist. These
represent the triad of intrusive symptoms, hyperarousal, and
emotional numbing commonly seen in posttraumatic stress
disorder. Similar combinations of posttraumatic stress and
depressive symptoms were seen in all of the subjects
interviewed. These symptoms are likely to interfere with
the individual's ability to interact with friends and family
and maintain social relations.

Mr. L's family acts as a crucial support in his 1life.
However, although the family is able to provide for his
practical needs, Mr. L is unable to connect with his family
emotionally due to the severity of his symptoms. Mr. L's
emotional withdrawal is probably due not only to depression,
avoidance behaviors, and emotional numbing, but also to the
nature of his captivity experience.

Trauma and torture at the hands of others often result
in guilt, shame, and pervasive mistrust of friends,

relatives, and neighbors, as well as authority figures and

institutions(Allodi, 1991). Significantly for reeducation
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camp detainees, posttraumatic stress disorder is in many
cases more severe and longer lasting when the original
trauma was of human design. (American Psychiatric
Association, 1987) Thus Mr. L's inability to relate to loved
ones may be intimately linked to his emotional experience of
.the trauma and his relationship to his captors.

Mr. L's case also illustrates the tremendous strain on
families who must care for severely distressed reeducation
camp survivors. Whereas Mr. L had been in a leadership role
within his family and society prior to his imprisonment, he
is now entirely dependent on his family. His severe
functional impairment requires that he be cared for daily.
Were his wife and brother not present or willing to provide
daily care, he would most likely be either institutionalized
or homeless.

Families of traumatized reeducation camp survivors must
adjust to being reunited with a family member whose
personality and level of functioning have changed
dramatically. In addition, as is evident in Mr. L's case,
family members often bear the brunt of the trauma victim's
irritability, frustration, and anger.

In addition to suffering from traumatic sequelae, many
families of former political detainees have experienced
extensive disruption. The following case illustrates common
themes of separation, conflict, and loss for Vietnamese

former political detainees and their families:
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Case 3
TN is a 54-year-old former ARVN soldier

who was referred to ACMHS with complaints of
headache, insomnia, nightmares, and sadness.

Mr. N was imprisoned in a reeducation camp in
southern Vietnam between 1975 and 1978. 1In the
reeducation camp he was subjected to forced labor
and lengthy interrogations. He did not experience
torture, beatings, or solitary confinement.

After two of his children escaped from
Vietnam in the mid 1980s, Mr. N feared that he
would be imprisoned again. In 1988 he and his 17-
year-old daughter fled Vietnam by boat. During
their escape, the boat nearly sank in a storm, and
the passengers went without food or water for
several days. Upon reaching the United States,
Mr. N was reunited with the son and daughter who
had fled several years earlier.

Mr. N now lives with his children in the
United States. His wife and three more children
remain in Vietnam. When he first came to the
clinic, he was experiencing nightmares every night
about his imprisonment and his traumatic escape
experience. In addition, he was extremely
depressed about his home situation and about
having to leave his wife in Vietnam. His 26-year-
old daughter, who had come to the United States
four years earlier, was not speaking to him. Mr.
N was opposed to her lifestyle and yelled at her
frequently. He felt that she did not respect him
or care about him.

Mr. N spoke no English, and depended on his
children to help him with his affairs. He never
left the house and spent most of his time in his
room. When he received letters from his wife in
Vietnam, he became more depressed and preoccupied
with his family in Vietnam.

Mr. N's case is typical of refugees who have rather
mild PTSD but clear depressive symptoms. Although Mr. N
suffered from nightmares related to his traumatic

experiences, much of his distress is a result of his present

life circumstances and acculturation difficulties. Mr. N
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had experienced less severe trauma and was less severely
impaired than most of the other subjects.

Mr. N, like most refugees, was forced to flee under
extreme conditions. His forced separation from his wife and
children is a source of great sadness and worry, leaving him
'Very vulnerable to developing depression.

Mr. N's difficulties at home reflect the different
levels of acculturation resulting from family members
immigrating at different times. He expects his adult
children to respect him as they did in Vietnam, but in the
United States he cannot command this authority. Mr. N's
unmarried daughter came to the U.S. several years previously
and adapted to the more permissive American culture in the
absence of her parent's support and authority. In the U.S.,
she was not only permitted to establish an independent
identity, but needed to do so in order to function in the
new society.

In Vietnam, an unmarried daughter would most likely
remain dependent on her family until she married.

In times of crisis, the Vietnamese father could always
threaten to disown his child, which would result in the
child losing her social place. (Fitzgerald, 1972) 1In
America, where Mr. N finds himself dependent on his
daughter, the threat of disownment is an empty one.

Coming from a culture in which identity is dependent
upon status within society and within the family,

reeducation camp survivors have faced dramatic changes in
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virtually every arena in which their identity is determined.
Having lost his place in the society of his home country,
Mr. N now finds that his role has changed within his own
family. At the same time, he must confront his new status
as a refugee in America while reconciling the loss of his
homeland and separation from his wife.

The importance of family support in influencing mental
health and treatment decisions for Vietnamese reeducation
camp survivors is magnified by a number of factors.
Unfamiliarity with American social and mental health
services, language barriers to services, and prevailing
stigmatization of mental illness in the Vietnamese community
are significant barriers to treatment. In the absence of
family help, Vietnamese refugees generally seek help from
friends, community leaders, religious leaders, or healers,
with American mental health professionals regarded as a last
resort (Owan, 1985; Wong, 1985). Kinzie (1985) observed
that Cambodian and Vietnamese families were often reluctant
to admit the existence of a "crazy person" within the
family. Negative attitudes within the Vietnamese- American
community regarding mental illness cause families to fear
that they will be shamed and ostracized if a family member's

mental illness becomes public.
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VIII. Treatment Implications

The severity of posttraumatic, depressive, and anxiety
symptoms seen in this patient sample of traumatized
Vietnamese men indicates a desperate need for effective
intervention in this population. Most patients' lives and
personalities remained affected many years after their
imprisonment, indicating that their impairment was chronic
in nature. This is consistent with the findings of Hauff and
Vaglum (1994) that, in a group of Vietnamese refugees with
PTSD, reeducation camp survivors were most likely to suffer
from chronic PTSD of more than three years' duration.
Treatment of severe, chronic posttraumatic stress disorder
is notoriously difficult (van der Kolk, 1994), and cultural
differences and life stresses are likely to hinder the
treatment process.

The available literature on treatment outcomes for
Southeast Asian refugees is sparse. A study of Asian
American mental health service use and treatment outcome
found that although Southeast Asians had the highest rate of
service use, they showed the least improvement from
treatment (Ying and Hu, 1994). Studies examining PTSD
treatment outcomes in this population show mixed results.
One study reported significant reduction in depressive
symptoms but an increase in somatic anxiety symptoms over
the course of treatment (Mollica et al., 1990). Another

study with a similar patient population showed initial
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improvement in intrusive symptoms (nightmares, sleep
disorders, startle reactions, while symptoms of avoidance,
emotional numbing, and shame were much more refractory to
treatment (Boehnlein, Kinzie, Ben, and Fleck, 1985). Kinzie
and Fleck (1987a) reported that the stress of life events
‘such as economic hardship, intrafamilial changes, and
various reminders often caused reactivation of intrusive
symptoms even after initial improvement.

Cultural factors complicate the treatment process for
Vietnamese refugees. Unfamiliarity with Western treatment
methods and a language barrier between patient and provider
are enormous obstacles to traditional psychiatric treatment.
Psychotherapists working with traumatized Southeast Asian
refugees must consider that the concept of healing through
discussing intimate thoughts with a stranger has little
precedent in Vietnamese culture.

Medications are an essential aspect of depression and
PTSD treatment, and are generally better accepted by
Vietnamese patients than "talk therapy." However, a number
of providers have observed that many Southeast Asian
patients regard Western medicines as too powerful (Kinzie,
1985; Tung, 1985). Psychoparmacologic treatment involving
long-term maintenance and delayed onset of symptom reduction
may be in conflict with Southeast Asian patients’
expectations of western medicine (Lin and Shen, 1991). As a
consequence, patients may reduce the dosage or take

medications only when they feel bad (Muecke,1983; Ong, 1994).



Previous studies of drug compliance among Southeast Asian
refugees indicate that inadequate adherence to treatment
regimen may be a major barrier to effective treatment
(Kinzie, Leung, Boehnlein, and Fleck, 1987b; Lin and Shen,
1991)

A logical first step in the treatment of PTSD is to
ameliorate overwhelming intrusive symptoms. Flashbacks,
nightmares, and intrusive memories, often accompanied by
intense physiological arousal, may be precipitated either by
specific reminders of the trauma or by physiologic arousal
itself . Psychobiological findings suggest that memories
formed during intense stimuli are inherently different than
normal declarative memory. Images of trauma appear to be
strongly linked to states of physiologic arousal and
conditioned stress-response behaviors (van der Kolk, 1994).
As a consequence, the memories of trauma do not feel like
memories; the vividness of the traumatic images, accompanied
by a physiologic response out of proportion to incoming
stimuli, make the trauma victim momentarily feel that the
traumatic event is re-occurring.

Such a psychobiologic approach would explain the
resistance of PTSD to a cure by talk therapy alone. A
psychodynamic perspective regards the flashbacks,
nightmares, and reexperiencing of the traumatic event seen
in PTSD as attempts by the individual to work through and
understand an unresolved loss. Freud (1920) postulated that

this "war neurosis" represented an unconscious process by
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which the trauma victim repeatedly attempted to master
overwhelming and uncontrollable events.

However, it would appear that in many instances
repeated recall of the trauma does not lead to an
appropriate integration of the past experience into the
'patient's psyche. In fact, working through the traumatic
events with patients may result in decompensation rather
than the healing catharsis that the clinician may expect.

In describing the treatment of Cambodian victims of war
trauma, Kinzie and Fleck (1987a) reported that when patients
were able to recount their experiences under the Khmer
Rouge, a "healing effect" rarely resulted. Instead, recall
of the traumatic experience seemed to induce intensified
anxiety. Mollica, Caspi-Yavin, Lavelle, Tor et al. (1991)
also observed this phenomenon in Southeast Asian trauma
victims:

Clinical experience and research findings indicate
that once an account is given, both an increase in
memory and an intensification of symptoms is
likely to occur.

Attempts to "work through" massive trauma prematurely may
simply increase the patient's focus on a past that when
viewed in its overwhelming totality can neither be resolved
nor integrated.

The trauma, loss, and social upheaval experienced by
reeducation camp survivors present a massive challenge to
the individual's cognitive ordering and understanding of the

self and the world. Prolonged powerlessness at the hands of
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other humans leads the individual to question previously
held assumptions about his or her identity, strength, and
social role. This dynamic points to another focus in the
treatment of PTSD. If intrusive symptoms can be relieved
through medication, the role of psychotherapy may lie not in
-helping patients to "work through" their trauma, but in
aiding them in the search for identity and meaning in their
present lives.

In examining PTSD in Cambodian victims of war trauma
and torture, Boehnlein (1987) noted the many similarities of
PTSD to chronic, unresolved grief. The presence of
insomnia, nightmares, and preoccupation with thoughts of the
dead seen in his patients led Boehnlein to examine PTSD as
an extremely intense grief response which would require a
culturally appropriate mourning period to resolve. For
Vietnamese, successful coping with death is considered to be
achieved not through the expression of grief to a
professional, but through the fulfillment of rituals and
services appropriate to the family's religion (Chung, 1990).
The practice of rituals and familiar customs may help
reinforce long-held cultural beliefs and restore some order
to trauma victims' lives (Boehnlein, 1987). Rituals may
include the use of traditional healers and the conduct of
ceremonies to honor one's ancestors.

For Vietnamese former political detainees, cultural
bereavement, personal loss, and disruption of the

traditional family structure make the completion of such a
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mourning period very difficult. Ingrained avoidance
behaviors and inability to form meaningful attachments with
others seen in chronic PTSD further isolate trauma victims.
While avoidance and numbing behavior serve to hold recall
and intrusive symptoms at bay, they also prevent the
‘individual from becoming reintegrated into society and
maintaining positive social relationships.

Treatment of traumatized Vietnamese FPDs requires a
multi-faceted approach involving medication, supportive
psychotherapy, and social service intervention. Patient's
families should be educated about the patient's illness as
well as the treatment approach, as family members are often
instrumental in encouraging compliance. Boehnlein and
Kinzie (1992) argue that the initial reduction of intrusive
symptoms through medication is a crucial prerequisite to
further healing:

Lessening intrusive PTSD symptoms can also allow
the patients to benefit more from psychotherapy,

tolerate interpersonal intimacy in their social
environment, and participate in culturally

sanctioned activities... that enhance the grieving
process occurring in a culturally valued social
context.

Helping patients and their families to access social
services can help to reduce the financial stresses and
feelings of isolation that may trigger posttraumatic
symptoms. For less severely impaired patients, emphasis on
social reintegration may speed patients' recovery. While

Vietnamese patients are apt to be averse to sharing their
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emotional problems with others, therapy groups may be
helpful in validating FPDs' experiences and allowing them to
relearn social skills. Groups with activities and practical
skill teaching (e.g. English skills) can help FPDs to become
less isolated, begin to live in the present moment, and

‘rediscover the world around them.

IX. Ethical Implications of Trauma Victim Research

A major concern in conducting this study was that the
interview process would reactivate posttraumatic stress
symptoms in the subjects. The recall of traumatic events
during therapy may be exceedingly distressing for trauma
victims (Kinzie, 1985; Mollica et al., 1991). Kinzie and
Fleck (1987a) have warned against the possibility of
triggering decompensation when eliciting a trauma history:

Many apparently asymptomatic patients reported a
return of nightmares, intrusive thoughts, and
startle reaction following the interview when the

histories were first taken. For some, these
symptoms lasted several months.

Although the interview process was designed to be as
unintrusive as possible, the study involved a risk of
unnecessarily distressing very vulnerable subjects.

There were several instances in which the fragility
of the patients' defenses became apparent. In the early
stages of the study, potential subjects were invited to a

meeting at the clinic at which the study was explained and
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informed consent forms were given. Several of the subjects
became very distressed during this meeting and had to leave.
The principal investigator, a psychiatrist, reported,

We learned that the clients were unable to
tolerate being in a closed, small room with fellow
former detainees. Some, especially the new ones,
rapidly decompensated and could not continue
In retrospect, the reason that this experience was upsetting
for these patients seemed obvious. A large group of
reeducation camp survivors were called to a meeting, held
behind closed doors, in which they were addressed by a
Vietnamese professional and asked to sign a written
statement. The meeting may have recalled for some
individuals the arrest procedure or the political study
sessions of the reeducation camps.

The occurrence of this incident early on in the study
underscored the need for caution and sensitivity in
conducting research with this population. A number of
elements of the research process may be upsetting to trauma
victims. Informed consent forms, drug consent forms, and
other paperwork may remind subjects of being forced to sign
confessions. Extensive interviewing may recall previous
interrogations and arrests. Questions regarding the family
are particularly sensitive for victims of political violence
who have feared for their relative's safety (Yu, 1985).

Given their histories, it is not surprising that

silence should seem the safest option for traumatized



refugees. Ong (1994) observed that Cambodian refugees'
traumatic experiences had taught them to reveal as little
information as possible:
Khmer refugees have survived war, labor camps, and
flight by becoming masters in the contest between
self-willed silence and forced confession...

Silence and opacity become a shield of defense in
the face of authority.

Thus, extensive questioning in treatment or research
settings may create anxiety for the subject and yield little
information for the practitioner.

The challenge of eliciting a trauma history
unintrusively was addressed by Mollica in the development of
the Harvard Trauma Questionnaire. After conducting a pilot

study with the scale, Mollica et al.(1992) reported,

Contrary to initial concerns, (the HTQ) was well
accepted by patients. This finding is consistent
with the cultural acceptance by Indochinese
refugees of checklist questions as a "medical
test," the greater ease for highly traumatized
patients in sharing their life experiences through
neutral interview formats ..., and the overall
clinical impression that torture survivors
appreciate having their health providers
acknowledge their trauma/torture events and
symptoms.

While the HTQ was generally well tolerated by the
reeducation camp survivors in this study, the traumatic

events checklist was difficult for some subjects.



Four of the 20 subjects interviewed for the study
became distressed during the administration of the HTQ.
These subjects reported experiencing somatic symptoms such
as sweating, headache, and dizziness. 1In all four cases
these reactions occurred during or shortly after the
‘administration of the traumatic experiences portion of the
HTQ. The interviews were halted by the clinician and
completed at a later date. These findings support previous
observations that being asked to consciously recall
traumatic experiences may induce symptoms in some survivors.

Asking trauma victims to recall and describe their
experiences is a common, albeit controversial, component in
the treatment of PTSD. But what is the responsibility of
the researcher who may attempt (as we have done here) to
elicit a fairly comprehensive history of the subject's
traumatic experiences? The patient who painfully details
his or her experiences in therapy is participating in a
process in which (it is hoped) every exercise is in the
service of helping the patient become well. The research
subject, on the other hand, submits to potentially
distressing questioning in which his or her interests may be
secondary to the goals of the researcher and the study.

Because those who do research in this field are
typically psychiatrists and other mental health workers,
treatment and research goals may overlap. The importance of
involving trained personnel who are sensitive to the needs

of trauma victims cannot be overemphasized in studies of



this type. Mental health workers who have cultivated a
therapeutic relationship with research subjects can minimize
the intrusiveness of the research process and serve as
advocates for the interests of the patient. Information
obtained through clinical research can be quite useful in
‘the treatment of individual patients.

However, the involvement of clinicians in the research
of vulnerable subjects also presents a potential conflict of
interest. 1If treatment and research agendas are not clearly
demarcated, the interests of the individual patient may be
obscured amidst the broader goals of the study. Mental
health professionals wield substantial power; their
decisions with regard to individual patients may affect not
only the course of treatment, but also whether patients
receive the documentation and referrals necessary to access
various social services. Even though mental health
professionals often do regard the patient's interests as
primary, the involvement of the health care provider in
research is potentially coercive.

Patients may be hesitant to disappoint their providers,
and may fear that refusal to participate in research will
compromise the quality of their care. This is particularly
relevant for the Vietnamese reeducation camp survivors
involved in this study. Due to cultural dictates regarding
respect and social status, refusing the request by a
physician to participate in a study may not feel like an

acceptable option for these patients. This is complicated



by these patients' unique histories, in which forced
submission to authority and fluctuating social status were
important components. In some cases, severely traumatized
individuals may be incapable of making informed decisions
independently. The informed consent process designed to
'protect human subjects is inadequate if other factors
conspire (as in this case) to limit options for potential
subjects.

It is clear that severely traumatized individuals are a
highly vulnerable population, and that research involving
trauma victims should not be undertaken cavalierly.
Southeast Asian refugees are likely to perceive limited
options due to cultural factors, a language barrier, past
experiences of persecution, their alien status in this
country, and psychological distress. Researchers conducting
studies with this population have the responsibility to be
sensitive to these factors and to design studies to minimize
discomfort for the subjects. Clinicians and mental health

workers must serve a crucial role as advocates for their

patients.
X. Conclusion

Vietnamese former political detainees are a highly
traumatized group and are at great risk for developing
mental illness. This study examined a mental health clinic

sample of Vietnamese men who had been imprisoned in
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reeducation camps. All patients were found to have
experienced multiple traumatic events, including starvation,
brainwashing, torture, and enforced isolation. The patients
were highly symptomatic, with 90% of patients having
clinically significant levels of depression, anxiety, and
'posttraumatic stress symptoms.

The emergence of English proficiency as a significant
predictor for depression, anxiety, and posttraumatic stress
symptoms suggests that postmigration factors strongly
influence traumatized refugees' vulnerability to
psychological distress. Enhanced ability to adapt to the
host society, as measured by English ability, appears to be
a protective factor against the development of
symptomatology for reeducation camp survivors.

Not surprisingly, levels of trauma predicted
posttraumatic symptom levels in the sample. For many, the
horror of the captivity experience was still very much a
part of their present lives. Additional research into the
effects of different types of trauma may be useful in
understanding of the psychological mechanisms of
posttraumatic stress disorder.

While family support did not emerge as a significant
predictor of symptom levels, families played a significant
role in individual patients' lives. Further development of
measures of family support and isolation in traumatized

refugee populations is needed.
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While the impairment seen in the patients was rooted in
the degree of trauma they had experienced, life
circumstances had enhanced their vulnerability to chronic
mental illness. The approach to treatment for the
reeducation camp survivors is complicated by the severity of
trauma, cultural and language barriers, and the presence of
significant life stresses for these recent immigrants.
Future studies of treatment efficacy in this population are
desperately needed. An intensive treatment approach should
involve medication, supportive psychotherapy, family
education and involvement, and an emphasis towards community
reintegration. With great effort by patient, family, and
provider, it is hoped that victims of massive trauma can
slowly begin to reconstitute their lives in their new

country.
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Sociodemographic Questionnaire

Client’s Name:
ID#

Interviewer:
Interview Date:

1. (Code Sex) Male. . ... ...... 1

[

What is the date of vour birth?

3. Do you consider vourself: (read all)
Vietnamese. . . . . . . 1
Chinese-Vietnamese. . 2
Mien.......... 3
Cambodian. . . .. .. 4
Chinese-Cambodian . . 3
Other (specify). . . . . . 6
refused. .. ...... 9
4 What language do vou speak at home?
Vietnamese . . . . .. .. 1
Chinese. . . . .. .. 2
Mien.. ... ...... 3
Cambodian. . . ... .. 4
refused. . ... .. 9
5 Can you read Vietnamese/Cambodian?
(o TN 1
VES . .. e 2
6 Can vou write Vietnamese/ Cambodian?
MO .« v v v v v oo 1
VeS . ... ... 2
7 On what date did vou enter the USA?
mon  dav yT
8. Please give the vear vou entered the refugee camps. ~  _______

9 Please give the year vou left the refugee camps. ~ _______
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(Questions 10 and 11 For Vietnamese Only):

10.  Please give the vear you entered the reeducation camps.

11.  Please give the year you left the reeducation camps.
12 In Vietnam/Cambodia/Laos, did vou live in a
dty...... .. 1
rural setting . . . 2
both........ 3
refused. . . . .. 9
13.  Education: In total, what is the highest grade you completed?
Noeducation. . . ............ 0
Elementary School (K-8). . . . .. ... 1
Some High School (9-12) . . . . . ... 2
1st baccalaureate/ high school
graduate/ GED certificate . . . . . . 3
2nd baccalaureate/ technical
school graduate . . . ........ 4
Some university . .. ... ... .. .3
University graduate. . . . . ... ... 6
Post graduate/ professional school. .7
14.  How well do vou speak English?
Fluently, like an American. . . . . 1
Well (can converse but not fluent) . 2
Can speak simple phrases . . . . . . 3
Cannot speak English . . . . . ... 4
15. Who is your primary source of financial support?
self .. .. 1
sponsor. . 2
other . . 3
refused. . 9

16. Please estimate your monthlv household income:



(17-19). Occupational history:

20.

21.

17. current
18. prior to migration: ~ ______

(Q. 19 For Vietnamese):
19. prior to imprisonment:

1) unskilled labor 2) skilled labor

3) clerical/ sales 1) semiprofessional/ managerial
5) professional 6) housewife

7) military officer 8) military (non-officer)

9) civil servant 10) student

11) unemployed 12) disabled

13) retired 14) self-employed

15) other:

Are you: (read all)

married. . ... ... 1
separated ... ... 2
live with partner (skiptoQ.23). .. .. 3
divorced . . . . . (skiptoQ.23). . . .. 4
widowed . . . . . (skiptoQ.23) . . . .. 5
never married. . (skipto Q.23) . . . .. 6
refused . . ... ... 9
Does your spouse reside in the US?
no (skip to Q.23) . 1
yes. . . ... ... 2
refused. . . ... .. 9
When did vour spouse arrive in the US?
“““ Jear
Was your sponsor in the U.S.
afamilvmember . . . . .. ... .. 1
afdend. . .. ... ... ... L. 2
someoneelse. . . ... ........ 3
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24. How many other family members were in the US when you arrived?

25. How many other friends were in the US when you arrived?

(26-34.) Who accompanied yvou to the US?:
(Specify Numbers)

26. came alone (code ‘1) #
27. spouse
28. children
29. mother/(in-law)
30. father/(in-law)
31. grandparents
32. sister(s)
33. brother(s)  #_____
34. friends 00 #_____

R A O R

35. Did you leave family members behind in Vietnam/ Cambodia/Laos?

no (skip to Q. 42-49) . 1
ves. .. ...... 2

(36-41). Who were the family members left behind?

36. mother
37. father

38. brother(s)
39. sister(s)
40. children @ #___
4l. grandparents =~ #_____

3k 3 3 I At

(42-49). Who lives in your house?

42. lives alone (coce ‘1)
+3. spouse

44. friends

45. parent(s)

46. siblings

+7. children

48. extended family =~ #____ _
49.other  #_____

RS ST G I S T E 1



(50-56). Do vou take part in

50. a church group?

51. a social or recreational group?

52. a group at work?

53. a neighborhood group?

54. a group involved in refugee resettlement or advocacy?

5. a senior citizens group?

57. What is your religion?

38. How important is religion in vour life right now?

no..... 1
yes. . . .. 2
no..... 1
ves. . ... 2
36. any other groups or organizations?
no..... 1
yes. . ... 2
None .......... 0
Buddhist . . . .. ... 1
Chrisdan . . . ... .. 2
Moslem . .. .. ... 3
Confucian/ ancestor worship . . . . 4
other. .. ........ 5
refused. . .. ... ... 9
notimportant. . . . . . 1
somewhat important . . 2
very important. . . . . 3
notsure. . ... ... .. 4
refused. . .. ... ... 9

67



59. Disagreements are very common between people who live together. Do you
consider there to be many arguments at home?
no........ 1
ves. .. .. .. 2
refused. . . . . 9

60. When arguments do take place at home, are these arguments mainly

between (read all)
you and yourspouse. . . . ... ... 1
you and your children. . . . . . . .. 2
spouse and children. . . . .. .. .. 3
you and other relatives. . . . . . . . 4
you and your friends. . . . . . . . .. 5
other parties, not involving you. . . 6
refused. . .. ........... .. .9

Please indicate whether you agree or disagree with the following statements:
(read all options)

61.  (If subjects’ children are living in USA): My children respect me as much
now as they did in Vietnam/Cambodia/Laos

always. . ........ 1
frequently. . . . .. .. 2
sometimes . . . . . . . 3
rarely. . .. ..... .. 4
never. .. .. . .... 5
refused. . . .. ... .. 9
62. I enjoy spending time with my family
always. . ........ 1
frequenttv. . . . . . .. 2
sometimes . . . . . . . 3
rarelv. . .. .. ... .. 4
never. .. .. ..... 5
refused. . ... ... .. 9
63. I feel that my family understands me
alwavs. . .. ... ... 1
frequently. . . . . ... 2
sometimes . . .. ... 3
rarely. . .. ... .. .. 4
never. ... ...... 5
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64. I can rely on my family to support me
always. ... ......

65. Members of my family rely on me
always. ... ......



Harvard Trauma Questionnaire

Vietnamese Version
Developed by Indochi Psvchiatnic Clinic Brighton Marine Public Heaith Center
Department of Psychiatry, St. Elizabeth's Hospatal

Slease indicate whether vou have witnessd. expenenced. or heard any of the foilowing

avents.
. LAl T a . LA s . ¥ a ~a
Xin cho biét nu qui vi co chung kién. kinh ngmém. hodc nghe tdi nhung su viéesau day
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W: Witnessed E: Expenenced H: Heard N: No
- Chung kién : Kinh nghiém  nghe 01 - Khéng
W E H N

1-  Lack of food or water
<Al v - f al
Thieu do an hoac nddc udng

2- I health without access to medical care
Dau binih ma khéng co pnidng uén v khoa |

3-  Lack of sheiter
- P, e o1
Khong co nna é

+- Imprisonment
Bi bat giam

I-  Serious 1ajury
Bi thidng nch ning

6- Torwre
Bi tra tin

7- Brainwashing
. ad *
Bi tav nao

3- Rape or sexuai abuse
oy el A - N - . A hd
Bi hiep dam hodc b bao hanh dam dang

9-  Enforced 1solation rrom others
Bi cd ldp

10- Being close to death _
. . ab AS L oA, A
Bi nguy hiem gan ké su chet




1l- Forced se'*aranon from mmllv memners !
Bi en budc nhax tach rdi khoi gia dinh

12- Murder or tarmly or mmend |
\Joﬂbl thin thich hay ruot thit bi crlet hai

13- Unaturai ceath of famuv or friend
\Iedél th:m thich hay ruot thit by chét
bt dat kv al®

i4- Murder of stranger or swangers
Ngtb6i khong quen thudc bi get

13- Lostor lqanapped '
Bi lac hay oi bt coc |

16- Combat Situation i
Tinh the ida d aan ! l |

17-  Any other situation that was very
frigntening or you felt vour life was
in danger (piease specm )

Hoamz cann khiép aam 230 khac dem
i su de doa cho unh mang.

Please mndicate the most hurtrul or termiying events vou have expeniencea. 1f any. (Please
specifv wnen 2 azd w'nere L’nes events occurred).

Xingnhira rmunz men ¢6'ndo dau udn hoac ghé sé nhat aul V1 da trat qua (Xin cno met KV
‘uc ndo va 6'ddu nming su vie nav da sav ra).
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Please indicate the most hurtful or temrving events you have expenenced. if anv, in this

country.
Xing _m ra nmlmz men CO nao dau ddn noac zne “6 nnat QUI Vl (121 tr:u qua. neu CO [211 miéc

cu ngu

The following are symptom that peopie sometimes have after experienceing hurtful or
terniving events 1a tneir lives. Please read each one carefully and decide how much the
symptoms bothered vou in the past week

Sau ddy la nhudg meu cminz co ngudi s bi sau khi trai qua nhung men co uau ddn hodc
Uueo dam. Xind doc kv ning méu ching va n_m xem qui vi da bi nhdnsz meéu cnu'.ne ndo
va dén muic d6 nao wong tuan wia qua.

]
<4

Not at all A Iitﬂe Quite a bit Em’emelv
Khong h& ¢ Cé chilt 1t ICo kha nhiéu iC6 rat nhidu

Xecurrent thougnts or memories|
of the most hurzul or temifving
events

Biam ann bbl nmlnz y tu’dna
hodc kv niém \e cac su vxec j
3audén i hay kiuép ddm dd mai
qua

ta

Feeiing as thougn the event is |
happening again
Ca.m niéng nmi chuvén av dang
tai dién 1An nia

Recurrent rugntmares
Thudng bi ac mong
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| 2 4
' Not at all A little LQuncablt | E‘ctremelv
|

Khong hé'cdiCo Chit it

d kha nhiéui Co rat nhiéa

Feeling datached or withdra\m I !
from people _ ; | |
Thav nid mmr. cach bier hay | i
khong mudn giao thiép vor _ i
ngudi khic ’

n
1

Unable to fesl emotions
Khdng co the xuc dong dude | ;

Feeling jumpy, easily startled
a I, - - B A3, . -

Tam tn cdng thing, de bi mat ;

minn

Difficult concentrating
r nd Ld
Kho tap trung nd nidng

Trouble sleemng
Khé nzu hay nzu khong ven

Feelmz on guard
Cam ght 1de” thong

10-

Feeiing irmtable or having
outburst of anger

Carn thav kho ch1u hoac
co nhting con man dd*

11-

Avolding acawvities that remind
vou of the most traumatic or
hurtrul evems

Trdnh cdc sinh hoat nhac lai
nhunz su viéc da gdy ra dau i
don i uoac xuc dong i

[nability to remember parts
of the most traumatic or
hurtrul events

Lhonz the nno lai chi net
cac wige dauau ddn hoac
xuc uonz i
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3 2

Notatall | Alinle | Quitea bit | Extemely |
Khomz héco 1Co chat it 1Co kha nhiéu iCo rat nhiéy ;

L Ao

Blaming vourself for things
that have haopened

Td trach minh ve nhLlno
viéc da sav ra

14-

Feeiing gulty for having
survived
Cam Lhav co tox 101 vida
song sot

Feeling ashamed of the
hurtful or raumatic evenrs
that have naopened to you
Cdm thav xau hé'wi nmlmz
s vige cmu ubn hodc xuc
dbng do da xav racho mufth

16-

Spending time thinking about
why these events happened

to vou

Suy nghi mm tax sao nhumz
st kién dv da Xay ra cho minh

17-

Fesling that people do not
understand whar happened
to vou

Ca.m thav nzum khac khong

'ueu v1ec a1 ua xav ra cho [DJHII

Difficulty performing work or
daily tasks

\ho lam cong v1ec hano ngay
5o hav ¢’nha




75

i
!
!
!
!

Not at all I A litle Qulte a blt

K}

Extremeiv [

Khong he co iCo chut 1t/ Co kha nhleut Co ratnhieu |

i
|
-
!

19-

Avoiding thoughts or feelings
associated with the raumanc
or hurtful events

Tranh nming y thdng hodc,
cam gidc lam mmh nnd'téi
nhdnz bién cd 36

;

I
|
i
i

! |
i

20-

Lessi Interst 1n daily acuvmes
I\hong thiét tha may to1 cuoc
song hang ngay

Igl-

Hopelessness
Cam giac tuvet vong |

an

Feeling as if you dont have !
a future

C:un thav nhd minn khong
¢0 nldng iai

|
|
|
!
|

Sudden emotional or physical
reacuon when reminded of
the most hurtful or waumatic
Dot nhién xuc dbng manh
tAm Iy i noac cd the khi nghe

ahic dén cac bién ¢d dau
thiéng |

-

Feeling as if vou are gong
crazy

Co cam nldnz nhd minn
sdp dién

~g

Feeling that vou are the
only one who has surfered
these events

Cam thiy rdng chi'cé minn
'3 ngudi duy nhut aa aua

bav nhiéu dau khé "
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Not at- all

Khéng i né co1 Cé chut it

A Imle

Quite a bit Ememelv
Co kha nhiéu |C° rat nfuéy

26-

Feeling others are hostile
toward you

Cam thav ke khac co ac
v véi mmh

27-

Feeling that vou have no
one to reiy on

Cam r.hav khéng co a1 as*
mong nhé dudc

28-

Finding out or being told by
other peopie that vou nave
done sometning you cannot
remember

Dide blet noac gnie ntniél
khac nouax rang minh da ¢o
nminz hann dong ma nay
minh khéng nhd’ & hét

Feeling as 1f vou are spiit
into two peopile, and one of
vou 1s watching what the
other 1s doing

Tdonz chlinz nnu mnn nhan

thanh ra hai nzubl va mot trong |

hai ncudl do noa.m cot nzdél
kia lam g1

20-

Feeling that someone vou
trusted bewaved vou

Cam thiv ngudi minh da’
tinh nidng phan boi minh
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HOPKINS SYMPTOM
CHECKLIST 25

VIETNAMESE
VERSION




78

Instructions

Listed below are some symptoms or croblems that people sometimes have. Please read each one carerully
and decide how much the symptoms bothered or distressed vou in the last week. including today. Place a
check 1n the appropriate column.

a g - a 4 v 4 A S gt - - S Lo
Sau ddv la nhung triéu chung hodc van dé ma con neudi thinh thoang cam thay. xun vui long doc cdn than
+a col nning triéu chitng do dd gay kné chiu cho ban dén milc dé ndo tron ¢ fuan vila qua vd hém nav.
. Ve ~ - - < A ’ * ’ ‘ )
Xin ghi vdo nhiing cdr thich ting.

! - 3 1

PART!I Notatall A little Quite 2 bie , Extremely |
ANXIETY SYMPTOMS

:
N ' ¢ 7 ] 4. Ay . 4
Khone hé eo | Cocnuttr | Bi khd nivén l Bi rt nhuiéte '

Suddenly scared for no reason . ’

Béne dilne lo 5o ma khéne i+ o

Feeting rearrul

Cam etac sd hdi
Faintness. dizziness, or weakness

A Y . - 4
Gun neat xiu. neat xiu. chone mat. suv veu !

Nervousness or shakiness insiae

. A .
Run sd hoac i6i hop trone ong

Heart pounding or racing

“n

Tim ddp manh. hodc nhani

Trzmoling

_— ’ 7 . . .4 A
—dng cac bap thit bi giqr, rum vrun rév)

' Fesiing tense or keved up
|
- /7 - -
Cu'l" eiqac cang thang

Hazaacnes

| Bininfe ddu
Sgatls or terror or panic

i ' 2 )
3inluine con hoane hot. 1o sd nedan vav ra

' Fe2iing resiless. can't sit st}

- 4y N < LAt Y .
i Comn wrdae bon chin. o lane &iid thé nedi vén men ndi
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PARTII
DEPRESSION SYMPTOMS

Not ar ail A little Quite a bit | Extremelvy

ls

cep - > 2 . ram . . . a’ -t
KhonenZcd | Cdchital | Bikhd nidh | Bi rdf nnuéy

H.

Feeling low in energy, slowea down

- s a4 W
Cam gide veu o1, ué oat

Blamung yourse:r for tnings

~ S -~
Ti trdch minh vé mot viée xiv ra

Cryving easily

- I .
Bat khoc dé dane

—

Loss ot sexuai interest or pieasure

7 ( V3 - 3 .
At hav it hitng mii trong vide sonp I

Poor appeute

An khone biet neon

Difficulty falling asleep, staving asleep

.. PR - “ o~
Xhé do eide nem, ihd vén e1bc won

Fzeting nopeless aoout the futura

o~ ’ . P
Lam elac myervong ve uidne iay

Feeling plue

- /A PN 1
Cam glac am-ii. vuon nan

Feeling lonely

i9.
Cim eiac cd éin
‘Thougnts of encing vour life
“n
ey Ve 2 ~ P - g ~
0V tldne muon Ker /1eu Cloc 2at mmn
Fzeung of being trappea or caugnt
1
A l.‘.--,- Ao . s
- w11 21aC Nac <! rodc .\'/30’!9 cirnoar
‘Vorrving too mucn aoout tings I
L L s s -
~Jwne mal cua ve ot viec
Teeling no Intersst 1a things

- S [V A 4 AN
- eac khonz nam tich o1 e, carcilvee o

Tesling evervining is 2n erfort

= - . > = e - . D ~ 2
— R 2AC, VIeC oy \'/10 e S T SRR L YT ¥

~22:nys of wortniessness -

- . S st LA N -
<N LHAC R o ae vat i, Lo wune




SCORING

Responses are summed and divided by the number of
answered items, to generate three scores:

ANXIETY = [TE.\/‘IgI-IO -

I'

DEPRESSION = JIEMS11-25 _

15

ITEMS 1-25 _
25

TOTAL =

Individuais with scores on anxiety and/or depression
and/or total > 1.75 are considered symptomatic.
Se= Manual for additional information.

developed by
INDOCHINESE PSYCHIATRY CLINIC
BRIGHTON MARINE PUBLIC HEALTH CENTER ~
JEPARTMENT OF PSYCHIATRY
ST. ELIZABETH'S HOSPITAL

AND
THEHARVARD PROGRAM IN PSYCHIATRIC EPIDEMIOLOGY

Funded by the U.S. Office of Refugee Resettlement
€1986 Richard F. Mollica. M.D.
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Appendix B: Consent Form
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UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
CONSENT TO PARTICIPATE IN A RESEARCH STUDY

A. Background and Purpose:

Doctor Nang Du and his coileagues are doing a studv to evaluate the prevalence. the severity
of Post Trauma Stress Disorder (PTSD) Svmptoms and the impact of socjaj and family supports
on the development of these SYmptoms among the Vietnamese. Cambodian and Mien psvchiatric
patents at the Astan Community Mental heaith Clinic.

B. Procedures:
If I agree to participate in this studv
1- T will answer four short questionaires about how [ have been feeling.
2- T will be interviewed by two different chnicians on two different days in a penods of
one week.
C. Risks/Discomforts:

IfI shoud become uncomfortable during any part of the Interviews, [ can stop at any time.
D. Benefits:

There will be no direct benefit to me as a result of this study.

F. Alternatives:
I'am free to choose not 10 participate in this study.

G. Questions:

by calling 476-1814. or by writing to committee atsuite 11. Laurel Height Campus. Box 0616,
University of California. San Francisco. California 94143,
H. Consent

Participation in this study 1s voluntarv. I am free 1o decline to be in the study or to withdraw
from 1t at any pomnt. my decision about whether or not to be in the studv will have ng influence
Ut My present or tuture status as a pauent at the Asian Community Mental Heaith Clinic. I have
been given a copy of this consent to keap.

Signature Date
-_—
Person obtaining consent





