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ROSSER-HOGAN, RHONDA, Ph.D. Dissociation and Posttraumatic Stress
Disorder in Khmer Refugees Resettled in the United States. (1991)
Directed by: Dr. Jack Bardon. 195 pp.

The purpose of this study was to examine the amount of trauma
endured in a nonpsychiatric population of Khmer refugees and DSM-III
diagnoses through current symptoms of dissociative states, posttraumatic
stress disorder (PTSD), depression and anxiety. Subsequent
relationships between individual trauma items and symptomatology were
examined as were relationships between all dependent variables. A total
weighted trauma score and a total additive trauma score were also
examined.

The Dissociative Experiences Scale (DES), the Hopkins Symptom
Checklist-25 (Cambodian version) (HSCL-25), and a PTSD symptom checklist
were used as dependent measures and were administered to 50 Khmer
refugees living in Greensboro, North Carolina. The independent variable
was amount of trauma measured by a trauma questionnaire,

Statistical analyses were conducted to determine if relationships
existed between the independent variable of trauma and the dependent
variables. The Pearson product moment correlation procedure was used to
provide coefficients to examine the various relationships.

Results of these analyses indicated statistically significant
relationships existed between amount of trauma and scores oun the DES,
PTSD symptom checklist, and HSCL-25 measuring depression, anxiety, and a
composite of both. Subsequent findings indicated clusters of individual
trauma items showed statistical significance to dependent variables,
Correlations between all dependent variables indicated statistical

significance. Analyses for a total trauma and a weighted trauma with



dependent variables were statistically significant, yielding similar
correlations.

Results of this study support the severity of psychic trauma and
the development of dissociative disorders in the Khmer. Results
indicated the existence of PTSD, depression, anxiety, and a composite of
anxiety and depression, and the existence of PTSD in conjunction with
other DSM-III-R disorders in a nonpsychiatric Southeast Asian refugee
population. Two new instruments with proven reliability and validity to
assess PTSD and dissociative disorders are now available to counselors.
However, further research is needed to validate the existence of
psychological disorders in nonpsychiatric Southeast Asian refugee

populations.
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CHAPTER I

INTRODUCTION

While there have been refugees in our world throughout
recorded history, today the increasing number of refugees demands
speclal attention. Smyser (1985) indicated that the second half of the
twentieth century has witnessed an explosion in the number of refugees.
Since 1945 there have been an estimated 60 million refugees worldwide,
more than twice the number of the preceding fifty years.

The refugee crisis in Indochina caused a flood of Southeast Asian
refugees to enter the United States. Indochinese people fled their
countries in a mass exodus as a result of the war between North Vietnam
and South Vietnam. The exodus began in 1975 following the surrender of
the government of South Vietnam to the Communist forces of the North,
the fall of the Cambodian capital of Phnom Penh, and the end of monarchy
in Laos (Krupinski & Burrows, 1986).

With the collapse of American intervention in Vietnam and Laos, the
United States also withdrew support from Cambodia in April of 1975. It
was at this time that the French-educated Communist Pol Pot recruited
Cambodians to become Communist guerrillas in an effort to eradicate the
intelligentsia and begin a new classless society. The Cambodian
holocaust engineered by Pol Pot and his "Khmer Rouge" followers
evacuated Cambodia's cities and dispersed the Cambodians to slave labor

farms or "re-education" centers. During this reign of terror, family



life was banned, Buddhist temples were destroyed, and human interaction
punished. The "Angka Loeu," as the Khmer Rouge called their regime,
demanded all sense of belonging and affiliation to the embodiment of the
Communist state (Hamilton & Hadjipani, 1985). Between 1975 and 1979
three to three and one half million Cambodians were executed or starved
to death under the brutality of Pol Pot's experiment in textbook
communism (Sheehy, 1982).

The Cambodian refugees, having suffered through the brutality of
the Pol Pot regime, experienced multiple traumas, including severe
torture. Little is known, however, of the psychological impact of
trauma on refugees (Mollica & Lavelle, 1988). 1In fact, clinical
descriptions of trauma-related psychiatric disorders were nonexistent
until Kinzie, Fredrickson, Ben, Fleck, and Karls (1984) described the
experiences of 13 Cambodian concentration camp survivors. In the most
recent study of the impact of war trauma and torture on Southeast Asian
refugees, Mollica, Wyshak, and Lavelle (1987) looked at the traumatic
events experienced by 52 Indochinese psychiatric patients. They found
that the refugees' traumatic experiences fell into four general
categories: deprivation (of food and shelter), physical injury and
torture, incarceration or re—-education camps, and witnessing killing and
torture. Their research emphasized the importance of clinicians working
with the Indochinese refugees to obtain a detalled trauma history as
well as to be able to recognize and treat trauma-related symptoms.

Although Mollica et al. (1987) indicated that no epidemiologic
studies exist on the prevalence of psychlatric disorders in ;ny

Southeast Asian refugee communities, a number of studies have reported



on the psychological adjustment of Southeast Asian refugees in America.
Clinicians working with these refugee populations have determined that
their ex r7ences have caused them psychological disturbance.
Krumperman (1981) reported that many refugees who experienced torture,
rape, and violence were subsequently prone to psychological problems
such as feelings of guilt, hostility, despondency, and inadequacy.

Duncan and Kang (1984) reported that large numbers of Khmer were
separated from their family members under circumstances that prevented
them from resolving their feelings of loss and grief. These separations
were often brutal and violent in nature. For example, they found it was
a common experience for many Khmer children to have seen family members
or friends cruelly punished or killed for talking to or even looking at
one another in the Pol Pot re~education camps. Their study emphasized
the enormity of the refugees' task as they try to resolve tremendous
personal grief and loss.

Robinson (1980) reported that not only have refugees left their
homeland, been separated from family and friends, and waited for
interminable lengths of time in refugee camps, but also they have faced
additional problems when they resettled in a new country - problems such
as cultural differences, language difficulty, inadequate housing, and
jobs of much lower status than in their own culture.

Tyhurst (1951) was the first to describe two distinct periods of
behavior observed in "displaced persons' seen at the Psychiatric
Institute in Montreal. He reported an initial period lasting for
several months during which the refugee feels euphoric. The second

period he described as the '"psychological arrival" during when the



individual increasingly recognizes differences in customs, idealizes the
past, and focuses on losses. Robinson (1980) similarly indicated that
after the process of resettlement, Indochinese refugees reflect upon
their whole ordeal and at such a time the full weight of their sorrow
and loss becomes apparent. Cohon (1977) discovered that depression
existed in 92% of 54 Indochinese refugee psychiatric patients living in
the San Francisco area for over two and one half years.

It is evident refugees have many issues to resolve. The Southeast
Asian refugees resettled in America have experienced multiple traumas
and tortures. The Cambodian or Khmer refugees in particular have
experienced more torture and trauma than other Indochinese groups
(Mollica et al., 1987). As Mollica and Lavelle (1988) emphasized,
the available psychosocial adaptation studies and clinical
investigations of refugees had not looked at psychiatric disorders (such
as posttraumatic stress disorder, PTSD) and related traumatic events
until Kinzie et al. (1984) reported on Cambodian concentration camp
surv vors. A recent study by Mollica and Lavelle (1987) showed that
Indochinese refugee psychiatric patients are survivors of multiple
traumas and tortures and many suffer from both depression and
posttraumatic stress disorder. They indicate the importance of PTSD as
a secondary diagnosis and that PTSD was almost always associated with
another disorder.

Putnam (1985) suggested that a link exists between the severity of
psychic trauma and the subsequent development of dissociative disorders.
His research examined other populations that had experienced varying

forms of extreme trauma. However, as Spiegel (1986) indicated, there is



only limited empirical validation of the effects of trauma and the
phenomenon of dissociation. Additionally, no research has been
conducted on the development of dissociative disorders in Southeast
Asian refugees. In particular, the Khmer refugee has recently been
identified as the most severely traumatized Southeast Asian refugee
ethnic group (Mollica et al., 1987).

Mollica and Lavelle (1988) have called attention to the fact that
no research exists on the prevalence of refugee trauma and trauma-related
psychiatric disorders. Currently, moreover, there is no published
research on the incidence of dissociation in any Southeast Asian refugee
population. Specifically, the relationship between dissociation and
trauma has never been examined in this unique population. The
unavallability of reliable and valid means of measuring dissociative
states has recently been changed through the development of the
Dissociative Experiences Scale (DES) (Bernstein & Putnam, 1986).

Needed is research that examines the amount of trauma and the
relationships between this trauma and the ex “ence and degree of
various psychological disorders. In fact, no known research to date has
explored the relationships among amount of trauma, dissociation, PTSD,
anxiety, and depression. This study proposes to examine these
relationships and provide empirical validation by documenting the amount
of trauma endured in relation to the incidence of dissociation, PTSD,
anxiety, and depression in Khmer refugees.

Posttraumatic Stress Disorder, Dissociation, and
the Southeast Aslan Refugee

Posttraumatic stress disorder (PTSD) is a subclass within the

anxiety disorders category in the third edition (revised) of the



Diagnostic and Statistical Manual (DSM~III-R) (American Psychiatric

Association, 1987). This disorder is manifested in many individuals who
have lived through a particularly stressful and traumatic event. The
disorder seems to affect individuals more acutely when the traumatic
event is a deliberate man-made disaster (Laufer, Frey-Wouters,
Donnellan, & Yager 1981; Laufer, Frey-Wouters & Gallops, 1984; Silver &
Iacono, 1984.) Specifically Laufer, Frey-Wouters, and Gallops (1985)
found that combat exposure and witnessing abusive violence contributed
to higher rates on an intrusive imagery scale. Laufer, Brett, and
Gallops (1984) discovered that both the witnessing of abusive violence
and exposure to combat related significantly to higher scores on their
Reexperiencing and Denial Disorder Scales.

August and Gianola (1987) compared the symptomatology of Vietnam
veterans suffering from psychiatric disorders related to war trauma and
Southeast Asian refugees with mental health disorders. They found
striking similarities to exist in these two seemingly disparate
populations. Their research also indicated that although the Southeast
Asian refugee population is significant in the United States, there are
only two published articles connecting PTSD with symptoms in Southeast
Asian refugees (Kinzie et al.; 1984, Boehnlein, Kinzie, Rath, & Fleck,
1985). They further indicated that no large-scale epidemiological study
exists determining whether PTSD or other trauma-induced disorder is
prevalent in this population.

Kinzie et al. (1984) were the first to examine clinical descriptions
of trauma-related psychiatric disorders and PTSD in survivors of

Cambodian concentration camps who were patients at the Indochinese



Psychiatry Clinic. Their patients were found to meet the DSM-III
diagnosis for PTSD in addition to a diagnosis of depression. Mollica,
Wyshak, and Lavelle (1987) found in their six-month treatment outcome
study of 52 Indochinese patients that 26 met the DSM~III criteria for
PTSD, while 37 met the DSM~IIT diagnosis for major affective disorder.
These studies indicate Indochinese refugee patients suffer both
depression and trauma-related symptoms.

PTSD includes many of the salient features associated with
dissociative states. XKluft, Steinberg & Spitzer (1988), reviewers for
the DSM-III and DSM-III-R, indicated that posttraumatic stress disorder
was proposed for reclassification from the Anxiety Disorders to the
Dissociative Disorders section in the DSM-III-R. They reported many of
the symptoms operative in posttraumatic stress disorder are dissocilative
in nature. In particular, the essential feature of Dissociative
Disorders, "a disturbance or alteration in the normally integrative
functions of identity, memory, or consciousness" (American Psychiatric
Association, 1987, p. 269), operates in instances where the mind is
impaired in its capacity to contain memories (Xluft, Steinberg &
Spitzer, 1988). Similarly, Horowitz (1986) described the symptoms of
numbing and intrusive phenomena found in PTSD as being consistent with
the dissociative process.

Putnam (1985a) reported that in many traumatic situations a
connection between traumatic events and the development of dissociative
symptoms has been documented. In addition, the literature has
increasingly focused on the contribution of dissociation to

PTSD (Blank, 1985; Bliss, 1983; Gelinas, 1984; Kolb, 1985). Brende



(1985) noted that many individuals suffering with PTSD also suffered
from split identity processes, inherent in forms of dissociative
disorders. Similarly, Bernstein and Putnam (1986) found subjects with
PTSD scored in the high range on the Dissociative Experiences Scale,
indicating the existence of dissociative disorders.

In summary, it is evident the Cambodian refugees resettled in the
United States have endured extreme and multiple traumatic experiences.
Posttraumatic stress disorder among these Indochinese refugees has been
quantified in limited studies of Indochinese psychiatric populations
(Kinzie et al. 1984; Mollica et al., 1987). It has been associated in
both instances with depression and trauma-related symptoms.

What is lacking is research in nonpsychiatric Southeast Asian
refugee populations to examine the relationships between the amount of
trauma and other psychological disorders such as dissociation, PTSD,
anxiety, and depression. Such research may further substantiate the
role extreme trauma plays in the development of psychological disorders.

Statement of the Problem

The problems addressed in this study is to determine whether
relationships exist between the amount of trauma endured by the Khmer
during the Pol Pot regime and (a) current dissociative states as
determined by scores obtained on the Dissociative Experiences Scale
(DES) (Bernstein & Putnam, 1986), (b) PTSD as determined by the PTSD
symptom checklist, and (c) anxiety and depression as determined by
scores obtained on the Hopkins Symptom Checklist-25 (Cambodian version)

(Mollica, 1986).



Purpose of the Study

This research was designed to examine the relationships between the
amount of trauma endured in a nonpsychiatric population of Khmer
refugees and DSM-III-R diagnoses through currrent symptoms of
dissociative states, PTSD, depression, and anxiety. Findings of this
study are expected to empirically validate limited previous studies
regarding the existence of psychological disorders in Southeast Asian
refugee populations. In addition, this research explores dissociative
phenomena in a Southeast Asian refugee population, heretofore not
examined in the literature., Specifically, the research will determine
the amount of refugee trauma and the relationship between this trauma
and the trauma-related psychological disorders of dissociative states,
PTSD, depression, and anxiety.

Research Questions

To explore the relationship between the amount of trauma endured
and the incidence of psychological disorders, five research questions
were developed: (1) Does a statistically significant positive
correlation exist between the amount of trauma experienced by Khmer
refugees and the development of dissociative disorders? The limited
studies on dissociation and trauma have indicated the more extreme the
psychic traﬁma, the greater the incidence of dissociative phenomena
occuring (Putnam, 1985).

(2) Does a statistically significant positive correlation exist
between the amount of trauma experienced by Khmer refugees and
post—-traumatic stress disorder symptomatology? Again, the literature

reflects that significant amounts of psychic trauma appear to result in
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the development of PTSD symptomatology (Loufer, Frey-Wouters & Gallops,
1985; Vander Kolk, 1984). 1In the two studies on PTSD in the Southeast
Asian refugee population, PTSD was prevalent (Kinzie et al., 1984;
Mollica et al., 1987).

(3) Does a statistically significant positive correlation exist
between the amount of trauma experienced by Khmer refugees and a
diagnosis of depression? Mollica et al. (1987) indicated depressive
symptomatology in the majority of their subjects with PTSD who had
experienced severe trauma.

(4) Does a statistically significant positive correlation exist
between the amount of trauma experienced by the Khmer refugee and a
diagnosis of anxiety?

(5) Does a statistically significant positive correlation exist
between the amount of trauma experienced by the Khmer refugee and a
total diagnosis on the HSCL-25 of anxiety and depression? The available
literature on trauma and HSCL-25 scores (Mollica et al., 1987) suggests
that a positive correlation should be expected.

In addition, the data were examined to discern what other factors
and hypotheses may be generated by this study. The heuristic value will
be in questioning what the data seem to indicate about the need for
further research in the areas of trauma, dissociation, PTSD, anxiety,
and especially depression in this heretofore unexamined Southeast Asian
nonpsychiatric refugee population.

Definition of Terms

Specific terms used in this research pertaining to the culture

studied and methods of measurement used must be defined operationally.
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Khmer is used to designate the ethnically dominant inhabitants
(and their language) of ancient and modern Cambodia (Ebihara, 1985).
In this study, Khmer are those Khmer resettled and now living in
Greensboro, North Carolina.

Dissociation is defined as a psychological phenomenon that has as

its essential feature "a disturbance or alteration in the normally
integrative functions of identity, memory, or consciousness. The
disturbance or alteration may be sudden or gradual, and transient or
chronic" (American Psychiatric Association, 1987, p. 269.) Different
forms of dissociative disorders lie on a continuum from the minor forms
of dissociation of everyday life to major forms of psychopathology such
as multiple personality disorders (Bernstein & Putnam, 1986).

Dissociation will be measured by scores on the Dissociative Experiences

Scale (DES) (Bernstein & Putnam, 1986) which is used to distinguish
between Khmer refugees with a dissociative disorder and those without.

Posttraumatic stress disorder (PTSD) is defined as a disorder that

has as its essential feature the development of characteristic symptoms
following a stressor that is outside the range of usual human experience
(American Psychiatric Association, 1987). Symptoms characteristic of
the disorder involve re-experiencing the traumatic event, avoidance of
stimuli associated with the event or numbing of general responsiveness,
and increased arousal. PTSD will be measured using a self-report

PTSD symptom checklist. This checklist, developed specifically for this
study, reflects the diagnostic criteria for posttraumatic stress

disorder, number 309.89, in the DSM-III-R.
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Trauma is defined as the experiences of Cambodian refugees from
1975 through 1979 in Cambodia during the reign of terror under Pol Pot's
dictatorship. Trauma will be measured using a 2l-item checklist
obtained from Dr. Kenneth Meinhardt used in the Asian Health Assessment
Project (1986) in California. It is measured by a "yes" or "no"
checklist regarding the severity of traumatic experiences endured by the
Khmer refugee during the Pol Pot era.

Anxiety is defined as significant emotional distress experienced
through symptoms of increased arousal and disquietude. Anxiety will be
measured using the Hopkins Symptom Checklist-25 (HSCL-25), Cambodian
version (Mollica, 1986), which is used to identify Khmer refugees with
symptoms universally associated with anxiety (Mollica, Wyshak, de
Marneffe, Khuon, & Lavelle, 1987).

Depression is defined as significant emotional distress experienced
through symptoms of chronic mood disturbances with a diminished interest
in life. Depression will be measured using the Hopkins Symptom
Checklist-25 (HSCL-25), Cambodian version (Mollica, 1986), which is used
to identify Khmer refugees with symptoms universally associated with
depression (Mollica et al., 1987).

Organization of Chapters

In this study, Chapter II will present literature related to the
trauma the Khmer refugee has endured and the effects of that trauma.
Dissociation as well as PTSD in populations that have experienced
extreme trauma similar to that of the refugee will be addressed.

Chapter III presents the methodology used for this study and information

on inclusion of the traumatic events chosen for study with this
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population. In addition, the description of the population studied, the
instruments used, procedures, and methods of analyzing data are
detailed. Chapter IV is a report of results of the study. Chapter V

presents the discussion, recommendations, and conclusions of the study.
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CHAPTER 1II

REVIEW OF LITERATURE

This chapter details the research on Southeast Asian refugees (with
emphasis on the Khmer), and the traumas they have suffered. A section
on dissociation follows. Also included is a review of the research on
posttraumatic stress disorder (PTSD) and the manifestation of this
disorder in individuals having suffered severe traumas.

Southeast Asian Refugees and their Trauma

Southeast Asia consists of the countries of Vietnam, Cambodia, and
Laos. From the beginning of the Vietnam war in the late 1960's to the
mid-1970's, there were long and violent civil wars. During these wars
there was an unusually high level of brutality and cruelty. Prisoners
of war, civilians, and soldiers on both sides received inhumane
treatment. Although different factions were fighting, traumatic
experiences of Southeast Asians were similar.

Indochinese refugees have experienced multiple losses: their
homeland, occupational status, and material possessions. Moreover, they
have experienced loss through the deaths of significant others -- their
families and friends. Rumbaut (1985) called this a "crisis of loss."
Significant family members often were left behind; £frequently, it was
not known whether they were alive or dead. Brown (1982) noted that
essentially all Indochinese refugees have experienced leaving one or

more close relatives in Communist Indochina or in a refugee camp. He
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identified this as the most difficult problem of the Indochinese
refugee. McLeod (1986) reported that the mass killings and forced
relocations of the Pol Pot regime in Cambodia caused roughly 80 percent
of Khmer refugees to be completely cut off from their families left
behind.

The two phases or '"waves" of Indochinese refugees resettling in the
United States possess different characteristics. The first wave of
about 130,000 refugees were primarily Vietnamese and were generally
urban and highly educated. The second wave from 1978 to the present is
characterized by more rural and less educated refugees whose disparities
in economic, cultural, and psychological aspects have caused them
difficulties in adapting to the United States (Rumbaut, 1985). Those
refugees who were evacuated to the United States in 1975 were not
subject to the traumas the second wave of refugees experienced. This
second wave experienced a trek of danger, whether by boat or through the
jungle on foot. Boman and Edwards (1984) reported many refugees crossed
the ocean in overcrowded, unseaworthy vessels without adequate water,
food, and fuel. These refugees also were subjected to tropical storms
and the terror of Thai pirates. Other refugees not escaping by boat
trekked through the jungles of Vietnam fleeing Communists., During these
dangerous journeys, refugees experienced near—-starvation, disease, death
of members of their group, and the constant fear of being captured.

Many refugees died or were maimed by land mines. One Khmer refugee
woman described how during her escape with four friends, all were killed
but herself when she saved her life by crouching behind a bush (Spears,
1986). A Khmer man reported he was only thirteen when he lived in the

jungle for a full year "like an animal" eating frogs, plants, and the
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leftovers of monkeys (Stuart, 1982). He experienced seeing the bones of
hundreds of refugees who had been victims of tigers, snakes, and
elephants, or who had died of malaria, starvation or murder by other
Cambodians, the Vietnamese, or the Khmer Rouge. During the time alone
in the jungle, he also witnessed many being killed by punji stakes and
land mines. During his trek, he described, he "lost almost all desire
to live, eating only to make myself feel better" (Stuart, 1982, p. 51).

Nguyen (1982) indicated that Indochinese refugees have been
traumatized by over 40 years of continuous warfare and political
turmoil. He also reported the Southeast Asian refugees lived under
horrible conditions in refugee camps and languished for months and often
years before acceptance to a country for resettlement,

Mollica et al. (1987) found that, of 52 patients treated at their
Indochinese Psychiatry Clinic, all had experienced traumatic events.
These events were during the three periods of the war, the escape, and
in the refugee camp before coming to America. The authors found that
the traumatic experiences of the refugees fell into the four general
categories of 1) deprivation, 2) physical injury or torture, 3)
incarceration or reeducation camps, and 4) witnessing killing and
torture. The specific traumatic events included lack of food or water,
i1l health, lack of shelter, imprisomment, war injury, torture, sexual
abuse, social isolation or solitary confinement, being near death or
witnessing death, being lost or kidnapped, witnessing murder or torture,
and "other" such as forced separation from children (Mollica et al., p.
1568).

The experience of seeing loved ones tortured and killed is common

to the Southeast Asian refugee experience, particularly the Khmer,
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Duncan and Kang (1984) reported large segments of the Cambodian
population were relocated within the country with children separated
from their families. They also indicated that children were put in the
position of watching their parents being tortured and killed when the
Khmer Rouge executed their enemy. Santoli (1983) described the horror
of children being separated from their families and the terror of the
killing, blinding, and wounding of women and children. Hawk (1982)
estimated 15,000 to 20,000 refugees were exterminated in Cambodia at
Tuol Sleng, a former school, where prisoners were isolated and shackled
to chains cemented on the floor., He said these prisoners were
photographed, interrogated, and tortured into confessing to be agents
for the CIA or KGB.

Many Khmer refugees in reeducation or forced labor camps were
known to be killed for not working hard enough, often by a hatchet blow
to the back of the neck (Time, 1979). Additionally, children considered
"undesirable" by the Khmer Rouge were chained together and buried alive
in bomb craters with dirt shoveled on them by bulldozers (Time, 1979).
In one incident, approximately 300 Khmer were shoved off a high cliff in
Cambodia by a bulldozer into a mass grave ( Ham El, personal
communication, July 1984). Kinzie et al, (1984) found their Cambodian
patients avoided discussing the terror endured during the Pol Pot
regime, After direct questioning, however, all but one patient
described forced rapid migration from their home, forced labor,
separation from families, starvation, frequent beatings, common
indiscriminate killing, as well as close family members who had been

killed or starved to death during their internment.



18

In a poignant case history, Lavelle and Mollica (in press)
described the torture and sexual assault of a Laotian refugee who had
been a professor of languages and fluently spoke nine languages. She
was found on numerous occasions wandering in a disoriented state in
cities in both the United States and Canada. She had experienced five
years of captivity wherein she was tortured and raped nightly by 20 to
30 guards. Her experience 1s not uncommon to some Southeast Asian
refugee women.

Var (1980) indicated that under the Communist rule, people were
forced to work with barely any food. The Khmer people often ate rats
and mice and would take chances in digging up the dead for food. If the
Khmer Rouge caught them doing this, they were shot.

A Khmer refugee now living in America witnessed the deaths of all
his family members. He relates having seen thousands die, but in
particular recalls the horror of seeing babies smashed and the impact of
his friends being hit by bullets as they stood next to him (Stuart,
1982). He watched many people die of starvation, and people being
executed for no reason., He indicated the Khmer Rouge often made him
watch as they cut the livers out of living people. 1In one re-education
camp, he recalled all of the children having been suffocated with
plastic bags tied over their heads. Miraculously, he was overlooked.

The Khmer people in particular have witnessed the most horrific of
tortures. Var (1980) related having seen four or five people lined up,
standing front to back, to have a sharp bamboo stick stuck through them
all at the stomach before being pushed into a river. He also indicated

that often 10 to 50 people were tied one by one to a tree where they
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were slit open from the breastbone down. The Khmer Rouge soldiers would
cut out a person's liver and, in front of onlookers, put it into boiling
water. After the liver was cooked they would then eat it. One by one
these people were forced to watch and wait for their own deaths. He
reported these people were killed slowly so those that were allowed to
live would “learn a lesson."

Many children were forced to watch as Khmer Rouge soldiers tossed a
baby back and forth until he was dropped and killed. One Khmer recalls
"you could not speak, not cry out. Just watch. The killing was right
in front of me. My eyes saw, but my mind was somewhere else. I didn't
feel anything" (Sheehy, 1984, p. 49).

Many Khmer children were forced to kill their peers. In the
re—education camps when a child refused to work, for whatever reason,
other children were made to use a portable guillotine device on the
transgressor (Time, 1982).

In summary, the Southeast Asian refugees resettled in the United
States have been witness to and have survived extreme forms of torture
and traumatic experiences. The Khmer people, having lived through the
genocide of the Pol Pot regime, are the most severely traumatized.
Mollica et al. (1987) found in their study of traumatic events
experienced by the Indochinese, that their Cambodian patients had
experienced more trauma and/or torture than the other Indochinese
studied., The available literature reveals that the trauma and tortures
endured encompass separation from family wmembers, witnessing deaths of
family members and friends, physical assault on personhood, rape, being

forced to kill others, and going without food and water.
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Additionally, the terrors involved in trekking on foot through the
jungle to a refugee camp or by surviving the attacks of pirates at sea
on an overcrowded vessel, are all a part of the traumas these people
have endured. Between three and three and one half million people in a
country of 7.5 million were butchered or starved to death (Sheehy,
1982).,

Effects of Trauma on Victimized Individuals

Medical reports and psychiatric literature have documented the
relationship between traumatic events occurring in a person's life and
the phenomenon of stress and delayed stress reactions (Lifton, 1983).
Figley (1978) reported that severe traumatic life events produce a
unique set of symptoms and reactions that have been documented in
experimental, clinical, and field studies. Traumatic events can produce
long-term stress responses wherein the survivor is attempting to
integrate the traumatic episode (Lifton, 1967; Gleser, Green, & Winget,
1981; and Niederland, 1968).

Although the severity of the psychological sequelae may vary in
intensity, there is a plethora of documented evidence indicating that
traumatic symptoms and psychological reactions exist in individuals who
have been traumatized. In a study of individuals surviving prisoner of
war and combat experiences, Arthur (1982) found that subjects suffered
from psychological distress, manifested in symptoms of sleeplessness,
suspiciousness, chronic anxiety, depression, recurrent and distressful
dreams, and a startle reaction. Others (Biebe, 1975; Kral, Poyder, &
Wigdor, 1967; Nefzger, 1970; and Strom, 1968) determined that physical

and psychological distress existed in former concentration camp
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prisoners after the Second World War. Similarly, Eitinger and Weisaeth
(1980) noted intense responses to the traumatic experiences of hostages.
Survivors of Nazi concentration camps have been reported at different
times after their release or repatriation to suffer from symptoms
identical to those of patients described as having post-traumatic stress
disorder (Antonovsky & Maoz 1971; Chodoff, 1969; Eitinger, 1961; Hoppe,
1971; Niederland, 1968; Tuteun, 1966). Janoff-Bulman (1985) posited
that while posttraumatic stress disorder is most often associated with
Vietnam War veterans, those symptoms additionally describe individuals
who have survived other traumatic events such as disasters, serious
crime, and accidents. Many researchers also have noted the propensity
for traumatic symptomatology in individuals who have survived different
traumatic experiences. These symptoms can be found in individuals who
experienced the trauma of rape (McDonald, 1979); the Holocaust (Furst,
1967; Krystal, 1968); the Hiroshima Blast (Liftom, 1967); in persons
taken as hostages and imprisoned (Wolk, 1981); and in having been a
prisoner of war (Corcoran, 19823 Ursano, Boydstein, & Wheatley, 1981).
Breslau and Davis (1987) recently wrote that Vietnam veterans who
participated in atrocities have greater numbers of combat stressors and
are more at risk for posttraumatic stress disorder. This research
replicates previous work by Laufer, Frey-Wouters and Gallops (1984) who
initially found that participation in atrocities markedly increased the
risk of Vietnam veterans having posttraumatic stress disorder. Van der
Kolk (1984) additionally emphasized the significance of the type and
intensity of trauma endured and the development of social or psychiatric

dysfunction.
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Effects of Trauma in Refugee Populations

Since World War II, many researchers have noticed and studied the
increased incidence of mental dysfunction in refugee populations
(Eitinger & Grunfeld, 1966; Krupinski, Stoller, & Wallace, 1973;
Pederson, 1949; Rumbaut & Rumbaut, 1976). In general, the results of
studies indicate that traumatized refugee persons are at greater risk
for developing mental disorders.

Sterba (1949) found that displaced children from the Nazi regime
suffered from aggressiveness and depression in response to the losses of
parents, homes, and country. Later, Allodi (1980) found Chilean refugee
children and adults to have the prevalent symptoms of withdrawal,
depression, weight loss, sleep disturbances, regressive behavior, and
- somatic complaints. Allodi and Cowgill (1982) identified a '"torture
syndrome" in a study of Latin American refugees in Canada. Torture
victims in his study showed symptoms of severe anxiety, insomnia,
suspiciousness, and somatization. Similarly, Chodoff (1975) and
Trautman (1964) noted psychological dysfunction was the result of the
concentration camp experience wherein individuals experienced the
constant fear of death, loss of relatives, forced labor, deprivation of
food and water, and meaningless arbitrary executions. They felt a
"syndrome" resulted from the trauma of concentration camp experience and
a similar and persistent symptomatology existed in those individuals
suffering from this experience. Ostwald and Bittner (1968) found in
concentration camp survivors, who years later were adapting, persistent
symptoms still had long-lasting effects. Those symptoms which

consistently existed in concentration camp survivors included sleep
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disorders, anxiety, chronic depression, fatigue, recurring nightmares,
hyperactive startle reaction, rumination, isolation, and irritability.

Tyhurst (1951) described displaced persons seen at a psychiatric
institute in Montreal, 1In this classic study he found that initial
reactions of euphoria gave way to a longer period of "psychological
arrival." This period was characterized by suspiciousness, anxiety,
depression, and somatic complaints. Similarly, Pederson (1949) also
noted the prevalent symptoms of depression, and increased withdrawal
with suicide attempts in response to social displacements among refugee
populations.

Krumperman (1981) investigated the psychological consequences of
violence in a refugee population. He found that the experiences of
torture and rape resulted in somatic concerns, suspiciousness, and
depression.

Eitinger (1984) described the problems concerning victims of
violence and disaster to include the torment of anxiety, depression,
sleeplessness, nightmares, dread of repetition of the frightening
events, withdrawal from society, a sense of insufficiency, guilt, and
extreme emotional liability.

Tyhurst (1977) found in his clinical and field experience of 27
years with Hungarian, Czechoslovakian, and Asian refugees, a
characteristic cluster of symptoms. He described these symptoms as
being represented by suspiciousness, vigilance, fatigue, generalized
hypochondriasis, anxiety, and depression., One major component of the
"social displacement syndrome" he described is the refugees'

disorientation to time and place, accompanied by confused states and the
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concomitant impairment of their interpersonal and social skills.

In a study of Jewish concentration camp refugees in Norway,
Eitinger (1960) indicated that somatic complaints, restlessness,
depression, and outbursts of crying and fainting were primary
symptomatic manifestations of the effects of trauma.

In summary, based on the existing literature on the effects of
trauma in differing refugee populations, it is evident that specific
symptoms are common to those of the survivors of severe traumatic life
episodes. Parson (1985) reported that although specific symptoms may
vary in individuals, certain are common to most survivors of traumatic
events. He described these as waking memories reminiscent of the

' somatic complaints, "traumatic" dreams,

original trauma or "flashbacks,'
nervousness, irritability, explosiveness, problems in intimacy,
withdrawal, and emotional numbing. The emotional reactions of
depression, fear, anxiety, shock, helplessness, and confusion have been
found to be common psychological experiences shared by a wide variety of
victimized individuals (Janoff-Bulman, 1985). Additionally, the
substantial body of literature on the emotional responses of victims and
survivors indicates striking similarities and long-lived symptomatology.
The psychological symptoms in refugee populations are comparable to
those of individuals experiencing a wide variety of severe traumatic

experiences.

Effects of Trauma in Southeast Asian Refugee Populations

Unfortunately, a paucity of research exists linking clinical
descriptions of trauma with psychiatric disorders in any population, and

specifically the Southeast Asian refugee population. Kinzie et al.
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(1984) were the first to give clinical descriptions of a trauma-related
psychiatric disorder in their description of 13 Cambodian concentration
camp survivors. They found, in their sample of 13 Cambodian refugees
who had survived two to four years of forced labor in Pol Pot
concentration camps, that the DSM-III criteria for posttraumatic stress
disorder (PTSD) as well as depression were met. The symptoms all of
these refugees exhibited had lasted a minimum of three years after their
concentration camp experience. Symptoms included nightmares, emotional
numbness, avoidance, hyperactive startle reactions, and intrusive
thoughts. Kinzie et al.'s (1984) study gives important cross-cultural
validation to the diagnosis of PTSD in this unique Southeast Asian
population,

Boehnlein et al. (1985) found in their ome-year follow-up study of
PTSD in Kinzie et al.'s (1984) sample of Cambodian concentration camp
survivors that five of these refugees no longer met the diagnostic
criteria for the disorder. Three refugees' symptoms had improved. The
most consistent improvement was in the intrusive symptoms. These
included sleeplessness, startle reactions, and nightmares. Symptoms
with the least improvement were the refugees' sense of shame, social
isolation, avoident behavior, and the ability to care for others. The
authors pointed out that even the patient group that experienced a
reduction in symptoms was still unemployed or unable to attend English
as a Second Language instruction. They indicated the need for future
research to address the issue of remission in such groups and the

reemergence of previous symptoms.
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Mollica et al. (1987), in the most recent and comprehensive
overview of trauma-related symptoms in Indochinese psychiatric patients,
found in 52 patients studied that each patient had experienced a mean of
ten traumatic events and two torture experiences. Additionally, they
found 26 of their patients with the diagnosis of PTSD had experienced an
average of twice as many traumatic events as other patients with other
diagnoses. They also found their Cambodian patients had experienced
more trauma and torture than Vietnamese or Laotian patients. The
Cambodian patients additionally met the DSM-III criteria for a diagnosis
of major affective disorder. Both Kinzie et al. (1984) and Mollica et
al. (1987) have revealed that many Indochinese patients suffer from
PTSD as well as another illness, usually major affective disorder.
Mollica et al. (1987) indicated the importance of PTSD as a secondary
diagnosis, and their study at the Indochinese Psychiatry clinic revealed
that PTSD was almost always associated with another disorder. Their
findings "point to the importance of conducting epidemiologic studies in
refugee communities to determine the extent of traumatic experiences and
the prevalence of psychiatric disorders in non-patient populations"
(Mollica et al., 1987, p. 1570).

August and Gianola (1987) hypothesized that Southeast Asian refugees
and Vietnam veterans suffer similar symptoms from disorders induced by
war trauma. They indicated that no large-scale epidemiological studies
have been conducted on Southeast Asian refugee populations to verify the
incidence and prevalence of PTSD or other trauma-related disorder in
this population. They further suggested that war and trauma-related

psychological distress may be prevalent in Southeast Asian refugee
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populations. Their article points to the lack of research in this
important area.

At this writing, only two published articles exist connecting
trauma with posttraumatic stress disorder in Southeast Asian refugees.
Westermeyer (1985) predicted that mental health problems will continue
in the next few decades in the Southeast Asian refugee population. It
is important for researchers to address the lack of research on
Southeast Asian refugees and mental disorders. More information would
add to the body of literature and could help alleviate unnecessary
suffering in Southeast Asian refugee populations.

Psychosocial Adjustment in Southeast Asian Refugee Populations

Early studies on the resettlement of Indochinese refugees focused
on the first wave, who appear to have adjusted more successfully than
later or second wave refugees. One major early study by Montero (1979)
sampled 15,000 Vietnamese refugees between July 1975 and August 1977,
This study found that, in spite of cultural and language barriers, 94
percent of these refugees were gainfully employed. Their employment
indicated downward occupational mobility, most significantly in
Vietnamese who had been in managerial or professional capacities in
their own country.

Another major early adjustment study by Vignes and Hall (1976) on
50 Vietnamese families living in Baton Rouge, Louisiana, concluded these
refugees had made a good adjustment with only four percent of these
families receiving welfare. This study also estimated the prevalence of
mental disturbance among the entire population of 488 Vietnamese in

Baton Rouge. They found the prevalence of psychiatric disorders and the
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concomitant treated incidence of mental illness to be no greater than
that of the general population. This study concluded the Vietnamese had
few difficulties in adjusting to life in America.

Rumbaut (1977) suggested that even under ideal circumstances, a
refugee's emotional resilience is fully tested, in that the resettlement
process is a high demand, low control situation that causes severe
psychological distress even among the best prepared refugees. Starr,
Roberts, LeNoir and Nguyen (1977) studied 350 Vietnamese who had been in
the United States an average of three years in Florida, Alabama,
Louisiana, and Northern California. They found that these refugees had
good jobs, spoke good English, and earned more money than other previous
refugee groups. However, these Vietnamese refugees suffered mental
health problems and a variety of psychosomatic complaints.

Lin, Masuda, and Tazuma (1979; 1982; 1984) reported their results
from a longitudinal study on the psychosocial adjustment of the first
wave of Indochinese refugees. Their sample was composed of 282
Indochinese refugees. Forty of these refugees were evaluated in all
three phases of their study. Over a three-year period these refugees
had made a remarkable resettlement based on employment, decrease in
public assistance, home ownership, and other areés pertaining to
adjustment in the United States., They found, however, through the
Cornell Medical Index, that these same refugees consistently experienced
high emotional stress over the entire three-year period of the study.

At least one half of these refugees had scores on the Cornell Medical
Index indicating severe psychological distress. The authors pointed out

that although these refugees had adapted to their new life socially,
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they continued to experience extreme psychological distress. It seems
that external social adaptation does not mean that internal
psychological problems are necessarily resolved.

More recent studies focusing on the second wave of refugees
(arriving from 1979 to the present) are unfortunately far less
optimistic than earlier studies. Kim (1980) found, in a survey of 1,627
heads of Indochinese households in Illinois, that these refugees lived
in marginal circumstances. The majority were either unemployed or
severely underemployed. Additionally, he found these Indochinese
refugees had few marketable skills and little language ability in their
new country. Barbara, Neuwirth, and Clark (1980) found Southeast Asian
refugee families in Canada to have the same experiences as the study by
Kim (1980) in America indicated,

Bruno (1984), in her work with the Khmer in New York City, found
acculturation difficulties abounding in this population. She cited poor
housing, language barriers, hostility from Americans, as well as
"survivor guilt" (Lifton, 1967) among resettled Khmer as causing them
many problems. Additionally, many refugees face a loss of status in
their employment, causing depression. Other refugees who were rice
farmers in Cambodia found American employment extremely complex. Bruno
(1984) also pointed out that most Khmer refugees suffer from prolonged
malnutrition. As a result, dental problems, hepatitis, anemia,
intestinal parasites, and tuberculosis are extremely prevalent in
resettled Khmer refugees.

Haines (1982) addressed several general reemergent themes in the

assimilation of Indochinese refugees in America. His research focused
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on the initial problems Indochinese refugees must address as well as
economic adjustment. Haines (1982) defined serious health problems, the
lack of English language, a lack of understanding as to how things work
in the United States, availability of rental housing, and the constant
worry over family left in the course of exodus as the major problems for
Indochinese refugees in America. In regard to employability, Haines
(1982) pointed out that even when these refugees are employed, their
wages are not sufficient to support the needs of the household.

Rumbaut (1985; 1986), in one of the most comprehensive studies on
the adaptation of Indochinese refugees called the Indochinese Health
Adaptation Research Project (IHARP), researched pre—- and postmigration
variables relating to adaptation of refugee families in San Diego
County, California. Forty thousand Indochinese refugees in San Diego
County were randomly sampled, and respondents were interviewed at length
in 1983 and again in 1984. Rumbaut (1985; 1986) found three
out of four families had gross annual incomes well below the poverty
line. The poverty rate, unemployment rate, and welfare dependency rate
of these refugees were much higher than the general population or other
groups in San Diego County. He also found these refugees lived in
low-rent districts, in overcrowded conditions, with a mean of 2.0
families sharing an apartment. The psychological adjustment of these
refugees was assessed through a '"Psychological Well-Being Scale" as well
as open-ended, in~depth interviews. Rumbaut (1985; 1986) found mental
health problems to be especially severe among the Khmer and Hmong ethnic
groups. Depressive symptomatology was especially high among those

refugees with the most traumatic migration histories as well as older
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refugees, the widowed, those dependent on welfare and those with the
least English proficiency. Six out of ten Hmong and Khmer refugees
additionally reported sleeplessness, loss of appetite, and nightmares.
Particularly significant was the fact that the "Khmer refugees had
higher scores on depression than any other ethnic group previously
studied with similar measures" (Rumbaut, 1985, p. 31). Rumbaut's (1985;
1986) research suggests that serious economic, cultural, and
psychological problems affect the adjustment of Indochinese refugee
populations in America. He emphasized the need for more prevention and
policy-oriented research, including mental health research, to help
these refugees.

Brown (1982) found a number of emotional influences affect the more
tangible issues of refugee resettlement, such as employment, housing,
and English language proficiency. He described the refugees' most
difficult problem as separation from family members. Although these
refugees may have safety and material well-being, Brown (1982) suggested
the importance of family causes the Indochinese refugee with family left
behind immense worry and guilt. Additionally, "survivor guilt,"
downward occupational mobility, frustrations over worthlessness and
failure (leading to domestic violence and alcoholism), communication and
cultural barriers, as well as intergenerational conflicts, all affect
the ability of the Indochinese refugee to make a successful adjustment.

In a report on the physical and emotional needs of Indochinese
refugees in America, Robinson (1980) emphasized that the prolonged
conditions of severe physical and emotional stress have caused these

people problems in their adjustment. He noted that these refugees are
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"still vulnerable from their anguishing experiences and are confronted
with the baffling complexities of resettlement and adjustment to life in
this country" (p. 24). He added that many Indochinese refugees suffer
depression over a sense of frustration and helplessness.

In other countries, researchers have found similar findings among
resettled Southeast Asian refugees. Nguyen (1982), working in Canada,
found in 38 referrals to the Homewood Sanitarium in Guelph, Ontario,
that 40 percent of these refugees suffered depression. Similarly, a
study by Li and Coates (1980) of the psychosocial adaptation of
Vietnamese refugees in British Columbia revealed a high degree of
depression and suicide attempts. They concluded that the difficulties
of these refugees were due more to their adaptational circumstances
than to personal concerns.

In Australia, another major country of resettlement for Indochinese
refugees, Hawthorne (1982) found a definite psychological pattern to
emerge among refugees there. Initially, these refugees experienced a
great deal of happiness and hope for the future. This waned, however,
and guilt, sadness, emptiness and a variety of psychosomatic complaints
were experienced. Young (1982) reached similar conclusions in his work
with resettled Indochinese, also in Australia. He found depression,
isolation, lack of English skills, bereavement, and guilt over the loss
of family members to impede a smooth resettlement process for refugees.

In summary, the literature indicates the psychological adaptation
of resettled Indochinese refugees has been beset with a multitude of
difficulties. Acculturation for these refugees is at best a situation

producing severe psychological disturbances, even when social adjustment
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appears to be reasonably adequate. The overwhelming complexity of
American or urban life, cultural differences, language barriers,
availability of poor housing, downward occupational mobility, effects of
prolonged malnutrition, the psychological consequences of surviving
extreme trauma, hostility in the receiving country, "survivor guilt,"
isolation, frustrations over feelings of worthlessness,
intergenerational conflicts, and economic difficulties are only a part
of the realities these refugees face in their country of resettlement.
The fact that serious psychological problems exist in this population is
understandable, given the inherent difficulties refugees bring with them
in addition to the task of adjusting to a drastically different
lifestyle and environment.

Impediments to Adjustment in Southeast Asian Refugees

Secondary Migration

Secondary migration refers to the decision of a refugee family to
move from the initial resettlement placement to another location. It is
a phenomenon that has serious implications for the refugee families,
sponsors, and voluntary agencies involved in the resettlement process.
Secondary migration among refugees is a serious concern to the federal
government and to voluntary agencies in terms of sponsorship development
in the community for refugees awaiting placements (McInnis, 1983).
McInnis (1983) reported a dramatic rise in the incidence of secondary
migration which impedes adjustment in Indochinese refugees and generally
causes a high concentration of welfare dependent refugees.

Researchers have indicated a number of reasons why Indochinese

refugees choose to migrate, causing them more difficulties and change in
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their already overburdened lives. Haines (1982) reported that although
few data exist on the extensiveness of kinship reunion as a motivating
factor for refugees in secondary migration, this seems to be a major
concern of these refugees.

Thomas (1981) suggested that secondary migration is a process by
which refugees attempt to integrate housing, employment, and family
unification., Douglas (1984) attributed the great growth in the number
of refugees in California to secondary migration. He contended the
Indochinese refugees migrate to California because of higher welfare
benefits, employment opportunities, an established ethnic community,
reunification with relatives, and a congenial climate. McInnis (1983)
reported cultural diversity, depression, and racism experienced by Khmer
refugees also affect secondary migration. Secondary migration has been
found to further exacerbate the difficulties and adjustment of many
Southeast Asian refugees.

Occupational Assimilation

The major concern of the federal government in the rgsettlement of
refugees is their capacity to achieve self-sufficiency in the United
States. Stein (1979) reported evidence to indicate that occupational
and economic adjustment tend to reflect the socio-cultural adjustment of
the Indochinese refugee. He contended occupational adjustment relates
to overall adjustment, and "mental health workers assisting the
Vietnamese have identified several types of mental problems, some of
which have their roots in occupational problems" (p. 28).

In an ethnographic study of Vietnamese in Santa Clara County,

California, Finnan (1980) found occupational and thus economic
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assimilation led to successful acculturation for these refugees. She
found that reinforcement by the ethnic community for jobs as technicians
or assemblers in the electronics industry led to enhanced self-images
for the refugees, and, thus, to greater occupational and overall

ad justment.,

Southeast Asian refugees resettling in the United States
unfortunately experience great difficulty in their attempt to be
assimilated into the labor force. Strand (1980), in a study of Hmong,
Lao, Khmer, and Vietnamese in the San Diego area, found English language
communication skills were a major barrier to refugee employment. He
discovered gender, age, and pre—arrival education did not predict
employment status. Instead, English language skills were vital to
refugees arriving in the United States. Chances of employment were
quite bleak for refugees from camps where there was very little or no
English instruction.

Stein's (1980) study of occupational adjustment of Vietnamese
refugees found great downward occupational mobility. He reported
"generally, the higher one's former occupational status the worse the
adjustment" (p. 38). Among the least acculturated refugees he found
evidence of poor mental health, dependency, and other signs of
maladjustment.

Bach and Bach (1980), in their review of employment patterns among
Southeast Asian refugees, found that although earlier arrivals had
obtained jobs more successfully than later or second wave arrivals,
second wave arrivals worked long hours with little income gain. Later

arrivals spoke less English and thus faced more employment problems.
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Bach and Bach (1980) also found secondary migration influenced
employment negatively.

In summary, it has been found Indochinese refugees experience many
problems in their occupational and economic adjustment which, in turn,
influence overall adjustment.

Underutilization of Mental Health Services

Many researchers have indicated that Indochinese populations
underutilize existing mental health services. Sue and McKinney's (1975)
study of Asian American patients in California and Seattle, Washington,
found rates of psychopathology to be underestimated. They concluded
treatment facilities were not adequately responding to their needs. Sue
and Morishima (1985) concurred that Asian Americans are less likely than
Caucasian Americans to seek mental health services for emotional
problems. Nguyen (1984) also indicated mental health facilities are
greatly underutilized by this group. Robinson's (1980) report on
physical and emotional health care needs of Indochinese refugees
supported the contention that a very minute percentage of Indochinese
refugees avail themselves of mental health services. Mollica, Wyshak,
Coelho, and Lavelle (1985) reported '"the general impression is that
Indochinese refugees 'underutilize' mental health services" (p. 23).

The obvious implications of such a high risk group underutilizing
mental health services are the unnecessary and prolonged suffering of
these refugees and their families. Hill (1985) emphasized how the use
of mental health services by refugees can ease their adaptation to a new

society. Pederson (1981) and Draguns (1981) stated that without the
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availability of these services, adaptation may be impeded, and
depression and alienation may persist.

Several explanations have been offered for the underutilization of
mental health services by Indochinese refugees. Nguyen (1984) outlined
seven major reasons why this phenomenon may exist: unfamiliarity with
North American mental health concepts, the stigma of mental illness in
Asian societies, the use of family and extended kinship, the
availability of alternative resources, cultural explanations of mental
illness, lack of information and accessibility, and the lack of
culturally appropriate mental health services.

Underutilization of mental health services by Indochinese refugee
populations has been found to exacerbate problems inherent in the
adaptation and cultural transition of this troubled and high risk group.

Psychiatric Problems in Southeast Asian Refugee Populations

Southeast Asian Children and Adolescent Refugees

Following World War II, refugees from Europe were found to have an
increased incidence of mental health problems. These problems existed
despite the similarity in the native culture the refugee came from and
the receiving culture (Eitinger, 1959; Helwig-Larsen, Hoffmeyer, Kieler,
Thaysen, Thygesen, & Wulff, 1952; Pederson, 1949). Xrupinski, Stoller
and Wallace (1973), in a classic study of World War II European refugees
in Australia, found eastern Europeans to have five times the incidence
of schizophrenia than Australians, a difference they related to the
trauma of war experiences. Throughout ﬁistory, refugees resettling in
foreign countries have experienced mental difficulty. The Southeast

Asian refugee is no exception.
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The Southeast Asian refugees in America represent a population at
high risk for mental disorders. Kinzie et al. (1980) stated these
refugees are often overwhelmed by the complexities of American life.
Resettlement workers, clinicians, and other practitioners who have
worked with this population agree they are prone to emotional
difficulties, given the premigration stresses associated with sudden
uprooting, forced expatriation, and the postmigration stresses of
adjusting to an entirely new culture (Pederson, 1949; Rumbaut & Rumbaut,
1976; Tyhurst, 1951). Robinson (1980) reported that the trauma of
violent uprooting, separation from friends and family, and long
uncertain waiting in refugee camps in Southeast Asia cause these
refugees considerable emotional problems. Nguyen (1982) emphasized
that, while some Indochinese refugees have resettled successfully, there
is evidence a significant number are having emotional problems. He
defined their psychological problems as being associated with the
"traumas of the war, the lack of preparation before leaving their
homelands, uncertain holding periods in over-crowded and unsanitary
camps, and the necessity of their adjustment to a foreign culture and
environment" (p. 26). Tung (1985) reported that it takes no special
knowledge to recognize Southeast Asian refugees have emotional problems,
due to the fact they are new in America, speak little or no English, and
are aliens in a foreign country.

In their study of psychiatric problems in adolescent Southeast
Asian refugees, Williams and Westermeyer (1983) found of 24 patients
seen in the Department of Psychiatry at the University of Minnesota

Hospitals, those with a psychiatric diagnosis had some premorbid
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psychological impairment. However, after immigration to the United
States their problems were exacerbated. The primary complaints of these
adolescent refugees were suicide attempts, psychosis, and disruptive
behavior. The problems of these adolescent refugees occurred in
conjunction with other factors related to the loss of country, family,
and the stress of postmigration adjustment.

Duncan and Kang (1984), in their work with Southeast Asian
unaccompanied refugee minors, identified 47 Cambodian youths suffering
grief over their extreme losses. In a unique mental health program
incorporating the use of traditional Cambodian culture, 42 of these
children who had recurrent disturbing dreams of family members, found
relief in the cessation of these dreams after participation in a
traditional Khmer ceremony.

Among unaccompanied adolescent Southeast Asian refugee children in
a refugee camp, Looney (1979) found severe psychiatric symptoms were
prevalent, particularly depression and transient psychotic episodes.
Harding and Loomney (1977) found among Southeast Asian children in
refugee camps that psychiatric and pediatric evaluations revealed a high
degree of depression. They also reported somatic complaints were the
most prevalent indicator of distress, and withdrawal, sleep
dysfunctions, tantrums, and violent antisocial behavior were also found.
Harding and Looney's (1977) experience in a refugee camp with
predominantly Vietnamese children additionally revealed the adaptability
of Vietnamese children with families and the extreme vulnerability of
unaccompanied refugee children. Tobin and Friedman (1984) indicated

that Southeast Asian refugee adolescents may not emerge with strong
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identities, in that developmentally they were dealing with the critical
Eriksonian issues of trust versus mistrust and autonomy versus shame
during times in their parents' lives when the parents were depressed,
emotionally unavailable and preoccupied.

Kinzie, Sack, Angell, Manson, and Rath (1984) found among 40
Cambodian adolescents having lived for four years under the Pol Pot
regime in Cambodia that 20 adolescents met the DSM-III criteria for
posttraumatic stress disorder. These students were examined four years
after their traumatic experiences. Twenty-one Khmer students also
exhibited symptoms of depressive disorder. Additionally, they found
Khmer adolescents not living with a family member or those who had lost
their entire family during the Pol Pot regime predictably had the
diagnosis of a major psychiatric illness.

Krupinski and Burrows' (1986) comprehensive study of Southeast
Asian refugee children, adolescents, and young adults in Australia
found that rates of psychiatric disorder were initially twice what was
found in the Australian population of the same sex and age. They found,
in a two-year follow-up period for children, adolescents, and young
adults, that the prevalence of psychiatric disorders had dropped to a
level significantly less than that of the general Australian population.
Krupinski and Burrows (1986) discovered among this refugee group that
refugees who initially presented with anxiety and depression were
symptom free after two years in Australia. Their study is unique in
that they found no evidence to support emotional and behavioral
difficulties in Southeast Asian refugee children and adolescents in

response to the trauma of their escape and refugee experiences.
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Explanations of their unexpected findings include factors such as the
premorbid psychological disposition of their group of refugees and the
nature of the refugee selection process by Australian and United Natioms
officials.

Southeast Asian Adult Refugees

In comparison to the plethora of research on the psychosocial
adjustment of Southeast Asian refugees there is a very limited number
of studies related to research on psychiatric disorders. Mollica and
Lavelle (1988) indicated that no epidemiological studies document the
prevalence of psychiatric disorders in any of the Southeast Asian
refugee communities. It is unfortunate this situation exists given this
population's propensity for serious psychiatric disorders due to the
psychological and physical trauma they have endured, as well as
postmigration stressors such as economic self-sufficiency (Robinson,
1980).

During a two-month period in 1980, Alley (1982) found that, out of
a total population of 4,192 Indochinese refugees in Utah, 98 were
identified as having emotional difficulties. Ten of these 98 were
identified as suicidal. Alley discovered that this suicidal group of
refugees suffered from a reactive depression. He found the most
important factor in those refugees considering suicide to be the theme
of loss. The sudden loss of a significant loved one precipitated
suicide attempts or preoccupation with suicide in all subjects in his
study. However, this study did not detail the procedures entailed in
identifying emotional difficulty in this Indochinese refugee population

or how suicidally inclined Indochinese refugees were assessed. The
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study, additionally, lacks operational definitions on how the data
collected through clinical observation within a counseling context were
determined. This seriously mitigates the generalizability of the
results of this study.

Boman and Edwards (1984), in clinical work with Southeast Asian
refugees resettled in Australia, indicated no Australian studies have
been published documenting the epidemiology of psychiatric disorder
among Indochinese refugees in Australia. The only published work now in
Australia regarding psychiatric disorders is that by Krupinski and
Burrows (1986) with Indochinese children, adolescent, and young adult
refugees.

In their health assessment of 194 Indochinese refugees at a general
health clinic, Hoang and Erickson (1982) found during a six-month
period that 10 percent of refugees had significant psychiatric
disorders. Their study failed, however, to give the criteria
determining psychiatric illness or methods for determining that illness.
They also emphasized the phenomenon noticed in Hmong refugees of sudden,
unexplained nocturnal death. In the 38 cases reported of such deaths,
all victims were in good health, and in 30 cases autopsy studies
revealed no apparent cause. Tobin and Friedman (1983), in a case study
of a Hmong refugee, indicated that the stressors of war, flight, and
relocation may be linked to the sudden death syndrome found in the Hmong
population.,

Vignes and Hall (1979), in a controversial study on the adjustment
of 50 Vietnamese families selected from a total population of 488

Vietnamese living in Baton Rouge, Louisiana, found only 11 of these
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Indochinese refugees to have any psychiatric disorder. Nine of these
11 patients were diagnosed as psychotic. They concluded that the
prevalence and treated incidence of these refugees' psychiatric
disorders were not significant. Their study has been the subject of
great controversy in that the actual numbers of psychiatric disorders
have not been found to be accurate through data obtained on refugees
treated in mental health centers (Mollica & Lavelle, 1986).

Lin, Tazuma, and Masuda (1979), in a study of Vietnamese refugees,
compared the scores of 150 refugees with those from the general
population on the psychological section of the Cornell Medical Index
(CMI). These researchers found over half of the refugees consistently
had high scores, indicative of severe psychological disturbance. The
mean score of the refugees was 12, above the cut-off of 10 used to
indicate serious dysfunction. Similarly, Cohon (1979) collected data on
54 Indochinese refugee clients treated between 1977-1978 at a federally
funded mental health project for Indochinese refugees and found
depression prevalent in 92 percent of these patients.

Westermeyer, Vang, and Neider (1983a, 1983b) reported that, out of
97 Hmong refugees living in Minnesota, 17 became psychiatric patients
over a 12-month period. Westermeyer et al. (1983a, 1983b) additionally
established that 60 percent of these Laotians have significant emotional
problems based on their responses to two self-rating scales, namely, the
Zung Scale for Depression and the SCL-90, both of which were translated
into the Hmong dialect by one of the authors. Premigratory and
postmigratory factors were examined in relation to these self-rating

scales. Westermeyer et al. (1983a, 1983b) found specific
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characteristics to be associated with fewer emotional difficulties and
less psychopathology on the self-rating scales. Additionally, they
discovered the most common clinical symptoms to involve depression.
Under the DSM-III criteria all of the patients experienced severe
depressive syndromes and all were classified under "transient
situational disturbance" (Westermeyer et al., 1983b).

Kinzie and Manson (1983), in their five-year experience with
Indochinese refugee psychiatric patients, treated 263 patients. They
described the most common presenting complaints to be multiple somatic
symptoms. They additionally found that 49 percent of these patients met
the diagnostic ecriteria for major affective depressive disorder. Fifty
patients were evaluated as schizophrenic and two thirds of these
patients presented psychotic symptoms such as delusions, hallucinations
or bizarre behavior. They concluded that somatization is a prevalent
expression of emotional difficulties in Indochinese refugee patients,
and psychiatric services can be administered in a culturally relevant
manner to this population.

In an earlier study, Kinzie, Tran, Breckenridge, and Bloom (1980)
revealed that of 50 patients initially treated at an Indochinese refugee
psychiatric clinic in Oregon, 18 patients were psychotic (17 were
schizophrenic and 1 was manic), 21 were depressed, and 6 suffered from
anxiety disorders. They indicated that initially the patients they saw
were extremely disturbed and psychotic. As the clinic became more
accepted in the Indochinese community, the refugees' problems were more
similar to those seen in a university psychiatry clinic.

The more recent studies on posttraumatic stress disorder among
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survivors of Cambodian concentration camps (Kinzie et al., 1984;
Boehnlein et al., 1985) concluded that all the Cambodian patients had
suffered symptoms for at least three years, with the intensity not
lessening over time. After one year of treatment, patients showed
marked improvement in the "intrusive" symptoms such as nightmares,
insomnia, startle reactions, and hypervigilance. Bohnlein et al. (1985)
suggested, however, that the symptoms of denial, such as poor social
withdrawal and low interest, were not conducive to change.

Mollica et al. (1987), in the most recent study of the impact of
war trauma and torture on Indochinese refugees, concluded that of 52
psychiatric patients, 50 percent suffered from posttraumatic stress
disorder and of the 26 patients not having this disorder, 15 had trauma
related syndromes. They reported Cambodian refugees to be the most
severely traumatized group and Cambodian women without spouses to have
the most severe psychiatric iwpairments. They also discovered that the
majority of the Southeast Asian refugee patients referred for
psychiatric intervention had suffered from mgltiple traumatic events
(p. 1569). Additionally, it is significant that a high percentage of
these psychiatric patients have major affective disorder in conjunction
with posttraumatic stress disorder. Mollica et al. (1987) concluded
that their study revealed the severity of the multiple traumas the
Indochinese psychiatric patients suffered.

In summary, it is evident that the great majority of literature on
the psychiatric problems of Southeast Asian refugee adults links the
traumatic experiences they suffered with psychiatric disorders.

However, in some instances, it appears that the incidence of psychiatric
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disorders or psychological problems is low among Indochinese refugee
populations. These discrepancies exist due to methodological problems
inherent in these particular studies.

Overall, the Khmer refugees having experienced the Pol Pot regime
are a particularly vulnerable group, at high risk for psychiatric
disturbances. The incidence of depression and posttraumatic stress
disorder has been found to be prevalent in Indochinese refugees,
particularly the Khmer. Mental health providers working with this
unique population should be sensitized to the fact these refugees
frequently somatasize their emotional complaints. Additionally, as
Mollica et al. (1985) indicated, '"mental health providers should be able
to diagnose organic brain syndromes, schizophrenia, posttraumatic stress
disorder, and major affective disorder" (p. 377). The major researchers
in this area have emphasized the difficulty in working with these
patients, not only because of cultural barriers, but the intensity and
tragedy of the traumatic experiences of their clients. Given the number
of these refugees and the magnitude and severity of their psychological
disturbances, there is a paucity of available literature on studies
conducted with this group. Further research is needed in psychiatric
and nonpsychiatric populations to determine the incidence of psychiatric
disorders and the extent of the traumatic episodes suffered in this
population. Such research will help to determine whether posttraumatic
stress disorder is prevalent in this population and whether another
trauma-induced disorder such as dissociative disorder is found in the

Indochinese refugee population.
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Dissociation

Dissociative disorders and dissociative phenomena are receiving
increasing emphasis in the literature. Particularly in the area of
psychic trauma, dissociative reactions are overwhelmingly pervasive.
Currently, attempts are being made to study the effects of trauma,
dissociation, and related psychological disorders such as posttraumatic
stress disorder.

The psychological phenomenon of dissociation was a concept first
introduced by Janet in 1889. He described dissociation as a process
wherein mental processes could be split off from the primary personality
or the mainstream of consciousness (Price, 1987). Similarly, Prince
(1906) considered the mechanism of dissociation to encompass a
"co-consciousness'" which he defined as normal consciousness divided into
separate units. Rendon (1973) indicated that Prince's concept of
dissociation was synonymous with disintegration.

Hilgard (1977) described the concept of dissociation as
consciousness occurring not in solitude but simultaneously on varying
levels. Hart (1926) described the process of dissociation in a similar
manner, indicating that the mind is not separated into pieces but
contains units which perform independently of one another. These units
are divided from consciousness and may or may not have access to one
another.

Gruenewald (1986) differentiated between dissociation defined as a
descriptive term for a process and the kind and extent of the

dissociation given to the dissociative state. Dissociation as a
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process then is distinguishable from dissociation as a diagnostic
category, representing dissociative disorders.

The DSM-III-R (American Psychiatric Association, 1987) identifies
the five categories that represent dissociative disorders as multiple
personality disorder, psychogenic fugue, psychogenic amnesia,
depersonalization disorder, and dissociative disorder not otherwise
specified, The definition of dissociation in the DSM-III-R (1987)
describes as the essential feature "a disturbance or alteration in the
normally integrative functions of identity, memory, or consciousness.
The disturbance or alteration may be sudden or gradual, and transient or
chronic'" (American Psychiatric Association, 1987, p. 269). Putnam
(1985) indicated that two characteristic features predominate in most
dissociative disorders. These features are a disturbance in an
individual's sense of identity and a disturbance in an individual's
memory. Gruenewald (1986) described dissociation and dissociative
disorders as shifting across levels of functioning with no distinct
demarcation to define "normal' or pathological. Multiple personality
disorder would represent the most severe form of dissociation with the
least severe forms being observed in everyday life (Gruenewald, 1986).
Similarly, McKellar (1977) described dissociation as being an
absent-mindedness when individuals become so preoccupied with their own
imagery they lose touch with reality.

It appears that dissociation is a phenomenon that lies on a
continuum, occurring in vafying degrees of pathology in normal
individuals as well as those with dissociative disorders (Bernstein &

Putnam, 1986; Kirshner, 1973; Nemiah, 1980). Less severe forms of
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dissociation occur in normal persons (McKellar, 1977) and may coincide
with everyday absent-~mindedness (Kirshner, 1973). 1In fact, Barnes
(1980) described case reports wherein partial dissociative experiences
emerged in individuals as the result of travel and fatigue. Sullivan
(1954) described minor instances of dissociation as 'selective
inattention" where individuals ignore or do not notice many details of
everyday living.

More severe forms of dissociative reactions are characterized by
disturbances in memory and identity (Nemiah, 1980; Putnam, 1985).
Multiple personality disorder, characterized as the most severe and
chronic dissociative reaction wherein alternate personality types
perform specific roles or functions in an individual's 1life is linked
with experiencing extreme psychic trauma (Putnam, 1985, 1988). Cattell
(1972) reported that depersonalization and derealization, both severe
forms of dissociation, were the third most frequently encountered
emotional problem in hospitalized psychiatric patients following
symptoms of anxiety and depression. These forms of dissociation were
often related to traumatic life events. Similarly, Blank (1985) and
Kolb (1985) found dissociative symptomatology in their studies of
subjects suffering from posttraumatic stress disorder (PTSD). Brende
(1985) also discovered many hospitalized Vietnam combat veterans having
PTSD and dissociative symptoms ranging on a continuum from intrusive
recollections to multiple personality disorder.

Dissociation is a complex psychological phenomenon that usually
occurs in an individual experiencing significant stress (Putnam, 1985).

Various types of dissociative reactions are commonly found in most
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diagnostic categories of psychiatric patients, with less severe forms
presenting in individuals with no pathology. Dissociation is best
thought to lie on a continuum from more to less severe.

The focus of dissociation has emerged throughout the years to
encompass more behavioral aspects of the phenomenon. Current emphasis
centers on reports of experiences and observable behaviors of
individuals diagnosed as having dissociative disorders. In many
instances, extreme trauma is related to severe forms of dissociation
such as multiple personality disorder (Bliss, 1980; Kluft, 1985; Putnam,
1985, 1988). However, the relationship between dissociation and trauma
has received little empirical validation (Spiegel, 1986), Understanding
and studying the relationships between dissociation, trauma, and other
psychological disorders such as posttraumatic stress disorder should
further substantiate the important role extreme psychological trauma
plays in the development of dissociative disorders.

Posttraumatic Stress Disorder

Posttraumatic stress disorder (PTSD) is a diagnostic entity which
requires the existence of four cardinal criteria outlined in the
DSM~III-R (American Psychiatric Association, 1987) as follows: a) a
history of a traumatic event; b) a re-experiencing of the event through
memories, dreams, or symbolic aspects of the original trauma; c)
avoidance of stimuli in some way reminiscent of the trauma or a general
numbing response; d) symptoms of increased arousal such as
hypervigilance or difficulty in sleeping (American Psychiatric

Association, 1987).
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Much empirical validation has been given to the symptoms that
comprise the description of posttraumatic stress disorder in the
DSM-III and the DSM-III-R in recent years (Laufer, Brett, & Gallops,
1984; Laufer, 1985; Silver & Iacono, 1984; Solomon & Mikulincer, 1987;
Ursano et al., 1981; Yager, Laufer, & Gallops, 1984). According to the
DSM-III-R, PTSD appears to be "more severe and longer lasting when the
stressor is of human design" (American Psychiatric Association, 1987, p.
248). Pearce, Schaver, Garfield, Ohlde, and Patterson's (1985) study of
90 male Vietnam—era veterans not only empirically supported the
diagnostic category of PTSD in the DSM-III, but also supported the
belief that PTSD is more severe following a deliberate man-made disaster
than after a natural or accidental one. This hypothesis is now
generally accepted; studies validate psychological problems as being
greater in magnitude and longer-lasting in man-made disasters (Green,
Lindy, and Grace, 1985; Luchterhand, 1971). Frederick (1980) indicated
that survivors of man-made disasters in contrast to victims of natural
disasters have the added psychological burden of guilt about the plight
of survivors. Janoff-Bulman (1985) reported that self-blame is a
suprisingly common reaction following victimization.

Van der Kolk (1984) indicated that the nature of the trauma, the
age and personality of the victim, and the social support system
following the traumatic event all impact on an individual's ability to
sustain trauma without lasting effects or to mitigate fixation on the
trauma. In particular, Van der Kolk (1984) emphasized the loss of
social support as being an important cause in an individual's inability

to overcome the effects of trauma. Wilson and Krauss' (1985) study
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additionally indicates that posttrauma adaptation is facilitated by the
recovery environment to which the survivor returns. In fact, the best
predictor variable for six of the seven PTSD dimensions was
psychological isolation upon returning home. The authors indicated that
under optimal conditions the recovery environment would provide
community, social, medical, psychological, and emotional support
facilitating the recovery process. Southeast Asian refugees in America,
having lived through the holocaust of the Pol Pot era, and then
relocated to a foreign country certainly experience disruption of the
social support so necessary for people to remain intact after severe
psychological trauma.

An important aspect of PTSD increasingly addressed in the
literature is the effects of psychic trauma and the element of time.
Evidence suggests that stress symptoms following exposure to severe
trauma persist over time and may increase in their severity (Archibald &
Tuddenham, 1965; Chodoff, 1970; Leopold & Dillon, 1963; Strom et al.,
1962; Ursano, Boydston, & Wheatley, 1981). Gleser, Green, & Winget's
(1981) study of survivors of the flood at Buffalo Creek in 1972 found a
prolonged stress syndrome was the common pattern, and five years after
the flood one third of their sample continued to suffer from severe
symptoms., Similarly, Terr (1983) found that every child in his study of
25 school bus kidnapping victims in Chowchilla, California, suffered
from a posttraumatic stress response syndrome as late as four to five
years after the incident. Scurfield (1985) emphasized that the longer
PTSD goes untreated, denial patterns and dysfunctional coping become an

integral part of an individual's life. Van der Kolk (1984) indicated
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that for this reason acute trauma is best treated soon after it occurs.
If not, defenses against the memory of the trauma become dominant,
walled off from consciousness, and often dissociated.

Van der Kolk, Boyd, Krystal, and Greenberg (1984) contended that
untreated individuals suffering from PTSD are "addicted" to the response
of their original trauma. Re-exposure to traumatic situations evokes an
opioid response in the brain similar to that seen in animals in response
to inescapable shock. In untreated PTSD survivors, re—exposure to the
trauma may produce an opioid response that may be subjectively
experienced as a sense of control over overwhelming emotions (Van der
Kolk et al., 1984). It could also explain why many with PTSD abuse
alcohol. Arnold (1985) reported many veterans with PTSD frequently used
alcohol to "self-medicate'" to control anxiety, insomnia, or to comfort
dysphoria. It could be that the numbing effects of alcohol reduce the
body's desire for the opioids to which it has become addicted.

The "stressor criterion" or the extent and severity of the
traumatic event has received much attention in PTSD literature in recent
years., Ursano (1987) argued that in studies of extreme trauma, the
quantity of the stressful experience seems to be the best indicator of
emotional breakdown. New research in this area indicates that the kind
and degree of stressor or traumatic event is positively correlated to
the intensity of psychopathology. Gleser et al.'s (1981) empirical and
psychiatric analysis of the Buffalo Creek flood survivors revealed the
primary indicators of PTSD were severity of stressors encountered during

the flood and the degree of bereavement experienced by the victims.
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Ursano et al. (1981l) found in their study of Vietnam-era prisoners
of war that a correlation existed between psychiatric pathology and the
intensity of their subjects' battle experiences. Similarly, Solomon &
Mikulincer's (1987) study of Israeli veterans found combat veterans
suffering from PTSD differed markedly from noncombat veterans in their
diminished ability to function in social, family, and work environments.

Laufer, Brett, and Gallops' (1985) study demonstrated that the
witnessing of abusive violence indicated increased psychopathology in
Vietnam veterans. This is related to work by Matessek (1975) who found
specific experiences in death camps among Holocaust survivors indicated
longer-term PTSD symptomatology. A study by Sales, Barem, and Shore
(1984) additionally suggested that degree of violence in a rape assault
affected PTSD symptoms. Later, Green, Grace, and Glesers' (1985) study
of survivors of a Beverly Hills supper club fire reported exposure to
grotesque death, injury, threat to life, and traumatic bereavement were
all predictors of higher incidences of psychopathology.

Wilson and Krauss (1985), in a classic study with 114 combat
veterans using their Vietnam Era Stress Inventory, discovered the most
important stressor variable in PTSD symptomatology was Vietnam veterans'
exposure to death and injury, including active killing and passive
witnessing of others killed. Similarly, Wilson, Smith and Johmson
(1985) revealed in their study of 74 Vietnam veterans that the greater
and more severe the stressful life event, the greater and more severe
the symptoms of PTSD. These results were substantiated in a study of
Vietnam combat veterans by Solkoff, Gray, and Keill (1986) who reported

the development of PTSD was related to intensity of combat and social
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support upon coming home. In a similar study, Breslau and Davis (1987)
indicated a distinctly marked association between war stressors and
posttraumatic stress disorder in a sample of hospitalized psychiatric
Vietnam veterans. In particular, they discovered participation in
atrocities markedly increased the symptomatology found in PTSD.

A study by Mollica et al., (1987) on the impact of war trauma and
torture in Southeast Asian refugees indicates that 26 of 52 psychiatric
refugee patients were diagnosed as having PTSD. Of these, Cambodian
patients were identified as the most highly traumatized group, having
experienced the man-made horror of the Pol Pot regime.

Current studies examining PTSD in hospitalized patients frequently
indicate there are large overlaps in diagnosis between PTSD and other
DSM-III disorders. These overlapping disorders include depression,
anxiety states, paranoia, and panic disorders (Behar, 1984; Bermnstein,
1985; Scurfield, 1985; Sierles, Chen, & Messing, 1986). Mollica et al.
(1987) noted in their study of Southeast Asian refugees that PTSD was
the only diagnosis of only one patient. Out of 26 patients suffering
from PTSD, 25 also suffered from another DSM-III diagnosis, primarily
major affective disorder (Mollica et al., 1987).

Horowitz's (1985) study reported that 92 percent of patients with
PTSD additionally suffered from depression. Similarly, Ettedgui and
Bridges (1985) reported that depression is a common finding in patients
with PTSD.

In an earlier study, Kinzie et al. (1984) suggested Cambodian

concentration camp survivors diagnosed as having PTSD also were
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diagnosed as having depression, atypical dissociati;e disorder, and
mixed dissociative symptoms.

In summary, posttraumatic stress disorder requires four major
criteria for diagnosis. Briefly, these criteria are a history of a
traumatic event, re-experiencing the event, avoidance of stimuli
associated with the event, and symptoms of increased arousal. In recent -
years, a plethora of studies on Vietnam veterans have given much
empirical validation to the criteria that the disorder comprises.
Additionally, it appears the disorder is longer lasting and of greater
severity when the stressor is of man-made design.,

The literature indicates that PTSD persists over long periods of
time and often increases in severity. Studies have reported effects of
the disorder can be mitigated if the individual has a strong social
support system following the traumatic event. Similarly, the nature of
the trauma and age of the individual at the time of the trauma are all
variables that should be considered in the severity of the PTSD
symptomatology. Interestingly, it appears the degree of psychological
distress experienced in PTSD is directly related to the severity of the
stressor and the nature of the traumatic event. The literature
indicates the greater and more severe the stressful life event,
consequently, the greater and more severe the symptoms of PTSD.

Evidence exists that validates the existence of PTSD in conjunction
with other DSM-II disorders, particularly depression and anxiety states.
It seems PTSD rarely exists as a solitary diagnosis but frequently

overlaps with other disorders.
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Research specifically examining posttraumatic stress disorder, the
severity of trauma, and other related DSM-III diagnoses such as
dissociation is lacking in the literature. In particular, no empirical
study exists at this writing connecting PTSD, the incidence of
dissociation, and the severity of trauma in Southeast Asian refugees. A
more precise understanding of PTSD and dissociative disorders in this
unique population seems essential in order to clarify the relationship
between trauma, PTSD, and other DSM-III diagnoses, such as dissociation.

Summary and Conclusions from the Literature

Southeast Asian refugees have suffered extreme trauma in their pre-
and postmigration experiences. The literature indicates that the
Cambodian people have suffered the greatest trauma, having lived through
a holocaust of major proportions during the years 1975-1979. It is not
surprising the Cambodians are the most severely traumatized group, given
the extreme forms of torture and traumatic experiences they have
endured.

The literature reviewed indicated that the psychological sequelae
of trauma on survivors seems to vary in proportion to the nature and
degree of the traumatic experience. Documented evidence exists
indicating severe psychological reactions do exist. A substantial body
of literature seems to indicate that the emotional responses of victims
and survivors of severe trauma possess striking similarities and
long~lived symptomatology. Psychological responses in refugee
populations were found to be comparable to those of other survivors of

severe traumatic experiences,
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In the limited number of studies on psychological disorders in
Cambodian refugees resettled in America, PTSD was found to be prevalent.
Similarly, a number of studies reviewed on psychosocial adaptation
revealed that Indochinese refugees are in a situation that produces
severe psychological problems. Research validates the difficulties
these refugees have experienced after living through the Pol Pot regime
and then adjusting to a drastically different culture. Specifically,
the impediments of secondary migration and difficulties in occupational
assimilation have been found to further complicate the psychological
distress of Southeast Asian refugees. Additionally, underutilization of
mental health services has been found to exacerbate the problems
inherent in this population.

In general, the literature suggests Southeast Asian refugees in
America represent a population at high risk for mental disorders. The
complexities of American life compounded with their traumatic
premigration experiences increases their vulnerability for developing
significant emotional problems.

Dissociative disorders and dissociative phenomena have not been
explored in the literature on the Southeast Asian refugee experience,
although dissociative reactions are pervasive in the area of psychic
trauma. The limited studies on dissociation and trauma suggest a link
exists between extreme trauma and the development of dissociative
disorders. However, the relationship between dissociation and trauma
has had little empirical validation because of the unavailability of

reliable and valid means of measuring dissociative phenomena. The
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Dissociative Experiences Scale (DES) (Bernstein & Putnam, 1986) has
recently filled this void.

The literature reviewed has indicated that many components of
dissociative states exist in patients diagnosed as having PTSD, In
fact, one of the most dramatic manifestations of PTSD is the reliving of
the original experience, which is an altered state of consciousness
indicative of dissociative states. However, at this writing, it appears
no published literature exists empirically validating the nature or
severity of dissociation in PTSD. Specifically, no literature further
exists exploring this relationship in traumatized Southeast Asian
refugee populations.

The research reviewed on PTSD indicates the disorder is of greater
severity when the traumatic event is of man-made design. Additionally,
research indicates PTSD persists over time and often increases in
severity. It usually exists in conjunction with another DSM-III
disorder, usually depression and anxiety. Recent research has focused
on the severity and nature of the traumatic event and the corresponding
degree of psychological distress experienced in PTSD. It appears the
greater the trauma, the greater the symptoms of PTSD.

Mollica et al. (1987) have indicated a lack of research documenting
the nature and degree of trauma suffered by refugees and the
relationship between these traumatic experiences and the development and
degree of psychological disorders. In fact, no research to date has
examined the relationships between dissociation, degree of trauma, and
the incidence of dissociation in PTSD. This study proposes to examine

these relationships and provide empirical validation by documenting the



nature and degree of the trauma endured, the incidence of dissociation,
PTSD, anxiety, and depression in the Cambodian survivors of the Pol Pot

regime.
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CHAPTER III

METHODOLOGY

The literature documents a lack of research in the degree of trauma
suffered by refugees and the relationship existing between traumatic
experiences and the development and degree of psychological disorders.
Dissociative disorders have not been examined in any Southeast Asian
refugee population although evidence indicates dissociative disorders
are linked to psychic trauma. Similarly, posttraumatic stress disorder
(PTSD) has been addressed in the literature in only two published
articles on the Southeast Asian refugee population. In addition,
Mollica et al. (1987) have revealed in limited studies on Southeast
Asian refugees that PTSD was invariably associated with another
disorder, often depression or anxiety. Accordingly, the research
questions developed for this study will be addressed by testing the
following hypotheses:

(1) A positive correlation exists between amount of trauma
experienced by Khmer refugees and the development of dissociative
disorders.

(2) A positive correlation exists between amount of trauma
experienced by Khmer refugees and posttraumatic stress disorder
symptomatology.

(3) A positive correlation exists between amount of trauma

experienced by Khmer refugees and symptoms of depression.
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(4) A positive correlation exists between amount of trauma
experienced by Khmer refugees and symptoms of anxiety.

(5) A positive correlation exists between amount of trauma
experienced by Khmer refugees and total HSCL-25 scores on anxiety and
depression combined.

It was expected results would show statistically significant
positive correlations between amount of trauma experienced by Khmer
refugees and the five psychological disorders of dissociation, PTSD,
anxiety, depression, and a combined diagnosis of anxiety and depression.

Subjects

Fifty adult Khmer refugees living in Greensboro, North Carolina,
composed the sample. Since the purpose of the Pol Pot regime had been
to destroy the intelligentsia, the Khmer refugees studied represented
the rural, uneducated peasant culture. The 50 Khmer refugees sampled
for this study by a table of random numbers indicated '"rice farmer" as
their occupation in Cambodia on biographical information received at the
resettlement agency upon their arrival in America. Additionally,

Mr, Oum, principal tramslator for this study, indicated that the
provinces these Khmer came from in Cambodia were all rural, representing
Cambodian peasant culture. Subjects were randomly sampled from among
500 Khmer refugees arriving in Greensboro, North Carolina, during 1983,
1984, and 1985 in a "cluster" resettlement approach employed by the
federal government called "FASP" or Favorable Alternative Site Project.
Names of Khmer were obtained from the volunteer agency that resettled

these refugees in those three years.
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Pilot Study

A pilot study was conducted in the summer and fall of 1988 with
three Khmer subjects. The pilot study was conducted explicitly for the
purpose of translating instruments and discerning culturally relevant
variables the principal investigator should be familiar with before
beginning actual research. In the pilot study, it was found the
translation of the Dissociative Experiences Scale (DES) was poor.
Subsequently, a second translation and back translation from Khmer to
English were performed. Pertinent information derived from the pilot
study was included and elucidated in translations and procedures
described below. No statistical analyses were performed on data
collected in the pilot study as it was necessary to have the DES
translated again.

Instruments

The following instruments were used to measure independent and
dependent variables in the study: the Dissociative Experiences Scale
(DES), a PostTraumatic Stress Disorder (PTSD) symptom checklist, the
Hopkins Symptom Checklist-25, Cambodian version (HSCL-25), and a trauma
questionnaire.

Dissociative Experiences Scale (DES)

To quantify Khmer refugees' dissociative experiences, the
Dissociative Experiences Scale (Bernstein & Putnam, 1986) was used (see
Appendix C). The DES is a dissociative screening device that permits
clinicians to see where an individual lies on a continuum. Normal
subjects have infrequent and fewer dissociative experiences than

individuals having a clinical disorder with a major dissociative
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component. The DES scale differentiates between those subjects with and
those without a clinical diagnosis of a dissociative disorder (Bermstein
& Putnam, 1986). It permits quantification of reported dissociative
experiences, and the DES score reflects an index of the number of
varying types of dissociative experiences and the frequency of those
experiences.

The DES contains 28 questions pertaining to the frequency of
experiences described. Subjects are asked to answer the 28 questions
by marking a 100-mm line below each question to show the degree to which
they had the experience described in each question.

The DES has both good test-retest reliability and good split-half
reliability. The DES score test-retest reliability is 0.84 (p <.0001,
N = 26) (Bernstein & Putnam, 1986). The reliability coefficients of
item scores ranged from .19 to .75 with 25 of the 28 items having
coefficients reaching a significance level of p < .05 and 16 of the
items reaching a level of p< .001 (Bernstein & Putnam, 1986).

Validity measures for the DES show that it has good construct
validity and good criterion-related validity. The scale was validated
on 156 subjects including normal adults and a variety of psychiatric
groups including PTSD (N = 10) and MPD (N = 20) (Bernstein & Putnam,
1986). A Spearman rank-order correlation between DES scores and age was
-.19 (p ¢.01, N = 183), and the same statistic between DES scores and
socioeconomic status was .15 (p¢.08, N = 143) (Bernstein & Putnam, 1986).

Partial construct validity of the scale was calculated for all
subjects by Spearman rank-order correlations between each item score and

item-corrected DES scores. All these correlations reached a level of
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p< «0001 (Bernstein & Putnam, 1986). A Kendall coefficient of
concordance yielded .70 (p < .0001) showing high agreement among items
(Bernstein & Putnam, 1986). A Kruskal-Wallis test to compare DES scores
across different groups for criterion-referenced concurrent validity
yielded a significance at p <.0001 (Bernstein & Putnam, 1986).

The DES has been successfully translated and used in other
countries. Dr. Bernstein-Carlson (personal communication, April 15,
1989) indicated the DES has been translated into French and Danish and
has been used successfully in discerning dissociative experiences of
individuals in these countries,

Posttraumatic Stress Disorder Symptom Checklist (PTSD)

Khmer respondents completed a short PTSD symptom checklist (see
Appendix D). The items are forced-choice questions (i.e., Yes or No),
asking whether the respondent had the listed symptoms. The checklist
contains 14 symptoms comprised by the major diagnostic criteria for
309.89, posttraumatic stress disorder in the DSM-III-R. Four symptoms
under the DSM-III-R criterion "C'" section were deleted because the
investigator felt they were not pertinent to Khmer refugees, given their
relocation situation in a new culture or because they were especially
difficult for the translator. Therefore, under criterion '"C", numbers
4, 5, 6 and 7 were omitted. These criteria correspond to having a
diminished interest in significant activities; feeling detached or
estranged from others; a restricted range of affect and a sense of a
foreshortened future, as in not expecting marriage, children, or a long

life (DSM-III-R, 1987).
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A test-restest reliability coefficient of .85 was determined on the
PTSD symptom checklist. This coefficient was based on the results of
repeated testing with 20 randomly chosen subjects. The time span
between the test and retest was five weeks.

Hopkins Symptom Checklist=-25, Cambodian Version (HSCL-25)

To detect the psychological problems of anxiety and depression in
Khmer refugees, the Hopkins Symptom Checklist-25, Cambodian version
(Mollica et al., 1985) was used (see Appendix E). The HSCL-25 is a
screening instrument that allows clinicians to recognize symptoms that
are universally associated with anxiety and depression (Mollica et al.,
1987). Khmer subjects with scores of 1.75 or higher out of a possible
maximum of 4.00 on the depression score, anxiety score, or total score
are considered symptomatic and as having significant emotional distress.
The HSCL-25 contains four response categories ranging from "not at all"

to "extremely." This structure is a safeguard against simple "yes" and

no" answers and is helpful in determining the severity of a psychiatric

disorder and in documenting change in a client's condition (Mollica et
al., 1987).

The HSCL-25, Cambodian version, contains 10 items from the HSCL-58
anxiety cluster and 13 items from the depression cluster. Two
additional somatic symptoms are included in the depression cluster.
Subjects were asked to respond to the 25 items by indicating which of
four response categories ('"not at all," "a little," "quite a bit,",
"extremely") best represented their experience with each item.

The HSCL-25 has high test-retest reliability coefficients for the

three Indochinese versions combined. These coefficients were .89 for
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the total, .84 for anxiety and .82 for depression. Interrater
reliability for each of the Lao, Vietnamese, and Cambodian groups on
total scores, anxiety, and depression was greater than .98 (Mollica et
al., 1987).

Sensitivity and specificity of the HSCL-25 were determined through
comparing the HSCL-25 scores with the DSM-III diagnosis given by a
psychiatrist blind to the HSCL-25 results (Mollica et al., 1987). The
HSCL-25 was validated on 63 new admissions to the Indochinese Psychiatry
Clinic over an 18 month period who were not receiving medication or
psychiatric treatment at the time of admission. Scores were determined
for the three categories of depression, anxiety and a composite. Scores
greater than 1.75 in any category signified emotional distress (Mollica
et al., 1987). Validity of the HSCL-25 through sensitivity and
specificity was high, yielding .88 and .73, respectively. Additionally,
the sensitivity and specificity of the HSCL-25 for identifying any major
DSM-II1 Axis I disorder was high, yielding a sensitivity coefficient of
<93 and a specificity coefficient of .76 (Mollica et al., 1985).

The HSCL-25 is readily accepted by Southeast Asian refugee clients
because it resembles a medical test (Mollica et al., 1985).
Additionally, it is easily understood by Indochinese paraprofessionals
and allows them to gain informatiom about psychological symptoms from
their subjects that ordinarily are restricted to medical professionals.

The HSCL-25 was found by clinicians working at the Indochinese
Psychiatry Clinic to be of particular help in evaluating victims of
trauma, especially Cambodian clients who had experienced multiple

traumas under the Pol Pot regime (Mollica et al., 1987). The HSCL-25 is
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a short, nonprovocative instrument that puts words around the client's
feelings; it is not emotionally intrusive, yet it achieves specificity
of emotional distress important for diagnosis and treatment (Mollica et
al., 1987.)

Trauma Questionnaire

Khmer subjects completed a one-~page questionnaire (see Appendix F).
This checklist was obtained from Dr. Kenneth Meinhardt, an adjunct
psychiatry professor at Stanford University and director of mental
health in Santa Clara County. The same checklist was used in a survey
conducted in 1981 by Dr. Meinhardt called the Asian Health Assessment
Project. The checklist includes a set of 21 questions that are
pertinent to the unique nature of the Khmer refugees' traumatic life
experience. The items in this checklist are forced-choice questions
(Yes or No). Question 22 (Did you experience a loss of personal
property?) was deleted from the checklist after conducting the pilot
study. The researcher felt it served no useful purpose and there was no
variability in response to this item,

Weights were assigned to the 21 questions in the trauma
questionnaire. Ten Khmer refugees who had lived through the Pol Pot
experience themselves judged the list of 21 traumatic events. FRach
judge assigned a number from 0 to 100 to each traumatic event, with zero
representing no amount of trauma and 100 representing the most severe
trauma. An average score was derived for each event by summing and
dividing by ten. Each average was then turned into a proportion by

dividing by 100.
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A similar method was used by Krupinski and Burrows (1986) in their
longitudinal study on psychiatric disorder in Southeast Asian children,
adolescents, and young adults. They devised a premigration stress
index that assessed the severity of different premigration events, Ten
Indochinese interviewers who had lived through these premigration
events were judges on a list of 80 of these traumatic events. A
“"relative stress score" was given for each event. Krupinski and Burrows
(1986) then weighted each event, which could then be used to summarize
total weighted stress scores. They found Cambodian refugees had
suffered mostly in their own country (premigration stress index), and
one out of three Cambodians had lost members of their immediate family
(Krupinski & Burrows, 1986). Additionally, they found some kinds of
traumatic experiences to be more potent than others.

In addition to a total weighted trauma score for each subject, a
“"simple" total trauma score was calculated by merely adding the number
of "yes" out of a total of 21 trauma items. This yielded a score
ranging from 0 through 21.

Translation of Instruments

Instruments were translated into Khmer by Ms. Nary Keo from June
1988 to October 1988. Mr. Sokhom Oum back-translated from Khmer to
English. Mr. Oum found many discrepancies in the translation of the DES
and indicated it should be retranslated. Mr. Oum translated the
instrument from English into Khmer. Ms. Nan Khoun then back-traunslated
from Khmer to English. Mr., Oum, Ms. Khoun, and the investigator spent a
great deal of time discussing words, concepts, and nuances so that the
intended Khmer sample would thoroughly understand the instruments to be

used in the study.
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Translator from English to Khmer

Ms. Nary Keo initially translated the DES, PTSD symptom checklist,
and instructions from English to Khmer., She spent 39 hours in actual
translation time.

Ms. Keo was born in Battambang, Cambodia. She received a high
school diploma in Cambodia and attended private school in Battambang.
She was an elementary school teacher in Tanakeo before the Pol Pot
regime. She is fluent in Vietnamese, French, Thai, Cambodian, Laotian,
Chinese and English.

Translator for Back-Translation from Khmer to English

The back translation from Khmer to English was performed by
Mr. Sokhom Oum, who was born in Cambodia in Kompong Speu. He holds a
college degree from Phnom Penh and was a French teacher for high school
students in Kompong School before the Pol Pot regime. Mr. Oum is fluent
in French, Khmer, Thai, Laotian, and English. In Sakeo refugee camp, he
was chosen by UNHCR (United Nations High Commissioner for Refugees)
officials to oversee 16 schools, 200 teachers, and 1,800 students. He
worked as a translator and director of the Khmer Secondary Resettlement
Project through Lutheran Family Services until 1988.

Additional Translator and Judge of Word Precision in Instruments

Ms. Nan Khoun, wife of Sokhom Qum, was a third judge in the final
translation of the instruments into the Khmer language. Ms. Khoun is
also from Kompong Speu and has a high school degree from Cambodia. She
taught first; second, and third graders in Cambodia before Pol Pot, For
five years she worked for Lutheran Family Services in Greensboro
as a translator and is currently employed at the Guilford County Health

department as a translator for medical appointments.
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Confidentiality

Dr. Richard Mollica of the Indochina Psychiatry Clinic at
Brighton Marine Hospital in Brighton, Maine, the foremost current
regsearcher in this field, emphasized the importance of the translator's
being trusted by the subjects to be tested. He said confidentiality was
a major issue with the Khmer.

Mr. Oum, the principal translator, was cautioned at length that the
research must remain confidential. He understood and agreed. Mr. Oum
signed a confidentiality paper attesting to his full agreement in
keeping all aspects of the study confidential (see Appendix G). Mr. Oum
felt strongly about wanting to help the Cambodian people and was keenly
interested in the study. Mr. Oum was indeed confidential with the
research and was the best available Khmer translator. The Khmer people
in the area respect him for his tenacity and his love for his children,
an indication in Cambodia of a person's goodness. He attends the local
Buddhist temple and is known for his intelligence in the Khmer
community.

Procedures

To gain entry into the field, the principal investigator had the
translator, Mr. Oum, call those Khmer refugees resettled in Greensbero,
North Carolina, chosen for the study through a random sampling
procedure. Individual appointments were made with each household where
data were to be collected.

Sampling
Cambodian refugees living in Greensboro, North Carolina, were the

target population for the proposed research. These refugees were
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resettled in 1983, 1984, and 1985 in Greensboro through the federal
program FASP of the Office of Refugee Resettlement (ORR), The volunteer
agency (VOLAG) in Greensboro chosen for this resettlement cluster site
was Lutheran Family Services. Approximately 500 Khmer refugees came
from camps on the Thai-Cambodian border to Greensboro during 1983, 1984
and 1985, Random sampling of 50 Khmer refugees was used to determine
the sample in the proposed study. Names of refugees resettled during
this time were obtained from Lutheran Family Services, the agency that
resettled these Khmer during 1983, 1984, and 1985. A table of random
numbers was used to identify the 50 subjects in this study from the
Khmer population resettled in Greensboro, North Carolina.

All 50 subjects chosen for this study participated with the
exception of five subjects who had moved out of the state. Again, the
table of random numbers was used to identify five more subjects. There
were no refusals to participate in this study.

Data Collection

After the sample was selected, the translator made individual
appointments with subjects chosen for the study. Mr. Oum and the
investigator, an American woman, had helpted to resettle these Khmer
refugees in Greensboro in 1983, 1984, and 1985; therefore, it was felt
the subjects would trust the translator and American investigator as
they already knew both of them personally. The translator and
investigator went to Khmer households at appointed times to interview
subjects. The pilot study conducted in the summer and fall of 1988
indicated that approximately one and one half hours was needed per

subject.
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Previous Pilot Study and Cross—~Cultural Sensitivities

A pilot study completed in the summer of 1985 for an anthropology
class on the mental health needs of the Khmer people gave the
principal investigator sensitivity and insight into the subtle nuances
of cross—cultural research with the Khmer for the proposed project.
Again, the importance of the confidential aspects of collecting data
emerged. Also, it was important for the investigator to be relaxed, not
in a hurry, and to show respect for the culture by accepting something
to eat and drink. It was also a further show of respect and politeness
to remove one's shoes before entering the home of the Khmer. Asking
about the children and elderly relatives were further signs of cultural
sensitivity. The principal investigator speaks limited Khmer but knew
major phrases such as "How are you today?" and "Thank you,'" which
delighted subjects and showed a further interest in the culture. Bowing
of the head and pressing one's palms together at chest level was a
traditional greeting the investigator felt was particularly important to
use when in the presence of those Khmer older than oneself and was a
further show of respect for and knowledge of the culture. Additionally,
if gifts were presented to the investigator it was important they be
accepted. Not to do so is considered a rejection of the presenter.

In the previous study conducted during the summer of 1985, the
investigator had also found unavoidable distractions. KXhmer households
are larger than American households because extended family members
quite naturally live in the home, including even god- or "blood-"
brothers and sisters., There was more commotion present than in American

homes, and children were breast-fed, fondled, and chided while the
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investigator and translator conducted their research. It was best for
the investigator to approach her research knowing this was a "given" in
the Khmer culture and to accept what she might feel were unnecessary
distractions.

Research Interviewers Manual

A research interviewer's manual was obtained from Mr. Gary
Andresen at San Diego State University, who was principal investigator
in a research project recently completed on the Montagnard people (see
Appendix A). Salient parts of the manual were read by Mr. Sokhom Oum,
the principal translator, before conducting the pilot research with the
principal investigator. Parts of the manual used in the study were '"The
Ethics of Research Interviewing" and "Interviewing Principles and
Procedures."

Instructions

Instructions were written out to be read to the Khmer subjects.
Instructions were written in English, translated into Khmer, and back
translated into English (see Appendix B). These instructions emphasized
the confidential nature of the data collected, the importance of the
research, the gratitude of the researcher for their participation, and
the subject's right not to participate. The instruction sheet
reiterated the nature of the research, that being to enable Americans to
understand better the experiences of the Khmer people. The instructions
were simply written and assured subjects their answers Lo questions were
judged neither as right or wrong. The principal investigator and
translator felt these instructions were an important beginning to the

actual presentation of the instruments used, given the subjects'



75

traumatic past histories, and their cultural propensity to often
acquiesce despite their true feelings. Mr. Oum, Ms. Keo, and Ms. Khoun
indicated they believe the instructions were simple, appropriate and
comprehensive for intended study.

Procedure

The actual time necessary to administer individually the DES, PTSD
symptom checklist, HSCL-25, and trauma questionnaire was approximately
one and one half hours per person. The translator and investigator
believed this amount of time was necessary in order to be relaxed,
adequately thank the respondents, and ask perfunctory but essential
questions of interest,

The order of the presentation of instruments in the study was such
that the first three instruments (DES, PTSD, and HSCL-25) were randomly
varied with the trauma questionnaire always being the last instrument
because it could elicit provocative responses. The concept of the 100
millimeter line used in the DES was explained more than once. The
investigator and translator felt confident the subjects understood
before proceeding.

It was found that respondents in the pilot study had difficulty
holding a pencil and using it properly. The investigator and translator
assisted respondents on the use of a pencil when necessary.

Questions were read to subjects twice., It was found through the
pilot study that the translator should read the question, pause, then
re-read the question slowly. The investigator assisted subjects in

answering the correct item,
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Respondents were questioned individually. WNo respondents had
trouble understanding any questions. However, respondents were very
deliberate and gave much thought before making decisions as to how they
wanted to respond. In the pilot study, no respondent felt questions
were upsetting.

Data Analysis

The data were analyzed to determine whether a relationship existed
between the independent variable of trauma and the dependent variables
of scores on the DES, PTSD symptom checklist, and HSCL-25. The Pearson
product moment correlation procedure was used to provide coefficients to
examine the relationships between the independent variable of trauma and
all dependent variables in the study. In addition, the Pearson Product
Moment correlation procedure was used to provide coefficients between
trauma (weighted) and trauma (total). Pearson coefficients were also
determined among all dependent variables. An alpha level was set at .05
to determine the significance of the Pearson coefficients. However, the

actual probabilities were reported in Chapter IV.
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CHAPTER IV

RESULTS

This chapter presents a description of subjects who participated in
the study. Included are means and standard deviations for independent
and dependent variables. Findings of the statistical analyses used to
test the five hypotheses in Chapter III are discussed. Finally, data
were further examined to learn what other factors and hypotheses could
be generated by this study.

Subjects

A total of 50 Khmer refugees over the age of 21 who were resettled
in Greensboro, North Carolina in 1983, 1984, or 1985 were randomly
selected from among 500 Khmer refugees living in Greensboro who were
resettled during these years. The exact number of females and males of
this population was not able to be obtained. The sample size included
24 males and 26 females. The mean age of subjects was 42.00 with a
standard deviation of 10.09., The youngest person to respond in the
study was 21, and the oldest was 65. The mean age for subjects being
forced to leave their home in Cambodia was 32.04 with a standard
deviation of 10.09. The mean age of when subjects arrived in America
was 36.60 with a standard deviation of 10.0l.

Independent Variables

For the entire sample (N = 50), the mean score on the trauma scale
was 7.53 (SD = 1.53). The maximum a subject could score was 10.47. 1In

this study, the minimum scored for trauma was 4.85, and the maximum
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scored was 10.47. Means and standard deviations for the total sample

and for genders are listed in Table 1.

Table 1

Descriptive Results

Total Sample Total Male Sample Total Female Sample

Variable (N = 50) (N = 24) (N = 26)
MEAN SD MEAN SD MEAN sD

TRAUMA 7.53 1.53 8.072 1.54 7.029 1.37
DES 37.19 16.17 38.82 18.08 35.68 14.38
PTSD 11.68 2.77 10.92 3.19 12,38 2.15
DEP 2.29 .67 2.23 .73 2.34 .63
ANX 2.39 .79 2.32 T4 2.47 .84
HOP 2.36 .72 2.32 .77 2.39 .68

Dependent Variables

Dissociative Experiences Scale

The mean for this sample for DES was 37.19 (SD = 16.17). The
maximum a person could score on the DES was 100. The minimum score in
this sample was 9.46, and the maximum was 88.75.

Posttraumatic Stress Disorder Checklist

The mean for the entire sample for PTSD was 11.68 (SD = 2.77). The
maximum a person could score on the PTSD symptom checklist was 14.00.

In this sample, the minimum was 4.00 and the maximum 14.00.



79

Depression

The mean for the sample on depression was 2.29 (SD = .67). The
depression measure on the HSCL-25 indicates symptomatology for an
individual with a score of or greater than 1.75, with the maximum score
being 4.00. The minimum score for depression was 1.13, and the maximum
was 4.00.

Anxiety

The mean for the sample on anxiety was 2.39 (SD = .79). The
anxiety measure on the HSCL-25 indicates a person is symptomatic with a
score of or greater than 1.75, with the maximum score being 4.00. The
minimum score for anxiety was 1.00 with a maximum of 4.00,

Hopkins Symptom Checklist-25, Combined Scores (Cambodian Version)

The mean for the sample on the HSCL-25 was 2.36 (SD = .72). The
overall HSCL-25 score indicates symptomatology for an individual with a
score of or greater than 1.75, with the maximum score being 4.00. The
overall minimum on the HSCL-25 was 1.36 with an overall maximum of 3.96.

Hypotheses

The first null hypothesis was that there was no relationship
between the independent variable of amount of trauma and the dependent
variable of dissociation as measured by the DES. The null hypothesis
was rejected in favor of the alternative. The Pearson Product Moment
correlation coefficient between amount of trauma and scores on the DES
was r = .341, p<.02. A statistically significant relationship exists
between amount of trauma and scores on the DES,

The second null hypothesis of the study was that there was no

relationship between the independent variable of amount of trauma and
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the dependent variable of posttraumatic stress disorder as measured by
the PTSD symptom checklist. The null hypothesis of no correlation was
rejected in favor of the alternative. The Pearson Product Moment
correlation coefficient between amount of trauma and scores on the PTSD
symptom checklist was r = .398, p< .005. This indicates a statistically
significant relationship between amount of trauma and scores on the PTSD
symptom checklist.

The third null hypothesis of the study was that there was no
relationship between the independent variable of amount of trauma and
the dependent variable of depression as measured by scores on the
depression component on the HSCL-25 (Cambodian version). The null
hypothesis of no correlation was rejected in favor of the alternative.
The Pearson Product Moment correlation coefficient between trauma and
depression was r = .472, p <.00l. This means that, based on the sample
in this study, there is a statistically significant relationship between
amount of trauma and scores on the HSCL-25 for depression.

The fourth null hypothesis was that there was no relationship
between the independent variable of amount of trauma and the dependent
variable of anxiety as measured by scores on the anxiety component on
the HSCL-25 (Cambodian version). The null hypothesis was rejected in
favor of the alternative. The Pearson Product Moment correlation
coefficient between amount of trauma and scores on the HSCL-25 for
anxiety was r = .320, p <.03. Again, a statistically significant
relationship exists between amount of trauma and scores on the HSCL-25
for anxiety.

The fifth null hypothesis of the study was that there was no
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relationship between the independent variable of amount of trauma and
the dependent variable of the composite of anxiety and depression as
measured by the combined depression and anxiety components on the
HSCL-25 (Cambodian version). The null hypothesis of no correlation was
rejected in favor of the alternative. The Pearson Product Moment
correlation coefficient between amount of trauma and total HSCL-25
scores was r = .431, p<.002. This indicates a statistically
significant relationship between amount of trauma and total HSCL-25
scores.

Table 2 provides the Pearson Product Moment correlation
coefficients between the independent variables of amount of trauma as
determined by weighted scores and the dependent variables of scores on
the DES, PTSD symptom checklist, anxiety, depression and total HSCL-25
(Cambodian version) scores.

Table 2
Pearson Product Moment Correlations for the Independent Variable

(Weighted) Correlated with the Dependent Variables

Variable Trauma

r
DES .341 (p ¢ .02)
PTSD .398 (p < .005)
DEPRESSION 472 (p < .001)
ANXIETY .320 (p < .03)

Total HSCL-25 431 (p < .002)
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Table 3 provides the Pearson Product Moment Correlation
coefficients between the independent variables of amount of trauma as
determined by total additive scores and the dependent variables of
scores on the DES, PTSD syptom checklist, anxiety, depression, and total
HSCL-25 (Camboidan version) scores. Based on the sample in this study,
a statistically significant relationship exists between a total additive
score of trauma and scores on all of the dependent variables. The
correlations between total trauma scores and the DES, PTSD symptom
checklist, anxiety, depression, and total HSCL-25 scores were r = .373
(p <.007), r = .39 (p < .004), r = .483 (p < .0004), r = .333 (p< .01),
r = J445 (p¢ .001), respectively. These correlations are very close to
those found between the weighted trauma scores with the dependent
variables.

Table 3
Pearson Product Moment Correlations for the Independent Variable (Total)

Correlated with the Dependent Variables

Variable Trauma

r
DES .373 (p ¢ .007)
PTSD 394 (p < .004)
DEPRESSION 483 (p < .0004)
ANXIETY 333 (p < .01)

Total HSCL-25 <445 (p < .001)

o e e e et o o e e T o T i s . o o i i i ot e B e M i ot e o o A B e T W S S T B ot St o o S B St ik o A 4 S  ———— - T
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Subsequent Findings

Individual Trauma Items and Dependent Variables

Pearson Product Moment correlation coefficients were determined
between individual trauma items and the dependent variables. Items that
correlated significantly with the dependent variables are presented in
Table 4, A list of the individual trauma items is detailed in Table 5.
It should be noted that Items 1 and 2 were answered in the affirmative
by all subjects, thus resulting in a correlation of zero. Since there
was no variability in response to these items, there was no correlation.
Similarly, Items 19, 20, and 21 were answered in the negative by the
majority of subjects, again resulting in little variability and,
therefore, low correlations.

Item 9 asks 1f the subject experienced a change in residence for
political reasons. This item correlated significantly with the
dependent variables of anxiety (r = .381, p ¢ .007), depression
(r = .352, p <.02), and a total HSCL-25 score (r = .390, p < .005).

Interestingly, items 11, 12, 13, and 14 are clustered in that they
all relate to incidents happening to a close family member. Item 11
asks if the subject had a close family member who was sent to prison for
political reasons. Item 11 correlated significantly with scores on
depression (r = .390, p <.0l) and the total HSCL-25 score (r = .311,
p<+03). Item 12 asks if the subject experienced a close family member
being personally assaulted (including rape). Item 12 indicated a
moderate positive correlation with anxiety (r = .370, p < .009),
depression (r = .355, p <.02), and the total HSCL-25 score (r = .390,

p<.006)., Similarly, item 13 asks if the subject experienced a close
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Pearson Product Moment Correlation Coefficients for
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Individual Items that Correlated Positively with the Dependent Variables

Variable/Item 9 11 12 13 V 14 15 16 17 18 -
Depression  .352(p<.01) .390(p<.01) .355(p<.02) .455(p<¢.001) .328(p<¢.03) .335(p<¢.02) .368(p<.009) J46(p .02)
Anxiety +38(p ¢«.007) +370(p ¢.009) +333(p <.02) «366{(p ¢.0})
Total

HSCL~25 390(p .01 .311(p<.03) .390(p <.006) .406(pc004) ,297(ps .04) ,303(p<.04) .378(p<.007) 381(p . 0CT}
PTSD .388(p €.02)  .593(p<.001) .374(p (Lon¥)
DES

+261(p <.05)
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List of Individual Trauma Items

Since April 17, 1975, did you experience:

1.

10‘

11.

12.

13.

14,

15.

16.

17.

18.

19.

20.

21.

A serious food shortage?

The feeling that your life was in danger?

Relatives or friends forced to move in with you?

The feeling that your relatives or friends were in danger?

Relatives who disappeared?

Friends who disappeared?

Reunion with family members after having lost contact with them?

Change in residence for economic reasons?

Change in residence for political reasons?

Change in residence because of proximity to battle areas?

A close family member who was sent to prison for political reasons?

A close family member who was personally assaulted (including rape)?

A close family member who was injured when getting out of the

country?

A close family member who was killed when getting out of the country?

A friend
A friend
A friend
A friend
Yourself
Yourself

Yourself

who was sent to prison for political reasons?
who was personally assaulted (including rape)?
who was injured when getting out of the country?
who was killed when getting out of the country?
being sent to prison for political reasons?
being personally assaulted (including rape)?

being injured when getting out of the country?
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family member being injured when getting out of the country. Item 13
correlated significantly with scores on depression (r = .455, p ¢ .001)
and the HSCL-25 (r = .406, p ¢.004). Item 14 asks if the subject
experienced a close family member being killed when getting out of the
country. Item 14 correlated significantly with scores on the DES

(r = .241, p <.05), depression (r = .328, p <.03), and HSCL-25 (r = .297,
p <«04). It appears items 11, 12, 13, and 14 relating to the subjects'
experiences with close family members all correlated significantly with
depression and HSCL-25 scores.

Items 15, 16, 17, and 18 are clustered in that they correspond to
incidences relating to a friend. Item 15 asks if the subject had a
friend who was sent to prison for political reasons. Item 15 correlated
significantly with depression (r = .335, p <.02) and total HSCL-25 score
(r = .303, p<.04). Item 16 asks if the subject experienced having a
friend who was personally assaulted (including rape). Item 16
correlated significantly with PTSD (r = .338, p < .02), anxiety (r = .333,
p <.02), depression (r = .368, p < .009), and the HSCL-25 (r = .378,

p <.007). 1Item 17 asks if the subject experienced a friend being
injured when getting out of the country. Item 17 correlated
significantly with PTSD (r = .593, p <.00l). 1Item 18 asks if the
subject experienced a friend being killed when getting out of the
country. Item 18 correlated significantly with PTSD (xr = .374, p< .008),
anxiety (r = .366, p <.01), depression (r = .346, p ¢.02), and the
HSCL-25 (r = .381, p< .007). Items 15, 16, 17, and 18 all correlate

significantly with depression and the HSCL-25.



Overall, it appears items 9, 11, 12, 13, 14, 15, 16, and 18
indicate moderate positive correlations on both depression and the
HSCL-25. In particular, items 16, 17, and 18 correlate significantly
with PTSD symptomatology. Item 14 appeared to be the only item with a
significant correlation to scores on the DES (r = .241, p.¢ 05).

Correlation between Trauma and Trauma Total

A Pearson Product Moment correlation coefficient of .998, p <.001
was determined between the trauma weighted scale and the trauma total
score. The trauma weighted scale was described in Chapter III, wherein
ten independent Khmer judges '"weighted" the 21 trauma items in terms of
the potency of varying traumatic experiences. The trauma total score
simply reflects the number of yeses to which the subject has responded.
This means that based on this sample of the study, there is a
statistically significant relationship between the trauma weighted
score and the trauma total score. The correlation is very high,
indicating in this study that trauma is more additive in nature. This
high correlation could lead to further validation studies indicating
that adding the total number of traumas is sufficient rather than
weighting each individual trauma item and adding for a total weighted
trauma scoree.

Correlations Among Dependent Variables

Pearson Product Moment correlation coefficients were determined
among all dependent variables. Mollica et al. (1988) indicated PTSD
rarely existed as a solitary diagnosis in Khmer refugees but co-existed
with other DSM-III-R disorders, usually depression. Findings in this

study support this contention. The correlation between PTSD and
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depression was r = .591, p ¢.00l, indicating a statistically significant
correlation. Other correlations between PTSD and DES, PTSD and anxiety,
PTSD and total HSCL-25 scores were r = .377 (p <.008), r = .474

(p <.001), r = .569 (p <.001), respectively. Again, these findings give
support to the contention that PTSD usually exists in conjunction with
other DSM-III disorders.

The correlations between the DES and anxiety, depression, and total
HSCL-25 score also indicated moderately high positive correlations
between dissociative disorders, and the existence of other DSM-III
disorders. These correlations were r = .526 (p<.001), r = .584 (p <
.001), and r = 577 (p <.001), respectively. The correlation between
anxiety and depression was found to be r = .834 (p<.001).

Table 6 illustrates the Pearson Product Moment correlations between all
of the dependent variables.
Table 6

Pearson Product Moment Correlations Between Scores on all Dependent

Variables
Variable PTSD DES Anxiety Depression
DES .377 (p < .008)

Anxiety 474 (p< .001) .526 (p < .001)
Depression .591 (p <.001) .584 (p < .001) .834 (p <.001)

HSCL-25 .569 (p <.001) .577 (p< .001)

e i e o v e e e A Y S P A o Ao iy o W e i i et Tt o e S St Tt e o ek b A T o R et i Bl it e e S i o T i A e e S i Y
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SUMMARY

All five null hypotheses were rejected in favor of the alternative
in this study. Data analyses showed statistically significant
relationships between trauma and DES scores, trauma and PTSD, trauma and
depression, trauma and anxiety, and finally, trauma and total HSCL-25
scores. Subsequent findings indicated that clusters of individual
trauma items showed moderate positive statistical significance to
dependent variables. Specifically, items 9, 11, 12, 13, 14, 15, 16 and
18 indicated statistical significance on both depression and total
HSCL-25 scores. Items 16, 17 and 18, corresponding to subjects' having
experiences with incidences relating to a friend, all correlated
significantly with PTSD symptomatology. Item 14, having to do with a
close family member who was killed when getting out of the country was
the only item to correlate significantly with scores on the DES.

Other subsequent findings indicated a high correlation (r = .998,
P <+001) between the weighted trauma score and a simple additive trauma
total (number of yeses answered by subjects). Similarly, correlations
between all dependent variables indicated statistically significant
correlations. This validates studies presented in Chapter II, giving
support to the contention that PTSD often exists in conjunction with

other DSM-III disorders.,
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CHAPTER V

DISCUSSION

The purpose of this study was to examine the relationships between
trauma and dissociation, PTSD, anxiety, depression, and a composite of
anxiety with depression. Individual items in the trauma checklist were
also correlated with all dependent variables to determine significant
positive correlations. Also investigated were subsequent relationships
between a total weighted trauma score and a total additive trauma score.
Additionally, relationships between dissociation, PTSD, anxiety,
depression, and a composite of anxiety and depression were examined.

Trauma and Dissociation

The results of the Pearson Product moment correlation between the
independent variable of amount of trauma and the dependent variable of
dissociation as measured by scores on the DES resulted in a
statistically significant moderately positive correlation as was
expected. This finding supports previous research suggesting a link
exists between the severity of psychic trauma and the subsequent
development of dissociative disorders (Putnam, 1985). The finding not
only supports the limited empirical validation on the relationship
between trauma and dissociation (Spiegel, 1986) but is the first
available research to report on the relationship between the amount of
trauma in a Southeast Asian adult refugee population and dissociative

disorders.
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Trauma and PTSD

As expected, the results of the Pearson Product moment correlation
between the independent variable of amount of trauma and the dependent
variable of posttraumatic stress disorder as measured by scores on the
PTSD symptom checklist, resulted in a moderately positive correlation.
This supports a nonpsychiatric population having similar psychological
disorders as reported in the earlier findings in the two published
studies on the incidence of PTSD among Southeast Asian refugee
psychiatric populations (Kinzie et al., 1984; Mollica et al., 1985).

Trauma and Depression

The highest Pearson Product moment correlation was between the
independent variable of trauma and the dependent variable of depression
as measured by scores on the HSCL-25. This finding is not surprising,
given the research on the Southeast Asian refugee experience and the
incidence of depression. Mollica et al (1987) noted that depression
existed in their sample of Indochinese refugee patients, usually in
conjunction with symptoms of PTSD. Similarly, depression was found to
be prevalent in earlier studies of Southeast Asian refugees (Cohon,
1979; Kinzie & Manson, 1983; Rumbaut, 1985; Westermeyer et al., 1983).

Trauma and Anxiety

Results of the Pearson Product moment correlation between the
independent variable of amount of trauma and the dependent variable of
anxiety measured by scores on the HSCL-25 were moderately positively
correlated. In an earlier study, Mollica et al. (1987) found anxiety
was particularly prevalent in Cambodian refugees, a group they

discovered to be the most severely traumatized of all Southeast Asian
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refugee ethnic groups. Thus, these findings support the only published
research available on trauma and anxiety in Cambodian refugees.

Trauma and Hopkins Symptom Checklist-25 (Composite)

As expected, the results of the Pearson Product moment correlation
between the independent variable of amount of trauma and the dependent
variable of a composite of anxiety and depression as measured by scores
on the HSCL-25 was positively correlated. The only available published
research by Mollica et al. (1985), indicated that Cambodian psychiatric
patients, having experienced a high level of trauma, scored as having a
psychiatric disorder on the total HSCL-25, These findings lend support
to the fact that a nonpsychiatric population has similar incidences of
psychological disorders.

Subsequent Findings

Individual Trauma Items and Dependent Variables

Of the 21 individual trauma items that were correlated with the
dependent variables, only nine of these items revealed significant
positive correlations. Items 1, 2, 19, 20, and 21 resulted in zero
correlations or extremely low correlations since there was no
variability in response to these items. These items were not amenable
to being examined statistically, but it is important that all of the
sample in this study either experienced or did not experience these
individual trauma items. All subjects sampled in this study experienced
items 1 and 2, those being a serious food shortage or feeling their life
was in danger. Only three or four subjects experienced any of items 19,
20, or 21, those being the subject being sent to prison, personally

assaulted, or injured when leaving the country. These results are
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similar to previous findings (Krupinski & Burrows, 1986) that indicatd
some traumatic events were universally experienced by their sample while
other events were rarely experienced. Items 9, 11, 12, 13, 14, 15, 16,
17, and 18 resulted in positive correlations. Item 9 asks if the
subject experienced a change in residence for political reasons. This
item correlated significantly with the dependent variables of anxiety,
depression, and total HSC1-25 scores.

The remaining items that positively correlated appeared in groups,
with similar themes of items corresponding to positive correlations
with the dependent variables. For instance, items 11, 12, 13, and 14
are grouped because they reflect experiences that happened to a close
family member. All of these four items correlated significantly with
the dependent variables of depression and total HSCL-25 scores. These
results parallel previous findings (Alley, 1982; Brown, 1982; Bruno,
1984; Duncan & Kang, 1984; Krupinski & Burrows, 1986; Robinson, 1980)
that emotional difficulties of Indochinese refugees are often the result
of incidents occurring to significant family members.

Similarly, items 15, 16, 17, and 18 emerged in a group, with the
theme of incidences relating to a friend corresponding to positive
correlations on some of the dependent variables. Again, these four
items correlated significantly with depression and total HSCL-25
scores. Of particular interest were items 16, 17, and 18. These three
items were the only trauma items to correlate significantly with PTSD.
These items refer to subjects having experienced a friend being
personally assaulted (item 16 ), injured when getting out of the country

(item 17) or killed when getting out of the country (item 18). These
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findings substantiate earlier studies on PTSD and the experiences of
Vietnam veterans. These studies (Laufer, Brett and Gallops, 1985;
Matessek, 1975; Solkoff, Gray and Keill, 1986; Wilson & Krauss, 1985)
demonstrated that witnessing of abusive violence, exposure to death and
injury including passive witnessing of friends killed and intensity of
combat increased PTSD symptomatology among Vietnam veterans.

In general, it appears that having experienced close family members
or friends being sent to prison, personally assaulted, injured or killed
relates to depression and anxiety as reflected in scores on the HSCL-25,
In particular, PTSD symptomatology appears to be related to incidences
occurring only to friends. One probable explanation for this
interesting result is that subjects witnessed more abuse of friends than
of family, in that Khmer families were dispersed to different slave
labor camps at the beginning of the Pol Pot era. Unfortunately, other
items may also reflect a relationship but were difficult to interpret
because there was no variability in responses. Interestingly, these
findings also corroborate the ten independent Khmer judges' weights for
the trauma scale, with the exception of Item 9. Item 9 received a
relatively low weight, whereas Items 1l through 18 received high
weights, indicating greater trauma.

Trauma and Trauma Totals

An interesting subsequent finding of this study was the correlation
coefficient between the trauma weighted scale and the trauma total
score. Findings from the sample in this study empirically show trauma
appears to be additive in nature and gives a very close equivalent to a

weighted trauma score. Based on the sample used in this study, it



95

appears there exists a very high statistically significant relationship
between trauma weighted and trauma total score. The only published
study on Southeast refugee children, adolescents and young adults
psychological disorders and trauma (Krupinski & Burrows, 1986) used
weights for a total weighted stress score. This finding of this study
could lead to further validation studies substantiating the use of a
total additive trauma score rather than a total weighted trauma score.

Additionally, correlations between the weighted trauma with the
dependent variables and the total additive trauma with the dependent
variables were extremely close. It appears from the sample used in this
study that the correlations between using a weighted trauma score and a
total trauma score yields statistically significant similar
correlations, suggesting the total trauma score gives a close equivalent.
Further validation studies could empirically support findings of this
study indicating the use of a total trauma score rather than the more
lengthy use of weighted trauma scores.

Correlations Among Dependent Variables

Pearson Product moment correlation coefficients among all dependent
variables indicated moderately high correlations. Surprisingly, the
lowest correlation was between DES scores and PTSD scores, although
there was a statistically positive correlation. The highest correlation
was between anxiety and depression (r = .834, p< .00l). However,
anxiety, depression, and the composite HSCL-25 scores all correlated
moderately highly with PTSD scores and DES scores. This finding
supports previous research (Kinzie et al.,, 1984; Mollica et al., 1985)

that suggested PTSD is usually found in conjunction with other DSM-III-R
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disorders, typically depression in Southeast Asian refugees. The
results of this study suggest that there is a statistically significant
positive relationship between PTSD and DES, anxiety, depression and a
composite HSCL-25 score. Relatedly, DES scores suggested a
statistically significant positive relationship exists between these
scores and PTSD, anxiety, depression and composite HSCL-25 scores. This
study is the first known to examine dissociation as measured by DES
scores and the relationship among other DSM-~III~R disorders in a
Southeast Asian population. Results of this study are consistent with
existing research on dissociative symptomatology in subjects with PTSD
(Bernstein & Putnam, 1986; Blank, 1985; Kolb, 1985). Results indicating
that a moderately positive statistically significant relationship exists
among DES scores and anxiety (r = .526, p ¢.001), depression (r = .584,
P <+001), and composite HSCL-25 scores (r = .577, p <.001) are
elucidating and indicate a need for further research in the area. The
development of the DES marked the advent of the first reliable and valid
instrument for distinguishing between subjects with and without a
dissociative disorder (Bernstein & Putnam, 1986). Perhaps because it is
a relatively new instrument, dissociation had not been researched in the
Southeast Asian refugee population nor has the relationship between
dissociation, PTSD, anxiety, depression, and composite HSCL-25 scores in
this unique population. Replication of this study is needed to further
validate results of this study with other Southeast Asian refugee
populations.

The highest correlation between dependent variables was between

anxiety and depression (r = .834, p¢ .001). Again, this substantiates
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results of an earlier study (Mollica et al., 1985), which revealed that
Southeast Asian refugees diagnosed as having a psychiatric disorder
scored high on anxiety and depression on the HSCL-25. Further research
is needed to examine the incidences of DES, PTSD, anxiety, depression,
and composite HSCL-25 scores in other nonpsychiatric Southeast Asian
refugee populations.

No discrepancies emerged in this study that conflicted with
findings of previous limited studies on PTSD, anxiety, depression and
composite HSCL-25 scores in Southeast Asian refugee adult psychiatric
populations (Cohon, 1977; Kinzie et al., 1984; Mollica et al., 1985;
Mollica et al., 1987; Westermeyer et al., 1983). In fact, in this
nonpsychiatric sample, higher correlations would have been expected
because of the greater heterogeneity of the sample as compared to the
samples of psychiatric Southeast Asians. However, correlations were not
greater, indicating nonpsychiatric populations of Southeast Asian
refugees are very similar to empirical studies conducted on psychiatric
populations and may be in need of as much help as psychiatric
populations., Similarly, although this is the first known research on
dissociation in any Southeast Asian adult refugee population, results of
this study validate earlier studies on dissociation in populations of
posttraumatic stress disorder subjects (Bernstein and Putnam, 1986;
Blank, 1985; Kolb, 1985). As mentioned previously, further research is
needed to study the phenomenon of dissociation in other Southeast Asian

refugee populations, both psychiatric and nonpsychiatric.
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Limitations

Sample Selection

Although the sample for the proposed study comprised a random
sample of Khmer subjects living in Greensboro, North Carolina, findings
will be most safely generalized to other Khmer refugee subjects living
in Greensboro, North Carolina. The results will be limited to
Khmer refugees throughout the nation arriving in America between 1983,
1984, and 1985 through (FASP) of the Office of Refugee Resettlement
(ORR) to cities with demographics similar to those of Greemsboro, North
Carolina.,

Measurement Issues

The trauma checklist and PTSD symptom checklist used in the study
were not precise assessments of either the traumas these subjects
endured, or the exact nature of their PTSD symptomatology. Mollica et
al, (1987) indicated that Khmer refugees who had experienced multiple
traumas under the Pol Pot regime may respond to comprehensive screening
instruments that are emotionally intrusive by experiencing intense
emotional reactions such as flashbacks. The instruments selected for
the proposed study did not achieve in-depth specificity as to the exact
nature of the Khmer refugees' experiences or PTSD symptomatology. The
reason for this lack of specificity was that no culturally relevant
resources were available in the Greensboro community for subjects to
have received follow-up treatment if they had become overwhelmed by
their emotions. Therefore, short and less provocative instruments were

used in the study,
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Different interviewing conditions at the subjects' homes resulted
in variability with respect to noise, distractions, and interruptions.
Therefore, interviewing procedures were less standardized than preferred.
Additionally, the varying effect of fatigue on subjects posed a
limitation to this study.

Translation of Instruments

The PTSD and DES instruments were translated by the most qualified
Khmer translators in the state. Nary Keo, Sokhom Oum, and Nan Khoun
were all knowledgable about mental health concepts, and discrepancies
were discussed at great length and resolved. The PTSD symptom checklist
was endorsed by Dr. Richard Mollica's Indochinese staff (personal
communication, August 1988), and a test-retest with 20 subjects proved
the instrument reliable with a coefficient of .85. Additionally, the
trauma questionnaire was devised and translated by nationally recognized
experts in the field (K. Meinhardt, personal communication, September
1988). However, nationally recognized cultural specialists and
Indochinese experts were unavailable for assistance in the translation
of the DES (Bernstein & Putnam, 1986).

Conclusions

Trauma was examined to explore the relationships between trauma and
the psychological disorders of dissociation, posttraumatic stress
disorder (PTSD), anxiety, depression, and a composite of anxiety and
depression in Khmer refugees residing in the United States. The need
for this study was supported by previous limited research results
indicating the existence of psychological dysfunction in Southeast Asian

refugees who had experienced severe psychic trauma. The findings of
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this study suggest that a relationship does exist between the trauma
endured by Khmer refugees and the existence of psychological disorders.

This study is the first known to examine dissociative disorders in
any Southeast Asian refugee population. It supports earlier research on
the severity of trauma and the development of dissociative disorders,
but is unique in the population studied. Similarly, this study
corroborated findings of limited earlier research with Southeast Asian
refugee populations, indicating the existence of PTSD, depression,
anxiety, and a composite of anxiety and depression in this population.
Additionally, this study provided support for previous research
suggesting PTSD usually exists in conjunction with other DSM-III-R
disorders, typically depression, in Southeast Asian refugee populations.

Understanding that psychic trauma of Khmer refugees may influence
the subsequent development of DSM-III disorders underscores the
importance of examining both phenomena. A more precise understanding
of the nature of the trauma endured and the development of specific
psychological disorders should enable counselors and clinicians to more
readily devise treatment plans for this unique population.

One way to facilitate an understanding of psychological disorders
in Khmer refugees is through the use of reliable and valid assessment
tools. This study provides counselors with two new instruments with
which to assess PTSD and dissociative disorders. The development of a
reliable and valid PTSD symptom checklist is now available in Khmer.
Additionally, a translated version of the DES is also available in

Khmer, These translated measurement devices should enhance the
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practitioner's repertoire of available means of understanding pathology
in Khmer populations.

Fifty Khmer men and women refugees over the age of 21 were
interviewed using the Dissociative Experiences Scale, Posttraumatic
Stress Disorder Symptom Checklist, the Trauma Questionnaire, and the
Hopkins Symptom Checklist-25 (Cambodian version). Each instrument was
scored using standardized procedures.

Statistical analyses of the data indicated that a statistically
significant moderately positive relationship exists between amount of
trauma and the psychological disorders examined. These findings
corroborate previous limited research with this population and further
validate the limited empirical research on trauma and dissociation.

Subsequent findings of the study corroborate previous research.
Individual trauma items group in terms of experiencing incidents
relating to family members or friends and reflect high symptomatology in
anxiety and depression. Similarly, PTSD symptomatology appears to be
related to experiencing incidents relating to friends.

The results of this study indicate that there is a statistically
significant relationship between amount of trauma experienced by Khmer
refugees and subsequent scores on the DES, PTSD symptom checklist, and a
composite of the HSCL-25 (Cambodian version). Additionally, there is a
statistically significant relationship between the existence of PTSD and
DES, anxiety, depression, and of composite anxiety and depression as
measured through the HSCL-25. This study corroborates limited earlier
research with Khmer refugees, with the exception of findings related to

the DES, heretofore unexamined in this population. Further research is
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needed to validate findings relating to trauma and the development of
dissociative disorders in the Khmer refugee.

Implications

Implications for Counselors

The information provided by the results of this study has
implications for counselors and others in the helping professions who
work with Southeast Asian refugees. To facilitate treatment plans for
Southeast Asian refugees, two additional assessment tools have been
developed by this study. First, the Dissociative Experiences Scale
(DES) has now been translated into Khmer and is available for clinicians
working with Khmer clients as a screening device for dissociative
disorders. Second, a PTSD symptom checklist with proven validity and
test-retest reliability of .85 is now available in Khmer to enable
clinicians to discern the existence of posttraumatic stress disorder
(PTSD) in their Khmer clients.

The addition of these two diagnostic tools to the repertoire of
available translated Khmer assessment techniques may enhance the ability
of counselors working with this unique population more readily to
discern trauma-related symptoms. Some of the leading researchers in the
field have indicated the importance of clinicians working with
Indochinese refugees to obtain a detailed trauma history as well as to
be able to recognize and treat trauma-related symptoms (Mollica et al.,
1987). The development of the Khmer PTSD symptom checklist is specific
to the Khmer refugees' experiences during the Pol Pot era and helps to
£ill this void. Similarly, the translated Khmer version of the DES

discerns dissociative disorders in this most highly traumatized
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Southeast Asian refugee population (Mollica et al., 1987).

In addition, the results of this study support the existence of
psychological disorders in a nonpsychiatric Southeast Asian refugee
population. Heretofore, empirical studies have focused only on
psychiatric Southeast Asian refugee populations. Clinicians, counselors
in schools, and other helping professionals working with these refugees
should be alert to recognizing and treating trauma-related dysfunctions
in Khmer refugee nonpsychiatric populations.

Another important implication for counselors working with Southeast
Asian refugee populations is the element of time and trauma-related
dysfunctions. The sample in this study suffered trauma between the
years 1975 to 1979. 1In this nonpsychiatric population it appears
psychological disorders may be evident at least ten years after the
original trauma occurred. Although a significant amount of time had
lapsed, the wounds had not healed, indicating intervention is necessary
for survivors of trauma years after traumatic events have been
experienced. Counselors should be sensitive to the fact that survivors
of trauma may be affected deleteriously even though years many have
passed since the traumatic event.

Finally, the study results additionally support earlier research
indicating PTSD is invariably associated with another DSM-III disorder
(usually depression) in Southeast Asian refugee populations. As these
findings corroborate earlier findings, this may alert counselors to the
pbtential for multiple diagnoses of DSM-III disorders. In summary, the
findings of this study may enable counselors to expedite treatment for

their Southeast Asian refugee clients suffering from trauma-related
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psychological disorders. A more precise understanding of the
psychological impact of trauma on Khmer refugees has emerged through
this study. Although trauma-related research is in its infancy, these
findings may facilitate treatment plans for this unique population
despite cultural discrepancies that previously may have impeded the
counselor's diagnostic ability.

Implications for Research

The information pfovided by the results of this study has
implications for future research. At this writing, this is the only
known research identified on dissociative disorders to be conducted on
any Southeast Asian refugee population in the United States or other
countries. This research needs to be replicated to further validate
findings on dissociative disorders in other Southeast Asian refugee
populations, both psychiatric and nonpsychiatric.

In addition, further wvalidation studies are needed on the total
weighted trauma scores and simple additive total trauma scores. The
results of this study point to trauma totals being more additive in
nature, Further studies are needed validating that simply adding the
total number of traumas suffices rather than the more time-consuming and
complicated weighting of each individual trauma item for a total
weighted trauma score.

Finally, research needs to be done with other nonpsychiatric Khmer
refugees throughout the nation. The results of this study pertain to
Khmer refugees resettled in an urban, mid-sized Southern community.
More research is needed among nonpsychiatric Khmer refugees in both

more metropolitan and rural populations.



Recommendations

Cross-cultural research is at best a difficult task, This study
did not deviate in this respect. However, certain issues emerged as a
result of this study that could enhance future research with the Khmer
refugee ethnic group studied in the United States.

As few researchers speak the Cambodian language, it is impossible
to conduct research without qualified translators. Such translators
will, in almost all cases, be Khmer refugees themselves. The
sensitivity of the researcher to the feelings of the translator is
especially important in collecting data on the nature of trauma. As th
translator has frequently experienced incidences similar to those of th
subjects, it is imperative that the researcher not overwhelm the
translator by collecting data hurriedly. Again, as the translator is
repeatedly exploring provocative issues of his or her own through
questionning subjects, the researcher should not only be sensitive to
this fact but encourage and provide opportunities for the translator to
discuss his or her feelings. This is not only important to the
translator, but helps to ensure the reliability of the data collected.

Data collection for this study was obtained through interviews at
the residences of the Khmer subjects. As indicated earlier,
appointments were made at all households prior to the actual data
collection. In some instances, subjects were found in an intoxicated
state from the abuse of alcoholic substances. In such an event, the
appointment was rescheduled. It should be noted here for future studie
researchers and counselors should be well aware of the severe alcohol

abuse among Khmer refugee adult men and women. It appeared from the
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sample in this study that alcohol abuse is a problem in this population
similar to that of others having suffered severe psychic trauma such

as in the population of Vietnam veterans. Counselors should be
sensitive to this fact when working with Southeast Asian refugee adults.

In collecting data, a qualified and diplomatic translator can
mitigate potential difficulties in instances when refugees are
intoxicated. Therefore, it is essential that the translator be
respected and well-liked among the Khmer sample intended for study. The
recognition of the confidential nature of the research and the ability
of the translator to conduct the research in a confidential manner are
essential to the successful collection of data in this cross-cultural
research.

Another recommendation concerning the confidential and sensitive
nature of the data collection is the importance of both translator's and
researcher's awareness of referral services and available resources in
the community should subjects become overwhelmed. In some major
metropolitan areas with large concentrations of Southeast Asian
refugees, there are professional services readily available. 1In this
study conducted in Greensboro, North Carolina, there were no follow-up
services available for subjects. In this instance, a nontraditional
but appropriate means for acquiring assistance for these refugees was
implemented: The translator worked closely with Buddhist monks who were
available to help in the event subjects were in need of follow-up
services.

The findings generated by this study corroborate previous research

in the area. MHowever, dissociative disorders, although believed to be
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closely linked to psychic trauma (Putnam, 1985), had heretofore been
unexamined in any Southeast Asian refugee population. Although the DES
(Bernstein & Putnam, 1986) was translated a total of four times for this
study, nationally recognized Indochinese experts were unavailable for
translation assistance. Future research on dissociative disorders in
Khmer refugees using the DES (Bernstein & Putnam, 1986) should further
validate the current translation of the DES (Bernstein & Putnam, 1986)
with nationally renowned Khmer experts, if at all possible.

Finally, one important ancillary finding of this study is the
actual incidence of DSM-III psychological disorders in a nonpsychiatric
random sample of adult Khmer refugees. Heretofore, nonpsychiatric
samples of Khmer refugees had not been studied. In order for Khmer
refugees to obtain the professional assistance they need, similar future
research is needed to validate the trauma Khmer refugees have endured
and subsequent psychological dysfunctions that impair their ability to

lead fuifilling lives in America.
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Research Interviewer's Manual

Pages 7 and 8 and pages 20 through 29 were given to the translator

for review. Permission was obtained to use the manual. These pertinent

sections contained information useful in cross-cultural interviewing.
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Prozecticon of Human Scoiects at San Diego State University.
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protect the privacy of respondents:

i. In obtaining the z=ievant universe, lists of names and

addéresses will be gathered Zrom the Montagnard Project
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Stxict adherence to these procedures and ethical standarés
in zhe conduc:t of the research shouid both ensure the protection
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study, andé the scilent:fic integrity of the researcn.

More specifically, consider that the interviewer-respondent
relationsnip is a professional relationship governed by norms cf
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INTERVIEWING PRINCIPLES AND PRICIDURES -

This next section represents an attempt to set forth a number of
principles which, when applied, will result in sound interviewing. i
The principles have been deliberately kept broad whenever possible
s0 as to serve as guides rather than as restrictive chains. The i
reasons underlying most principles have been explained in dezail
to enable the interviewer to understand and use them flexibly and
effectively. Although several examples of the application oI the
principles have been given, their use has been limited in order
not to give the impression that the principles are appiicabdle only
to the cases illustrated. Quite the contrary is true: it is intended
that the principles cover a wide range of situations. In some
sense;, then, the principles represent a "philosophy" of interviewing
rather than unchangeable, inflexible zules.

A. INTRCDUCING THE RZSEARCH PROJECT AND EISTABLISHING RAFPORT

The success of each interview depenZs considerabliy on the abilizy
of the interviewer to create a friendly, supportive atmoschere cf
mutuzl trust and confidence when the respondent is first contacted.
There is no one best way of establishing this rapport, Zor the best
way of doing this wizh one -espondent will be inadeguate with
anorther. People differ in socioeconomicz status, character, hezlth,
and experience with interviewers and sziesmen, and they nave
different expectations of '"pollsters.'" These differences musI be
tzken into account, and exactly how this is done is dependent on
how sensirivelv the interviewer perceives zhese differences and can
46&DT the intlerView S.-u&c.on co chem. eecless wO say, estaciisning
Teppcri canneotl De GoONe 1nscancaneousiy; it takes place throughout
the course of the interview. The firs:t imoression made on the
=
v

T
i
Tespondent is very important, however, zcr it 'sets' the respondent
to perceive the interviewer and the survev in a manner which ray
be either beneficial or detrimental to the purpose of the survey.
How can this atmosphere of rapport be established? It must
again be said that the desired atmosphere can be established only
Lo a greater or lesser degree. There is no way of knowing before-
hand how desirable an atmosphere can be created, and it is there-
fore necessary to follow certain principles which are likely to
bring about rapport. As applies to most principles, they should be _
used intelligently and adaptively in accordance with situational
needs~-the nature of the survey, the characteristics of the
Tespondent, the place of interview, and so forth.




1., Tne Interviewer Must Introguce Himself/herself anz Stite
he =uIsose 97 thHe .nferview,

Aside from oeing courtecus, such an introsuction serves te Zisoel
immediately any suspizion that tne interviewer is a salesman. For the
Central Hignlanoer responaents in this project, a brief imtrocuztion may
not De sufficient. They may need to know wno vou are, wnere yeu come
from, now many brotherss and sisters you have, now 1ong vou nave stayed in
the United States, wno hired you, how tne respondents are seiected, how
you come to know where they live, wny tne researcn investigators want to
do this stuay, and many other auestions. You should, therefore. de .
prenareg not only to give a brief introduction adout the nurpose of this
study ang wno tne research investigators are, but also to answer
guestions about vourself, your tackground, and family. Sefore tney are
willing to talk about tnemselves, tne respongents will want tc Know
samething anout you., The aovantage of being osenly friendly aoout

isciosing some information adout yourself is that the rescongent can
feel that vou aoe "one of us." It creates a sense of belonging o the
same ethnolinguistic sulture, and of mututal comoassion F3T wnat they
have gone tnrough guring their exile and their searcn foo & livelinood in
this countsy.

It is tc vour agvantage 0 nand the poaspestiive ressInoent vour

an L (154
P oo lebalobe

igentificaticn.carg to imspect wnile you ace making intIozuctory
TEMarks, 1ne gssture serves tS ncld the atiention of tne responzent and
lencs cregence to the puroose of vour visit. It allows tnem o verify
your igentity ang establisnes the fact that you are, ingesz, N0t 3
salesman NOr an unNJdeIZrouUNd OT Jovernment agent. Rememosr TCo Thnat we
will nave greviously Contactec Ine Iesponlent Jy Snone anc letier, and

a§ITangec tne acigcintment oI you.

As vou are exclaining tne outpcse of thnis study, D€ suTe T siress
.that any infsomation tnat is suzplied to vou ouring the inmceoview will de
tre2ated as aosciutely configentisl matters. frer the resnoncent nas
agmizted you to nis/nes home, anc you are both comfcriably seatez, dring
uo the supject of written consent,

Rememper, tne law now reguires that written consent 2e& ooteined from
all research involving human subjects. YOU CANNOT START AN INTZRVIZW
UNLESS YOU HAVE RECTIVED WRITTEN CONSENT FROM 1Az ~corOhooii.  1ou will
be given a supgly Of written consent forms to dDe filled out dy the
respongents (A copy of this consent form is appended to tne seztion on
wEthics," above.) It is possible that some of your respongers may
hesitate to sign theis name. You snhould do your Yest ¢o decsuzce them
that this is oesigned to protect tnem, i.e., to make sure =rat no one
walks into tneir homes and asks tnem all sorts of questions wnen in fact
the purpose of their visit is NOT to do research. You snould also point
out that another reason for wanting their signature is to allow tnhe
Project Direstor amd his/her staff to check on vou— to ensure that you
have inmesd interviewed somanadv in hause X, 300 Sid pab tiemle mgee on
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Hignlanoger refugees may still share tne greac o° legal comolications that i
some geozle ir tne Soutneast 4sia have tragitionalliy nurtured. If, at .
tnis point, tne Tespongent sSnanges nis/sner minc entirely apout being
interviewes anc ve. feel that further persuasion s futlle, politely make
anc exit. Dc a2t ‘cIce an interview,

Cnce w*;::eq consent is cctainezd, vou snoulc start the intesview as ;
soon as possizie, TO aveic taxking ud £oo musn of The Tespongent's time. '
If someone asks now long it will take, 39 not miscecresent but avoid ‘
peing top preciss, for tne length of an interview goes vary. It is pest
TO s3y sometning vague Dut reassuring like, "lt's nzrd to say, Desause il
gepends on NOw MUsn you Nave To say about the susject. I would estimate

about W

You may alsc want to infaoom the respongent that some of tne gquestions
you will De askings may seem ¢ be unusual or too Sirect, but that it i
imporzant that tne cuestions De askes in that way for scientific researsn

urpases. The =So-oject Director, in tne course of aevelodning and

pretesting Ine Tignnaire, nas toiec To reanrase ar eliminate any
survey guesticns tnat seemec culturally inassroorizte, but still tne verny
nature of tnis tyvoe of suTvey may seem faTeign Tt many Ingocnhinese
TesJongents. .28t e ressongent feel tngt if nessne 2annot answer 3
QUesSTion, Vo4 will UNgersstanc ant go on TC the next. 3ut you Snoull use

this ostion only wnen aosglutely necessaTy.

In general, ne introoustisn shouls cover tne following four
important acinte:

a. Wno ig zonzucting Tne syurvev,  InTIoQUIISIV siatements snould
inzizate ThET TTE€ CISERLIETLCn JY whom Tne intesvioewss 1s empliovec is
reliasle. Tnisz snoulc gvercoTes oossinle suSsificos TRET & NerC o osoTi

"sell" is in ne cffing, Or that & government, cTeciz, oo collection
agency is maki~g e~ investigzation. CHRP s neing concucted Dy & M2stels
candicate at San Clego State university, anc is funazed srivately,

b. Tne suziezt and suroase of sne suTvev. Tne sucject ang pusacse

ofthe survey snou-C 0g sIstec C3oner oroacly, for iF civen in too muchn
getail answers to sulseguent Suestions may pe suggested. A general

s..ar.nmﬂm oftne pucsose of the survey and emsnasis of tne fact tne

responaent's .22ac &re wnat is wanted will usually overzome this type of
difficult

c. How the Tespongent hacoened to be chnosen.  Respondents are verty
frequently curious, even SusDicious, &DoJl now thev, in particular, were
chosen to be interviewed. Unless they are given & satisfactory answer :
they may zhink %hat the interviewer has an ulterior motive and, as a '
result, give biasez answers. As you know, responasnts in CHRP are cnosen '
through a saturation samsling techniague. In gther words, respongents arce




not chosen 2y chance. Tmis explanation is gszurate anc will usually ;
satisfv a respongent. 1€ warranted, vou can 302 that the respendent's B
coopezation is essential to ensure the most scientifically vallid ang

generalizaclie results.

d. Tne interview .5 configential. Altnousn it sometimes does not
matter wnetnes a resgonZent LS t2.i0 That the answess ootzined in the
interview are configentizi, it is safer to pcint tnis ogut exolicitly. In ;
no case shoula the oint 2e civen mush emonasis, however, unless the ‘
respongent raises the issue Empnasis on tne configential aspects of the
survey arouses suspicior In many people anc mekes ctners excessively.
self-conscious, for a “"conficential®™ interview mignt imcly tnat sometning

onvid

in the intecview mignt cause embacrassment if revealed.

2. The Interviewer Must Make tne Responaent Sesl That <he Survey
is imoortant.

Peanle are generally mcre likely to cocoerate if <ne survey in whizh
they are requestes IC c& is shown tc pe imocriant, thougn it
need not de cirestly i T TO tne es3Jngent.  Tne sIgtement that a
survey is of zirect im ce To every rescondent is cfien so oatently
unlikeliy <nat it is z. It is tnesrefcre nest, wnen possisie, o
state Trankly tne pucoose of tne suTvey, Wiy ant Tt wiom it is
imporTant. ~cor suggestisns, see tne earliier section on "Tne 2sjective of
this Research." CHRP is one of =ne most important

researcn stucie er refyugse exoeriencze

E oy
-aCe,

tne Centoal

ever ogne : its im ne for ouonlic polizy,
oublic ecu ar flelas are tar z.

Make the Fesjcnhgent ~eel «ngt His/her

HOSW2TE ale .M

Resoonzents often Fi-z it Ziffizule to ungersians wiy it is imocrians
for tnem, in pactizulzT, I answer the survey agussticns, esoecially wnen
they nave Deen teolo tnat they were cngsen dv chance,  Thev gnould e 2old
that cnanze selection is tne gnly way To guarantee an unoiased
cross-section of peoole, and <nat since thay are cact of the
cross-section the interview with them is very imagreant.

A related point wnizh respgngents snould, bSut do mot always,
undgerstand is that theis own tTue answers to guestions sre important, no
matTer how unTercresentative they mignt oe. Respondents wno, foI examoie,
have extreme opinions or aTe toenrwise stypical freguently say, "You
don't want to interview m=. I'm very different from most people around
here and my answers woull mess up your survey." This is quite wrong, of
course; atypical answers are just as important to sucvey researcherss as
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are “avnrage“ ones., I tnis point is ungerstood, conveying the o
permissiveness shoulc pe facilizatez ang the respongent's motivati
cocoesate snould pe increased.

& The Interviewer's Appearance Must Be heutral.

n interviewer's physical zppearance, including clothing,
accessories, and make-up (in the zase of women,) are probably the
source of {irst imp*ession made on a respongenc. Since physical
appezrance can place an int e*v*ewer rightly or wrongly, in some
class, such as an economic or opinion class, and since this can

have = biasing effect on an interviewer's responses, it is nezessary
that phy51c=1 appearance be as neutral as possible.

(¥}
.

Be Courteous snd Taczfuvl.

lr is of utmost importance thaz your manner, under
stznces, should be courteous and conciliatory. Under
stagnces ére vou to lose vour temper or indulge in any
crimary function of zhe in:erv-nwe* is to learn what
believes about the subjecis on ‘ne schedule without &
oriniecn in any way. No matter what the respcndent s
be accevied without any show of "—p—*se or disepore

€. The Interviewer's ipcrscaczh Must 3e .

The grinciples which have been stated are guides rather chan
nerc-and-Zgst rules, aAlthough mes:t interviews have much in common,
ezzh differs Zrom the others in some respect. <Tne interviewer must
lezrn to perceive the cifferences between in:terview siztuaticrns
guickly at the very beginning of the introduction and adiust his/her
introductory remarks accordingly. However, adeziing zhe interview
to the needs of the situazion must be guided dy the principles stated
earlier zand in the following sections.

B. CEOOSING THE SETTING FOR THE INTERVIEW -

Once the interviewer has introduced the survey and the -zcpondent

hes agreed to answer gquestions, an appropriate setting for ::e

interview must be chosen. This is often no prodlem, for the
Tespondent will invite the interviewer into the living room sr some
qulgt room. It heppens fairly often, however, thatr suitable
conditions are not p0551b1e or immediately proviced It is therefore
useful to specify by a few broad orincinles what cocnescicutas cuizshle

D s



1. The Interview Should Bbe Zonducted In 4 CQuie:z, Covicr:iable -
Flace.
rlace

Since most interviews take one %o twd hours to comolete, exzluzi-c
inTToguUctory Temarks, anc Tequire some tnought on the respondsrt's o
gulet and comfort ars gesiracie. To resuest this of the respongdent may
also ungerline the importance of the survey. These conditions are
especia.ly oeneficial.

On tne otner hang, De prepared to acant to less tnan gesiracie
conditions wnenever necessary. Keep in ming tnat you will usually pe
arTiving at tne respondent's nome witn ancther inteoviewer, anc ngt ne
two of vou will usually pe separatelv interviewing an acult mais ang an
acult female respongent. Tne rami_y may a-so Live in & small ao ”m“ﬁ-,
anc it may not be possible ts finz gesiracle conaitions for o
interviewing. In agaoting to tnis, however, Iy wnenever ::::ss"*'n 3]
fcllow the ores::;zec o_-ae--nes. tnis is even more imosriant wiltn regarns
e #2 fcllowing

2. The Resoondent Mus:z Be Inzerviewed 4lcne.

Unless instructions specify the contrary, no cne but
rterviewer and respondent should be present during en
e presence of even one other person may iniluence
swers and therefore bias them. There is a tendenc
people o mofify the "zrue' answer to a guestion so
better accsrd with what- the respondent believes zre
the other persons present. If the rTespondent perceive
bezween his/her answer and those c¢f others there would de na dias,
cf course; yet there is no way for the interviewer Iz know wnhat is
going on in the respondent's mind as a result of the gres
cther people. Hence, no other people should be present. In this
cecnnection it is worth noting zhat the interviewer potenzislly has
the same biasing effects as.other persons; however, nhe/she has
been trzined to appear as neutral as possible so tha: the respondent
will find it difficult to estimate what the interviewer's answers
to certzin questions might be and therefore will have lictle basis
for modifying his/her answers. i

C. THE QUESTIONKAIRE IS DESIGNED TO HELP BUILD RESPONDERT INTEREST :

- We have already mentioned that good rapport with the respondent . i
is necessary if the interviewer is to secure full and accurate
information. The techniques used by the interviewer are all designed
to help in rapport- bu11d1ng. This by no means excludes the

affamne e shp =o'l

~raned cmnaleg feng? ~Smmn * hae 7 Aivanme




interest. 7Tne wording of the guestions is an important facicr in
this regard. The order in which the cuestions are asked is also
important. Eince the order in which the questions are asked can
affec: the answers, it is vital zhat inierviewers follow the sequence
exactly as cirected in the instruziicns Zfound in the interview
schecdule.

D. HOW TO GZT ALONG IN THE INTERVIEW SITUATION: A SUMMARY

Put vour respondent a:t ease. This is the key to successiul
interviewing.

Alwavs introduce vourself to the respondent if the respondent
is someone oiher than the person answering the door. This is the
first thing o do to put the responden: a:t ease. Don't cverwhelm
vour respondent with your introduc:ziorn.

Be rmzl.  Act natural wizh the respondent. If the house is
in 2 state c: zurmoil with children unZerioot, do not act uncomicri-
adle.

Be convercztional. A conversaticnel attitude is sure o put
the Tespcngent at ease.

Se crziescional. To be coaversa:zicnal and informal, an inter-
view neec no: bDe .cng winded. rRemem>zer that vou and the respondentc
zTe bcth Susy peopie. If the resoondent starts to s:iray Zar afield
Zrom the point of the iaterwview, Zon'sz de afraid to polizely pull
Rim taczk on zhe track. nu-le +he rescondent may act cordisl, a icng
interview is a strain znd will make zhe responden:t less willing o
De interviewed again for the follow-up study. Leave while you are

i1l welcome!

Keer the Interview situastion as zrivate as possibie. If vou
&Te in a Ioom wlin otner people, D€ €xtTa watcnIiul or this. Direct
your questions zo the recpondent and don't let wour attention

wander to other parts of the room.

Be absolutely neutral. Don't show any opinion or judgments on
the Tesponaent s statements, person, or manner. Never show surprise
at a respondent's behavior. Do no: -ae“:.-y yourself with any
particular group, and above all, don't try to peg the respondent.
Kothing destrovs an interview so fast as a respondent's realization
that the interviewer is not interested in the interview but rather
in him as some sort of social oddity.
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in this section. The questionnaire is the basic tool with which
information is obtained in order to reduce the researcher's -
uncertainty about a particular matter. As menzicnec p'e‘/iouslv

the questions it contains have been carefully designed and pretested
to obtain valid and reliable answers.

We have mentioned some of the principles which require the
interviewer to use the guestionnaire in the preszribed way. If these
principles are not followed, survey information is likely to be
inaccurate. Thus, the interview plays two roles in the interview:

[ That of the technician who applxes standzrc techniques
ro each interview.

° That of the human being who builds up a permissive and warm
relationsnip with each responden:.
The question now arises: what specific technicues can the
rviewer use in carrying out these zwo roles? Tne following
supply some answers o this question.

5
Iy
Ltid
o

Te Telmwm

1. Use the Questiznnezire, But Use It In

The interview should croceed on as informal znd relaxed a plane
as possitle, and the i::er. ewer should aveid zres che impression
zhat zthe interview 1s -o &nV sense s Quiz €I trce {3TMI08I20N. .ne
inlerviewer mUST DE CaTe-U.L ChAaL nocnlng .0 RL§S Cr QeI WOISS CI mannerw
implies crizicism, surprise, approval or diszppreoval of the questions
2cked or the respondent's amswers. Put each guestizn to the respond-
ent in e naturel and ccnversational tone ¢f veize, not obviously
reading it.

2. Ask the Questisns Exactly As Worded On :he ODuestionnaire.

As it is essentizl that exactly the same questicns be asked
of each person interviewed; the interviewer should make no changes
in the phrasing of the questions. Not only are deliberate word
changes to be avoided; :the interviewer must be on guzrd against
unconscious word changes. For example, in constantly repeating the
questions auring interviewing, the interviewer may unwittingly
leave out part of the auesu-on, or change some words. Or, the
interviewer may ask the guestion just as worded, bu:t in an effort
to be conversational, may add a few words at the end of the question.
Experiments have shown that even a slight chanee cf wording can . ..
distort results. You can both be natural and Zsk tae questions
witnout rewording by practicing beforehand as we will during the
training sessions.
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3. 2&sk the Questions In the {vder PresenteZ On the (uec-

tionnaire -
has also been established znat the order in which zlternatives
are presented has, in some cases, zn effect on responses. I7 some
interviewers vary the order ci alternatives in a guesIion, tne
responses to these guestions cannc: be combinecd with the recoconses
obtained by interviewers who adhered strictly tc the guesiicn :
wording. The sequence is also arrznged so tha:t early guestions will

N

not have & harmful effect on the answers given later

&4, Ask Everv Question Soezified On the Duestionnaire

In answering a particular cues:tion, respondents Wi ccacionally
give an answer which can also be zprlied to a guesticn -iurzher along
in the schedule. Or, from time tc time, when zhe interviewer

needs to ask a series of apparently "similar" questions, tne Te-
spondent may say, "Just put me cown as 'Yes' tec all of cthem." In
this case, the interviewer may wonder whether he shoulcd skir the
questions which are apparently answered.

The enswer to this guestisn ig "no." In cazses where esi
the gueszion will 1owe' rappor: dangerously, the inlerviewer must,
of course, be sat s fied wizch what sne/he a‘reacx has. However, it
interviewer's responsitilisv to make cerzain. whenever
Tz ..._V exocsec =S eacth cuestiIn

SNal Lhe T2goonacent
e

wn
.
1]
+

The cuestionnaire planners have carefully werded and gretested
each cuestion to insure that it is understandafie To z mamimum
numbes of respondents. Therelcre, vou will have no ciffizulzv in
the great majority of cases. From zime to time, however, a
respondert will not understand a cuestion, or will misinzergre: it.
In suzh instances, you should use zhe following procedure:

a. First, repeat the question as it is written and give
the respondent another chance to answer it on that
basis. If you suspezt that the respondent merely needs
time to think it over, do not press him or her Ior an

immediate answer.

b. If you still do not ge:z 2 response in terms of the i
wording and meaning of the gquestion, reword the cues-
tion slightlv. This will havopen only once -.n & creat
while, anc snhould De acne oOniv as a .Last resort.
Fu*tne*mo—e, a record oI the rewording shouid De mzde

T b et e e
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Appendix B
Instructions (English)
Translation of Instructions (Khmer)

Back-Translation of Instructions (English)
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Instructions (English)

I want to thank you for your participation in this project. Many
people do not understand the experiences of the Cambodian people in America.
The following questionnaires are to find out about feelings you may
sometimes experience as well as questions concerning your life in Cambodia
beforé coming to America. There are no right or wrong answers to any of
these questions. Please respond honestly. It is important. The
information collected will not have your name on it. It is extremely
confidential and the translator and myself will not discuss any of your
answers with each other or other people. I am simply collecting data to
use in this research to find out information to help the Cambodian people
in America as a whole. We are not collecting information on you for any
purpose other than to see how you feel so it may be possible for Americans
to better understand the Cambodian people. I am most grateful for your
honest help and participation. If at any time you feel uneasy or want to
you can stop and not answer any more questions., Just let me know. If you
don't understand a question also stop me so it can be explained. Do you

have any questions?
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Translation of Instructions {Khmer)
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Back Translation of Instructions (English)

I want to express my heartiest thanks to all of you that join with
us in this job.

There is a lot of people in the United State who do not know about
the suffering of Kampuchean people.

The following questions is the research about some feelings that
you have experienced when you were in Kampuchea. It has nothing wrong
in this questions, pleae answer to them exactly right, because it's very
important., In the information that we collect from you, we are not
going to show your name in that paper. It's very important. Either the
translator or me, we are not discussing your answer from one to another,

I do this research, because I want to help Kampuchean people who
live in the whole United States.

We want to get this information from all of you is to know about
your feeling (mind).

And also it can be easy to American people to understand very well
about Kampuchean people.

We thank you very much for your sincere and help to support us this
program (job).

If you don't want to answer this question, please let me know in
advance.

If you don't understand these questions, please I'll explain them
to you.

Do you have anymore question?



Appendix C
Dissociative Experiences Scale (English)
Translation of DES (Khmer)
Back-Translation of DES (English)
Second Translation of DES (Khmer)

Second Back-Translation of DES (English)
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Date Age Sexx: M F

[ 8]

[¥;]

Some people have the expenence of driving a car 2nd sudd=niy realizing 1hat ey don't
rememboer what has happeacd durning ail or part of the mp. Mark the line 10 show what
pecenzge of the nme this happzans to vou.

0% | i 100%

Some people find thar somedmes they ars listeaing to sormzone talk and they suddenly
realize that they did not hear part or all of what was said. Mark the lins (0 show what
percantage of the tma this happens to vou.

0% 1 1 100%

Soms peopie have the experience of finding themssives in 2 place and having no idea how
they got there, Mark the line 10 show what peresniags of the tme this happens (o you.

0% | 1 100%

Scme people have the expericnce of finding themssives dressed in clothes that they don't

ones

sber puming on, Mark the line to show what paresntage of the tme this happens 10

0% | I 100%

es that t

Soms= peopis have e sxperiznce of 3
tappens o

&0 not rememaer duying, Motk (e Hnz o show what o

rememoer
vou.

0% | i 190%

So:n: peopis somezimes find that they are 2pproached by pecsic that they do not know who
s oy angcther name Or insist that they have ms: e defore., Mark the iine 10 show
what pereentage of the time this happens o you.

0% | I 100%
Some pezople somztimes have the experience of feeling as though they are standing next to
themselves or warching themselves do somsthing and they actually see thamseives as if
they ware looking at another parson. Mark the line w show what percentage of the time this
heppens to you.

0% 1 I 100%

Some pzogie are told that they somerimes do not recegnize friends or family members
Mark the line to show what percentage of the time this happzns to you,

0% | 1 100%

e




. Soms people have the experience of being accused of Iving when they do not think that

they have bed. Mark the linz to show what pereentage of tne ume this happens o you.

0% | i 100%

. Some people have the =xperience of looking in a mirvor and not recognizing themseives.

. Scme people have the expsrisnce of fae

v
s

th

. Scmez people have

17.

Moark the line to show what perceniage of the tme this happens 1o you.

0% | U 100%

. Some peopie have the experience of fesling that other people. objects, and the world
_ around them are not real. Mark the linz to show what percemiage of the ome this happens

1o you.

0% | I 100%

> ing that their body does not s2zm 1o belong 10
them Mork the line 1o show wha: perceniage of the 2me this happens to you.

0% ! ! 100%

wrather they just dreamad tham, Mark the

¢ hatpens 10 you.

g in a familias pla

unfamiliar, Mark the Sns 1o show what persantage of the tms thi

0% !

Scme pecple find that when they are waching elevision or a movie they become so
absorbed in the story that they are unawars of other events happzening around them. Mark
the line to show what peroenrage of the time this happens to you.

% | : 1 100%

Some p=ople find that they bzcome 50 involved in a fantasy or daydream that it feels as
though it were really happening to them. Mark the line 1o show what pereentage of the
time this happzns to you.

0% | I 100%

144



20.

fake)

Some people find thar that they somsumes sit staring off into space, thinking of nothing,
and are not aware of the passage of ums. Mark :ne line to show what percentage of the
nme this happeas 1 yvou.

0% | I 100%

. Some people semetimes hind that when they are alone they talk out loud to themselves.

Mark the line 10 snow what percentage of the ome thus happens to vou.

| 1 100%

0

a

Soms people find that in one situation they may act so differently compared with another
siruanon tnat they feel aimost as if they were two different peopie. Mark the line 1o show
what pereentage of the ome this happens to you.

0% | 1 100%

Soms pzopis someimes find that in cenain situations they are able to do things with
amazing sase and spontaneity that would u - be difficult for them (for example,
spcris, work. social situzions, €:.). Mark the iinz 1o show what pereentage of the tms
shis hagpens o vou.

0% | 1 100%

mber whether they have done
for examzie, not knowing whethar
ir). Mark the line 1o show

Scme ceople somet

mes find that they cannot o
t thougnt about & ;
; of nave i

aia
s ome this happensto v

0% i I 100%

evidence thar they have done things tha: they do no: remamber doing.

Soms people
10 snow what percentags of the 2me thus happens 10 You.

Mark the lins

0% | {1 100%

. Some people som=timss find writings, drawings, or notes among their belongings that

they must have done but cannot remember doing. Mark the line 10 show what percantaze
of the tume this h2ppsns 10 you

0% 1 1 100%

. Some people somztimes find that they hear veicss inside their head that tell them to do

things or comment on things that they arz doing. Mark the line to show what percentaze
of the tme this happens to you.

0% | | 100%

A B .. A -
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Translation of DES (Khmer)
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Back-Translation of DES (English)

Dr, Dr.

Program

Thre are 28 questions about the experience that happened in your
life, It's very important.

So would you please answer these following 28 questions.

It's very interesting, however, please indicate the problem that
happened to you *under the drug addict such as alcohol, marijuna and
opium etc.

Would please answer the question that you used to have the
experience in this story.

Please underline, the vertical line, in this sample picture below.

07— — = = = = = = = = = = = = = = = = - - — = ot e o e - - 100%
From zero percent - Hundred percent
Date Age Sex

1. Some people have a good driving experience, but when they take a
long trip soemwhere they don't remember anything in that trip.
Please underline in this picture below to show the degree that

happened to you in this experience.

Zero percent Hundred percent
2. Some people don't know that they have missed some words while they
listened to someone talking.

Please underline in this picture below to indicate the degree of

your experience.



Zero percent Hundred percent
3. Some people used to get in one place, but they don't remember how can
they get there.

Please underline in this picture below to show the degree of your

experience.
07— = = = = = = = = = = = = = = =~ e - = - - - - - —m e - - - 100%
Zero percent Hundred percent

4. Some people brought some clothes to wear, but they don't remember
that they put them on.
Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
5. Some people have found something that belong to them, but they don't
remember when they bought it.

Please underline in this picture below to show the degree of your

experience.
0%- — =~ = = = = = = = = = = = === - m - - - - - - - - = m - - - = 1007
Zero percent Hundred percent

6. Some people have known by someone but they remember when did they
know or meet them.
Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
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7. Some people stand and look at themself, but they think it's not
myself, it's the other people
Please underline in this picture below to show the degree that

happened to you this experience.

Zero percent Hundred percent
8. Some people sometime don't know your friend and family.
Please underline in this picture below to indicate the degree of

your experience.,

Zero percent Hundred percent
9. Some people didn't remember some important things in their life such
as (marriage or finished school).

Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
10. Some people have someone accuse that they are a lier when they
didn't lie.

Please underline in this picture below to indicate the degree that

happened in this experience.

Zero percent Hundred percent
11. Some people used to look in the mirror, and they don't know the
picture in the mirror is theirself.

Please underline in this picture below to indicate the degree of
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your experience.

Zero percent Hundred percent

12. Some people feel that the world around them are not true.

Please underline in this picture below to show the degree of your

experience.
0%= = = = = = = = = = = = = = == - - m - - — - e - . e e - - - 1007%
Zero percent Hundred percent

13. Some people have a feeling that their own body isn't theirs.
Please underline in this picture below to indicate the degree that

happened to you in your experience.

Zero percent Hundred percent
14, Some people said before they were happy so it can kill their time
then.

Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
15. Some people don't remember that they put something somewhere
themself and they don't know they did it or not or a dream.

Pleasce underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent

16, Some people remembered that they know that place, but when they are
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there they said I don't know and don't remember this place.
Please underline in this picture below to present the degree of

your experience.

Zero percent Hundred percent
17. Some people have seen the movies or watched television. They are
happy and they forgot and they were not thinking that something has
happened around them.

Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
18. Some people have sat down and imagined to one story that make them
happy that time and it's true.

Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
19. Some people are sick, but they do like they aren't sick.
Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
20. Some people have a feeling that sometime they sat down and looked
up the sky. The thought that it has nothing up there and they don't

know the time.
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Please underline in this picture below to indicate the degree of

your experience,

Zero percent Hundred percent
21. Some people have a feeling when they are alone, sometime they talk,
and shout themself.

Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
22, Some people, sometime when they get a position in one job they act
strange or different, and compare to another position they act like two
different person.

Please underline in this picture below to indicate the degree of

your experience,

Zero percent Hundred percent
23, Some people, sometime, they got a job that was very difficult for
them, but it become very easy.

Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
24, Some people, sometime, forgot that they have done something or just
got done. Example: Have written a letter, but didn't mail it out.

Please underline in this picture below to indicate the degree of

your experience,



Zero percent Hundred percent
25, Some people do some bad thing, but they don't remember that they did
it.

Please underline in this picture below to indicate the degree of

your experience,

Zero percent Hundred percent

26. Some people have picked out picture, letters and something else, but
they don't remember that they have picked out or not.
Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
27. Some people heard the noise in their brain, and that noise order
them to do one thing.,

Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
28. Some people look at the east. They seem that it's foggy and saw the
person come out from far and couldn't see them clearly.

Please underline in this picture below to indicate the degree of

your experience.

Zero percent Hundred percent
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Second Back-Translation of DES (English)

Some people have the experience of driving a car and suddenly they
don't know what has happened during all of the trip or some part of
the trip. Please mark the line to show what percentage of the time

that this happened to you.

Some people realize that they are listening to someone talk and
suddenly they know that they do not hear a part or all of what they
have said. Please indicate the percentage of the time that this
has happened to them.

Some people have the experience of finding themselves in a place,
but they have no idea how they got there., Please mark the
percentage of time that this happens to you.

Some people have the experience of putting on themselves clothes,
but they don't remember dressing. Please mark the percentage of
time that this has happened to you.

Some people have the experience of finding things among their
belongings, but they don't remember when they buy it or how they
got it. Please indicate the percentage of time that this has
happened to you.

Some people have found themselves approached by people they don't
know who call them by another name or insist that they have met
them before. Please indicate the amount of time that you have
experienced this.

Some people have a feeling of thinking that they are standing next

to themselves and watching themselves do something as if they were




10.

11.

12.

13.

14.

15.

174

looking at themselves. Please indicate the amount of time that
this has happened to you.

Some people don't recognize their family members or close friends.
Please mark the line to show what percentage of time that this has
happened to you.

Some people have no memory for some important events in their
lives., Please indicate the percentage of time that this has
happened to you.

Some people have the experience of being accused of lying when they
think that they do not lie. Please mark the percentage of time
that this has happened to you.

Some people have the experience of looking in a mirror, but they
don't recognize themselves. Please indicate the amount of time
that this has happened to you.

Some people have a feeling that people, object, and the world
around them are not true (real). Please mark the line to show the
percentage of time that this has happened to you.

Some people have a feeling as though their own body isn't theirs.
Please indicate the percentage of time that this has happened to
you.

Some people have the experience that sometimes they remember the
things in the past so strong and they feel like it happens again.
Please indicate the percentage of time that this has happened to
you,

Some people have the experience of something happened to them, but

they don't know if it is true (real) or the dream. Please indicate



16.

17.

18.

19.

20.

21.

22,

23.
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on the line the percentage of time that this has happened to you.
Some people have the experience of knowing one place very well.
However, they find it different. Please mark the line to show the
percentage of time this has happened to you.

Some people have watched T.V. or movies and they forget and they
aren't aware of anything that is happening around them. Please
indicate the amount of time that this has happened to you.

Some people have a feeling being involved too much with imagination
or day dreams, and they think that they are real (true) and have
happened to them. Please mark the line to show the percentage of
time that this has happened to you.

Some people sometimes can forget they have pain even if they feel
it. Please mark the line to show the percentage of time that this
has happened to you.

Some people are sitting and looking at the sky, and they don't
realize how much time passed by. Please indicate the amount of
time that this has happened to you.

Some people realize that when they are alone, they talk to
themselves. Please mark the line to show the percentage of time
that this has happened to you.

Some people act different in one place compared to the way they act
in another place; they act like two different people. Please
indicate on the line the percentage of time that has happened to
you.

Some people sometimes know that in one place they can do very

easily the thing that used to be difficult for them in another



24,

25,

26.

27.

28.
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place. Please mark the line to show the percentage of time that
this has happened to you.

Some people realize that they are not able to remember whether
there are things that they have done or something that they are
thinking of doing, such as mailing a letter or getting ready to
mail the letter. Please mark the line to show the percentage of
time that this has happened to you.

Some people realize that they have got something done, but they
don't remember doing it. Please indicate the amount of time you
experienced this on the line.

Some people have found letters, pictures, or notes among their
belongings. However, they don't remember doing it. Please
indicate on the line the amount of time that you have experienced
this.

Some people have heard a noise or voice in their brain that
commands (tells) them to do something or describes something they
are doing. Please mark the line to show the amount of time that
this has happened to you.

Some people have a feeling as if they are looking at the world
through the fog so that people and objects appear far away or
unclear. Please indicate the percentage of time that this has

happened to you.
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Appendix D
PTSD Symptom Checklist (English)
Translation of PTSD Checklist (Khmer)
Back-Translation of PTSD Checklist (English)
Second Translation of PTSD Checklist (Khmer)

Second Back-Translation of PTSD Checklist (English)
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PTSD Symptom Checklist (English)

Tell me yes or no if any of the below have happened to you recently.

1.

10.

11.

12,

13.

14,

Unwanted, upsetting memories about bad things that happened to
you in Cambodia.,

Nightmares.

Flashbacks (Suddenly feel like you are back in Cambodia
experiencing a horrible event.)

Getting very upset after something reminds you of something bad
that happened to you in Cambodia.

Avoiding thinking about bad things that happened in Cambodia.

Avoiding situations that remind you of bad things that happened
in Cambodia.

Forgetting (not being able to remember) the bad things that
happened to you in Cambodia,

Trouble falling asleep.

Waking up in the middle of the night.

Feeling irritable or angry.

Trouble concentrating.

Being very aware and nervous of what is going on around you.
Easily startled (surprised and scared).

Becoming shaky, sweaty, nervous, having a fast heartbeat after

something reminds you of something bad that happened to you in
Cambodia.
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Translation of PTSD Checklist (Khmer)
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Back-Translation of PTSD Checklist (English)
P-T-S-D OBSERVATION TABLE
Please tell me about old world or not in these following questions:
1. Don't want, depression (worry) when thinking about cruel action
that happened in Kampuchea.

2. Nightmare.

3. 1Imagined that go back to Kampuchea and got punished.

4, Very worried after seeing something that make to remember about the
bad and cruel action that happened in Kampuchea.

5. Avoid of thinking to the bad and cruel action that happened in
Kampuchea.

6. Avoid remembering to bad and cruel action that happened in
Kampuchea.

7. Forget (Don't want to start thinking) about bad thing that happened
in Kampuchea.

8. Have a store that cannot make you to go to sleep.

9. Wake in the middle of the night.
10, Have a bad tempered (or be anxious) have anger.
11. Have a story that cannot remember.
12, Knowing that have something around make them scare.
13. Be quickly panic and scare.
14, When you were thinking about you past in Kampuchea that make you

shaking (trembling) sweating, caring and stiring.
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Second Back-Translation of PTSD Symptom Checklist (English)

Please tell me

1,

10.

11.

12.

13.

14,

Yes or No on these following questions:

Unwanted, upsetting memories about something bad that has
happened to you in Cambodia.

Nightmares.

Flashbacks (Suddenly feel like you are back in Cambodia
and have experienced a horrible thing).

Get very upset after something reminds you of something
bad that has happened to you in Cambodia.

Avoid thinking about bad things that have happened in
Cambodia.,

Avoid reminding situations of bad things that have
happened to you in Cambodia.

Forget (cannot remember) the bad things that have
happened to you in Cambodia.

Trouble falling asleep.

Waking in the middle of the night.

Feel irritable or angry.

Trouble concentrating.

Very aware and nervous of what is happening around you.
Very easily startled (surprised and scared).

Become shaky, sweaty, nervous, have a fast heartbeat
after knowing something reminds you about bad things that

happened to you in Cambodia.
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Appendix E

Hopkins Symptom Checklist (Cambodian version)
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HOPKINS SYMPTOM
CHECKLIST 25

CAMBODIAN
VERSION

DATL OF QIRTH SLN MARITAL STATUS




Instructions

Listed below are some ssmptoms or problems that people someumes hine  Please read each one curerus
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SCORING

Responses are summed and div ided by the number of
answered rems. to gencrate three scores:

ANNIETY = JTEMS 10 |

: 10 ' 3
DEPRESsioy = MEMS1P2d
TOTAL = JTEMS1-28 ;

; = | :

-3 ! i

Individuals with scores on anviety and ‘or depression
and or totul > 175 are considered symptomatic.
See Manual tor addrional information.

b e

developed by
INDOCHINESE PSYCHIATRY CLINIC
BRIGHTON MARINE PUBLIC HEALTH CENTER
DEPARTMENT OF PSYCHIATRY
ST. ELIZABETH'S HOSPITAL
AND
THE HARVARD PROGRAM IN PSYCHIATRIC EPIDEMIOLOGY

Funded by the U.S. Officc of Refugee Resettlement

€ 1950 Richurd B Molica, MLD.
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Appendix T
Trauma Questionnaire (English)

Translation of Trauma Questionnaire (Khmer)



Trauma Questionnaire (English)!

Since April 17, 1975, did you experiemnce:

1.

1o.

11.

12,

13.

lThis trauma questionnaire (English) is a modified version of the

A serious food shortage?

The feeling that your life was in danger?
Relatives or friends forced to move in with you?
The feeling that your relatives or friends were
in danger?

Relatives who disappeared?

Friends who disappeared?

Reunion with family members after having lost
contact with them?

Change in residence for economic reasons?
Change in residence for political reasons?
Change in residence because of proximity to
battle areas?

A close family member who was sent to prison
for political reasons?

A close family member who was personally

assaulted (including rape)?

A close family member who was injured when getting

out of the country?

190

original questionnaire in that it has been numbered and rearranged for

the ease of the reader.



Since April 17, 1975, did you experience:

YES

14. A close family member who was killed when getting

out of the country? 1
15. A friend who was sent to prison for political

reasons? 1
16, A friend who was personally assaulted (including

rape)? 1
17. A friend who was injured when getting out of the

country? 1
18. A friend who was killed when getting out of the

country? 1
19, Yourself being sent to prison for political

reasons? 1
20. Yourself being personally assaulted (including

rape)? 1

21l. Yourself being injured when getting out of the

country? 1
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NO



Translation

-

G. ¥ rus: cmf.n,‘m.xmzv
P INT AT ey :' ?
/

S
SRrerremny U:ms h:r\n
e Aern e ¥ Ryges;

I. my'nwufcnvjr’m .3
Juns 7

<. yi’fi E‘hnmmy\:\ma
53 Bop o
R N ———
.')
G\J;mmf:.-:rngﬁms'?
&, mR
b 5"
B o
)

~
. \,lidﬂ“)‘;'mv A':m
Crnir e :ww:/f”‘u:

ms m,‘ﬁ,‘-«u-}—q 'n

- . m. A ~
A. murwﬁ'e =3/ SNy

197555 vcﬂu:s""n
omw . {r'.»: Swsr

derned T

EETY

3 %lrf rhzmnu&n
G e usrs ms R
015 3 9axi 9 bs shrggen
0 7
o=

of Trauma Questionnaire (Khmer) 1
! o.a A
< a.mda
3 ja.ay N
4 RNy

Z.A. mum.:?k?xi‘s/.,xm/r: 3. mumbnh‘.s? 1700r197s C . vreh 3N s 1grmn 1995

of yua: cpwdm.:éxwm rv“:wcmu-'%.nn?z’u

WIB s Aenn K L ':huw ; #eupmrﬁ:mfﬁwzm:
“

Xes & -

e
S, .vm‘m‘h'-' T C. mﬁa?-.... 5 gres

ISv-eagb@rsm, 19’78:57; u\_.vw,\:ﬁ
ek B cHpRmam oo’
JaRsazt  banies hn.:-nt: AT
& 7 3
2 7 3

1 ¥
~J
oo

17

/8

9

("
o

t
w

ay



& wrriddne

.t
(ru vrmm Wi i Yornn
X

Nrrves

on : o)

~ .
C.Q‘::r.'xvv nessry s vy
:r:rl:r\;n:‘f:r'-"! 2

<. Jriew mrv.-(.-:‘i’-c:m.'m’
shenm ey ry
el
A

G. Tm it
"

Q. a3V HTER

“
ex fesrnyint vom

L

-
StennHe !

. -
L ¥ myd v
:

{rovmagra
¥

R pU ey )
v

ARG IS SAR LES X PTPRUNe
. = Ut

SW T el ke

v

| N ‘\,']'7(7"!'.' ©oy
ey

¢ .
Mrtroceny

LR IR

cwiremnn
[Ratd h

SR I FTIIUR VT
. L)

J’.u-nv;u.v: 1

b e F ek s amen

(R AT (RTINS PR

‘:» 3~ttc$

¥ 2

Lo

a3

2>

22

FA)

2

e N
Nernale

~Jd

~J

™ wv"?;‘” hach

LEITXS

e

P rhee s

[ 50

Ly

o

{1
&>

(1
w

[

v
(2]

o
6>

19‘3




194

Appendix G

Confidentiality Statement



mant
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I, Mi1. 3ckhom Oum, translator for this project with the Khmer people,
do hereby swear all information I hear from subjects is confidential and
v11! be d.scussed only with Mrs. Rhonda Rosscr-llogan., principal

W
if necessarv.

i
nvestigator,

(il




