
Asian Journal of Psychiatry 7 (2014) 15–21
Understanding clinician perception of common presentations in South
Asians seeking mental health treatment and determining barriers and
facilitators to treatment

Pramit Rastogi a,b,*, Sunil Khushalani a,c, Swaran Dhawan a,d, Joshana Goga a,c,
Naveena Hemanth a, Razia Kosi a,d, Rashmi K. Sharma e, Betty S. Black b,
Geetha Jayaram a,b, Vani Rao a,b

a Maryland/DC Chapter of the IndoAmerican Psychiatric Association, United States
b Johns Hopkins University, School of Medicine, United States
c Sheppard Pratt Hospital, University of Maryland, United States
d Counselors Helping (South) Asian Indians, Inc. (CHAI), United States
e Northwestern University, Feinberg School of Medicine, United States

A R T I C L E I N F O

Article history:

Received 23 May 2013

Received in revised form 13 September 2013

Accepted 13 September 2013

Keywords:

Cross cultural psychiatry

South Asian Americans

Focus group

Helicopter parents

A B S T R A C T

Background: Little is known about the presentation of mental health symptoms among South Asians

living in the US.

Objective: To explore mental health symptom presentation in South Asians in the US and to identify

facilitators and barriers to treatment.

Design: Focus group study.

Participants: Four focus groups were conducted with 7–8 participants in each group. All participants

(N = 29) were clinicians who had been involved in the care of South Asian patients with emotional

problems and/or mental illness in the US.

Approach: Qualitative content analysis.

Results: Key themes identified included: generational differences in symptom presentation, stress was

the most common symptom for younger South Asians (<40 years of age), while major mental illnesses

such as severe depression, psychosis and anxiety disorder were the primary symptoms for older South

Asians (>40 years of age). Substance abuse and verbal/physical/sexual abuse were not uncommon but

were often not reported spontaneously. Stigma and denial of mental illness were identified as major

barriers to treatment. Facilitators for treatment included use of a medical model and conducting

systematic but patient-centered evaluations.

Conclusions: South Asians living in the US present with a variety of mental health symptoms ranging

from stress associated with acculturation to major mental illnesses. Facilitating the evaluation and

treatment of South Asians with mental illness requires sensitivity to cultural issues and use of creative

solutions to overcome barriers to treatment.
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1. Introduction

As the US population becomes increasingly diverse, health care
providers are more commonly caring for patients from a variety of
Abbreviations: CHAI, Counselors Helping Asian Indians; MD/DC, Maryland/District

of Columbia; IAPA, IndoAmerican Psychiatric Association; YG, younger generation;

OG, older generation.
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cultural backgrounds. Asians are currently the fastest growing
ethnic group in the US accounting for about 5.6% of the total US
population (17 million people) (United States Census Bureau 2010;
Humes et al., 2011), of which South Asians (i.e., people from India,
Pakistan, Sri Lanka, Bangladesh, and Nepal) are the fastest growing
subgroup (United States Census Bureau 2010). Despite the
increasing size of the South Asian population in the US, they
remain an understudied population in medical research. Since
cultural values and beliefs play an especially important role in
psychiatric care, increased understanding of mental health
perceptions within the South Asian community is needed.

Little is known about symptom presentation and rates of
mental illness among South Asians living in the US. Studies from
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the United Kingdom (UK) and Canada reveal that South Asians are
more likely to present with physical symptoms than Non-South
Asians (Cooper et al., 2006; Husain et al., 2006). These studies have
also shown that South Asians with mental illness often do not
report depressive symptoms, are less likely to be referred by
physicians to specialized mental health services, and often do not
go to the emergency room for help. Karasz (2005) noted that South
Asians often perceive depression as a social/moral problem or as a
negative reaction to an adverse situation rather than as a disease
that requires professional treatment. These studies underscore the
cultural differences in conceptualization of major mental illness
and the need for an alternative framework for diagnosis and
treatment of mental illness among South Asians in the US.

To better understand mental health issues among South Asians
in the US, the members of the Maryland/District of Columbia (MD/
DC)/DC chapter of the IndoAmerican Psychiatric Association (IAPA)
and Counselors Helping Asian Indians (CHAI) conducted a
qualitative ethnographic study of clinicians. The study had two
aims: (1) explore the perspectives of clinicians on the presentation
of mental health symptoms among South Asians in the US, and (2)
identify facilitators and barriers to treatment of South Asians with
mental health issues.

2. Study design

We conducted four focus groups between March and April
2011 with a total of 29 participants to explore clinicians’
perspectives on the management of mental health problems
among South Asians living in the US. Study participants were
clinicians (physicians, nurses, counselors) who had experience in
taking care of South Asian patients with mental health issues. We
recruited participants using multiple strategies including the
distribution of flyers to clinics, South Asian meeting/conference
sites in the MD/DC area, and other locations such as cultural and
religious places visited by the targeted clinician population. An
electronic version of the flyer was sent to professional organiza-
tions for distribution via member list serve and to clinicians
involved in the care of South Asian patients. Finally, flyers were
distributed via study participants to others who might be
interested in participating (snowball sampling). Participants
completed written informed consent. Three participants were
randomly selected through a raffle to receive a cash award of $100
each. This study received approval from a Johns Hopkins Medicine
Institutional Review Board.

3. Participants

Eligible participants met the following inclusion criteria; they:
(1) were licensed clinicians, (2) willing and able to engage in
conversations about mental health issues, (3) had at least 5 years of
experience working as a health professional, and (4) had been
involved in the care of at least 5 South Asian patients/clients.
Although there are various definitions of the term ‘‘South Asian,’’
we defined South Asians as people who trace their origins to the
following countries: India, Pakistan, Bangladesh, Nepal, or Sri
Lanka.

3.1. Focus group sessions

Of the four focus groups conducted, three had 7 participants
and one had 8 participants. All groups had both South Asian and
Non-South Asian mental health professionals. Sessions lasted for
about 90 min each. Two research team members (SK & SD)
moderated the focus groups. Prior to the start of the focus group,
the moderators gave a brief introduction on the purpose of the
study and overview of the format of the session.
4. Data collection

A focus group guide was developed after literature review and
discussion among the research team members.

The objective of the guide was to ensure that all of the groups
were asked questions on the same domains. Based on literature
review and the research team members’ clinical experience, the
following domains of inquiry were created: (1) common types of
emotional/mental symptoms among South Asians encountered in
practice, (2) factors seen as barriers to treatment, (3) factors seen
as facilitators of treatment, and (4) do’s and don’ts in the care of
South Asian patients with mental illness.

All of the focus group sessions were audio-recorded. In addition,
two of the research team members (not moderators) also recorded
participant responses electronically and on flip charts. No personal
identifiers were included in the flip charts or electronic document.
At the end of the focus group sessions, all participants completed a
brief questionnaire about their socio-demographic information.

5. Data analysis

Digital audio-recordings of the focus group sessions were
transcribed verbatim by a professional transcriptionist. The
transcripts were verified against the recording by study team
members. Participant identifiers were not transcribed. The
research team members independently reviewed the transcripts
and responses recorded on flip charts. The responses were first
coded independently by five of the research team members for
thematic content using an editing style analysis (Crabtree and
Miller, 2004). Research team members met, discussed the coded
transcripts, and finalized themes using a consensus process. All
discrepancies were resolved by consensus. Questionnaire data
were analyzed using Stata version 11.2

6. Results

6.1. Study sample

35 clinicians were screened for eligibility, of which 29 clinicians
from the Maryland/DC regions were enrolled. 19 of the clinicians
were born in India, 6 were born in the US and 3 were born in
Pakistan. Of the 6 participants that were US born, 4 were Caucasian,
1 was African American and 1 was South Asian.

Table 1 provides the other demographic description of the
participants.

6.2. Domains of Inquiry

In this paper, we report the key themes for the following
domains of inquiry: (1) symptom presentation and factors
affecting treatment, (2) barriers to evaluation and treatment,
and (3) facilitators to evaluation and treatment of mental illness.
For each domain we have included examples of relevant quotes.
Participants are identified by a unique identifying number.

6.2.1. Symptom presentation and factors affecting treatment

The following themes were identified and are described in more
detail below: generational differences, gender issues, preferences
for decision making, and abuse.

6.2.1.1. Generational differences. Most participants agreed that
mental health issues differed between the younger (YG) and older
generation (OG) of South Asians. Participants described that YG
(<40 years of age) patients often presented with stress in several
domains: dating, adapting to the western culture, struggling to be
accepted by their western peers, struggling to be independent yet



Table 1
Sample demographics.

Gender Male Female

N = 13 N = 16

Age (years)c <30 31–50 51–70 71+

1 10 14 0

Degree LCSWa LCSW-Cb RN MD PhD Others

0 2 0 17 4 6

Professionc Mental health

therapist

Social worker Physician psychiatrist Physician non-psychiatrist Others

7 1 13 4 3

Country of birth India Pakistan Sri Lanka Bangladesh Nepal US Others

19 3 0 0 0 6 1

Years practicec 6–10 11–15 16–20 21–25 26–30 31–35 36+

5 8 2 1 6 2 1

Practice setting Academic Private Others

11 17 1

Practice Typec Mental health Non-mental

health

Any other

23 5 1

Number of S. Asians seen 6–10 11–20 21–30 31–40 41–50 51–60 61+

8 6 5 1 2 0 5

a LCSW, Licensed Clinical Social Worker.
b LCSW-C, Licensed Certified Social Worker – Clinical.
c Numbers do not add up to 29 as participants chose not disclose this information.
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wanting parental approval and support, and feeling inadequate
because of unmet parental expectations. Participants agreed that
most of their younger patients are interested in dating but find it
stressful, as they have to do so secretly, fearing disapproval from
their parents.

Transitioning to college life was identified as a challenging time
for YG patients because of parental desires that their adult children
be more traditional; stay at home rather than live in a dormitory
and study science or medicine. Many participants noted that
students often report disappointment or dissatisfaction from their
parents if they select ‘‘non-science’’ subjects. In the following
quote, a participant describes how parental expectations can be
difficult for South Asian YG patients:

‘‘there is a tremendous amount of disappointment in a child
that does not want to do that (take up science subjects) or
doesn’t have the same sort of drive that the parents expect of
them’’(#4).

YG patients struggle between wanting professional help to deal
with this stress and not seeking help because of parental
disapproval of their involvement with mental health professionals.
Participant #8 described a 17-year-old man who was admitted
with a history of depression, marijuana abuse, and a possible
eating disorder. His parents were with him during most of the
inpatient admission, but as they were not proficient in English
their daughter served as a translator. She was reluctant to talk
about her brother’s marijuana abuse or eating disorder. The
patient’s history also changed from time to time, and he would
endorse depressive symptoms and marijuana abuse when he was
evaluated independently but not in the presence of his parents.

Participants also thought addiction was a common problem for
YG patients, and described how patients often do not seek help
unless they get into trouble with the law or at school or workplace.
Many participants noted that even when YG patients abused
alcohol or drugs, their parents tended to ignore the problem if their
children were doing well academically.

Participants noted that compared to YG patients, older
generation (OG) South Asian patients (>40 years of age) often
did not seek mental health treatment independently but were
referred by their primary care providers. OG patients often
presented with physical symptoms such as abdominal pain,
shoulder pain, joint pain, and sleeplessness, but on evaluation
were found to have major mental illnesses such as major
depression, psychosis, or anxiety disorders. Participants also noted
that OG patients usually presented in a crisis with increased
symptom severity.

6.2.1.2. Gender issues. Participants noted that female patients were
often accompanied by males, most often their husbands, who
provided the patient’s history and strongly preferred to be involved
in treatment planning and therapy. Many participants had
experiences of female patients dropping out of therapy because
their spouse did not believe in psychiatric treatment and were
unwilling to pay for it. Participant #12 described the case of a
couple where the wife had severe depression but almost all history
was provided by the husband at each evaluation:

‘‘she was barely allowed to speak during the sessions’’ and even
when she was directly questioned, ‘‘she looked at him for
approval for every answer.’’

6.2.1.3. Preferences for decision-making. Participants noted that
many patients preferred a paternalistic medical model and
considered their doctors to be God-like. These patients had an
unquestioning faith in their physicians and left treatment choices
entirely up to their physicians. Participant #12 provided an
example of a couple where the wife, who had bipolar disorder, was
making minimal progress in treatment. In the following quote the
clinician describes the husband’s response to his/her attempts to
discuss treatment choices:

‘‘If you think she needs to be hospitalized, you go ahead and do
that. If you think you want to change the medications, you don’t
need to discuss that with me; you go ahead and do that because
I know you will take care of her very well.’’

At the same time, participants described other patients who
tended to contradict their physicians and share minimal informa-
tion with them. These patients were mostly professionals, experts
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in their own field and often critically questioned the judgment of
their physicians.

6.2.1.4. Abuse. Verbal, physical and sexual abuse were often not
reported spontaneously by patients. Participants described that
female South Asian patients who suffered verbal and/or physical
abuse were usually abused by either their husband or in-laws. In
cases of sexual abuse, the perpetrator was often a family member.
These patients were often ‘‘pulled out of treatment’’ once family
members learned of the disclosure.

6.2.2. Barriers to evaluation and treatment

The following barriers were identified: stigma and denial, lack
of acceptance of treatments, loss of confidentiality, sensitivity to
medications, overly-involved parents, and limited finances.

6.2.2.1. Stigma and denial. Stigma and denial of mental illness were
identified by participants as the most common barrier for engaging
in treatment of mental illness. Participants noted that South Asian
patients with mental illness are often concerned about being called
‘‘crazy,’’ ‘‘mad,’’ or ‘‘insane.’’ Young South Asian patients often did
not feel comfortable discussing their emotional issues with their
family even if the parents were well educated for fear of being
misunderstood or considered weak. Obtaining family history of
psychiatric illness was often challenging because patients did not
want to discuss this. Use of psychiatric terms by clinicians such
‘major depression’ or ‘‘psychosis’’ was also seen to be problematic.
Participants described patients feeling uncomfortable with these
labels and preferred terms such as ‘‘stress,’’ ‘‘anxiety,’’ ‘‘fatigue,’’ or
‘‘weakness.’’

6.2.2.2. Lack of understanding and acceptance of treatments. Several
participants described having South Asian patients who refused
psychotherapy and did not want to work with mental health
therapists. This refusal often seemed to stem from a lack of
understanding and acceptance of psychotherapy. While patients
would choose to take medications, they often refused to work with
therapists. Participants agreed that words such as ‘‘counseling’’ or
‘‘psychotherapy’’ may not be as accepted and that use of terms
such as ‘‘skills training’’ and ‘‘orientation to the western culture’’
may be more acceptable alternatives. Convincing patients to
continue psychiatric treatment was identified as a related barrier,
and discussion of inpatient admission, in particular was seen as a
big challenge.

6.2.2.3. Loss of confidentiality. Several participants spoke of South
Asian patients who feared a loss of confidential information. These
patients were often not forthcoming with their issues for fear of the
information being leaked to other community members, collea-
gues, and even future in-laws. This was seen to be more of a
problem when the clinician is also South Asian and participates in
the same community events as the patient. At the same time, the
concept of confidentiality and maintaining boundaries was seen to
be an even bigger problem in child psychiatry where parents often
demanded information about everything that was going on with
their children as described in the following quote.

‘‘Some parents find the principles of confidentiality difficult,
irrelevant, and even offensive’’(Participant #4).

6.2.2.4. Increased sensitivity to medications. Tolerance and lack of
adherence to medications were described as common patient
issues, with many stopping medications abruptly due to reported
side effects. Participants noted minimal literature on pharmacoki-
netics and pharmacodynamics of psychotropic medications in the
South Asian population.
6.2.2.5. Overly involved or ‘‘helicopter parents’’. The idea of ‘‘heli-
copter parents,’’ (i.e., parents who are overly involved in their
children’s’ lives and constantly hover over them) came up several
times in all of the focus groups. Participants found that children of
helicopter parents were often reluctant to seek psychiatric
treatment as their parents would take control of scheduling
appointments, participate in evaluation and treatment sessions
along with their children, and demand to know everything
discussed in therapy. These parents often directed the psychia-
trist’s treatment plan and expected a quick fix. Some participants
thought that gender roles also affected helicopter parenting.
Participant #6 described parental perceptions in the following
way:

‘‘they have to protect their girls particularly but boys are
independent and can do anything.’’

6.2.2.6. Financial barriers. Lack of insurance, low income, and
inability or unwillingness to pay for treatment were other
challenges associated with psychiatric treatment. Some partici-
pants noted that females with mental health problem who are not
financially independent often do not seek help until they are
financially independent.

6.2.3. Facilitators to evaluation and treatment

Factors that were identified as facilitators to evaluation and
treatment of South Asians with mental illness included education
about psychiatric illness, use of a medical model, conducting a
comprehensive medical evaluation, use of creative treatment
strategies, and sensitivity to cultural and religious beliefs.

6.2.3.1. Education about psychiatric illness. Participants thought
that increased patient education about indications for medications,
duration of treatment, and the risks and benefits of treatments
would improve compliance. Some participants described how
laying out a roadmap of the course of illness and discussing
alternative treatment options could strengthen therapeutic
rapport with South Asian patients.

6.2.3.2. Use of a medical model. Many participants reported that
use of a ‘‘medical/biological model’’ in the evaluation and
management of psychiatric illness had been very effective with
their South Asian patients. One participant stated that he often
describes mood disorder as ‘‘an overactive nervous system’’ that
can be best controlled by medications. Another participant added
that drawing simple figures, showing pictures of a brain, and
explaining neural circuits to patients could be more helpful. Some
participants thought that providing scientific data and discussing
results of research studies to explain the causes and management
of psychiatric illness were especially helpful in facilitating
treatment among well-educated patients as described in the
following quote:

‘‘use of buzz words which are of value to the patient and family
also helps – e.g. ‘‘NIH research’’; ‘‘Hopkins research’’ (#15).

6.2.3.3. Completion of a comprehensive medical evaluation. For non-
psychiatrists working with patients who may have a mental
illness, one participant stressed the importance of doing a
complete work up to rule out other medical causes of symptoms
such as fatigue and pain before attributing the symptoms to a
psychiatric diagnosis. After completing the medical work-up, the
participant suggested sharing the results with the patient and
recommending that a referral be made to a ‘‘specialist.’’ The
participant emphasized using the word ‘‘specialist’’ because he/she
thought the term psychiatrist may be viewed negatively and
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treatment either delayed or not sought. Other participants stated
that while denial of psychiatric illness is common among South
Asians, clinicians must be careful to not over-diagnose psychiatric
problems such as depression or anxiety. Participant #26 provided
an example of a young student who had seen several physicians for
problems with fatigue and concentration. The patient was
diagnosed with depression and treated with various antidepres-
sants with poor response. However, when the patient subsequent-
ly underwent cognitive testing, she was found to have attention
deficit hyperactive disorder (ADHD) and responded very well to
appropriate treatment for ADHD.

6.2.3.4. Use of creative treatment strategies. Participants identified
creative approaches to working with South Asian patients that
could facilitate treatment. Participant #11 provided an example of
a Nepali refugee who was being treated for depression. As the
patient’s mood symptoms improved she longed to work but was
unable to find a job. The therapist working with her provided her
an old sewing machine, as the patient had previously worked as a
tailor in Nepal. The patient was able to start a small tailoring
business, which not only improved her self-esteem and confidence
but also her financial status. Other ‘‘outside the box techniques’’
such as using South Asian music, literature, or mythological stories
were identified as being helpful. For refugees, providing commu-
nity support, working with them to navigate the system and
connecting them with various services was thought to improve
compliance.

6.2.3.5. Sensitivity to patients’ cultural and religious beliefs. Partici-
pants emphasized that clinicians need to pay attention to and
respect pertinent cultural influences and religious values. For
example, patients may not take medications during fasting periods
or accept gelatin-coated capsules. Participants also agreed that it is
important for clinicians to remember that the South Asian
population in the US contains great heterogeneity in terms of
religious practices, language, and cultural customs. While aware-
ness of common cultural practices is useful, the preferences of
individual patients should always be ascertained by the clinician.

At the end of each focus group participants discussed specific
useful and harmful practices in the evaluation and treatment of
South Asians living in the US that have been captured in Table 2.

7. Discussion

This is the first study, to the best of our knowledge, that
explores clinician perspectives on the presentation of mental
Table 2
Do’s and don’ts in working with South Asian Patients with mental health problems.

Do’s Don’ts

Provide regular education regarding diagnosis and treatment Do not

Compr

Lay out a roadmap about the course of the illness Do not

with th

find a 

Discuss and explain confidentiality Do not

illness 

Use a translator when patients or their family

members have limited proficiency in English

Do not

variati

Always collaborate with the patient’s primary care provider Do not

pharm

the ‘sta

Think outside the box and be creative with treatment strategies. Do not

Be sensitive to patients’ religious beliefs and cultural values Do not

‘‘skills 

Be cautious about serving as a clinician to family and friends Do not

as to w
health symptoms and identifies facilitators and barriers to
treatment among South Asians living in the US. We found that
symptom presentation and management was influenced by
generational differences between older and younger South Asians,
gender inequalities, preferences for more paternalistic decision-
making, and limited discussion of abuse. Patient-level barriers to
mental health care which were identified include: the stigma of
mental illness in the South Asian community, lack of acceptance of
psychotherapy, fears about loss of confidentiality, sensitivity to
medications, over-involvement of parents, and limited finances.
We also identified several facilitators of treatment which include:
education about psychiatric illness, use of a medical model,
conducting a comprehensive medical evaluation, use of creative
treatment strategies, and sensitivity to cultural and religious
beliefs.

Our findings that younger South Asians often present with
symptoms of stress and challenges associated with acculturation
echo findings from prior studies of Asian Americans. In a review of
cultural factors influencing mental health among Asian Americans,
Kramer et al. (2002) noted that while immigrant Asian American
parents expected their children to acquire new skills and become
successful, they worried about their children embracing the new
culture and abandoning their culture of origin. In addition, as Asian
families tend to function as a unit, parental obligation and family
pressure can take precedence over autonomy with resultant
emotional conflict (Tran et al., 2005; Ekanayake et al., 2012). Young
adults attempt to cope with these pressures by adopting a ‘‘dual
identity’’ – one at home and another in public but struggles to find
a balance can affect their mental health. However, these findings
are not very different from that observed in the non-South Asian
culture. In a national stress survey conducted in 2011 by the
American Psychological Association (APA, 2011), younger genera-
tion reported experiencing higher levels of stress than the older
generation. In addition, factors associated with stress also differed
between the two groups: younger generation reporting to stress
from finances, housing and work and older generation from
personal health problems. Finally, with regards to management,
the younger generation was more likely to engage in sedentary
activities or unhealthy behaviors such as smoking and alcohol
consumption, while the older generation was willing to be more
flexible and adapt to circumstances. Even though this is not a
robust scientific study the findings are partially consistent with our
results. Aselton (2012) also studied the source of stress in
American college students diagnosed with depression. Their
sources of stress were also similar to our findings and included:
roommate issues, academic problems, financial and career
 ignore or under-evaluate when patients present with physical symptoms.

ehensive and appropriate medical work-up is a must in all patients

 alienate the helicopter parent. South Asian parents are often very involved

eir children from childhood into adulthood. Work with helicopter parents to

balance

 rush to use psychiatric terms but provide an explanation of the

in medical or socio-cultural terms

 stereotype South Asians but realize that they are a heterogeneous group with

ons in language, religion, and cultural beliefs

 start on high doses of medication. There is minimal literature on

acodynamics and kinetics of psychotropics in South Asians, so follow

rt low, go slow’ policy

 compromise your ethical principles and be cautious about crossing boundaries

 use terms such as ‘‘psychotherapy’’ or ‘‘talk therapy.’’ Consider terms such as

training’’ and ‘‘orientation to other cultures’’

 outright deny or refuse social invitations. Be gentle and offer an explanation

hy you cannot accept
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concerns, and pressure from family. In summary, the core themes
of stress are not very different between South Asians and non-
South Asians.

On a related note, ‘‘Helicopter parenting’’ was a theme that
came up frequently in all the focus groups. This term has been used
in popular culture since the 2000s by teachers, deans and camp
organizers to describe the behavior of ‘‘hovering parents who are
potentially over-involved in the lives of their child’’. Padilla-
Walker and Nelson (2012) note that helicopter parenting can be
perceived as inappropriate intrusive management, but it is done
out of strong parental concerns for wellbeing and success of the
child. Clinicians should be mindful of this and help patients reach
an inter-dependent equipoise. Lastly, we found that participants
described increased receptivity to mental health treatment among
younger South Asians. These findings are supported by previous
study findings that second-generation Asian Americans are more
likely to receive mental health services than first-generation Asian
Americans (Ta et al., 2010).

Our participants noted that many elderly patients seek
mental health care only when in a crisis. Chew-Graham et al.
(2002) found similar results in their focus group study of South
Asian women in the UK. In that study, perceived barriers to care
included accessing care only when at a point of desperation and
mistrust of mainstream services. These finding underscore the
importance of responding immediately and providing compre-
hensive mental services when South Asian women and the
elderly do seek care. Several studies have also found greater
reporting of physical symptoms than psychological symptoms
among South Asians (Bhui et al., 2004; Cooper et al., 2006;
Husain et al., 2006; Rao et al., 2007), and other non-Westerners
with psychiatric disorders (Parker et al., 2001; Hoge et al., 2006).
Karasz et al. (2007) provided several explanations for somatiza-
tion of mental health symptoms such as substitution or
camouflaging emotional distress for physical pain, belief that
bodily symptoms are more amenable to medical treatment, and
perceiving psychological symptoms as less salient compared to
physical symptoms.

Stigma associated with mental illness in the South Asian
community was identified as a key barrier to treatment Stigma
stems from consideration of mental illness as a kind of weakness or
shame and leads to delay in seeking treatment, difficulties at work
and problematic inter-personal relationships (Corrigan, 2004;
Jorm and Reavley, 2013). A cross-sectional survey of depression
and stigma conducted in 39 sites from 35 countries, including
Southern India, included patients both young and elderly (Lasalvia
et al., 2013). Of the 1082 people with depression who completed
the survey, 79% endorsed experiencing discrimination in at least
one domain of their lives. Additionally, nearly a third of the
participants reported that they had been avoided or shunned
because of their mental health problems. The lack of acceptance of
mental illness can lead to non-compliance with treatment, and
devalues the field of mental health with results such as poor
understanding of confidentiality, unwillingness to pay for treat-
ment, and/or disrespect for mental health providers as profes-
sionals. Continued education about psychiatric illness, treatment
options, confidentiality and consequences of poor/lack of treat-
ment is therefore a must and will go a long way in establishing a
therapeutic rapport. However, to attribute poor mental health
treatment to stigma alone is not appropriate. Other factors such as
cost and finding an appropriate provider that a patient feels
comfortable with are other treatment obstacles that can be worked
out by appropriate questioning and problem solving between
providers and patients.

The main facilitators identified were, the use of a biological
model of illness and using the patient’s own words to describe
emotional distress. Conducting a comprehensive evaluation,
assessing psychological mindedness of the patient/family, asking
for sexual, drug and family history explicitly, assessing patient’s
and family’s expectations of treatment are all considered para-
mount ‘‘To Dos’’ by the participants. Jepson et al. (2012) also
emphasize the importance of considering social and cultural values
when working with South Asians with physical or mental illness. A
qualitative study conducted by these researchers to explore
facilitators for improving physical activity among South Asians
found that unlike what is noted in the Western literature, South
Asian participants focused mainly on external incentives such as
increased social interactions and enjoyment rather than intrinsic
factors such as exercising for their own good. Lee (1990) note that
successful treatment of mental health problems in Asian Amer-
icans requires clinicians to encourage patients to ‘share their
cultural views on the cause of the problem’, explore their coping
styles and assess their treatment expectations. These recommen-
dations are very similar to what our study participants have
proposed.

There are several limitations to this study. First, this was a
qualitative study of clinician perceptions, and we did not evaluate
patient perspectives or collect data on actual presentation of South
Asian patients to mental health services. Thus, we were not able to
evaluate patient factors such as immigration status or length of
stay in the US. This is an important topic as other studies have
noted that US born Asian Americans are more likely to seek mental
health treatment than those who have immigrated to the US (Kung,
2004)

Second, we only included participants from one geographic
location and thus were not able to capture regional differences
in the US. Third, there was limited discussion of topics such as
suicide, old age issues, child abuse and religion/spirituality all of
which have been reviewed and identified among Asian Amer-
icans as important issues (Park and Roh, 2013; Ahmed et al.,
2007; Kuo et al., 2008; Singh et al., 2010), Studies in the UK have
found higher rates of suicide and self-harm among South Asian
women compared to their western counterparts, underscoring
the significance of this problem (Cooper et al., 2006; Husain
et al., 2006). Singh et al. in a focus group study of South Asian
immigrant women who survived child sexual abuse noted
certain themes associated with resilience and healing: use of
silence, sense of hope, South Asian social support, social
advocacy and intentional self-care. Even though moderators
did not specifically ask questions on these topics, participants
were asked to comment on any other relevant topics at the end
of each focus group, but none of these topics were brought up.
This could be secondary to several reasons: participants’
uneasiness to discuss these sensitive topics, participants’ limited
knowledge or experience in these areas, research team
members’ hesitation to bring up these topics secondary to their
own discomfort, limited time given to each focus group and
small size and number of focus groups.

In addition, as majority of the participants were of Indian origin
and as moderators were also of Indian origin, there may have been
counter-transference issues such as over-identification which may
have steered discussions toward moderators’ issues. However, at
the start of the study, research team members acknowledged that
counter-transference could be a barrier for moderators to be
completely neutral. Hence, every attempt was made by the
research team/moderators to follow the focus group guide, use the
same domains of inquiry, function as listeners and remain
objective.

Finally, terms such as younger and older generation were used
frequently by participants. Even though 40 years was suggested as
a cut off to differentiate the 2 groups, it was arbitrary; future
studies should better clarify the relationship between age and
mental health issues among South Asians.
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Despite these limitations, as far as we know, this is the first
study that included only clinicians to understand common
problems, facilitators and barriers to treating mental health issues
among South Asians living in the US. We specifically chose
clinicians as participants as their perspectives and patterns of
practice can be important in defining standards of care.

8. Conclusion

The evaluation and treatment of South Asians with mental
illness requires understanding of the cultural values and beliefs
that drive symptom presentation and attitudes toward treatment.
Sensitivity to cultural issues and use of creative strategies to
address barriers to treatment may facilitate mental health care for
South Asians in the US. Further research is needed to develop and
evaluate strategies to improve acceptance of and compliance with
mental health treatment in this population.
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