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ABSTRACT 

 Health care professionals are increasingly challenged when providing patient-centered 

care for individuals from culturally and linguistically diverse backgrounds as the demographics 

continue to change in the United States.  This is uniquely challenging for professionals providing 

care to persons with communication needs.  In this study, a survey was conducted to assess the 

attitudes of Vietnamese Americans' concerning communication disorders.  The purpose of this 

study was to investigate (1) the general attitudes of Vietnamese Americans' concerning 

communication disorders including the beliefs about causes, and general perceptions, (2) 

perceptions which may support or hinder seeking treatment, and (3) the differences between 

these attitudes based on age and English proficiency.  In order to reach the greatest number of 

individuals, a survey format was utilized.  Interview questions were designed to further 

investigate the opinions and experiences of ten survey participants.  The results indicated that the 

attitudes were more positive then hypothesized.  Possible hindrances included language barriers, 

ethnic identity and financial barriers.  Overarching themes expressed in the interviews were: self 

reliance, collectivist culture, and communication barriers.  Trends: financial barriers, lack of 

knowledge and generational differences were noted across themes.   
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PREAMBLE 

 Growing up in a first generation immigrant home has enormously shaped the way I 

perceive the world.  I watched from a young age, my parents’ labor 60 hour weeks to pay for a 

dream of a better future for their children.  Ultimately, this has modeled my perception and also 

personality.   

 From a young age, I attended doctor and hospital appointments with my parents working 

as a translator for them.  I have noticed the range of acceptance of a language barrier between my 

parents and the health care professionals.  I have seen and felt the difference when my parents 

were treated with kindness or dismissed without regard.  Discrimination and racism is something 

that my family and I have dealt with for all my life.  In those moments, I had vowed to myself 

that I would chose to treat families and individuals from culturally and/or linguistically diverse 

backgrounds with the same respect and care that I wished for my parents.  Thus, I chose a career 

that would provide me firsthand experience to positively impact and connect with individuals 

and their families.   

 When I began to study communication disorders, my family did not understand the field 

or the profession.  In addition, I had noticed many of my peers had little or no experience with 

individuals from culturally or linguistically diverse backgrounds.  As I entered graduate school, I 

brained stormed potential thesis topic subjects.  I knew that I was driven to do a thesis that would 

positively impact my classmates, future colleagues and the individuals and families that we treat.  

I consistently returned to the idea of a project centered on a multicultural population to provide 

awareness for professionals and the community.   I was motivated to utilize my own cultural and 

linguistic background to impact the Vietnamese community in Wichita and hopefully provide 

information for professionals around the nation.  Thus, the idea of a survey centered on the 

attitude and perceptions of Vietnamese Americans concerning communication disorders was 
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developed.  As a result, with the wonderful guidance of Dr. Kathy Strattman, Dr. Douglas 

Parham and Dr. Amy Ham, I was able to begin my journey.   
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CHAPTER I 

Introduction    

 Communication defines our existence, supports our survival, describes our experiences, 

and influences our understanding of the world around us (McLaughlin, 2006).  Therefore, 

communication is a common connection that joins individuals from family members to strangers.  

This uniquely human communication surrounds us and our world, allowing us to adapt to our 

ever-changing environment.  Overall, communication in a dynamic tool for allowing humans to 

express emotions, needs, and influence the behavior of others. 

 Language is a method of communication, a systematic code that is learned and utilized as 

a social tool to communicate ideas and feelings (McLaughlin, 2006).  For individuals with 

communication disorders, however, that pathway is compromised.  Communication disorders 

can range from speech disorders (articulation, fluency, and voice), language disorders, and 

hearing disorders (deaf and hard of hearing) (ASHA, 1993).  For individuals from diverse 

backgrounds, other aspects are intertwined; cultural and linguistic differences.  These differences 

may alter how individuals and their families approach communication disorders, professionals, 

and treatment.  

 The culture refers to the ways of thinking, talking, comprehending, and connecting to 

others that are distinctive of groups of individuals with a shared history (Paul & Norbury, 2012, 

p. 137).  Over time, cultures evolve to assist groups in preserving their values and beliefs.  Many 

individuals who immigrate to America aim to improve their lives and their children's lives, and 

some families immigrated to the United States to escape repressive societies and/or to engage in 

the pursuit of happiness (Paul & Norbury, 2012, p. 137).  The perception of "culture" has 

become a familiar term as professionals in the fields of education, law, and health have faced the 

need to be more sensitive to cultural differences.  This is evident as the demographics in the 
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United States have changed over the decades into a pluralistic and multiethnic society (Morgan, 

2006).  As populations of diverse families have grown in the United States, the need for health 

professionals to provide family centered and culturally sensitive care is essential. 

 Family centered care involves helping to identify concerns, priorities, and resources for 

the individual while including families as an integral part of the intervention team (Paul & 

Norbury, 2012, p. 148).  Thus, in the United State, individuals and families from diverse 

backgrounds age ranges from infancy to individuals over the age of 65.  This is evident as the 

number of bilingual children in the United States is rapidly growing to over five million students 

in the public school system.  Now, the challenge is how to support these students while providing 

competent family centered care (Payan & Nettles, 2010).  In addition, the older population of 

diverse individuals above the age of 65 is projected to increase by 217% within 1999-2030 

(United States Department of Health and Human Services, 2013).  Thus, the problem arises in 

serving these populations, as there is a limited number of ethnically diverse SLPs.  For example, 

only 7.5% of American Speech-Language-Hearing Association (ASHA) members are of a racial 

minority and 2.3% of those are identified as Asian (ASHA, 2013).  As a result, all professionals 

providing for these increasing populations should be receptive to the cultural and linguistic 

differences. 

 Attitudes of an individual are driven by personal experiences, cultural framework and 

personal prerogative.  Therefore, the attitudes toward health disorders, such as a communication 

disorder are framed within those factors.  These attitudes can influence the client, the client's 

family, and the client's perception toward the causes, effects and treatment of the disorder.  Little 

research has been conducted to investigate the attitudes of certain ethnic groups concerning 

health-related issues which include communication disorders.  Overgeneralizations about 
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culturally and linguistic diverse (CLD) populations may be apparent in professionals and be 

exhibited in how they approach and treat these individuals and families. 

 Individuals from diverse backgrounds often encounter obstacles such as financial, 

cultural and linguistic barriers when seeking healthcare.  These obstacles can be amplified if the 

individual is forced to navigate through an English-based health care system and possesses 

limited fluency in English proficiency.  American biomedicine is based primarily on the English 

language and Western culture; this is evident in the majority of health care professionals who 

practice within this framework.  Consequently, the aspects of cultural and linguistic differences 

in health care can be a complicated process for professionals.  Conversely, the process can be 

complex for patients, and their families.  The field of speech-language pathology, like most 

professions, is deeply rooted within mainstream culture and traditional Western Medicine 

(Kleinman & Benson, 2006; cited by Sung, 2014).  Cultural and linguistic barriers have not been 

systematically (Barr & Wanat, 2005) investigated.  This research aims to explore the attitudes of 

Vietnamese Americans in accessing health care and identifying if cultural and linguistic 

obstacles prevent or support this population in seeking treatment, specifically treatment for 

communication disorders.   

 The purpose of this study is to investigate (1) the general attitudes of Vietnamese 

Americans concerning communication disorders including the beliefs about causes, general 

perceptions, and knowledge, (2) perceptions which may support or hinder treatment seeking for 

communication disorders, and (3) the differences between these attitudes based on age and 

English proficiency.  
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CHAPTER II 

Literature Review  

 Access to appropriate health care is a human right.  In the United States new provisions 

in health care have resulted in an increase in availability.  However, there are some populations 

who have not utilized these services due to cultural and linguistic barriers.  Individuals who have 

immigrated to the United States present complex situations due to language and cultural 

differences with regard to health care and often a lack understanding about access and 

availability of the services.  Due to the wide range of cultures and the growing population of 

Asian and Pacific Islanders (API) Americans residing in the United States, providing culturally 

competent health care, including speech-language pathology, can be a complex process.    

 

Attitudes of Asian Americans toward Health Care 

 Asian and Pacific Islanders (API) Americans encompass over 30 distinct cultural and 

linguistic groups.  In addition, each population possesses its own language, culture and history in 

the United States.  McLaughlin and Braum (1998) noted that a growing literature suggests that 

the API cultures as a whole, utilize a collectivist approach rather than an individualist approach.  

Collectivism emphasizes working as a family unit rather than focusing on individual success.  

Many cultures that originate from Asia, Middle East and South America are noted to be 

collectivist societies.  As a result, the collectivist culture is a factor in cultivating the attitudes 

toward health care decisions including those affecting communication disorders and/or 

impairments.  One factor involved in providing quality health care to diverse populations 

concerns the attitudes toward health care and providers.   

 For many API American families, health care decisions are influenced by cultural and 

social norms, such as collective and family orientated decision making.  There is value placed 
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upon herbal medicine and the balance of the body and environment in many Asian American 

families.  For many Asian cultures, including Vietnamese, Chinese and Korean, there is the 

internal energy of the body called chi in Chinese.  The chi consists of the balance between Um 

and Yang.  The Um represented the cold, darkness, night, femininity and earth, while yang 

consist of the opposite: heat, light, masculinity and heaven.  Thus, when the two are imbalanced, 

illness can be perceived as a result (Erickson, Devliegin, & Sung, 1991).  McLaughlin and Braun 

(1998) indicated that for many Vietnamese the importance of the family unity and harmony of 

the body is treasured, suggesting that a Vietnamese individual might be more likely to seek 

tradition healing methods before seeking Western medication.  Lastly, they note that Vietnamese 

families identified with a collectivist cultures and therefore the family, rather than the individual 

was involved in major decisions concerning health care (McLaughlin & Braun, 1998).  In a study 

interviewing recently immigrated Chinese and Vietnamese Americans, results indicated that 

traditional health treatments and herbs used completed before or concurrently while seeking 

western treatment (Ngo-Metzger et al., 2003).  A common belief among Chinese, Hmong, 

Korean, Filipino, Japanese and Vietnamese groups note that health promotion and illness 

prevention could be improved with physical activity and exercise (Belza et al., 2004; Choe et al., 

2005, 2006; Lin, Huang, Young, & Chen, 2007; Pham et al., 2007). 

 Cultural values shape how individuals and families approach aspects of daily life.  For 

many Asian American families the differences in cultural values in a mainstream Western 

medicine environment when compared to their ethnomedical system influences how health care 

decisions are made.  In Atkinson and Gim's study of Asian-American Cultural Identity and 

Attitudes Toward Mental Health Services (1989), the authors note a conflict between traditional 

cultural values among Chinese, Japanese and Korean participants and the way each ethnic group 
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views psychological services offered in the United States.  In addition, the authors proposed that 

"physiological services must be modified if they are to be viewed as creditable and effective" 

(Atkinson & Gim, 1989, p. 211).  Furthermore, Kim and Omizo (2003) found consistent trends 

between the cultural values of Asian Americans and their attitudes and willingness in seeking 

professional psychological help.  These authors noted the inverse correlation between the 

adherence to traditional values and willingness to see a counselor.  This may have been the result 

of cultural values that stress individuals should implement restraint when experiencing strong 

emotions, particularly negative ones.  Traditional values encourage individuals to conform to 

family and social norms.  Some patients noted that they wanted to discuss their beliefs and 

practices but were reluctant as a result of the previous negative responses from their health care 

providers (Ngo-Metzger et al., 2003).  On the other hand, other researchers have noted in 

Vietnamese culture that physicians were highly respected and patients are likely to respond 

positively to their doctor's recommendations, even when they disagree (Tung, 2010; Hwang, J., 

Roundtree, A., & Suarez-Almazor, 2012).  Nevertheless, these findings indicate that cultural 

aspects affect when and how API Americans initiate and perceive treatment. 

 Cultural beliefs often are passed from generation to generation but are shaped by the 

surrounding social environment and correlating norms.  For many immigrants, these cultural 

beliefs, attitudes, and perspectives about health and United States health care practices can 

provide essential insight about how best to approach and treat individuals and their families from 

ethnic minority backgrounds.  Zhao, Esposito and Wang (2010) conducted a review of 22 articles 

between January 2000 to May 2009 concerning the cultural beliefs and attitudes of Asian-born 

women toward health, illness and health care practices.  Asian-born women did not value 

bacteria and viruses in illness etiology as much as American mainstream populations.  In 
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addition, Chinese-born women's beliefs were greatly influenced by traditional Chinese medical 

beliefs such as the concept of balance concerning diet, exercise, and environment in relation to 

illnesses.  Chinese- and Vietnamese-born women perceived thinking about or discussing cancer 

as fearful (Ho et al., 2005; Liang ,Yuan, Mandelblatt, & Pasick, 2004).  Furthermore, 

Vietnamese- and Korean-born women believed that talking about cancer would bring them bad 

luck.  These cultural beliefs should be taken into consideration while approaching health care for 

individuals and families of Asian American background.   

 For many Asian American families in the United States, researchers has noted that the 

aspect of preventative care may not be as widely accepted compared to Western medicine.  

Conversely, Vietnamese American women generally did not recognize the importance of 

preventive health care guidelines and rarely made preventative health care visits to their doctors.  

Additional education and patient-provider communication efforts about the use of vaccination 

for disease prevention were beneficial (Hwang, Roundtree, & Suarez-Almazor, 2012).  In 

addition, no Asian ethnic group perceived regular checkups, screenings, or vaccinations as 

primary methods for health promotion or illness prevention (Zhao, Espansito & Wang, 2010).  

These beliefs can influence the health-seeking behaviors of Asian born women regarding 

preventative health and screenings.  Additionally, Chinese, Filipino, Korean and Vietnamese 

women believed that there was no need to visit a doctor or participate in screenings if there were 

no symptoms present (Zhao, Espansito & Wang, 2010).  The trends concerning lack of 

preventative care can have dangerous repercussions.  Thus, it is extremely important for 

professionals who are viewed as well-respected to provide guidance and education in screening 

guidelines and preventative health, but they should also realize cultural differences may be 
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preventing people from asking for these health care practices which are seen by Western 

providers as being routine. 

 API cultural values and perceptions influence how health care providers approach 

patients and the decisions that are made from diagnosis to treatment.  As the rise of diverse 

populations’ increases in the United States, there is a need for health professionals to understand 

that cultural differences may prevent individuals from requesting routine preventative health care 

practices and screenings. 

 

Cultural Views Concerning Attitudes toward Communication Disorders 

 The influence of Confucianism and the relationship among family members often reflect 

the values and ideology of many individuals from Asian descent, including the Vietnamese 

culture (Vu & Rook, 2012).  Confucianism centers on the foundation and preservation of the 

hierarchy as well as stability in the family by promoting values such as patriarchy and filial 

piety.  Traditional Vietnamese culture emphasizes the importance of patriarchy; the father's role 

is the highest level of authority and decision-making while the traditional mothers' role consists 

of care for the home and children.  Patriarchy not only denotes the relationship between the 

father and mother but influences parenting style, decision-making, and ultimately children's 

socialization (Vu & Rook, 2012).  Filial piety is the emphases that the children's obligation and 

devotion to parents and older members of the family is essential.  In traditional Vietnamese 

families, children are expected to show loyalty, respect and care for their parents in old age.  In 

addition, children are taught to be dependent and obedient.   

 Vietnamese born women, as noted previously, are reluctant to visit a doctor in relation to 

the Vietnamese proverb, "go to the fortune teller and the ghost will come out" relating that doctor 

visits may cause health issues to materialize (Nguyen et al., 2008).  Thus, cultural influences 
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construct how professionals and patients make diagnoses, perform treatment and take 

responsibility in health care (Bebout & Arthur, 1997).  Ethnic groups who value collectivism and 

Confucian philosophy, like the Vietnamese culture, frame health decisions based on these 

influences.  

 There has been little research focusing on ethnic minority clients' access to and utilization 

of specialized services such as Audiology and Speech-Language Pathology (SLP) services.  

Many of the studies have focused on financial barriers, such as health insurance, rather than the 

cultural and/or linguistic barriers (Barr & Wanat, 2005).  Cultural and linguistic barriers may 

include limited knowledge of SLP services, variance in perceptions on the most appropriate 

method of treatment for communication disorders, and ranging beliefs in the causes of 

communication disorders.  Linguistic barriers can include limited access to information in non-

English languages when seeking specialized services (Mahendra, 2012).  As a result, the current 

study will provide knowledge of the attitudes of Vietnamese Americans concerning SLP 

services, perceptions of appropriate treatment, and beliefs about causes of communication 

disorders.   

 Mahendra (2012) interviewed two clients about barriers in accessing SLP services: a 

family with a child with autism and an adult male with aphasia.  Qualitative and quantitative data 

collected from the two clients revealed that they encountered intrinsic and extrinsic barriers 

when accessing SLP services.  Intrinsic barriers included limited personal knowledge of 

communicative disorders and understanding the role of an SLP.  In addition, the extrinsic 

barriers influence the patient and their families including medical providers with limited 

knowledge, lack of resources and attitudes among other South Asians toward person with 

communication disorders.  Cultural differences were noted to influence the method of 
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communication styles for each family.  In these case studies, the patients demonstrated an 

indirect approach to conversations with professionals and were differential to the authority of the 

medical providers. 

 Bebout and Arthur (1992) investigated a range of cultural attitudes toward speech 

defects.  The study consisted of a questionnaire concerning attitudes toward four disorders; cleft 

palate, dysfluency, hearing impairment and misarticuluations.  Survey participants included 

university students representing a range of ethnicities varying from English-speaking North 

American, Chinese, Japanese, Southeast Asian and Hispanic backgrounds.  The questionnaire 

was based on 4-point Likert scale assessing the attitudes toward various treatments.  The results 

suggested the presence of cultural differences could have an impact in therapy situations.  In 

addition, the results revealed that foreign born individuals especially, those of Asian 

backgrounds, were more likely to state that the speech-disordered person could improve their 

speech if they "tried hard" (Bebout & Arthur, 1992, p. 5).  The results indicated consistency of 

attitudes across disorders and suggested that these attitudes may reflect more general cultural 

attitudes that could be relevant to communication disorders and subsequent treatment. 

 Bebout and Arthur (1997) performed a follow up study using focus groups, centered on 

the views of Cantonese-Speaking Americans concerning cleft palate, dysfluency, hearing 

impairment and misarticulations.  The participants were second-generation Americans who 

reported using only English in the home were compared to individuals who spoke Cantonese in 

the home.  The Cantonese-speaking Americans must have been either an immigrant or a first 

generation Chinese American.  The questionnaire structure remained the same as with the 

previous study.  The focus group participants did agree with the statement that persons with 

speech disorders could improve their speech by "trying hard" (Bebout & Arthur, 1997).  The 
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only difference in outcome was the belief that school aged children who stutter severely would 

have trouble making friends.  Neither subject groups could be characterized as agreeing with the 

ideas of the following statements; it is okay to make jokes about speech disorders (SD) if no 

speech disordered persons (SDP)  are listening, SDPs or that families are being punished (by 

fate or God, for example), SDPs are likely to be less intelligent than other people, the family 

should keep a SDP at home to hid the problem from other people and it is sometimes okay to 

tease or make fun of SDPs (p. 218-219).  The study suggests there is a significant difference 

between the two subject groups' attitudes of speech disorders.  Furthermore, the researchers 

suggest the results of the study aim to increase speech and language pathologists' cross-cultural 

competence in treating patients of diverse backgrounds.  They concluded further that, the 

investigation of attitudes of communication disorders is required, specifically in the Vietnamese 

population, to provide another aspect of cross-cultural competence to assist SLPs and 

audiologist.  

  

Generational Attitudes 

 The range of ethnic immigrants who journey to the United States for residence, vary in 

backgrounds, social status and ages.  There is variation of ages between a range of immigrants to 

the United States from infancy to the individuals over 65.  In 2008, the number of young adults 

(aged 18 to 34) was approximately 68 million and of those almost 30 percent were either foreign 

born or of foreign parentage (Rombaut & Komaie, 2010).  Individuals who immigrated to the 

United States can be classified as first generation individuals.  Second generation individuals 

consists of those United States born from parents who have immigrated to the United States.  

Second generation individuals totaled more than 32 million in 2008 and of those, 20 percent 

were between the ages of 18 and 34.  Furthermore, children of the second generation can be 
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regarded as third generation individuals (Rombaut & Komaie, 2008).  With the growth of these 

first, second and third generation population, one factor that needs to be considered is the 

complex integration of traditional values and American values.  These individuals' "generational 

story" is made more "complex by the much greater ethnic diversity and social inequalities" 

(Rombaut & Komaie, p. 63).  As a result, the individuals from each generation have experienced 

their own "generation story" that can frame their outlook on health care and communication 

disorders.  Individuals who are categorized as first generational status may be more connected to 

traditional health care methods and cultural values, while individuals who are second generation 

may be more open toward American health care and attitudes.  It is supposed that Asian-born 

and American-born Asian women might share some cultural beliefs about health and health care 

services (Tseng, Chang, & Nishizono, 2005), but this is unproven (Zhao, Espansito, & Wang, 

2010).  As a result, further investigation is required to discover if there are generational 

differences, specifically among Vietnamese Americans in the United States. 

 

Interpretation Services 

 According to the most recent United State Census, more than one million United States 

residents speak Vietnamese at home.  The number of Vietnamese speakers in the United States 

grew seven fold from 1980 to 2010, the largest rate of increase for any language (Bernstein, 

2013).  An estimated four million Vietnamese Americans are expected to live in the United 

States by 2030 and represent the second largest Asian American group in the United States 

(Tung, 2010).  In addition, data collected from the American Community Survey from 2007-

2011 noted that 40 percent spoke English "very well" (Bernstein, 2013).  As a result, 

approximately 70 percent of Vietnamese Americans are relying on interpreter services provided 

by organizations and family members or navigating through the health care system 
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independently.  As the rising number of Vietnamese Americans continues to grow, providing 

quality care for health and resources for communication deficits can be a complicated process 

due to the language differences and cultural influences.   

 The use of interpretation services have been used by individuals in the health care 

system.  For specialized services, such as speech-language pathology and audiology, the use of 

interpreters may not be as widely used or available.  Thus, there is need to investigate if 

individuals from Vietnamese backgrounds would be open to the use of interpreters when seeking 

speech and language services. 

 Ngo-Metzger and colleagues (2003) noted that participants preferred to use professional 

interpreters rather than family members to avoid miscommunications and were aware of the 

possibility of information being censored by the interpreter to the individual or professional 

provider.  In addition, patients who used interpreters were more likely to report having questions 

about their health care and/or mental health (Green et al., 2005).  Accordingly, for patients who 

utilize interpretation services, they are noted to advocate for their health and possess a higher 

level of health literacy.  In an aim to provide culturally competent and person-centered health 

care, the use of interpreters is encouraged to provide an ease of communication with individuals 

from diverse backgrounds.  However, there is little research of the perceptions and opinions of 

Vietnamese Americans regarding the use of interpretation services.    

 

Cultural Competent Care 

 The World Health Organization (WHO) developed the International Classification of 

Functioning, Disability and Health (ICF) to provide a unified standard of health care (Threats, 

2010).  The ICF model incorporates the following factors: body functions, body structures, and 

activities/participation.  Body functions are defined as the physiological functions of the body 



 
 

14 
 

systems including the psychological functions.  Body structure centers on addressing the 

anatomical parts of the body such as the limbs and organs.  Activities/participations include the 

execution of actions and the behaviors relationship to their individual lives.  This model was 

constructed to guide professions in treating not only the technical aspects of care but also the 

adaptive needs of the patient.  In essence, providing patient centered care for diverse individuals 

requires professionals to be cultural competent while framing treatment within the ICF model. 

 Approximately 92.5% of the SLPs certified through ASHA in the United States are self 

identified as Caucasian.  Leaving 7.5% of the ASHA certified SLPs of a racial minority and 

2.3% of those are identified as Asian.  As the overwhelming majority of the workforce are 

identified as Caucasian, research like the current study can provide practicing SLPs with 

background for patients in an ethnic minority.  In an aim to provide culturally competent care, all 

professionals should be familiarized with the cultural and linguistic background and influences 

of their patients and families. 

 

Statement of the Purpose 

 We know of the importance speech-language and hearing services in addressing 

communication disorders; however cultural differences present unique considerations for 

families and professionals.  Each research question relates to specific survey questions and is 

noted below.  Rationales are from previous research as well as personal experiences of the 

researcher which is stated with each hypothesis. 

 The purposes of this study were to answer the following questions:  

1. What is the general attitude of Vietnamese Americans' concerning communication 

disorders?  
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 Hypothesis: In general, there will be a more negative attitude toward 

communication disorders and individuals with communication disorders 

by Vietnamese Americans.   

 Rationale: In my experience, many Vietnamese Americans tend to avoid 

topics concerning communication disorders and of the individuals that are 

affected.  Pity is the immediate response toward persons with a disorder. 

2. Are differences in attitudes based on age? 

 Hypothesis: The hypothesis predicted that there would be differences in 

the attitude about communication disorders in relation age.   

 Rationale: Attitude and perception differences may be present between 

age variations.  Based on personal experience, individuals in the younger 

age group may view communication disorders in a more positive light.  

3. Are differences in attitudes based on English proficiency? 

 Hypothesis: It was hypothesized that there would be differences in attitude 

concerning English proficiency. 

 Rationale: Differences may be present for ranges in English Proficiency 

due to the presence of a language barrier.  In addition, the older groups' 

attitudes and perspectives may be more mature due to the range of life 

experiences that shape their perspectives.     

4. What is the general understanding of Vietnamese Americans concerning the 

cause(s) of speech problems?  

 Hypothesis: There will be general lack knowledge about the causes of 

communication disorders.  
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 Rationale:  In informal conversations before the creation of the survey,  

many Vietnamese American individuals commented they did not know 

about the field of communication disorders.  Others knew only some of 

the causes for communication disorders.   

5. What is the general understanding of Vietnamese Americans concerning the scope 

of practice of professionals in communication disorders?  

 Hypothesis: There will be a general lack of knowledge about the roles of 

speech-language pathologist.  

 Rationale:  In informal conversation before the creation of the survey, 

many Vietnamese American individuals commented that they did not 

know about the field of communication disorders.  Others knew some of 

the disorders that were included as communication disorders.   

6. Do Vietnamese Americans believe the availability of interpreters influences the 

likelihood of their seeking treatment?   

Hypothesis: It was predicted that the availability of interpreters will 

increase the likelihood that Vietnamese Americans will seek treatment.   

 Rationale:  Many Vietnamese families are first generation immigrants.  As 

a result, individuals and families may hesitate in seeking treatment that is 

not in their native language.  In my experience, many Vietnamese families 

comment they feel more comfortable going to the doctor with an 

interpreter or seek a medical assistance with a professional who speaks 

Vietnamese.  
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7. What hinders Vietnamese Americans in seeking treatment for communication 

disorders?  

 Hypothesis: The hypothesis was that there will be factors that hinder 

individuals from Vietnamese backgrounds in seeking treatment for 

communication disorders.  These factors may include language barriers, 

financial barriers and lack of education related to health services.     

 Rationale:  For many Vietnamese individuals and families, there are 

factors that influence whether or not individuals seek treatment.  Many 

families are forced to prioritize concerns such as financial, home, and 

family troubles before concerns of communication disorders.  
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CHAPTER III 

Methodology 

 The purpose of this study was to investigate the attitudes of Vietnamese Americans 

concerning communication disorders.  In order to reach the greatest number of individuals, a 

survey format was utilized.  A three page survey was designed to collect demographic 

information (e.g. age, native language, and English proficiency), attitudes about communication 

disorders based on age and English proficiency, knowledge about communication disorders and 

professionals, and supports and hindrances in seeking services.  Interview questions were 

designed to further investigate the opinions and experiences of 10 survey participants.          

  

Survey 

 Participants 

 Eligible participants were: (a) self- identified as a Vietnamese American; (b) between the 

ages of 18- 99 years; and (c) able to read Vietnamese or English.  A snowball method (Polit & 

Beck, 2004) employing personal contacts was used to solicit participants this study.  With this 

approach, study participants assisted in recruiting additional participants from among their 

acquaintances.  This method often utilizes individuals categorized within the research population 

who have particular qualities that may be difficult to identify.  Participants were recruited 

through the Vietnamese community led events, Asian Wellness Day and Wichita State 

University Vietnamese Student Association.  This approach allows the researcher to market the 

survey through flier, and personal contacts.  A total of 73 participants completed the survey.  See  
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TABLE 1 

TABLE 1 SURVEY PARTICICPANT AGE- GROUPS  

Group Age Range Number of Participants 

Young 18-20 years 20 

Middle 21-27 years 33 

Old 32 and above 20 

 

 Procedure 

 A three page paper survey was distributed to participants by the researcher.  Participants 

had the option to complete their survey in English or Vietnamese.  An informed consent form 

was provided with each survey explaining the reasons for the study. See Appendix A for English 

version and Appendix B for Vietnamese version.  This form was provided prior to survey 

administration in both English and Vietnamese.  Participants agreed to the study by signing prior 

to the survey.  In addition, the researcher, who is proficient in Vietnamese and English was 

present to assist in answering any questions or comments from the participants in both 

languages.  Surveys were collected by the researcher and each survey was numbered for data 

collection using an Excel spreadsheet for analysis. 

 

 Instrumentation  

 The survey was designed to collect demographic information, attitudes concerning 

communication disorders, cultural and linguistic barriers, interpretation services, experience with 

and/or knowledge of the field of speech-language pathology.  The survey contained nine 

questions concerning attitudes toward communication disorders, one question about possible 
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causes, two questions regarding the use of interpreters, three questions investigating barriers and 

one questions on the appropriate treatments.  See Appendix C for English version and Appendix 

D for Vietnamese version. 

 Attitude questions were based on questions from Bebout and Arthur's study of Attitudes 

Toward Speech Disorders: Sampling the Views of Cantonese- Speaking Americans (1997).  

Some of the questions included; it is okay to make jokes about speech disorders (SD) if no 

speech disordered persons (SDP) are listening, SDPs or that families are being punished (by fate 

or God, for example), many people with speech problems are emotionally disturbed, the family 

should keep a SDP at home to hid the problem from other people and it is sometimes okay to 

tease or make fun of SDPs.  Responses were recorded using a four-point Likert scale or checklist 

format.  Questions concerning attitudes and causes of communication disorder, and views on 

interpretation services were formatted as: Yes, Maybe Yes, Maybe No, and No.  Questions 

relating to experiences and roles of speech-language pathologist are in a checklist format, 

allowing for multiple answers. 

 All instruments and informed consent letters were translated into Vietnamese, and the use 

back translation was used to ensure comprehension of the translation.  Back translation aimed to 

verify that the instruments convey the same meaning in both languages (Tung, 2010).  

Translations of the instruments from English to Vietnamese were completed by a bilingual 

translator.  Then the survey was reviewed by a native Vietnamese American to evaluate the 

formatting and verify conceptual transfer.  The data were statistically analyzed to search for 

possible trends based upon ages, and English proficiency. 
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Interviews 

 Participants 

 Ten participants agreed to a separate one-on-one interview following the survey.  One 

participant requested the interview take place at a different time due to time constraints.  Of the 

interviewees three were male, and seven were female.  One participants in the 18-20 age range, 

five in the 21-27 age range and four in the 32 and up age range.  Participants self rated their 

English proficiency.  One participant in the Good, two in the Excellent and seven in the Fluent 

categories.   

   

 Interview Questions 

 Eight open ended interview questions were asked to further expand answers to the 

survey. See Appendix G.  The interview questions were designed to further investigate how the 

participants' ethnic identity and cultural beliefs influence their experiences with health care, 

identify possible benefits or barriers in seeking health care services, and interpretation 

availability.  The questions were asked concerning all health care services, as not all participants 

had experiences with communication disorders and/or the relating professionals.  

  

 Procedures  

 Upon completion of the survey, the primary investigator asked to interview 11 

participants to expand upon their survey answers in order to better understand their attitudes.  

One participant declined.  All interview participants were self identified fluent English speakers, 

therefore, the interviews were conducted in English.  All interviews were recorded on a Apple 

iPhone 5s with the iRecorder app and transcribed my the primary investigator.  Interview data 

was collapsed into common theme sets.  Rich points that did not fit into thematic categories were 
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treated as emergent, independent beliefs.  Selected themes and key points reflect the primary 

investigator's coding reality and may represent contradictory experiences.  To curtail such biases, 

informal inter-coder reliability checks were performed across two independently collapsed theme 

sets for pairwise agreement.         

 

 

Ethical Considerations 

 Permission to conduct the study was obtained from the university's Institutional Review 

Board prior to soliciting participants.  Participants were informed about the purpose of the study 

and participation was completely voluntary.   Before completion of the survey and the 

interviews, the participants were asked to review, sign and date the letter of consent which was 

returned to the researcher.  A witness signature was required at the time the consent form was 

signed by the participant. See Appendix A for English version and Appendix B for Vietnamese 

version.  Concerning the interview portion, participants were required to sign and date the letter 

of consent at the time of the interview.  See Appendix E for English version and Appendix F for 

Vietnamese version. 

.   
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CHAPTER IV 

RESULTS  

Survey 

A total of 73 participants completed the survey.  See Table 1. The results section is organized 

according to the seven Research Questions.   

 

 Research Question 1  

 What is the general attitude of Vietnamese Americans concerning communication 

disorders?  Survey Questions 1, 2, 3, 4, 5, 6, 7, 8, 9, and 13 were utilized to survey the 

participants’ attitudes toward communication disorders.  A total attitude score was calculated by 

averaging the means of the ten questions (M = 3.08).  Descriptive statistics are presented in  

Table 2.  
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TABLE 2 

STATISTICS ACROSS ALL PARTIPCIPANTS ( n = 73) ON SURVEY QUESTIONS 
RELATED TO RESEARCH QUESTION 1 

 

Question M SD Median Minimum Maximum 

1 2.08 1.01 2 1 4 

2 3.73 0.67 4 1 4 

3 1.96 0.81 2 1 4 

4 3.71 0.61 4 1 4 

5 3.52 0.82 4 1 4 

6a 2.29 0.93 2 1 4 

7 3.73 0.61 4 2 4 

8 2.95 1.04 3 1 4 

9 3.51 0.63 4 1 4 

13 3.34 0.69 3 1 4 

Attitude score 3.08 0.35 3.1 2.1 3.9 

 
Note. Descriptive values: 1 = “Yes”; 2 = “Maybe Yes”; 3 = “Maybe No”; 4 = “No.” 
an = 72. 
 

Mean responses on the majority of these questions were 3.0 or higher, indicating that participants 

responded closer to the “No” end of the response continuum. Based on these results, the 

participants felt most strongly about individuals with a speech disorder should not be made fun 

of (M = 3.73), are not being punished (M = 3.71), and that individuals with speech disorders are 

not less intelligent (M = 3.52).  They also indicate individuals should not be hidden from other 

people (M = 3.73) and that they should get help from a speech-language pathologist (M = 3.34). 
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However, mean responses indicated that participants felt individuals with speech disorders might 

have trouble making friends and getting married (M = 2.08), might have trouble getting jobs (M 

= 1.96),  and could help themselves if they tried harder (M = 2.29).   

 

 Research Question 2 

 Are differences in attitudes based on age group?  The three age groups were compared 

on Survey Questions 1, 2, 3, 4, 5, 6, 7, 8, 9, 13, and the attitude score.  The descriptive results for 

each group are presented in Table 3. 
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TABLE 3 

DESCRIPTIVE STATISTICS AMONG THE THREE AGE GROUPS ON SURVEY 
QUESTIONS REALTED TO RESEACH QUESTION 2  

  

 Age group 

 
 

18-20 yrs (n = 20) 
 

 

21-27 yrs (n = 33)a 
 

32 yrs and older  

(n = 20) 

Question Median Range  Median Range  Median Range 

1 2 1-4  2 1-4  1.5 1-4 

2 4 2-4  4 3-4  4 1-4 

3 2 1-4  2 1-4  2 1-3 

4 4 1-4  4 2-4  4 2-4 

5 4 2-4  4 2-4  3 1-4 

6 2 1-4  2 1-4  2 1-4 

7 4 3-4  4 2-4  3 2-4 

8 3.5 1-4  3 1-4  3 2-4 

9 3 1-4  4 2-4  4 2-4 

13 3 2-4  3 1-4  3.5 3-4 

Attitude score 3.1 2.5-3.9  3.2 2.6-3.7  2.9 2.1-3.5 

 
Note. Median and range values: 1 = “Yes”; 2 = “Maybe Yes”; 3 = “Maybe No”; 4 = “No.” 
aFor Question 6, n = 32. 
 

Statistical testing revealed significant differences among the three age groups on Survey 

Questions 2, 5, and 7, and on the attitude score. The results are presented in Table 4. 
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TABLE 4 

STATISTICAL RESULTS AMONG THE THREE AGE GROUPS ON SURVEY QUESTIONS 
RELATED TO RESERACH QUESTION 2  

 

 Mean rank    

 

Question 

18-20 yrs  

(Y) 

21-27 yrs  

(M) 

32 yrs and  

older (O) 

 
H (df = 2) 

 
p 

 

Post hoc 

1 35.10 41.11 32.13 2.73 .255 -- 

2 39.15 40.00 29.90 7.47 .024 Y = M, O; M > O 

3 40.33 37.58 32.73 1.66 .437 -- 

4 35.53 39.55 34.28 1.74 .420 -- 

5 42.70 39.47 27.23 9.14 .010 Y, M > O 

6 33.58 40.95 32.30 3.04 .218 -- 

7 42.33 41.76 23.83 22.61 <.001 Y, M > O 

8 36.00 38.03 36.30 0.16 .922 -- 

9 29.40 41.92 36.48 5.73 .057 -- 

13 34.18 36.59 40.50 1.15 .564 -- 

Attitude 

   Score 

 

34.78 

 

44.61 

 

26.68 

 

9.29 

 

.010 

 

Y = M, O; M > O 

 
Note. The letters in parentheses represent the following: “Y” = “Younger”; “M” = “Middle”; “O” = 
“Older.” They are used to indicate the results of post hoc testing (Mann-Whitney U tests) in the final 
column (“Post hoc”). For the post hoc results, the higher the mean rank, the more group members 
responded on the “No” side of the response continuum. H = Kruskal-Wallis test value. 
 

On Survey Question 2 and the attitude score, there was no significant difference between 

the 18-20 year-olds and either of the other two groups; however, the 21-27 year-olds had 

significantly higher median scores than did the group of participants 32 years and older.  On 
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Survey Questions 5 and 7, the Oldest group of participants had lower median scores than both 

the Youngest and the Middle groups, which were not significantly different from each other. 

 

 Research Question 3 

 Are differences in attitudes based on English proficiency?  The same questions 

analyzed for Research Question 2 were used for this analysis (Questions 1, 2, 3, 4, 5, 6, 7, 8, 9, 

13, and attitude score). Five English proficiency categorizes were used in the survey, based on 

survey respondents’ self-report: Poor, Adequate, Good, Excellent, and Fluent.  Due to the low 

number of participants in the Poor (n= 2) and Adequate (n = 4) categories of English proficiency,  

participants in those two categories were removed from statistical testing to improve the 

comparable distribution of the data.  Testing was completed with three English proficiency 

groups; Good, Excellent, and Fluent. Descriptive values are presented in Table 5. 
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TABLE 5 

DESCRIPTIVE STATISTICS AMONG THE THREE ENGLISH PROFICIENCY GROUPS 
ON SURVEY QUESTIONS RELATED TO RESEARCH QUESTIONS 3  

 

 English proficiency 

 Good (n = 14)  Excellent (n = 13)  Fluent (n = 40)a 

Question Median Range  Median Range  Median Range 

1 2 1-4  2 1-4  2 1-4 

2 4 2-4  4 3-4  4 1-4 

3 2 1-3  2 1-4  2 1-4 

4 4 2-4  4 2-4  4 1-4 

5 4 1-4  4 2-4  4 1-4 

6 2 1-4  2 1-4  2 1-4 

7 4 3-4  4 3-4  4 2-4 

8 2 1-4  2 2-4  3 1-4 

9 4 3-4  4 3-4  3 1-4 

13 3 2-4  4 3-4  3 1-4 

Attitude score 3.0 2.5-3.6  3.2 2.7-3.9  3.2 2.1-3.7 
 
Note. Median and range values: 1 = “Yes”; 2 = “Maybe Yes”; 3 = “Maybe No”; 4 = “No.” 
aFor Question 6, n = 39. 
 

Statistical testing revealed no significant differences among the three English proficiency groups 

on any of the attitude-related survey questions. The results are presented in Table 6. 
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TABLE 6 

STATISTICAL RESULTS AMONG THE THREE ENGLISH PROFICIENCY GROUPS ON 
SURVEY QUESTIONS RELATED TO RESEARCH QUESTIONS 3  

 

 Mean rank   

Question Good Excellent Fluent H (df = 2) p 

1 32.68 35.46 33.99 0.15 .927 

2 33.50 36.12 33.49 0.54 .763 

3 31.54 28.81 36.55 2.27 .322 

4 34.25 31.27 34.80 0.62 .735 

5 30.86 33.12 35.39 0.95 .623 

6 27.00 35.38 35.21 2.34 .310 

7 36.71 31.62 33.83 1.23 .542 

8 27.32 32.38 36.86 2.95 .228 

9 39.36 38.65 30.61 3.96 .138 

13 31.32 42.96 32.03 4.27 .118 

Attitude score 28.54 35.92 35.29 1.42 .492 
 
Note. The higher the mean rank, the more group members responded on the “No” side of the response 
continuum. H = Kruskal-Wallis test value. 
 

 Research Question 4 

 What is the general understanding of Vietnamese Americans concerning the cause(s) 

of speech problems? (Survey Question: The causes of speech problems are? (Mark all that 

apply)).  A total causes score was calculated for each participant with a maximum score of 5.  

The higher the score correlated to higher understanding of the scope of practice of speech-

language pathologist and causes of communication disorders.  For each incorrect response, a 
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point was subtracted from the total score.  The causes of communication disorders results 

demonstrated that most participants scored approximately 3 out of 5. See Figure 1 for the 

distribution, which was negatively skewed. 

 

 

Figure 1. Distribution of scores for knowledge of causes of communication disorders across all 
participants (n = 73). 

 

A Kruskal-Wallis Test revealed no significant differences in knowledge of the causes of 

communication disorders among the three age groups (18-20 yrs, n = 20, Mean rank = 34.28; 21-

27 yrs, n = 33, Mean rank = 42.61; 32 yrs and older, n = 20, Mean rank = 30.48), H = (2, n = 73) 

= 4.902, p = .086. Figure 2 shows the distribution of scores among the three age groups. 
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Figure 2. Box and whisker plots of scores for knowledge of causes of communication disorders 
among the three age groups. 

 

 Research Question 5 

  What is the general understanding of Vietnamese Americans concerning the scope of 

practice of professionals in communication disorders? (Survey Question: What do you think a 

Speech-Language Pathologist (SLP) assists individuals with? (Mark all that apply.))  A total 

understanding score was calculated for each participant with a maximum score of 6, indicating 

all correct answers to the scope of profession.  For each incorrect response, a point was 

subtracted from the total score.  Concerning the understanding of the scope of practice, results 

indicated that responses were normally distributed. See Figure 3. 
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Figure 3. Distribution of scores for knowledge of scope of practice across all participants (n = 
73). 

 

A Kruskal-Wallis Test revealed no significant differences in knowledge of the scope of 

practice of speech-language pathologists among the three age groups (18-20 yrs, n = 20, Mean 

rank = 33.53; 21-27 yrs, n = 33, Mean rank = 39.14; 32 yrs and older, n = 20, Mean rank = 

36.95), H = (2, n = 73) = 0.905, p = .636.  Figure 4 shows the distribution of scores among the 

three age groups. 
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Figure 4. Box and whisker plots of scores for knowledge of scope of practice among the 
three age groups. 

 

 Research Question 6 

 Do Vietnamese Americans believe interpreters facilitate in seeking treatment for 

communication disorders? (Survey Questions 14 & 15) Due to the limited number of 

participants in Poor and Adequate English proficiency categories, the groups were omitted from 

testing and the statistical analysis was continued for the remaining categories.   

Testing was completed with three English proficiency groups; Good, Excellent, and Fluent. 

Descriptive values are presented in Table 7. 
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TABLE 7 

DESCRIPTIVE STATISTICS AMONG THE THREE ENGLISH PROFICIENCY GROUPS 
ON SURVEY QUESTIONS RELATED TO RESEACH QUESTION 6  

 

 English proficiency 

 Good (n = 14)  Excellent (n = 13)  Fluent (n = 40)a 

Question Median Range  Median Range  Median Range 

14 1 1-3  1 1-2  1 1-3 

15 2 1-3  1 1-3  1 1-2 

Interpreter  

   support score 

 

3.0 

 

2.0-6.0 
 

 

2.0 

 

2.0-5.0 
 

 

2.0 

 

1.0-5.0 

 
Note. Median and range values: 1 = “Yes”; 2 = “Maybe Yes”; 3 = “Maybe No”; 4 = “No.” 
aFor Question 15, n = 39. 
 

Statistical testing revealed no significant differences among the three English proficiency groups 

on any of the Survey Questions related to interpreter support. The results are presented in  

Table 8. 
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TABLE 8 

STASTISTICAL RESULTS AMONG THE THREE ENGLISH PROFICIENCY GROUPS ON 
SURVEY QUESTIONS REALTED TO RESEARCH QUESTIONS 6  

 

 Mean rank   

Question Good Excellent Fluent H (df = 2) p 

14 38.64 31.50 33.19 2.05 .358 

15 41.25 31.12 31.51 3.71 .157 

Interpreter 

   support score 

 

42.04 

 

31.00 

 

32.16 
 

3.59 
 

.166 

 
Note. The higher the mean rank, the more group members responded on the “No” side of the response 
continuum. H = Kruskal-Wallis test value. 
 

 Research Question 7  

 What hinders Vietnamese Americans in seeking treatment for communication 

disorders? (Questions 10, 11, 12) (Qualitative interview results also).  A total hindrance score 

was calculated by summing the responses of Survey Questions 10, 11, 12 resulting in a 

maximum score of 12 and a minimum score of 3.  The scale for these three questions was 

reversed from that of the other questions; namely, lower scores implied that the participants 

responses were more likely to be “no” than “yes.” The participants were divided by Young, 

Middle and Older age groups. The descriptive results for each group are presented in Table 9. 
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TABLE 9 

DESCRIPTIVE STATISTICS AMONG THE THREE AGE GROUPS ON SURVEY 
QUESTIONS REALTED TO RESEARCH QUESTION 7  

 

 Age group 

 
 

18-20 yrs (n = 20) 
 

 

21-27 yrs (n = 33) 
 

32 yrs and older  

(n = 20) 

Question Median Range  Median Range  Median Range 

10 3 2-4  3 1-4  3 2-4 

11 1 1-4  3 1-4  3 1-4 

12 1 1-2  1 1-3  2 1-4 

Hindrance score 5.5 4.0-9.0  6.0 4.0-10.0  9.0 2.1-3.5 

 
Note. Median and range values: 1 = “No”; 2 = “Maybe No”; 3 = “Maybe Yes”; 4 = “Yes.” 

 

Statistical testing revealed significant differences among the three age groups on Survey 

Questions 10, 11, and 12, and on the hindrance score. The results are presented in Table 10. 
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TABLE 10 

STASTICIAL RESULTS AMONG THE THREE AGE GROUPDS ON SURVEY QUESTIONS 
REALTED TO RESEARCH QUESTION 7  

 

 Mean rank    

 

Question 

18-20 yrs  

(Y) 

21-27 yrs  

(M) 

32 yrs and  

older (O) 

 
H (df = 2) 

 
p 

 

Post hoc 

10 34.75 32.76 46.25 6.96 .031 Y = M, O; M < O 

11 26.60 34.85 50.95 15.06 .001 Y, M < O 

12 32.30 31.61 50.60 19.13 <.001 Y, M < O 

Hindrance 

   Score 

 

27.48 

 

32.21 

 

54.43 

 

19.82 

 

<.001 

 

Y, M < O 

 
Note. The letters in parentheses represent the following: “Y” = “Younger”; “M” = “Middle”; “O” = 
“Older.” They are used to indicate the results of post hoc testing (Mann-Whitney U tests) in the final 
column (“Post hoc”). For the post hoc results, the lower the mean rank, the more group members 
responded on the “No” side of the response continuum. H = Kruskal-Wallis test value. 
 

On Survey Question 10, there were no significant difference between the 18-20 year-olds 

and either of the other two groups; however, the 21-27 year-olds had significantly lower median 

scores than did the group of participants 32 years and older. On survey questions 11 and 12, and 

the hindrance score, the oldest group of participants had higher median scores than both the 

youngest and the middle groups, which were not significantly different from each other. 

 

 

Interviews 

 Ten participants were interviewed; nine following the survey, and one at a separate more 

convenient time for the participant.  The researcher asked eight follow up questions; related to 

seeking treatment, benefits, barriers and concerns, interpretation services.  Themes related to 
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seeking treatment might be influenced by English proficiency, culture, generation and 

importance of self- advocacy.  See Appendix H for a further explanation and themes in the 

interviews.  Interview results will be expanded upon in the appropriate section of the discussion 

chapter.   
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CHAPTER V 

DISCUSSION  

 Participants were gathered from a range of settings (i.e., Vietnamese community festivals 

and health fairs) and personal contacts.  Ten the participants were willing to do an interview to 

further investigate the results of the survey.  The participants reported information that was 

helpful in answering the research questions listed at the end of Chapter II.  The data showed 

some similarities and trends in the responses on the Survey Questions and Interview Questions.  

The discussions is separated into three subsections; Attitudes toward Communication Disorders, 

Experience and Knowledge about Communication Disorders and the Professional Services, and 

Hindrances toward Seeking Services (Cultural and Linguistic Barriers).   

 

Attitudes toward Communication Disorders  

 Previous research suggested that the presence of cultural differences may have an impact 

in health care decisions (Bebout and Arthur, 1997; Ngo-Metzger et al., 2003; Tseng, Chang, & 

Nishizono, 2005;  Nguyen et al., 2008; Zhao, Espansito, & Wang, 2010; Rombaut & Komaie, 

2010).  In the current study, information regarding the general attitudes of Vietnamese 

Americans concerning communication disorders was collected using 10 questions from the 

survey and will be discussed according to the Research Questions.   

 

 Research Questions 1 

 What is the general attitude of Vietnamese Americans concerning communication 

disorders?  The hypothesis was that there would be a more negative attitude toward 

communication disorders in general and toward individuals with communication disorders. This 

hypothesis was based on previous research findings, and personal contacts (Bebout & Arthur, 
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1997).  Many Vietnamese Americans tended to avoid topics concerning communication 

disorders and of the individuals that were affected.   

 Conversely, the current study found that there was a more positive attitude toward 

communication disorders.  The research results indicated that the participants felt most strongly 

that individuals with a speech disorder should not be made fun of, are not being punished, are 

not less intelligent, and should not be hidden from other people (Survey questions: 2,4, 5, 7).  

The current study supported previous research by Bebout & Arthur (1997) who compared the 

attitudes of first -generation and second- generation Chinese Americans.  The second- generation 

group reported using no other languages besides English in the home, while the first generation 

individuals spoke Cantonese in the home.  They found that both groups felt: individuals with a 

communication disorder should not be made fun of, or punished, were not less intelligent nor 

should they be hidden from other people.   

 Participants from all age groups in the current study felt that individuals with speech 

disorders might have trouble making friends and getting married, have trouble getting jobs, and 

could help themselves if they tried harder.  These attitudes may be due to the implications that a 

communication disorder can negatively affect an individual's social life.  The interviews 

supported this attitude.  One participant noted that if he were diagnosed with a communication 

disorder he, "would be really concerned because being able to communicate is one of [his] 

greatest strengths."  In addition, another interviewee commented that, "I think communication is 

very important, especially for my work.  I have to communicate my theories and explanations to 

other engineers, so it's important to my work, so I would be highly concerned."  As a result, 

regardless of age, the participants in the study indicated that social communication is an 

important aspect to daily life and careers.   
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 Concerning the idea that an individual with a communication could improve by trying 

harder, the study demonstrated that the participants tended to agree with the statement.  This 

could be due to the cultural emphasis on a person's own ability to solve their problems 

independently.  In the past studies, Bebout and Author (1992; 1997) noted that there was a 

significant difference between the foreign- born participants and the North American 

participants. The foreign-born participants tended to agree with the statement that individuals can 

improve their communication by trying harder.  This could be due to the Asian cultural belief 

that effort is a crucial factor in a person's success rather than their innate ability (Chan, 1992).  

Self-reliance was a reoccurring theme within the interviews.  A participant said the following 

about seeking treatment for communication disorders, "...You might get better [by yourself] 

rather than getting help by professionals."  Another interviewee noted, "I would try and fix it on 

my own."  One more person commented, "A lot of patients don't want, or let people know that 

they need help."  As a result, clinicians and health professionals may keep in mind trends like 

self-reliance and trying harder as prevalent factors when serving individuals and families from 

Vietnamese backgrounds.   

 

 Research Question 2  

 Are differences in attitudes based on age?  In relation to possible differences in attitudes 

based on age, the hypothesis was predicted that there would be differences in attitude about 

communication disorders depending of the age of the participant.  Based on previous research 

(Tseng, Chang, & Nishizono, 2005; Rombaut & Komaie, 2010; Zhao, Espansito, & Wang, 2010) 

and personal experience, individuals in the younger age group may view communication 

disorders in a more positive light.  The results of the current study indicated there were 
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significant differences among the three age groups and the total attitude scores.  The middle 

group (21-27 year olds) scored significantly higher than the older group (32 years and older), as 

the middle group strongly disagreed with the following statements: Survey Question 2, It is OK 

to make jokes about speech problems when no one with speech problems is listening, Survey 

Question 5, People who have problems with their speech are likely to be less intelligent than 

other people and Survey Question 7, The family should keep a person with speech problems at 

home to hide the problem from other people.  The older group also disagreed with these 

statements but not as strongly.  Similar results emerged with regards to the attitudes score.  These 

attitudes could have been due to the older groups' hesitation to provide the "correct" answer in 

completing the survey.  This was noted as two of the survey participants in the older group 

consistently asked the researcher if their answer was acceptable.  In addition, most of the 

participants in the middle group were recruited through college contacts and for many, they rated 

their English proficiency as fluent.  Both factors may have shaped the participants' ability to 

answer strongly or not as strongly in the survey questions.  Previous researchers the concept of a 

"generational story" that integrates traditional values and American values (Rombaut & Komaie, 

2010).  Individuals who are categorized as first generational status may be more connected to 

traditional health care methods and cultural values, while individuals who are second generation 

may be more open toward American health care and attitudes.  In the interviews, however, the 

theme of a generational belief difference was prevalent throughout.  Many of the interviewees 

commented that, "the old Vietnamese generation, they don't believe in, you know, when 

someone has a metal problem" or "There are older generations that do believe that treatment 

wouldn't help."  As a result, there may be differences in attitudes concerning generational 

differences, however, due to the limited number of participants in the Older group, results could 
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not be conclusive.  Further research should be completed to investigate the beliefs or attitudes of 

older Asian American individuals to better the approach and treatment of the senior population.   

 

 Research Questions 3 

 Are differences in attitudes based on English proficiency?  Possible differences in 

attitudes based on English proficiency were also investigated.  It was hypothesized that there 

would be differences in attitude based on the level of English proficiency.  A previous study 

suggested there were significant differences between second-generation Americans who reported 

using only English in the home compared to individuals who spoke Cantonese in the home. The 

Cantonese-speaking Americans must have been either an immigrant or a first generation Chinese 

American (Bebout & Arthur, 1997).  The older groups' attitudes and perspectives may be more 

mature due to the range of life experiences that shape their perspectives.  Because of the low 

number of participants in the Poor and Adequate categories of English proficiency, these six 

participants were removed from the statistical analysis.  Analysis was continued using data from 

three English proficiency groups: Good, Excellent and Fluent.  Results indicated there were no 

significant differences in the three ranges of English proficiency.  For this analysis the majority 

of the participants in the Young and Middle groups and reported their English proficiency as 

fluent.  Thus, there may be differences in attitude-based on English proficiency, however, 

because of the limited number of participants in the Poor and Adequate range, results could not 

identify dissimilarities.   

 Language barriers are a pivotal factor for individuals and families of cultural and 

linguistically diverse (CLD) background in seeking health care.  The gap may widen for older 

adult immigrants as communication challenges may make seeking health services even more 
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difficult.  The English language ability is closely related to full medical access, medical literacy, 

and health status (Ponce et al., 2006).  Many of the interviewee participants commented on the 

issue of a language barrier.  One interviewee noted, 

 They [fluent English speakers] will get the in-depth details of what their illness is or ways 
to prevent it or how they can follow up with healthcare.  I just feel like with another 
language, a provider can, I'm not saying they do, but they can kind of pull back from 
explaining in depth because they are afraid that because they won't understand it 
anyways, so they try to make it as concise, but some information might still be missed. 

 
In addition, two individuals commented that a barrier in seeking health care would be, 

"communication problem between the person giving the health care and them receiving it and 

they sometimes don't understand what is going on." Another commented that, "some places do 

provide interpreting services but some don’t so with the language barriers, it's hard for a lot of 

Vietnamese folks, especially the older ones, to really express themselves and actually get the 

help that they need."  Further research should be completed to investigate the possible trends in 

attitudes of individuals from a range of English proficiencies.  In this way, clinicians and health 

professionals can better assist families and individuals with limited English skills.  

    

Experience and Knowledge about Communication Disorders and the Professional Services 

 

 Research Question 4 

 What is the general understanding of Vietnamese Americans' concerning the cause(s) 

of speech problems?  The hypothesis was that there would be a general lack of knowledge about 

the causes of communication disorders based on personal experience.  In the study, most of the 

participants recognized three out of five etiology options, choosing genetic, neurological, drug 

abuse, and/or brain injury.  There were no significant differences in knowledge about etiology 
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found among the three age groups.  Fifty-six participants noted genetic, 55 participants noted 

neurological, and 53 participants noted brain injury as the main causes of communication 

disorders.  Twenty-six individuals recorded drug abuse as a cause, while only three participants 

and four participants noted fate and God, respectfully.  With a total of 73 participants, typically 

three out of five options were chosen per participant. Out of the five choices, four were 

considered accurate causes of communication disorders.  The current study found that the 

population surveyed demonstrated higher degree of knowledge of the causes of communication 

disorders than expected.   

 The belief of fate and the causes of illnesses in Asian culture is apparent throughout 

different sub-cultures in Asia (Sung, 2014).  In the current study, seven out of 73 participants 

noted fate or God as possible causes for communication disorders.  For many Asian cultures, the 

causes of illnesses are not only due to physical aspects but also the psychological, spiritual, and 

religious influences (Park and Peterson, 1991; as cited in Erickson et al., 1999).  In the Korean 

culture (Sung, 2014), it has been noted that many Korean clients over the 65 years of age with 

speech, language or swallowing disorders credit their illness to a punishment from a past life, 

evil deeds of ancestors, or a punishment from God.  While in Chinese culture, the causes of 

speech, language, or swallowing disorders were noted to be from a curse or Karma (Sung, 2014).  

For individuals from China, Taiwan, Japan, South Korean, and Vietnam, the beliefs can also be 

shaped by Buddhism and Confucianism.  Overall, the influence of faith can shape how some 

Asian American patients and their families approach and seek treatment (Sung, 2014).  

 The current study found that the population surveyed had a higher knowledge of the 

causes of communication disorders than expected.  A factor to consider would be the limited 

number of individuals over the age of 65 in the study.  In addition, no one in the interviews 
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commented on faith.  Nevertheless, past researchers has shown the importance of faith the 

relationship with these beliefs that shape how individuals approach evaluations and treatment for 

communication disorders (Sung, 2014).   

   

 Research Question 5 

 What is the general understanding of Vietnamese Americans' concerning the scope of 

practice of professionals in communication disorders?  The hypothesis was that there would be 

a general lack of knowledge about the roles of a speech-language pathologist.  In feedback from 

personal contacts, prior to the study, many Vietnamese Americans did not know about the field 

of speech-language pathology or the possible disorders that these professionals work with.  In the 

current study, the participants recognized three out of six disorders listed on the survey.  Results 

found that there were no statistical differences between the three age groups.  Participants noted 

stuttering, articulation and speech sounds as the most frequently chosen disorders that speech-

language pathologists treat with 58, 52, and 56 participants respectively.  The remaining options 

were hearing, post stroke aphasia, and swallowing problems.  These options resulted in 27, 24, 

and 10 participant responses, respectively.  Only four participants chose heart problems, put in 

the survey as a foil, as a disorder under the scope of a speech-language pathologist.   

 The most frequently chosen disorders (stuttering, and speech sounds) can be related to 

child-centered disorders compared to the least frequently chosen disorders (swallowing, aphasia 

or hearing problems) which often occur more in the adult population.  As a result, participants 

may not be as aware of adult disorders such hearing, swallowing or aphasia.  The disorders 

chosen less frequently may also demonstrate that many of the participants may not be alert of 

these disorders and/or that a speech-language pathologist would be qualified professionals to 
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treat them.  Prior and/or during approximately five out of 10 interviews, the participants required 

additional explanations on what a communication disorder was and what a speech-language 

pathologist is.  The limited personal knowledge of communicative disorders and understanding 

the role of an SLP, intrinsic barriers might be the first inhibitors in seeking professional 

treatment (Mahendra, 2012).    

 

 Research Question 6 

  Do Vietnamese Americans believe the availability of interpreters influence the 

likelihood of their seeking treatment?  It was predicted that the availability of interpreters would 

increase the likelihood that Vietnamese Americans would seek treatment based on personal 

experience.  The current research found most people agreed that interpreters should be available.  

The Survey Questions included Interpreters should be available at Speech-Language and 

Hearing Clinics and Individuals whose native language is not English, should seek the help of an 

interpreter at a Speech, Language and Hearing Clinic.  Due to the low number of participants in 

the Poor and Adequate English proficiency range, these groups were excluded from statistical 

analysis.  No significant differences were found among the remaining three English proficiency 

groups. A majority of the population surveyed were self rated Fluent English speakers.  Results 

found that a overwhelming majority agreed with the statement, individuals whose native 

language was not English should seek the help of an interpreter at a SLH clinic.  Only five of the 

73 participants in the three groups reported they probably would not seek the help of an 

interpreter.  This could be due to the wording of the question, an over generalization that all 

individuals who native language that is not English should require an interpreter.  These are 
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individuals whose native language is not English but as they are proficient in English, they do 

not require interpreter services.   

 In the interviews, many of the interviewees commented that interpreters are generally 

available for health services.  Self advocating for interpreters was a theme that was present for 

many of the interviews.  One interviewee commented, "I think they are fairly available.  I think 

you just have to request it, we have done it a couple of times, there has been interpreters 

provided."  In addition, another theme presented was the use of family or friends as interpreters.  

Many of the participants commented that they, other family, or friends often interpreted.  A 

interviewee commented, "In our family we don't really need interpreters, because of the second 

gener[ation] because of the children, my parents' children , myself, because we can translate for 

them."  In addition, two interviewees commented on the use of the Vietnamese community as 

possible translation resources, 

 I know like for other families, I know for like my mom's friends they are very close with 
the Vietnamese community, so they have their own interpreters.  Since my parents are not 
as close to the Vietnamese community, they don't have their own interpreters so they had 
to learn the language on their own and they use us as their interpreters.  So we help them 
a lot with that, English. 

 
Another person said, 

  There are interpreters, I think everywhere, like my family has friends that know English 
so if they needed help, they could always ask their friends.  And also, you know, a lot of 
people go to church, Vietnamese church, there is a lot of people that go to Vietnamese 
church and church as you know, interpreter services that are free that can help you out, so 
I don't think it is a problem at all. 

 
The use of family and friends as interpreters can have both positive and negative aspects.  For 

example, using family and friends can allow patients to participate in a collectivist culture as 

family members are present in health care decisions. Some patients may feel more comfortable 

discussing health matters with family rather than interpreters.  On the other hand, family 
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members might not translate complete information to the patient or place their own personal 

views on the information that is provided.  In many situations, children are used to interpret for 

family members.  In these situations, some children are limited in their understanding of the 

technical vocabulary of the health field. Children interpreting for older family members force 

many children into adult roles, thus altering the dynamic of the parent and child relationship.  

Past research has shown that participants preferred to use professional interpreters rather than 

family members to avoid miscommunications and were aware of the possibility of information 

being censored by the interpreter to the individual or professional provider (Ngo-Metzger et al., 

2003).  With the use of interpreters, patients can get conceptual transfer with the lessened fear of 

miscommunications.  In addition, patients who used interpreters were more likely to report 

having questions about their health care and/or mental health answered through the interpreters 

(Green et al., 2005).  Depending on the size of the community, interpreters can have an increased 

chance of knowing the patient and their families personally.  This can be a benefit or a challenge 

for patients and their families depending on their beliefs.   

 Another barrier that arose through the interviews was that some individuals felt that using 

interpreters could be viewed as a weakness in seeking health care services.  One interviewee 

noted, "a lot of patients don't want, or let people know that they need help.  But I really do 

encourage if they don't speak English well, then they should get an interpreter, not to show that 

they can't fit in, but just to get enough help."  The theme of self-reliance was prevalent 

throughout the interview conversations concerning interpretation and seeking services.  The use 

of interpreters in the health care fields like speech-language pathology can be the missing factor 

in treating patients with a language difference.  
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  As the population of Asian Americans increase, so do the health care needs of these 

individuals and family members.  The efficient collaboration of an clinician and an interpreter 

can reduce the language and cultural barriers and increase the information given and received 

(Lee, Lansbury, & Sullivan, 2005).  The current study found that most participants agreed with 

the use of interpreters in speech, language, and hearing clinics.  Clinicians should keep in mind 

that each family may approach the use of interpreters differently and ask if using interpreters is a 

resource that the family wants.      

 

Hindrances toward Seeking Services (Cultural and Linguistic Barriers) 

 

 Research Question 7  

 What hinders Vietnamese Americans in seeking treatment for communication 

disorders?  The hypothesis was that there would be factors that hinder individuals from 

Vietnamese backgrounds in seeking treatment for communication disorders.  Previous 

researchers noted factors may include language barriers, financial barriers, and lack of education 

of possible services (Mahendra, 2012).  From personal experience prior to the survey, many 

individuals noted that health appointments could be difficult to schedule as they depended on 

another family member to interpret.  In addition, these contacts commented that their fear of the 

prices of health care inhibited their willingness to seek services.  In the current study, 

participants were asked if they agreed with the statements for Survey Questions 10, 11, and 12 

(discussed in the next paragraphs).  Then a total hindrance score was calculated. The results 

found that for all three of the Survey Questions and the hindrance scores, the Older group's mean 
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scores were higher than the Middle and Youngest groups indicating that the Older group more 

strongly agreed with the statements.    

 Survey Question 10 referred to the statement, Speech services are expensive.  The results 

indicated that the Older group more strongly agreed with the statement that speech services are 

expensive.  This could have been influenced by the fact that the Middle group consisted of 

individuals between the ages of 21-27 years and financial concerns may not be as important as 

many may be beginning to become financial independent from their parents.  Financial barriers 

were a reoccurring theme within the interviews as one interviewee noted,  

 I myself think I have communication problems but I don't see out for it because I don't 
have the money to spend for my mental problems or whatever.  I'm growing old, so I'm 
having more communication problems, like having a hard time, sometimes I think that I 
have ADHD, but I don't have the money to see if I really have it.  I don't have the money 
to go to a doctor to get it diagnosed, so yeah, money is really important.  

 
During the interviews, when asked about their greatest concern when seeking health services, 

five out of the 10 individuals commented on the financial barriers.  This was evident as two 

interviewees commented that their greatest concern was, "if my insurance covers it.  If it doesn't, 

I will not go about it or if I really need to, I might but if I don't have insurance coverage, I 

probably won't."  Another person said,  

 The money is what I would say.  Everything is about the money.  Every time my parents 
say anything about healthcare, like, money, to go into a checkup you have to pay money.  
So I would say money is my biggest concern.  

 
Through this study, financial concerns have been identified as a hindrance in seeking treatment 

for health care services including speech-language pathology.  To bridge this barrier, clinicians 

can work with families to identify possible financial aid resources.  

 Survey Question 11 referred to, I feel that being Vietnamese causes problems when 

seeking health care.  The Older group was found to have more strongly agreed with the 
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statement when compared with the Middle and Youngest groups.  This could have been because 

for many older Vietnamese Americans, they have experienced the process of immigrating and 

beginning a life in the U.S with possibly limited knowledge of the culture and language.  With 

those experiences, the Older population may have dealt with more situations concerning racism, 

discrimination, and stereotypes thus shaping the belief that being Vietnamese led to differential 

treatment.  The interviewees identified possible reasons why some Vietnamese Americans felt 

that their ethnicity influenced their beliefs about communication disorders and receiving 

treatment.  For many, the interviewees commented that they did not feel that being Vietnamese 

influenced their beliefs.  Three participants who did feel that being Vietnamese influenced their 

beliefs, noted themes like self reliance, a perceived generational difference, and the influence of 

a collectivist culture.  As Vietnamese culture is a collectivist culture, one interviewee 

commented, "Culture that builds it up and the importance that we put on or lack of importance 

that we put on communication disorders defines how we respond to it."  This exemplifies the 

importance of culture and how it shapes the beliefs and perception of subjects.  In addition, the 

interviewees identified possible reasons why some Vietnamese Americans would avoid seeking 

treatment for communication disorders.  Interviewees stated reasons such as fear of being treated 

differently, pride, embarrassment and cultural differences.  One interviewee commented that, 

"Maybe they would be unsure, [if] being Vietnamese they would get different treatment for 

being Vietnamese, maybe they think it's because of their accent, they think they are being made 

fun of their accent and how they speak.  Maybe that would deter them but other than that I don't 

think it's a big deal. “In addition, two interviewees mentioned pride and embarrassment, "I feel 

like it has to do a lot with pride; they don't want to feel bad, [that] they are unintelligent 

regarding the situation because they are like 'Aw, man.  I feel dumb because I don't know how to 
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speak the language but I don't want to show that I'm incapable of doing so.  So I'm not going to 

get help.'"  Another interviewee commented, "They are probably embarrassed.  Embarrassment 

is probably the main reason."  For many, ethnic identity and life experiences shape how they 

perceive themselves in relation to people, environment and situations.  This concept can be 

generalized to health professionals and the health care setting as this can influence how 

individuals and families approach health care.     

  Survey Question 12 referred to, I avoid seeking health treatment because I do not speak 

English well.  The Older group was found to have more strongly agreed with the statement when 

compared with the Middle and Youngest groups.  Many of the individuals in the interviews 

commented on the language barriers that Vietnamese individuals face.  One interviewee noted, "I 

think if the person can't speak English, there's a barrier but usually there is an interpreter there, 

provided, but there is an initial barrier."  For many immigrant families, the language barrier is a 

large hurdle to face.  They may fear misunderstanding, embarrassment, lack of pride and 

frustration that can cause individuals and families to avoid seeking treatment.   

 Another hindrance that was a theme within the interviews was the lack of preventative 

care in the Vietnamese community.  Research has noted that preventative care might not be as 

accepted or used compared to Western cultures (Tung, 2010; Zhao, Espansito & Wang, 2010; 

Hwang, Roundtree, & Suarez-Almazor, 2012).  One interviewee commented, "They [Vietnamese 

Americans] don't know how to do a mammo screening, or preventative stuff even, they don't 

know about [it], so lack of education as well."  Some Vietnamese-born women believe a visit to 

the doctor could predict and elicit medical problems.  This was demonstrated by the Vietnamese 

proverb, "go to a fortune-teller and the ghost will come out" (Nguyen et al., 2008).  Thus, when 

treating individuals and families from diverse backgrounds, health care professionals should 
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inquire and consider the thoughts and attitudes of each family.  Health professionals can 

advocate and educate for the importance of preventative care, thus ideally altering the approach 

from treating to preventing.       

 

 

Limitations 

  There are limitations worth noting.  Most participants knew one another personally due 

to the snowball method of participant selection.  This intimacy may have biased the results.  In 

addition, many of the participants were entering or had completed college which may have 

influenced their knowledgeable about the health field and the professions.   

 Participants may have responded to unwritten rules of hierarchy within their culture 

group including unwillingness to confess if they did not understand a concept.  The researcher 

made effort to ensure independent responses by reinforcing participant confidentiality and 

privacy.  Participants may have been anxious about reporting lack of knowledge concerning 

communication disorders or they might have told me what they think the researcher wanted to 

know.   

 Due to the limited number of participants in the Older group, individuals over the age of 

65 were not equally represented, making it difficult to fully investigate the relationship between 

age and English proficiency.  Nesting of the data occurred as many of the participants were in the 

Middle and Younger group.   
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CHAPTER VI 

CONCLUSIONS  

 The bond between culture and health beliefs is one that is continuously linked (Sung, 

2014).  Our culture shapes how individuals and families view situations and people.  Thus, for 

many Asian Americans there are many cultural and linguistic factors that are involved in seeking 

health care such as the collectivist society, the balance of traditional Asian medicine, the 

influence of fate and one's ability to shape their success.  For many Asian American families 

navigating through the health system can be a daunting task, and for many professionals serving 

this population it can be just as worrisome.   

 The purpose of this study was to investigate attitudes concerning communication 

disorders, perceptions that support or hinder seeking treatment, and rationality between these 

attitudes based on age and English proficiency.  Through the current study, the results of a 

survey and interviews found that Vietnamese American attitudes toward communication 

disorders were more positive than predicted.  There were significant differences between the 

ages groups based on their attitude responses.  Youngest and Middle adults felt most strongly 

about acceptance, while the Older group tended toward less acceptance of individuals with 

communication disorders.  In attitudes based on English proficiency, no statistical differences 

were found; however, interviewees commented that individuals with poor English proficiency 

may face barriers in seeking health care and understanding explanations.  The survey results 

indicated that the participants had more knowledge of the causes of communication disorders 

and the roles of an SLP than predicted.  The majority of the participants most frequently reported 

disorders such as speech sounds and fluency as disorders requiring an SLP.  These disorders 

could be associated more with children rather than adults.  As a result, participants may not be as 
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aware of adult disorders such hearing, swallowing or aphasia.  In addition, the majority of 

participants agreed that an interpreter would be a good resource.  The results found barriers in 

seeking health care service: the Older group felt more strongly that services were expensive, 

having limited English proficiency, and being Vietnamese Americans might be hindrances 

compared to the Youngest and Middle adults.  Results of Survey Questions were enhanced and 

confirmed by the interviewee responses.   

  This is critical information for health care professionals, especially speech-language 

pathologist who may be serving individuals and families with CLD backgrounds.  The growing 

population of CLD families is increasing in the United States, however, only 7.5% of the ASHA 

registered SLPs are bilingual and of those 57% are Spanish speaking.  As a result, there is a need 

for clinicians to be aware and understand the cultural and linguistic differences to best treat the 

patient and their families.  With this study, it is the hope that professionals will be inspired to 

assist individuals and families of diverse backgrounds and embrace the cultural and linguistic 

differences that are unique and wonderful.  In this way, professionals can be familiar with the 

cultural and linguistic influences that shape how individuals and families approach health care 

including evaluations and treatment of communication disorders and to provide the most 

culturally competent and sensitive care that is patient and family centered.   

 

 

Clinical Implications 

 The current study aimed to provide professionals with an emergent understanding of the 

current attitudes of Vietnamese Americans toward communication disorders and SLP services.  

It would be ill-advised to generalize the current study findings to other Asian cultures.  There 
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are, however, clinical implications of the study that are potentially far reaching and may vary 

depending upon age and cultural attitudes, especially evident in the themes discovered in the 

interviews.  Results of the interviews indicated a theme of self advocacy concerning health care 

and treatment of communication disorders among Youngest and Middle group.  These groups 

had a more positive attitude concerning communication disorders and were more knowledge 

about disorders, especially the disorders affecting children. These could be parents to young 

children who might be in the population that require services. This information can be applied to 

new and/or soon to be parents in the Youngest and Middle group as they may not consider 

deferring to a professional if there is a suspected communication disorder for their child.  Thus, 

clinicians may want to be more proactive in educating parents of the resources that the 

profession of speech-language pathology can offer.  

 In this study there were few participants in the Older group, restricting full investigation 

of the individuals over the age of 65, however, many of the interviewees noted that this group 

could hold a different or more traditional view concerning health care treatment and 

communication disorders.  Survey results indicated that Older people may have expected 

financial barriers but pride and embarrassment may be additional barriers in seeking treatment 

for this group.   

 The Youngest interviewees did not know about communication disorders or the field of 

speech-language pathology.  As a result, this provides a chance for professionals to educate the 

Asian-American population through presentations.  Community venues such as churches, 

temples and festivals, and health fairs can provide information about communication disorders, 

the professionals, and possible evaluations and treatments.  With this new knowledge, 

professionals may realize that these cultural and linguistic differences can be distinctive from 
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their own experiences however ultimately, are similar because within every individual and 

family, the center is love.  
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                        APPENDIX A 

 
 
 Dear Participant,  

 
Purpose: You are invited to participate in the study, Attitudes Toward Communication Disorders. As 
a result of this study, we hope to learn more about the attitudes and perceptions of Vietnamese 
Americans concerning communication disorders and services.  
Participant Selection: You were selected as a possible participant in this study because you are an 
adult of Vietnamese background. In this current study, we hope to survey approximately 50 
individuals.  
Explanation of Procedure: If you decide to participate, you will complete the three page survey on 
paper distributed by the researcher. There are 24 questions to answer by checking the most 
appropriate box, e.g., People with speech problems might have trouble getting jobs: Yes, Maybe Yes, 
Maybe No, No. The entire survey should take about 10- 15 minutes to complete.  
Discomfort/Risks: There are no known or expected risks associated with answering these survey 
questions. If you feel uncomfortable answering any question/s, you may skip it and you can finish the 
rest of the survey.  
Benefits: In this study, we hope to learn more about the attitudes and perceptions of individuals with 
Vietnamese backgrounds. Answering questions on this survey will give important new insight about 
attitudes and perceptions of Vietnamese Americans to prepare health professionals such as current 
and future speech-language pathologists.  
Confidentiality: Involvement in this research is completely voluntary. The results of this study will 
only be used for scholarly purposes. No identifying information will be saved by the researchers.  
Refusal/Withdrawal: Participation in this study is entirely voluntary. Your decision whether or not to 
participate will not affect your future relations with Wichita State University. If you agree to 
participate, you may withdraw from the study at any time without penalty.  
kxluu@wichita.edu or Dr. Kathy Strattman, Department of Communication Sciences and Disorders, 
by telephone (316) 978-6356 or email at kathy.strattman@wichita.edu. If you have questions 
regarding your rights as a participant in research projects, you may contact the Office of Research 
and Technology Transfer at Wichita State University, Wichita, KS 67260-0007, telephone (316) 978-
3285.  
Contact: If you have questions regarding this study, you may contact Kathryn Luu, graduate student, 
by email at kxluu@wichita.edu 
By signing and dating this informed consent, you are giving your consent to participate. You will be 
provided a copy of the consent form.  
 
____________________________                                      ________________________  
Participant Name Print                    Witness Date 

____________________________                  ________________________  
Participant Signature                                                            Date  

 



 
 

68 
 

  APPENDIX B 

 
 
 

Kính thư quý vị, 
 
Mục Đích: Quý vị được mời tham gia một cuộc nghiên cứu, Quan 

Niệm về Rối Loạn Giao Tiếp. Chúng tôi mong muốn được tìm hiểu thêm thái độ và quan niệm của người 
Việt tại Hoa Kỳ về rối loạn giao tiếp và những hổ trợ. 
Đối tượng khảo cứu: Quý vị được chọn như một đối tượng tiềm năng trong cuộc nghiên cứu này bởi vì 
quý vị là người trưởng thành trên nền tảng Việt Nam. Với cuộc nghiên cứu này, chúng tôi hy vọng được 
khảo sát trên dưới 50 đối tượng.  
Giải Thích Quá Trình: Nếu quý đồng ý tham gia, quý vị sẽ phải hoàn thành ba trang câu hỏi khảo sát do 
nghiên cứu sinh thực hiện. Có 24 câu hỏi phải trả lời bằng cách đánh đấu X vào ô thích hợp nhất. Ví dụ, 
Người với trở ngại ngôn ngữ sẽ gặp khó khăn khi xin việc làm: Đúng, Có thể đúng, Có thể sai, Sai. Toàn 
bộ cuộc khảo sát chỉ kéo dài từ 10 đến 15 phút.  
Trở ngại: Không có nguy cơ trở ngại nào với quý vị khi trả lời câu hỏi khảo sát. Nếu quý cảm thấy khó 
chịu với những câu hỏi, quý vị có thể bỏ qua câu hỏi đó và hoàn thành phần còn lại. 
Lợi Ích: Qua cuộc khảo sát này, chúng tôi hy vọng được hiểu biết thêm về cách suy nghĩ và quan niệm 
của người Việt Nam. Bằng các trả lời những câu hỏi khảo sát sẽ giúp các chuyên gia ngôn ngữ giao tiếp, 
trong hiện tại và tương lai, hiểu sâu hơn suy nghĩ và quan niệm của người Việt tại Hoa Kỳ về bệnh Rối 
Loạn Giao Tiếp. 
Tính Bảo Mật: Tất cả những điều liên quan đến cuộc khảo cứu này là hoàn toàn tự nguyện. Kết quả 
nghiên cứu chỉ được sử dụng cho mục đích học thuật. Nghiên cứu sinh sẽ không lưu giữ bất kỳ thông tin 
cá nhân nào. 
Từ chối/hủy bỏ: Đối tượng nghiên cứu được tôn trọng tính tự nguyện. Quyết định tham gia hay từ chối 
của quý vị sẽ hoàn toàn không ảnh hưởng mối quan hệ  trong tương lai của quý vị và trường Đại Học 
Tiểu Bang Wichita (Wichita State University). Nêu quý vị đồng ý tham gia, quý vị có quyền rút bỏ khỏi 
cuộc khảo cứu bất cứ lúc nào với không điều kiện ràng buộc. 
Liên Lạc: Nếu quý vị có câu hỏi liên quan đến cuộc khảo cứu, quý vị có thể liên lạc với sinh viên cao học 
Kathryn Luu, hoặc e-mail kxluu@wichita.edu hoặc Tiến sỹ Kathy Strattman, Khoa Khoa học và Rối 
Loạn Giao Tiếp, qua số (316) 978-6356 hoặc e-mail Kathy.strattman@wichita.edu. Nếu quý vị có câu hỏi 
liên quan đến quyền thành viên trong những dự án nghiên cứu, quý vị có thể gọi cho văn phòng Nghiên 
cứu và Trao Đổi Công Nghệ (the Office of Research and Technology Transfer) trưởng Wichita State 
University, Wichita, KS 67260-0007, điện thoại (316) 978-3285 
Một khi đã ký tên, và điền ngày tháng vào bản thỏa thuận này, quý vị đã đồng ý tham gia khảo cứu. Quý 
vị sẽ được giữ một bản sao của bản thỏa thuận này.  
_____________________________________  
Tên người tham gia  
______________________________________                ______________________________________ 
Người tham gia ký tên             Ngày tháng năm                  Người làm chứng ký tên          Ngày tháng năm 
  

mailto:kxluu@wichita.edu
mailto:Kathy.strattman@wichita.edu
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APPENDIX C 

ATTITUDES TOWARD SPEECH PROBLEMS 

Please mark with a check for all that applies. 

General Information 

Age 
Please write your age.     

_________ 

Gender 
Male 

 
Female 

 
   

How did you hear about this 
survey? 

Friend Family  
Flyer 

 

Social 
media 

Other 
     

Please 
specify,  

_______ 

What is your native language? 
English 

 
Vietnamese 

 

Other 
     

Please 
specify,  

_______ 

  

Please rate your English 
proficiency. 

Poor 
 

Adequate 
 

Good 
 

Excellent 
 

Fluent  
 

Generational Status 
Immigrated 

Myself 
  

One or Both 
Parents 

Immigrated  
 

Grandparent 
Immigrated  

 

Great-
Grandparent 
Immigrated  

 

Has anyone in your family 
needed speech and/or language 
services? 

Spouse 
 

Child 
 

Parent 
 

Other 
Family 

Member 
(e.g. sibling, 
aunt, cousin)  

Please 
specify,  

 
_______ 

None 
 

What do you think a Speech-
Language Pathologist (SLP) 
assist individuals with? (Mark all 
that apply.) 
 
 
 

Stuttering 
 

Articulation 
 

Heart 
Problems 

 

Post 
Stroke 

Aphasia 
 

Problems 
saying 
speech 
sounds 
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Swallowing 
problems  

 

Hearing 
 

Other 
     

Please specify,  

__________________________ 

The cause(s) of speech 
problems are? (Mark all that 
apply.) 

Genetic 
 

Neurological 
 

Fate  
 

Drug Abuse 
 

Brain 
Injury 

 

 
God 

 

Other 
     

Please specify,  

_________________________________ 

Please mark one on each question that is believed to be the most correct to you. 

Statement Yes Maybe Yes Maybe No No 

1.  People with speech problems 
have trouble making friends or 
getting married. 

    

2.  It is OK to make jokes about 
speech problems when no one with 
speech problems is listening.   

    

3.  People with speech problems 
have trouble getting jobs.   

    

4.  People with speech problems or 
their families are being punished (by 
fate or God, for example).   

    

5.  People who have problems with 
their speech are likely to be less 
intelligent than other people.   

    

6.  People with speech problems 
could help themselves if they tried 
harder.   

    

7.  The family should keep a person 
with speech problems at home to 
hide the problem from other 
people.   

    

 
8.  Many people with speech 
problems are emotionally disturbed.  
 

    

9.  People with problems with their 
speech should get help at some time 
in their lives. 
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10.  Speech services are expensive. 
 
 

    

Statement Yes Maybe Yes Maybe No No 

11.  I feel that being Vietnamese 
causes problems when seeking 
health care. 

    

12.  I avoid seeking health treatment 
because I do not speak English well.   

    

13.  The best way to treat speech 
problems is with speech and 
language therapy. 

    

14.  Interpreters should be available 
at Speech, Language and Hearing 
Clinics.   

    

15.  Individuals whose native 
language is not English, should seek 
the help of an interpreter at a 
Speech, Language and Hearing 
Clinic.  

    

Additional Comments: 
 
 
 
 
 
 
 
 
 
 
 
 
 

If you have any further questions, comments or concerns please contact Kathy 

Strattman at kathy.strattman@wichita.edu or Katie Luu at kxluu@wichita.edu 
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APPENDIX D 
 

QUAN NIệM Về RốI LOạN GIAO TIếP 

Đánh dấu X vào tất cả những ô thích hợp. 

Thông Tin Chung 

Tuổi Vui lòng điền tuổi của quý vị.     
_________ 

Giới tính Nam 
 

Nữ 
 

   

Bạn biết đến khảo cứu này 
bằng cách nào? 

Bạn bè 
 

Gia đình 

 

Tờ rơi 
 

Truyền 
thông 

 

Khác 
     

Xin nói 

rỏ,  

_______ 

Tiếng mẹ đẻ của quý vị? Tiếng Anh 
 

Tiếng Việt 
 

Khác 
     

Xin nói rỏ,  

_______ 

  

Khả năng tiếng Anh. 
Yếu  

 
Vừa đủ 

 
Tốt 

 
Xuất sắc 

 
Lưu loát  

 

Thế hệ nhập cư 
Chính 
mình 

  

Cha/mẹ 
hoặc cả hai 

nhập cư  
 

Ông bà 

nhập cư   
 

Ông bà cố nhập 
cự 
 

Trong gia đình quý vị, có ai 
phải cần hổ trợ về ngôn ngữ 
hoặc giao tiếp? 

Vợ/chồng 
 

Con cái 
 

Cha mẹ  
 

Thành viên 
khác (anh, 

chị em, cô, 
cậu…) 

Xin nói rỏ,  

 
_______ 

Khôn
g có 

 

Bạn nghĩ chuyên gia ngô ngữ 
giao tiếp có thể giúp gì cho quý 
vị? (Đánh dấu các ô thích hợp.) 
 
 

Nói lắp 
 

Nói ngọng 
 

Vấn đề 
tim mạch 

 

Chứng 
mất 
ngôn 

ngữ, sau 
tai biến 

 

Trở ngại 
phát âm 

 

 
 

Trở ngại 
nhai nuốt  

Khả năng 
nghe 

Khác 
     

 



 
 

73 
 

  Xin nói rỏ,  

__________________________ 
 

Nguyên nhân gây rối loạn ngôn 
ngữ? (Đánh dấu các ô thích 
hợp) 

Di truyền 
 

Thần kinh 
 

Bâm’ sinh  
 

Lạm dụng 
thuốc 

 

Chấn 
thươn
g não 

 

 
Thượng đế 

 

Khác 
     

Xin nói rỏ,  

_________________________________ 

Vui lòng chỉ đánh dấu một ô mà quý vị cho là thích hợp nhất. 

Nhận Định Đúng Có thể đúng Có thể sai Sai 

1.  Người có trở ngại ngôn ngữ sẽ gặp 
khó khăn tìm bạn và lập gia đình     

2.  Chọc ghẹo một người trở ngại 
ngôn ngữ là bình thường miễn là 
người đó không nghe thấy.   

    

3.  Người trợ ngại ngôn ngữ sẽ khó 
tìm việc làm.       

4.  Người trở ngại ngôn ngữ và gia 
đình họ đang bị trừng phạt (bỡi Chúa, 
hay bỡi định mệnh).   

    

5. Người trở ngại ngôn ngữ thì kém 
thông minh hơn người khác.       

6.  Người trở ngại ngôn ngữ có thể tự 
giúp chính họ, nếu họ cố gắng nhiều 
hơn.   

    

7.  Gia đình có người gặp trở ngại 
ngôn ngữ nên giấu họ ở nhà để tránh 
những rắc rối.   

    

 
8.  Nhiều người trở ngại ngô ngữ gây 
nhiều phiền phức.  
 

    

9.  Người trở ngại ngôn ngữ đôi khi 
cần sự giúp đở trong cuộc đời.     
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10.  Dịch vụ hổ trợ về ngô ngữ là rất 
đắc đỏ. 
 
 
 

    

Nhận Định Đúng Có thể đúng Có thể sai Sai 

11.  Tôi cảm thấy gặp nhiều trở ngại 
tìm kiếm chăm sóc y tế vì là người 
Việt Nam 

    

12.  Tôi tránh những trị liệu y tế vì tôi 
không nói được tiếng Anh.       

13.  Cách tốt nhất để trị rối loạn ngôn 
ngữ là thông qua trị liệu ngôn ngữ 
giao tiếp. 

    

14.  Người thông dịch nên được mời 
giúp đở trong những phòng mạch 
khoa Ngôn ngữ, nghe, nói.   

    

15.  Nếu tiếng Anh không phải là 
tiếng mẹ đẽ, bạn nên tìm người thông 
dịch khi đến những phòng mạch 
Ngôn ngữ, nghe, nói. 

    

Góp ý thêm: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Nếu quý vị có câu hỏi, ý kiến liên quan xin liên hệ Kathy Strattman tại địa chỉ email 
kathy.strattman@wichita.edu hoặc Katie Luu tại kxluu@wichita.edu 
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                   APPENDIX E 

 
  
 

Dear Participant,  
 
Purpose: You are invited to participate in the study, Attitudes Toward Communication Disorders. As a 
result of this study, we hope to learn more about the attitudes and perceptions of Vietnamese Americans 
concerning communication disorders and services through individual interviews. 
Participant Selection: You were selected as a possible participant in this study because you are an adult of 
Vietnamese background and you agreed to be interviewed at the time you completed the survey about 
attitudes toward communication disorders. In this part of the study, we hope to interview approximately 
10 individuals.  
Explanation of Procedure: If you decide to participate, you will be asked if you would like to participate 
in a one on one interview with the investigator following the survey to further inquire about your 
experiences in seeking health care services, e.g., Describe a time when you were receiving health care 
services that was satisfying or challenging . This interview would last about 15 minutes and will be audio 
recorded to help the investigator with recall of your answers.  
Discomfort/Risks: There are no known or expected risks associated with answering these interview 
questions. If you feel uncomfortable answering any question/s, you may skip it and you can finish the rest 
of the interview.  
Benefits: In this study, we hope to learn more about the attitudes and perceptions of individuals with 
Vietnamese backgrounds. Answering additional questions during this interview will give important new 
insight about attitudes and perceptions of Vietnamese Americans to prepare health professionals such as 
current and future speech-language pathologists.  
Confidentiality: Involvement in this research is completely voluntary. The results of this study will only 
be used for scholarly purposes. No identifying information will be saved by the researchers. Audio 
recordings will be numbered, transcribed, and will be erased. Transcripts will be kept in a locked filing 
cabinet in the faculty investigator’s office on campus.  
Refusal/Withdrawal: Participation in this study is entirely voluntary. Your decision whether or not to 
participate will not affect your future relations with Wichita State University. If you agree to participate, 
you may withdraw from the study at any time without penalty.  
kxluu@wichita.edu or Dr. Kathy Strattman, Department of Communication Sciences and Disorders, by 
telephone (316) 978-6356 or email at kathy.strattman@wichita.edu. If you have questions regarding your 
rights as a participant in research projects, you may contact the Office of Research and Technology 
Transfer at Wichita State University, Wichita, KS 67260-0007, telephone (316) 978-3285. 
 Contact: If you have questions regarding this study, you may contact Kathryn Luu, graduate student, by 
email at kxluu@wichita.edu 
By signing and dating this informed consent, you are giving your consent to participate. You will be 
provided a copy of the consent form.  
____________________________                                      ________________________  
Participant Name Print                    Witness Date 

____________________________                  ________________________  
Participant Signature                                                            Date  
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  APPENDIX  F 
 

Kính thư quý vị, 
Mục Đích: Quý vị được mời tham gia một cuộc nghiên cứu, Quan 
Niệm về Rối Loạn Giao Tiếp. Chúng tôi mong muốn được tìm hiểu 

thêm thái độ và quan niệm của người Việt tại Hoa Kỳ về rối loạn giao tiếp và những hổ trợ. 
Đối tượng khảo cứu: Quý vị được chọn như một đối tượng tiềm năng trong cuộc nghiên cứu này bởi vì 
quý vị là người trưởng thành trên nền tảng Việt Nam. Với cuộc nghiên cứu này, chúng tôi hy vọng được 
khảo sát trên dưới 50 đối tượng.  
Giải Thích Quá Trình: Nếu quý đồng ý tham gia, sau khi hoàn thành phân câu hỏi khảo sát quý vị sẽ được 
yêu cầu nếu muốn tham gia một cuộc phỏng vấn cá nhân với nghiên cứu sinh để tìm hiểu thêm về kinh 
nghiệm của quý vị trong việc tìm kiếm dịch vụ y tế, ví dụ: Hãy kể lại một lần đi đến những dịch vụ chăm 
sóc y tế mà quý vị cho là dể dàng hay khó khăn. Buổi phỏng vấn chỉ kéo dài 15 phút và được ghi âm để 
giúp nghiên cứu sinh lưu trữ câu trả lời của quý vị. 
Trở ngại: Không có nguy cơ trở ngại nào với quý vị khi trả lời câu hỏi khảo sát. Nếu quý cảm thấy khó 
chịu với những câu hỏi, quý vị có thể bỏ qua câu hỏi đó và hoàn thành phần còn lại. 
Lợi Ích: Qua cuộc khảo sát này, chúng tôi hy vọng được hiểu biết thêm về cách suy nghĩ và quan niệm 
của người Việt Nam. Bằng các trả lời những câu hỏi khảo sát sẽ giúp các chuyên gia ngôn ngữ giao tiếp, 
trong hiện tại và tương lai, hiểu sâu hơn suy nghĩ và quan niệm của người Việt tại Hoa Kỳ về bệnh Rối 
Loạn Giao Tiếp. 
Tính Bảo Mật: Tất cả những điều liên quan đến cuộc khảo cứu này là hoàn toàn tự nguyện. Kết quả 
nghiên cứu chỉ được sử dụng cho mục đích học thuật. Nghiên cứu sinh sẽ không lưu giữ bất kỳ thông tin 
cá nhân nào. 
Từ chối/hủy bỏ: Đối tượng nghiên cứu được tôn trọng tính tự nguyện. Quyết định tham gia hay từ chối 
của quý vị sẽ hoàn toàn không ảnh hưởng mối quan hệ  trong tương lai của quý vị và trường Đại Học 
Tiểu Bang Wichita (Wichita State University). Nêu quý vị đồng ý tham gia, quý vị có quyền rút bỏ khỏi 
cuộc khảo cứu bất cứ lúc nào với không điều kiện ràng buộc. 
Liên Lạc: Nếu quý vị có câu hỏi liên quan đến cuộc khảo cứu, quý vị có thể liên lạc với sinh viên cao học 
Kathryn Luu, hoặc e-mail kxluu@wichita.edu hoặc Tiến sỹ Kathy Strattman, Khoa Khoa học và Rối 
Loạn Giao Tiếp, qua số (316) 978-6356 hoặc e-mail Kathy.strattman@wichita.edu. Nếu quý vị có câu hỏi 
liên quan đến quyền thành viên trong những dự án nghiên cứu, quý vị có thể gọi cho văn phòng Nghiên 
cứu và Trao Đổi Công Nghệ (the Office of Research and Technology Transfer) trưởng Wichita State 
University, Wichita, KS 67260-0007, điện thoại (316) 978-3285 
Một khi đã ký tên, và điền ngày tháng vào bản thỏa thuận này, quý vị đã đồng ý tham gia khảo cứu. Quý 
vị sẽ được giữ một bản sao của bản thỏa thuận này.  
_____________________________________  
Tên người tham gia  
______________________________________                ______________________________________ 
Người tham gia ký tên             Ngày tháng năm                  Người làm chứng ký tên          Ngày tháng năm 
  

mailto:kxluu@wichita.edu
mailto:Kathy.strattman@wichita.edu
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APPENDIX G 

Vietnamese Americans' Attitudes Concerning Communication Disorders and Related 
Services 

Semi-Structured Interview Questions 

1. Many people around the world do not believe that communication disorders need medical 
treatment; do you think that being Vietnamese American influences your belief about 
these disorders or about receiving treatment? 
 

2. Are there benefits for being Vietnamese American when using health services for you? 
 

3. Are there barriers for being Vietnamese American when using health services for you? 
 

4. What is your greatest concern when seeking health services? 
 

5. How concern would you be if you were told that you had a communication disorder?  
How willing would you be to seek treatment? 
 

6. Why do you think Vietnamese Americans would avoid seeking treatment for 
communication disorders? 
 

7. Tell me about the availability of interpreters for you or your family? 
 

8. Describe a time when you were receiving health care services that was challenging or 
satisfying. 
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APPENDIX H 

Vietnamese Americans' Attitudes Concerning Communication Disorders and Related 
Services 

Semi-Structured Interview Questions 

1. Many people around the world do not believe that communication disorders need medical 
treatment; do you think that being Vietnamese American influences your belief about 
these disorders or about receiving treatment? 
 
 Yes No N/A 
Participants  
n=10 

3 6 1 

 
Themes 

Self- Reliance  
 "It takes your own initiative to break the language barrier." 
 "You might get better rather than getting help by professionals or 

something." 
Communication Barriers 

 “Parents? No, they learned English and they are pretty fluent in it, so you 
know, they'll just do their own thing." 

Collectivist Culture 
 "The old Vietnamese generation, they don't believe in, you know, when 

someone has a metal problem." (Perceived Generational Differences 
Trend) 

 "There are older generations that do believe that treatment wouldn't help." 
(Perceived Generational Differences Trend) 

 "If you had a problem with anything that is not your body, my mom and 
dad don't tell you to go see the doctor, so they just try to help you with it 
themselves, but they send you to the doctor." 

 "Culture that builds it up and the importance that we put on or lack of 
importance that we put on communication disorders defines how we 
respond to it." 
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2. Are there benefits for being Vietnamese American when using health services for you? 
 
 Yes No Both No Experience  
Participants  
n=10 

1 6 1 2 

 
 
 

Themes 
Self- Reliance  

 "We don't have any medical care services until by dad started working at 
Spirit, before we had to pay for everything..." (Financial Trend) 

Communication Barrier 
 "Most places will be able to provide interpreters for you at free of cost and 

that's funded by the government." (Financial Trend) 
Collective Culture  

 "Events like these(Asian Wellness Day) venders and other clinic stuff and 
it can be helpful if you are a doctor or something and giving services." 

Equality  
 "Everyone gets treated the same." 
 "They don't ask if you are Vietnamese or not when you are at the doctor." 
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3. Are there barriers for being Vietnamese American when using health services for you? 
 
 Yes No No Experience  
Participants  
n=10 

7 2 1 

 
Themes 

Self Reliance 
 "They will spend the money, if they have the money and if they find it 

worthy." (Financial Trend) 
Communication Barrier  

 "I saw language is a lot and they don't know what is out there.  They don't 
know how to do a mammo screening, or preventative stuff even, they 
don’t know about [it], so lack of education as well." (Knowledge Trend) 

 "Communication problem between the person giving the health care and 
them receiving it and they sometimes don't understand what is going on."  

 "Definitely, because some places do provide interpreting services but 
some don't, so with the language barriers, it's hard for a lot of Vietnamese 
folks, especially the older ones, to really express themselves and actually 
get the help that they need."   

 "I think if the person can't speak English, there's a barrier but usually there 
is an interpreter there, provided, but there is an initial barrier."   

Collectivist Cultural  
 "A barrier would be maybe social implications that you would have in 

seeking those types of resources.  For example, you would have therapy, 
would society or the culture be accepting of the outreach of these 
resources or would it be frowned upon and considered a taboo." 
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4. What is your greatest concern when seeking health services? 
 
 Experience No Experience  
Participants  
n=9 

8 1 

 
Themes 

Communication Barrier 
 "They will get the in-depth details of what their illness is or ways to 

prevent  it or um, or how they can follow up with healthcare, I just feel 
like with another language, a provider can, I'm not saying they do, but 
they can kind of pull back from explaining in depth because they are 
afraid that because they won't understand it anyways, so they try to make 
is as concise, but some information might still be missed, you know."  

Financial Trends 
 "For me, I wasn't aware of it.  I would think it would be something more 

of a luxury, where it is not covered by my insurance but I don't know how 
that works." (Knowledge Trend) 

 "If my insurance covers it, if it doesn't I will not go about it" 
 "The money is what I would say.  Everything is about the money.  Every 

time my parents say anything about healthcare, like, money, to go into a 
checkup you have to pay money.  So I would say money is my biggest 
concern. "  

 "I think for many, it would be the cost."  
 "The price mostly, I always look at the price, because Vietnamese people, 

well the Vietnamese people I know, they are very cheap." 
Receiving appropriate care 

 "Doing it right the first time, more like being accurate in how it's done, so 
I guess you don't have to go back and do it over and over again." 

 "Getting treated appropriately for what I have." 
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5. How concern would you be if you were told that you had a communication disorder?  
How willing would you be to seek treatment? 
 
 Yes No 
Participants 
 n=10 

8 2 

 
Themes 

Communication Barrier 
 "I think communication is very important, especially for my work.  I have 

to communicate my theories and explanations to other  engineers, so it's 
important to my work, so I would be highly concerned."  

 "I would definitely be concerned because for me communication is key, 
for everything.  I use it, if I do notice I have a problem then I would seek 
help." 

 "I would be really concerned because being able to communicate is one of 
my greatest strengths, so I would be very concerned." 

Self Reliance   
 "I would try and fix it on my own." 
 "Well, if it was minor, then you know, something small, then I wouldn't 

worry about it too much.  But if it was something that affects my everyday 
life, then I would probably, you know, look for something to fix it up." 

 "Um, depends on how large this problem is.  If I can't communicate with 
the rest of the world, through any spoken means I would probably seek 
immediate care regarding my situation.  You know, it would be a great 
concern to be able to converse with the world." 

 "Like right now, I myself think I have communication problems but I 
don’t see out for it because I don't have the money to spend for my mental 
problems or whatever.  I'm growing old, so I'm having more 
communication problems, like having a hard time, sometimes I think that I 
have ADHD, but I don't have the money to see if I really have it.  I don't 
have the money to go to a doctor to get it diagnosed, so yeah, money is 
really important." (Financial Trend) 

 "At this point, not too concerned because I don't really understand it.  But 
after getting more information about it, learning more about it, probably 
more."  (Knowledge Trend) 

 "Um, I'd probably hesitate, because I don't like to seek help.  But um, if I 
thought it was a really big problem then  I would.  But I would also 
consult my insurance first." 

Collectivist Culture 
 "I would be very willing actually, because, like I said, being in the health 

filed I want to be able, like if I had the disorder, I want to be able to 
conquered that and help others.   And to really show them that although it 
might be something that is in the way, there are ways to go around it and 
really just get what you need."   
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6. Why do you think Vietnamese Americans would avoid seeking treatment for 
communication disorders? 
 
 
Participants  
n= 6 
 

Themes 
Communication Barrier 

 "Maybe they would be unsure, [if] being Vietnamese they would get 
different treatment for being Vietnamese, maybe they think it's because of 
their accent, they think they are being made fun of their accent and how 
they speak.  Maybe that would deter them but other than that I don't think 
it's a big deal." (Generational Differences Trend) 

Self Reliance 
 "I feel like it has to do a lot with, pride, they don't want to feel bad, [that] 

they are unintelligent regarding the situation because they are like 'aw, 
man.  I feel dumb because I don't know how to speak the language.'  but I 
don't want to show that I'm incapable of doing so.  So I'm not going to get 
help."  (Generational Differences Trend) 

 "They just have like pride.   Pride in yourself, to think that you can fix 
anything on your own and you don't need anybodies help, you just have to 
put hard work into it.  But that may not always be true because some 
disorders are probably deep in their genes or something." (Generational 
Differences Trend) 

 "They are probably embarrassed.  Embarrassment is probably the main 
reason." (Generational Differences Trend) 

 "Because they are too shy to go and ask for help if they think it's not 
serious. And also, like money wise in case they wouldn't be able to afford 
it." (Financial Trend)  

Collectivist Culture 
 "As I have mentioned before I think that it could be because it is taboo, 

culturally, insensitive or just um, a lack of understanding of why you 
would have it and the fact that if you do seek this out something is wrong, 
and admitting that would be a big part." (Generational Differences Trend) 
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7. Tell me about the availability of interpreters for you or your family? 
 
 Professional 

Interpreters 
Family and Friends 
as Interpreters 

No Experience  

Participants  3 5 1 
 

Themes 
Self- reliance  

 "In our family we don't really need interpreters, because of of- the second 
gener- because of the children, my parents’ children, myself, because we 
can translate for them." 

 "Um, for myself, I have sibling- we are all born here in America, so we 
are very fluent with our English.  um but, services?  They have translators 
here at the hospitals, like if you have an appointment with health care 
clinics, you can call them and they can help set you up with a person." 

 "A lot of patients don't want, or let people know that they need help, but I 
really  do encourage if they don't speak English well, then they should get 
an interpreter, not to show that they can't fit in, but just to get enough 
help."   

Collectivist Culture 
 "I know for like other families, I know for like my mom's friends they are 

very close with the Vietnamese community. So they have their own 
interpreters.  Since my parents are not as close to the Vietnamese 
community, they don't have their own interpreters so they had to learn the 
language on their own and they use us as their interpreters.  So we help 
them a lot with that, English. " 

 "There's interpreters, I think everywhere, like my family has friends that 
know English so if they needed help, they could always ask their friends 
and also, you know, a lot of people go to church, Vietnamese church, there 
is a lot of people that go to Vietnamese church and the church as you 
know, interpreter services that are free that can help you out, so I don't 
think it is a problem at all."   

Available  
 “I think they are fairly available.  I think you just have to request it, we 

have done it a couple of times, there has been interpreters provided." 
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8. Describe a time when you were receiving health care services that was challenging or 
satisfying. 
 
 Challenging Satisfying No Experience  
Participants  
n=10 

1 6 3 

 
Themes 

Challenging 
 "For the challenging part, we have has experiences with the doctor not 

completely understanding or not on the same page for what I wanted done.  
Um, I can't think of a satisfying experience right now."   

Satisfying 
 Listened 
 Explained process and treatment  
 Appropriate treatment 
 No problems 

 

 


