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Abstract
Limited information exists on the application of evidence-based treatments for eating disorders 
among diverse populations. An increasing number of international and immigrant clients provides 
a pressing need for culturally responsive treatments. This case study highlights an eating disorder 
treatment that incorporates dialectical behavior therapy and cultural adaptation guidelines. This 
study explicates a culturally adapted dialectical behavior therapy (DBT) treatment of a 24-year-
old female Chinese international student suffering from an eating disorder, depression, and 
cultural adjustment issues. In particular, this case addresses Chinese cultural values, including 
conformity, interdependence, and filial piety, and how these values intersect with the client’s 
presenting issues and treatment. Cultural modifications made to the case conceptualization 
and dialectical behavior therapy are discussed. The client reported a significant decrease in 
distress, an increase in the quality of social relationships, and an increase in satisfaction with 
social roles. These results provide support for the effectiveness and importance of integrating 
cultural adaptation and evidence-based treatment. Clinical implications and recommendations 
for clinicians and students are provided.
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1 Theoretical and Research Basis for Treatment

Anorexia nervosa (AN) is characterized by a restriction of food intake and/or compensatory 
strategies (e.g., excessive exercise, and/or bingeing and purging) leading to significantly low 
body weight. People with AN experience an intense fear of gaining weight and an excessive 
dependence on weight or size as a means of self-evaluation (American Psychiatric Association 
[APA], 2013)., AN is also associated with significant physical and psychological complications. 
In the past, AN was considered to be a White American, upper middle class, female phenomenon, 
and the cultural contexts of racial and ethnic minority women were assumed to protect them from 
developing AN (Root, 2001). However, recent research indicates that women from diverse 
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backgrounds also experience AN, but significant barriers to treatments remain including the lack 
of culturally responsive treatments (Cheng, 2014).

In the past few decades, a variety of clinical approaches have been used to treat adults with 
AN. Reviews of research (Galsworthy-Francis & Allan, 2014; Watson & Bulik, 2013; Wilson, 
Grilo, & Vitousek, 2007) and treatment guidelines (APA, 2006) indicate that no specific approach 
has shown superiority. Approaches that have shown good results are psychodynamic psycho-
therapy, cognitive behavioral therapy (CBT), interpersonal psychotherapy (IPT), and, more 
recently, dialectical behavior therapy (DBT). The theoretical foundations, treatment objectives, 
and methods of each approach are distinct. Briefly, psychodynamic approaches address pre- or 
un-conscious conflicts that are presumed to underlie AN. Gaining insight into the problematic 
eating behaviors and the origins of these provides improvement. One modification, given the 
prevalence of eating disorders among women, has been the development of a feminist psychody-
namic orientation to eating problems (Bloom, Kogel, & Zaphiropoulos, 1994). In this approach, 
treatment includes attention to how the individual may have incorporated gender-related mes-
sages about self, body, desire, and food. In CBT approaches, treatment of AN proceeds from a 
learning perspective. Essential elements of treatment include challenging held beliefs and pro-
viding opportunities to incorporate new skills in dealing with stimuli that prompt negative behav-
iors. In IPT, the primary focus is on helping patients identify and modify current interpersonal 
problems that are hypothesized to be maintaining the eating disorder.

One recent, promising development has been the application of DBT for treatment of AN 
(Chen et al., 2015; Haynos & Fruzzetti, 2011). A DBT approach focuses on emotion dysregula-
tion in the etiology and maintenance of eating disorders (Safer & Jo, 2010; Telch, Agras, & 
Linehan, 2000). In DBT, affect is often identified as a precursor to problematic eating behaviors, 
including restrictive eating and/or bingeing and purging (Wisniewski, Safer, & Chen, 2007). 
Problematic eating behaviors, although maladaptive, are often developed as a way to regulate 
emotions. A working hypothesis of DBT is that some people, who may have a heightened sensi-
tivity, have experienced invalidating environments in which their experiences, perspectives, or 
beliefs were denied, and may have inadequate coping skills for dealing with overwhelming affect 
(Haslam, Mountford, Meyer, & Waller, 2008; Telch et al., 2000; Wisniewski et al., 2007). For 
some clients, restrictive eating may be understood as a way of detaching themselves from the 
distress of experiencing emotions in the absence of adaptive emotional regulation skills. In DBT, 
there is an emphasis on the utilization of contingencies and teaching skillful behaviors to replace 
dysfunctional ones.

DBT skills training groups have been effective in treating eating disorders in various clinical 
settings (Wisniewski et al., 2007). The overarching goals of DBT are to develop a dialectical 
worldview, to develop an ability to accept one’s current situations and at the same time make 
changes, and to develop skills (i.e., mindfulness, emotion regulation, distress tolerance, and 
interpersonal effectiveness). DBT therapists aim to create a validating and non-judgmental envi-
ronment in contrast to clients’ other or previous environments in which their eating disorder 
symptoms were often dismissed or minimized (e.g., “Why don’t you just eat?” Haynos & 
Fruzzetti, 2011).

Mainstream treatments are typically based on Western European cultural values and often lack 
a basis in clinical trials conducted with racial and ethnic minorities (Domenech Rodríguez & 
Bernal, 2012; Sue, 2015; Wendt, Gone, & Nagata, 2015). Scholars argue that providing main-
stream treatments to racial and ethnic minority clients may become ineffective and/or harmful 
because their cultural values related to self, how they relate and attach to others, family system, 
emotion expression, or understanding of mental health and healing may not be recognized or may 
be pathologized by ethnocentric therapists (see Sue, 2015; Wendt et al., 2015). Therefore, it is 
important for therapists to modify therapeutic interventions to make them more congruent with 
clients’ cultural beliefs and values. A developing literature on cultural adaptation guidelines 
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(Domenech Rodríguez & Bernal, 2012; Smith, Domenech Rodríguez, & Bernal, 2011) has made 
significant contributions.

Psychotherapy outcome research investigating culturally adapted treatments suggests that 
clients benefit when psychotherapists consider how a client’s age and acculturation interact 
with treatment, conduct therapy in a client’s preferred language whenever feasible, and address 
multiple components (Smith et al., 2011). These components include flexibility, the use of 
meaningful assessments prior to treatment, the importance of therapist inquiry to understand 
the client’s beliefs about topics including etiology, types of symptoms experienced, conse-
quences of the illness, and treatments acceptable to the client. Effective culturally adapted 
treatments balance the tension between “fidelity” to the treatment method and “fit” with the 
population being treated (Domenech Rodríguez & Bernal, 2012).

One approach to understanding how culturally adapted therapies may be more effective with 
ethnic and racial minority populations has been forwarded by Benish, Quintana, and Wampold 
(2011). Benish et al. (2011), relying on the anthropological concept of “the illness myth” of uni-
versal healing practices (Frank & Frank, 1993), compared culturally adapted versus non-adapted 
treatments. In their meta-analysis, Benish et al. (2011) suggested that successful adaptations 
involve explanations of illness. “Effectiveness is critically altered by the degree of fit between 
the psychotherapeutic explanation of illness offered by the therapist and the client’s understand-
ing of illness and suffering” (Benish et al., 2011, p. 281). The therapist and client engage in a 
dynamic process, which is “used to construct and reconstruct the illness explanation in a cultur-
ally congruent manner that is more adaptive, more empowering to the client, and more amenable 
than the client’s previous understanding” (p. 287).

A culturally adapted DBT approach was utilized while working with Cheng-Yin (pseud-
onym), a Chinese woman. The therapist/first author adopted components of different cultural 
adaptation models that appeared to align treatment with Cheng-Yin’s cultural background 
while maintaining the integrity of the therapeutic interventions (Domenech Rodríguez & 
Bernal, 2012; Smith et al., 2011). Treatment included many of the elements of culturally 
adapted practice: tailoring the treatment to Cheng-Yin’s cultural beliefs and values, providing 
treatment in a setting considered “safe” by the client and therapist, and conducting treatment 
in the client’s preferred language.

2 Case Introduction

Cheng-Yin was a 24-year-old, heterosexual, able-bodied, female, international student from 
China who, at the time of intake, was in her first year of graduate school at a large private univer-
sity. Cheng-Yin sought counseling at the University Counseling Center voluntarily and received 
individual therapy in Mandarin. The therapist was a post-doctoral fellow who had emigrated to 
the United States as an international student from Taiwan 8 years earlier and was supervised by 
a licensed clinical psychologist.

3 Presenting Complaints

At intake, Cheng-Yin reported symptoms consistent with AN binge-eating/purging type, depres-
sion, family issues, and difficulty adjusting to the United States. She reported intense fear of 
gaining weight, restrictive eating, bingeing and self-induced purging, sleep disturbance, depressed 
mood, rumination of negative thoughts, and feelings of helplessness and loneliness. These symp-
toms were impairing her academic and social life. Cheng-Yin reported feelings of hopelessness 
and passive suicidal ideation, but she denied an intent or plan. Cheng-Yin reported family vio-
lence and denied any history of sexual abuse.
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4 History

Cheng-Yin was the only child of her parents and grew up in a major city in Southwest China. 
Cheng-Yin reported a childhood and adolescence filled with fears, marked by strict family rules, 
and family violence. Cheng-Yin reported feeling anxious, confused, and fearful of her father’s 
unpredictable temper, indicating that her father was often “demanding and critical” of her and her 
mother. For instance, Cheng-Yin stated that although her father always bought her the best sta-
tionery, she felt anxious using it because she knew her father would scold her for breaking a 
pencil. Cheng-Yin stated that her father’s traditional “tough love” approach to parenting, although 
based on love and good intentions, often made her feel inadequate and worthless. Throughout 
treatment, Cheng-Yin recalled her fear of going home from school, not knowing whether she 
would be criticized or yelled at by her father. Cheng-Yin reported distrust of her father and feel-
ing uncomfortable whenever he was nice to her. Cheng-Yin stated that she had a close relation-
ship with her mother who, compared with her father, was more open and respectful of her 
opinions and feelings. She disclosed that her mother was physically abused by her father and 
placed a great deal of emphasis on weight and appearance.

Cheng-Yin admitted to a history of disordered eating and depression. She recalled her parents 
regulating the timing and quantity of three meals and snack breaks due to concerns about her not 
having enough nutrition and energy to concentrate on her studies. She reported that saying “no” 
to food prepared by her parents was never an option because she was afraid of disappointing or 
upsetting them. Cheng-Yin recalled becoming “obese” in middle school and often feeling very 
out of place because she was noticeably “fatter” than most Chinese teen girls. She became the 
target of her peers’ teasing and felt ashamed and embarrassed by her size, particularly her hips 
and legs. She reported that teen girls’ clothes in China were usually made in small sizes only; 
therefore, she often wore men’s clothes, never wore skirts, nor felt “like a girl.” Cheng-Yin expe-
rienced low mood, low self-esteem, difficulty maintaining close friendships, and a fear of failure 
throughout middle and high school, despite being academically successful.

Cheng-Yin reported that she started to count calories, restrict eating, and exercise excessively 
once she moved away from home to attend college. She reported that her goal was to “fit into the 
smallest pants” that she could find, and although she lost a lot of weight, she never felt satisfied. 
Her bingeing and purging behaviors started toward the end of college. At intake, Cheng-Yen 
addressed with sadness how her eating disorder, particularly her frequent cycles of bingeing and 
purging, had negatively affected her health and functioning. She reported that her difficulties in 
adjusting to the U.S. culture and academic environment, language barrier, and stress related to 
school and living alone significantly exacerbated her eating disorder and depression. She 
described precisely detailed meal plans that closely controlled her food intake and “dissociative 
episodes” during which she could not stop herself from eating everything in her refrigerator.

Cheng-Yin reported ruminating on negative thoughts and self-criticism during her studies at 
the university. She expressed frustration and helplessness while thinking that she would never do 
as well as her native English-speaking classmates. Cheng-Yin often reported feeling behind in 
her classes and feeling that “Everything is going to be demolished.” Cheng-Yin reported that she 
often experienced emotional and eating “chaos” during midterm and final exams.

Cheng-Yin reported that she did not have a lot of close friends growing up and often did not 
know how to connect with others. While studying at the university, Cheng-Yin reported turning 
to her mother for support and help.

5 Assessment

Cheng-Yin completed an intake interview prior to beginning her treatment, including a diagnos-
tic assessment of eating disorders. During this interview, history and development of presenting 

 at SAINT JOHNS UNIV on September 14, 2016ccs.sagepub.comDownloaded from 

http://ccs.sagepub.com/


Cheng and Merrick 5

symptomatology as well as level of functioning in different domains (e.g., school, family, social 
life) were assessed. Based on Cheng-Yin’s report, she met criteria for AN, Binge Eating/Purging 
Type, in Partial Remission according to the Diagnostic and Statistical Manual of Mental 
Disorder–Fifth Edition (DSM-5; APA, 2013).

Cheng-Yin completed the Outcome Questionnaire–45 in English (OQ-45; Lambert et al., 
1996) during the intake interview. She completed another OQ-45 at the 3-month follow-up meet-
ing. The OQ-45 is a 45-item, self-report questionnaire designed to assess three domains of func-
tioning. The Symptomatic Distress subscale measures symptoms of anxiety, depression, somatic 
problems, and traumatic stress (e.g., “I feel hopeless about the future”). The Interpersonal 
Relations subscale assesses satisfaction with a variety of relationships (e.g., “I feel lonely”). The 
Social Role subscale measures dissatisfaction, distress, or problem tasks related to clients’ roles 
as a student, employee, family member, or friend (e.g., “I have too many disagreements at work/
school”). Clients respond to each question using a 5-point scale (0 = never; 4 = always). The total 
OQ-45 score ranges from zero to 180 with higher scores indicating more distress and lower func-
tioning. Total scores higher than the cutoff of 64 points indicate clinical significance and dys-
function. Changes of at least 14 points are considered to be reliable change. Clients who show 
reliable change and a score below the cutoff are considered recovered; those who show reliable 
change only in the positive direction are considered improved (Lambert, Harmon, Slade, Whipple, 
& Hawkins, 2005). The OQ-45 has adequate reliability and validity across different client popu-
lations and clinical settings (Lambert et al., 2005).

6 Case Conceptualization

In conceptualizing Cheng-Yin’s distress from an integrated culturally adapted framework, sev-
eral factors needed to be considered. Primary emphasis was placed on understanding Cheng-
Yin’s distress in light of her multiple social identities (Hays, 2001). As a female Chinese 
international student suffering from depression as well as an eating disorder, Cheng-Yin experi-
enced stress related to acculturation, language difficulties, and social isolation. These influences 
may have exacerbated symptoms, which began years earlier.

Cheng-Yin identified the cause of her eating problems as related to family conflict, which has 
been studied as a contributing influence of the etiology of eating disorders (Ma, 2011; Tozzi, 
Sullivan, Fear, McKenzie, & Bulik, 2003). In Chinese culture, affection is often not verbally 
expressed, and parents convey love in physical ways, such as providing food or financial support 
(Tang, 1997). Cheng-Yin reported that her parents, beginning when she was very young, were 
committed to feeding schedules that bore no relation to her own feelings of hunger. According to 
a DBT approach,

A problematic pattern of managing emotions is understood to result from a poorness of fit between 
the individual and his or her environment; that is, invalidating responses may take a variety of forms 
(from abusive to loving) but ultimately reflect misunderstanding more often than dysfunction per se. 
(Fruzzetti & Worrall, 2010, p. 185)

While her parents’ intention was to help her remain well-nourished so she could devote her 
energy to studying, there was little room for Cheng-Yin to develop an awareness of her physical 
needs and learn how to self-soothe and self-regulate.

Girls’ experiences communicate important information about gender, power relations, and 
voice that influence subsequent relationships to body and food (Gutwill, 1994). Cheng-Yin’s 
home was marked by conflict, often violent, between her parents. Although there is a normative 
belief that family members are bound together for safety in Chinese culture (Tang, 1997), Cheng-
Yin was confronted with an insolvable situation because her home was unsafe. Cheng-Yin 
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witnessed how difficult it was for her mother, who was in a subordinate, powerless position to her 
father, to flee or stand up to the physical abuse. She learned that, as a female, she needed to be 
self-reliant, successful, and “better than anyone else” because family and marriage may not guar-
antee a sense of safety or well-being.

Cheng-Yin’s desire to communicate her strong feelings and disagreement about family con-
flict went against the norm of filial piety, the value that had been taught and emphasized in her 
family and culture. In Chinese culture, ensuring harmony in the family, and respecting and caring 
for parents are priorities (Chang & O’Hara, 2013; Sue & Sue, 2013). Therefore, having strong 
feelings and fighting back were unacceptable due to cultural expectations that Cheng-Yin should 
be an obedient daughter.

Eating may be seen as an expression of filial piety and self-starvation as struggle to achieve 
autonomy (Ma & Chan, 2003). For Cheng-Yin, eating showed her compliance and gave valida-
tion of her parents’ worth as good parents who provided for her. However, given concerns about 
appearance and not weighing “too much,” restricting her eating honored a connection to the 
value of appearance and being a dutiful daughter. Caught in a double-bind of “must eat” but 
“must not weigh ‘too much,’” Cheng-Yin’s attempts at self-starvation represented a compromise, 
albeit an unsatisfactory one. While occasionally bingeing in a “dissociated” state, the lack of 
awareness and control made it seem as if her over-eating belonged to someone else. This pre-
served her connection to her identity as an obedient daughter who was trying to comply. Through 
bingeing, Cheng-Yin unconsciously rejected the control and identity as an object that parental 
standards required. Cheng-Yin then felt guilty afterward, which reinforced her sense of badness. 
In Chinese culture, disobedience is a source of shame and guilt (Tang, 1997). This cyclical expe-
rience further confused, depressed, and frustrated Cheng-Yin. Due to the need for filial piety, 
there could be no direct expression of disagreement or conflict.

Due to Chinese culture’s emphasis on collectivist values, the family and interdependence are 
more important than the individual and independence. For many individuals in China, pride or 
disgrace is felt collectively, and there is considerable concern related to face or “maintaining or 
enhancing one’s social position and worth that are earned through the fulfillment of specific 
social roles” (Mak, Chen, Lam, & Yiu, 2008, p. 219). For instance, Cheng-Yin learned in child-
hood that her academic success and appearance should represent an affirmation of her parents’ 
identity as good parents. Cheng-Yin was the only child, due to the “one child rule” policy insti-
tuted in the 1980s (Sibeoni, Harf, Huang, & Moro, 2014), and Cheng-Yin reported additional 
stress as being the only one able to fulfill her family obligations and succeed in improving the 
family reputation.

Cheng-Yin recalled her awareness of feeling “big” began in childhood and was a source of 
discomfort about her appearance. Although fat phobia is a defining characteristic of Western 
conceptualization of AN, this has not been found uniformly in China and other cultures (S. Lee, 
1995). The increasing incidence of fat phobia among Chinese adolescents may be the result of 
increasing Westernization (Lai, 2000). At middle school age, when many youths become aware 
of size, Cheng-Yin was self-conscious. Her larger size was unattractive to her peers and was seen 
as potential source of shame for her and her parents. Negative family reactions and peers’ teasing 
have been identified as influences in developing AN.

An exploration of Cheng-Yin’s eating patterns and communication led to consideration of 
emotional dysregulation. While family and societal factors influenced Cheng-Yin’s lack of con-
nection with her body and conflicted attitudes toward compliance and rebellion, it became appar-
ent that her episodes of eating involved an emotional component including significant emotional 
dysregulation. From a DBT perspective, Cheng-Yin experienced a history of invalidating 
responses regarding a variety of inner experiences (e.g., “A good daughter should not have strong 
feelings towards or disagree with her parents”), emotional vulnerabilities, and emotion dysregu-
lation (Haynos & Fruzzetti, 2011). Emotional dysregulation is a state of emotional negative 
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arousal that leads to inaccurate expression of one’s internal experience, which makes it less likely 
that others will understand the person’s emotional experience and thus more likely the individual 
will elicit invalidating responses from others (Haynos & Fruzzetti, 2011). This perpetuates a 
cycle of further isolation, frustration, and problematic eating behavior.

Cheng-Yin identified that her binges were triggered by certain events that provoked strong 
negative emotions, especially those that prompted insecurity. For example, Cheng-Yin reported 
that her professor’s request to meet with her led her to fear that she must have done something 
wrong and so she avoided contacting him. Often, Cheng-Yin’s distress led to restrictive eating or 
a binging–purging cycle, which seemed to function as a way of modulating her emotions. 
Although Cheng-Yin may have possessed a temperamental emotional vulnerability, it seemed the 
current social environment contributed additional sources of stress and invalidation. For instance, 
Cheng-Yin often felt inferior to her native English-speaking classmates because her academic 
performance was often graded lower than she anticipated and reinforced her feelings of inade-
quacy. With the help of therapy, Cheng-Ying understood that her grades may not truly reflect her 
knowledge, competence, and diligence because she could not express herself as fully as she 
would like to in English. In addition, issues related to perfectionism and achievement, and their 
connection to self-esteem were addressed.

7 Cultural Adaptations to Treatment

In recent years, there has been a movement to define and develop evidence-based treatments 
(EBTs) in the United States (Domenech Rodríguez & Bernal, 2012). Although EBTs have shown 
their effectiveness in treating a variety of mental health issues, the lack of clinical trials con-
ducted with ethnic minorities during the development of EBTs makes researchers question their 
validity and utility for ethnically diverse populations. Researchers have started to examine 
whether EBTs are efficacious when treating ethnic minorities and at the same time have high-
lighted the need to culturally adapt EBTs to fit ethnic minority clients’ needs (Miranda et al., 
2005; Smith et al., 2011).

Cultural adaptation has been defined as “the systematic modification of an EBT or interven-
tion protocol to consider language, culture, and context in such a way that it is compatible with 
the client’s cultural patterns, meanings, and values” (Bernal, Jiménez-Chafey, & Domenech 
Rodríguez, 2009, p. 362). It is argued that clinicians need to tailor the psychotherapy process and 
content while providing EBTs to fit clients’ ethnic culture (Bernal et al., 2009). The importance 
of cultural adaptation of EBTs includes reduction of health disparities by making EBTs more 
culturally congruent for ethnic minority clients while still maintaining the scientific fidelity of 
EBTs (Domenech Rodríguez & Bernal, 2012; Smith et al., 2011).

For the past few decades, researchers have developed several guidelines and frameworks for 
culturally adapting treatment protocols, such as the Ecological Validity Framework (Bernal, 
Bonilla, & Bellido, 1995), the Cultural Adaptation Process Model (Domenech Rodríguez & 
Wieling, 2004), or the Integrated Top–Down and Bottom–Up approach to Adapting Psychotherapy 
(Hwang, 2012). The overarching themes of these frameworks include matching clients with ther-
apists who share the same social identities (e.g., race, ethnicity, sexual orientation) and language, 
integrating cultural metaphors, considering clients’ living context (e.g., migration trajectory), 
understanding clients’ worldview while setting up treatment goals, and using existing psycho-
therapy theories to conceptualize clients’ issues.

Hwang’s (2006, 2012) work has specifically focused on cultural adaption of psychotherapy for 
Asian Americans. He proposed that for Asian Americans, particularly those who have little exposure 
to concepts and treatments of mental health, psychoeducation about mental health illnesses, the cli-
ent–therapist relationship, how therapy works, and the limitations of therapy would help the client 
feel more comfortable in treatment. Hwang (2006, 2012) highlights the importance of therapists 
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becoming aware and understanding cultural differences in expression and communication so they 
would not misinterpret or pathologize Asian American clients when their ways of expressing emo-
tions differ from their own.

The aforementioned principles were adopted while providing DBT to Cheng-Yin. Applying 
cultural adaptation principles is particularly important because the essence of DBT is to develop 
a validating, therapeutic space for clients. Therefore, the therapist and Cheng-Yin discussed her 
understanding of attachment, obligation to family, child–parent relationship, separation–individ-
uation, and independence from her social–cultural framework, and used the discussion to make 
sense of her struggles with symptoms of her eating disorder and depression. In addition, DBT, as 
a manualized treatment, offers important structure and guidance that helped Cheng-Yin under-
stand the therapeutic process, set goals, and establish realistic expectations.

8 Course of Treatment and Assessment of Progress

The treatment for Cheng-Yin was broken into three stages. Stage I (Sessions 1 to 16) was geared 
toward establishing a client–therapist relationship utilizing a culturally adapted feminist psycho-
dynamic framework (Bloom et al., 1994) to help the client and therapist gain understanding and 
insight into her eating disorder and depression. During Stage II (Sessions 17 to 26), Cheng-Yin 
participated in a 10 weekly 90-min DBT skills training group and continued to receive weekly 
DBT individual psychotherapy. During Stage III (Sessions 18-40), Cheng-Yin identified the 
treatment interventions and coping skills that were most efficacious for her. The therapist and 
Cheng-Yin processed termination and completed the referral process.

Stage I

Stage I began with conducting an intake interview of Cheng-Yin’s presenting issues, family his-
tory, and multiple social group memberships, as well as orienting her to psychotherapy. The 
therapist and Cheng-Yin discussed her understanding of mental health, therapy, the therapeutic 
relationship, and goals. Psychoeducation about her eating disorder, depression, and therapy was 
provided to increase Cheng-Yin’s familiarity with the therapeutic process. Given that Cheng-Yin 
grew up in a culture where an authority’s suggestions are highly regarded, the therapist also dem-
onstrated flexibility regarding self-disclosure and transparency, which was aligned with her femi-
nist approach, and played alternating roles (e.g., consultant and advisor) to create a culturally 
supportive environment for Cheng-Yin (E. Lee & Mock, 2005; Sue, 1998). For instance, Cheng-
Yin reported that she found hearing the therapist’s experiences as an international student and the 
provision of resources and support very validating and helpful.

During this stage, the therapist and Cheng-Yin focused on understanding and making sense of 
the history and development of her eating disorder and depression by using a culturally adapted 
feminist psychodynamic approach and began teaching concepts and skills consistent with DBT. 
Cheng-Yin reported she gained insight into the connections between sociocultural factors, family 
system, and her presenting issues. In particular, Cheng-Yin stopped viewing her eating disorder 
and depression as isolated from the rest of her life or something that she “should just get over.” 
Instead, she started to put her eating disorder and depression into the context of her family and 
culture and saw the connection between different life events leading up to her current suffering. 
Together, the therapist and Cheng-Yin recognized the absence of positive self-evaluation, as well 
as emotion regulation and self-soothing skills in her life and how her eating disorder had devel-
oped as a means, albeit maladaptive, of regulating emotions (Telch et al., 2000). Based on Cheng-
Yin’s desire to develop skills related to recovering from her eating disorder and depression, the 
therapist and Cheng-Yin mutually agreed to add a DBT skills training group into her treatment at 
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the University Counseling Center in addition to her weekly individual therapy, which shifted to 
reflect a DBT focus.

Stage II

Cheng-Yin participated in the DBT skills training group run by the therapist and a colleague at 
the University Counseling Center and also continued her individual therapy. This DBT skills 
training group was developed for individuals with a variety of problematic behaviors (e.g., anger 
outbursts) associated with emotion dysregulation. The facilitators and group members communi-
cated in English. The length of the DBT group was 10 sessions, and provided skills training in 
mindfulness, emotion regulation, interpersonal effectiveness, and distress tolerance. The stan-
dard DBT mindfulness skills (e.g., three states of mind, the “what” skills, the “how” skills) were 
introduced in the first two group sessions. Cheng-Yin learned skills to observe and describe her 
thoughts and emotions in an accurate and non-judgmental way. During individual therapy ses-
sions, the therapist and Cheng-Yin focused on mindful eating, observing urges to restrict, binge, 
and purge, as well as understanding the connection between her emotions and eating (Wisniewski 
et al., 2007). Cheng-Yin practiced paying attention to her hunger and satiation, and eating with 
full awareness without self-judgment. When sensing an urge to binge, she tried to observe and sit 
with the ebbs and flows of her urges to understand what she was emotionally hungry for.

In the following four group sessions, Cheng-Yin learned emotion regulation skills to help her 
understand the function of her emotions, observe and describe emotions, decrease emotion vul-
nerability, and increase positive events. Cheng-Yin reported that her eating disorder had a signifi-
cant negative impact on the quality of her life because of the considerable time needed to recover 
after purging. Increasing her involvement in positive events (e.g., meeting friends or going to 
concerts) helped her to increase pleasure in living. During individual therapy, the therapist and 
Cheng-Yin reviewed skills practiced and discussed how emotions were expressed and under-
stood in her culture. For instance, Cheng-Yin often described her feelings as “ 煩(fán),” which 
means “worried.” Further discussion revealed that labeling emotions as 煩 is common and 
acceptable in the Chinese culture although it may muddle other emotions (e.g., sadness, helpless-
ness, anger). Through emotion regulation skills, Cheng-Yin gradually learned to identify emo-
tions underneath 煩, and to nurture and cope with a wider range of emotions.

The next area of focus in the DBT skills group was two sessions of instructions on interper-
sonal effectiveness. Cheng-Yin learned how to prioritize different demands in relationships and 
how to effectively communicate with others, especially when the objectives were challenging. 
These skills were taught with awareness and recognition of Cheng-Yin’s Chinese culture, which 
emphasizes maintaining harmony in relationships and having respect for seniors and authorities. 
Group members worked together to help Cheng-Yin modify skills in such a way that the skills 
were both effective and culturally responsive.

The last two sessions focused on distress-tolerance skills, in which Cheng-Ying developed 
strategies she could use in crisis situations such as self-soothing or opposite actions. Cheng-Yin 
also learned radical acceptance so that she would no longer avoid reality with her eating disorder 
and depression. Instead, she learned to accept her current suffering and validate her efforts to 
make changes and to get better.

Overall, Cheng-Yin reported that both the DBT skills group and individual therapy helped her 
make progress in developing mindfulness, learning emotion regulation skills, and increasing her 
ability to communicate her needs and wants. Cheng-Yin reported that the validation she received 
from group members made her feel less lonely, and she was able to develop a dialectical perspec-
tive. In other words, she found that her life expanded in such a way that she was no longer only 
preoccupied with her emotions and eating. Cheng-Yin started to recognize and nurture other 
aspects of her life and develop a more positive self-evaluation.
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Stage III

Stage III focused on recognizing interventions that were efficacious and developing coping skills 
in the case of relapse. Together, the therapist and Cheng-Yin reviewed and processed their work 
together, and shared their experiences of working with each other. The therapist and Cheng-Yin 
discussed her needs and interest in continuing individual therapy after graduation. The therapist 
connected Cheng-Yin with another therapist who specialized in treating eating disorders and 
working with international students. The therapist and Cheng-Yin scheduled a 3-month follow-
up meeting.

Assessment for Progress

Figure 1 shows Cheng-Yin’s overall treatment progress, as well as progress in reducing symptom 
distress (SD), and reducing difficulties in interpersonal relation (IR) and social roles (SR). The 
total and SD scores reported at Session 26 revealed that Cheng-Yin’s distress significantly 
decreased over the course of individual therapy and DBT skills training groups. Cheng-Yin also 
showed significantly increased satisfaction with her social relationships and social roles. 
Although the quality of Cheng-Yin’s interpersonal relationships continued to increase after the 
treatment, she reported increased distress that was related to the need for a job that would sponsor 
her H1B visa and the transition from student into working professional.

9 Complicating Factors

The first major complicating factor was that the DBT skills training group Cheng-Yin partici-
pated in was not specifically tailored to treat clients with eating disorders, but consisted of six 
clients who presented with a variety of psychological issues, such as depression, emotion dys-
regulation, bipolar disorder, and anger issues. Discussion about eating disorders or related issues 
was not woven throughout the teaching of DBT skills. Due to the length and demands of the 
academic semester, the length of this DBT skills group was 10 sessions, which is shorter than a 
typical DBT group.
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Figure 1. Total and subscale scores for the OQ-45.
Note. OQ-45 = Outcome Questionnaire–45; SD = Symptom distress; IR = Interpersonal relation; SR = Social role.
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The second complicating factor was that Cheng-Yin completed the OQ-45 and the DBT group 
program in English, not in her preferred native language. Because the OQ-45 was developed 
based on the U.S. samples, there may be reliability and validity issues when using it to assess 
non-U.S. clients. Cheng-Yin experienced frustration when her nuanced emotions and opinions 
became lost in the translation from Mandarin to English, and when she felt that other group mem-
bers could not understand what she tried to express. Not being able to learn and participate in 
Mandarin may have slowed down Cheng-Yin’s understanding of the essence of DBT and devel-
oping skills.

The third complicating factor was Cheng-Yin’s parental involvement. During the treatment, 
Cheng-Yin’s parents in China visited her separately for extended periods of time. During these 
visits, Cheng-Yin’s parents stayed with her and helped with grocery shopping, cooking, and 
errands. They were also involved in treatment by extending emotional support and helping her 
implement treatment interventions. Cheng-Yin’s parents also had consultation meetings with the 
therapist to receive psychoeducation about her eating disorder and depression, and psychother-
apy. In particular, Cheng-Yin’s parents’ support reduced the amount of triggers to her eating 
disorder symptoms in the home environment. Because Cheng-Yin’s parents did the grocery shop-
ping and cooking, it was essential to include them in working on the diet recommended by 
Cheng-Yin’s nutritionist. For instance, Cheng-Yin’s mother gradually reintroduced several of 
Cheng-Yin’s “feared foods” into her diet. Cheng-Yin had identified feelings of loneliness as an 
emotional trigger to her binge and purge behaviors. Therefore, her mother’s presence reduced 
feelings of loneliness, which reduced her bingeing and purging. In addition to feeling less lonely, 
Cheng-Yin reported that her symptomatology was significantly reduced during her parents’ stay 
because she felt more supported and secure. However, Cheng-Yin reported significant distress, 
anxiety, and fears when her parents returned to China. This resulted in increased binge and purge 
behaviors in anticipation of their leaving and after their departure.

During intake, the therapist inquired whether Cheng-Yin preferred to speak in Mandarin, and 
the therapist self-disclosed that she was originally from Taiwan. While Cheng-Yin and the thera-
pist shared similar cultural experiences of the parent–child relationship and familial expectations, 
they were aware of the differences between them, such as the different names/phrases/slang they 
would use while talking in Mandarin, and the different sociopolitical systems in which they grew 
up. The therapist often checked in with Cheng-Yin to see whether the therapist understood her 
correctly. However, a complicating factor in this case was that the therapist and Cheng-Yin did 
not directly address the power and privilege related to their identities as Taiwanese and Chinese, 
nor did they examine the impact of their individual perspectives of the history between Taiwan 
and China on their relationship. Based on a feminist approach, conversations about the “political 
context” that the therapist and Cheng-Yin shared may have allowed them to understand and value 
each other’s diverse perspectives, thereby potentially transforming the power imbalance into a 
more egalitarian relationship.

10 Access and Barriers to Care

The policy at the University Counseling Center was to offer short-term treatment. However, 
Cheng-Yin continued her treatment during her 18-month course of study because this was the 
only place that offered services in Mandarin located within reasonable traveling distance. Cheng-
Yin’s treatment at the Counseling Center was disrupted when the university closed for holidays 
and when Cheng-Yin went back to China during summer breaks. Termination was mutually 
determined based on Cheng-Yin’s graduation. Cheng-Yin was then referred to a therapist who 
provided specialized treatment for eating disorders. There were no other apparent issues related 
to access or barriers to care.
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11 Follow-Up

At the 3-month follow up, Cheng-Yin reported that she had gained some weight and had not 
become overly preoccupied with her weight or fearful of gaining weight. She believed that she 
would not gain an excessive amount of weight if she continued to eat regularly and mindfully 
while maintaining appropriate exercise. Although her bingeing and purging were significantly 
reduced by the end of the treatment, she reported that it had increased since that time due to her 
current stress related to looking for a job that would sponsor her H1B visa to continue living in 
the United States. At follow-up, Cheng-Yin had started her individual therapy with a White, 
female, English-speaking therapist, who specialized in treating eating disorders. Cheng-Yin 
reported that she experienced some cultural barriers (e.g., different understanding of the child–
parent relationship and family system) between the two of them, and expressed her desire to 
collaborate with her therapist to work through the barriers. She continued to show considerable 
insight into her current bingeing and purging cycles, and she identified the precursors as feeling 
of loneliness, stress related to job search, and losing the structure and support of attending uni-
versity. Last, Cheng-Yin had achieved a greater sense of agency, which was apparent in her open 
communication of feelings, thoughts, needs, and wants, as well as her taking steps to actively 
seek support.

12 Treatment Implications of the Case

Culturally adapted psychotherapy attempts to modify practice in response to the needs of ethnic 
and racial minority clients. First, an acknowledgment and engagement with the client’s culture 
remained front and center at all stages of the treatment. In response to the clients’ needs and clini-
cal considerations, the therapist alternated between different roles including consultant, coach, 
advocate, and teacher (Sue, 1998), which were culturally indicated (E. Lee & Mock, 2005). At 
times, the therapist self-disclosed about her experience as an international student in the United 
States and provided education on aspects of visa issues and relevant campus resources.

Given the importance of a collectivistic orientation (Chang & O’Hara, 2013; E. Lee & Mock, 
2005), and respect for authority, the therapist integrated Cheng-Yin’s parents into the treatment 
in ways the client identified would be helpful. For example, the therapist provided Cheng-Yin’s 
parents psychoeducation about eating disorders and suggested ways in which they could offer 
healthy support to their daughter. In addition, the therapist worked with them to choose a thera-
pist for Cheng-Yin while she spent her summer vacations in China.

The therapist’s ability to work in the client’s chosen and primary language of Mandarin 
provided an opportunity to elicit Cheng-Yin’s description of her symptoms and identification 
of their etiology in her own words. In addition to sharing the same language, the therapist and 
Cheng-Yin shared similar social identities and immigration experience. However, the therapist 
was aware that her understanding and identification with psychological concepts (e.g., indi-
viduation, separation, or self) might differ from those of Cheng-Yin because of their different 
acculturation levels. It was helpful for the therapist and Cheng-Yin to discuss the difference in 
interpersonal relationships between the American culture and Chinese culture, and help her 
develop bicultural competency. For instance, the idea that “setting up appropriate boundaries” 
may not be applicable in Chinese culture where people emphasize “Guan Xí” (close relation-
ships or social networks). Given an awareness of cultural importance of identity as connected 
to family and of filial piety, therapy provided an opportunity to explore the client’s perspective 
on her relationship with her parents. For example, her father could still be judgmental or a 
source of stress for Cheng-Yin, but he also offered security and support for her. The therapist 
reserved judgment while acknowledging how the elements of an “invalidating environment” 
contributed to her emotional difficulties.
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DBT as a structured teaching intervention, with an emphasis on doing homework and discus-
sion, fits the emphasis on structure and education in Chinese culture (Hwang, 2006). However, 
some modifications were made. These include adjusting the content and application of DBT 
homework assignments. For instance, some of the interpersonal effectiveness skills may not be 
appropriate given that in Chinese culture, indirect communication and maintaining harmony in a 
relationship are priorities. Recognizing this, the therapist asked Cheng-Yin to identify the antici-
pated interpersonal repercussions of using the proposed skills and to identify ways that she might 
use the skills to communicate her opinions while being able to preserve her own cultural expecta-
tions. In addition, the therapist was mindful not to suggest that Cheng-Yin do things that would 
only make sense in the American culture. For example, discussions about “assertiveness” were 
tempered by individual exploration of, and reactions to, this concept.

Cheng-Yin’s status as a recent immigrant and international student prompted attending to and 
providing validation in several areas. First, international students deal with unique stresses that 
may contribute to and/or exacerbate mental health issues. For instance, Cheng-Yin frequently 
experiencing herself as being “other” in the counseling group and at university and expressed 
frustration at the considerable time spent each time explaining herself to other group members or 
helping professionals (e.g., psychiatrist, nutritionist) before she felt that they could work on the 
“real issues” she was dealing with. Second, connecting the client to resources on campus, and 
encouraging her connection with people who share similar experiences, was integrated into the 
work. Last, the therapist helped Cheng-Yin in her transition into the United States while keeping 
in mind that Cheng-Yin would potentially return to her country of origin following completion 
of her graduate studies.

13 Recommendations to Clinicians and Students

Research has shown that ethnic minorities are less likely to receive quality mental health care and 
report poor treatment outcomes when compared with the majority group (U.S. Department of 
Health and Human Services [USDHHS], 2001). To reduce mental health disparities, it is impor-
tant to offer ethnic minority clients efficacious treatments, such as EBTs, in a culturally respon-
sive way. Given that EBTs have not been specifically developed with ethnic and racial minorities 
in mind (Miranda et al., 2005; USDHHS, 2001), clinicians and students can utilize cultural adap-
tation framework(s) (see Domenech Rodríguez & Bernal, 2012) while applying EBTs to ethnic 
minority clients.

This article discusses a case study to illustrate how cultural adaptations of EBTs can offer 
services that not only are evidence-based but also integrate a female Chinese international stu-
dent’s social–cultural background in a thoughtful, systematic way (Domenech Rodríguez & 
Bernal, 2012). Cultural adaptation guidelines and clinical interventions used in this case may not 
be applicable to other clients. We suggest clinicians and student trainees keep cultural complexi-
ties (Hays, 2001) in mind to understand the diversity within one social identity group (e.g., dif-
ferent socioeconomic statuses among Asian Americans) and assess the salience of ethnic and 
racial minority clients’ social identities (e.g., sexual orientation is more salient than ethnicity) 
while modifying the principles and practical skills included in cultural adaptation frameworks.

For instance, racial identity models (e.g., People of Color Racial Identity; Helms, 1995) pro-
pose that racial minority clients who endorse conformity racial status attitudes and identify with 
the dominant White culture may prefer working with a White therapist (Carter, 1995). This work 
with a Chinese international student supports the importance of considering clients’ racial iden-
tity statuses and acculturation level (Cheng, Carter, & Lee, 2015), as well as assessing whether 
potential clients desire to be matched with a therapist who speaks their native language. This 
decision needs to be made collaboratively because assumptions about language skills and prefer-
ences may cause distress. J. J. Lee and Rice (2007) stated that a majority of Asian international 
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students report language discrimination as causing significant distress. It is essential for thera-
pists to avoid perpetuating stereotyped assumptions while working with linguistic minority 
populations.

Last, becoming a culturally competent therapist is not a simple journey as it requires a great 
deal of learning, self-reflection, and openness. It is important for clinicians and students to con-
tinue developing their own cultural awareness, including identifying culture-based assumptions 
and stereotypes, and exploring what impact their cultural beliefs may have on their therapeutic 
style and effectiveness in adapting psychological treatment in culturally responsive ways.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect to the research, authorship, and/or 
publication of this article.

Funding

The author(s) received no financial support for the research, authorship, and/or publication of this article.

References

American Psychiatric Association. (2006). Practice guideline for the treatment of patients with eating dis-
orders (3rd ed.). Washington, DC: Author. doi:10.1176/appi.books.9780890423363

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.). 
Arlington, VA: American Psychiatric Publishing. doi:10.1176/appi.books.9780890415596

Benish, S. G., Quintana, S., & Wampold, B. E. (2011). Culturally adapted psychotherapy and the legiti-
macy of myth: A direct-comparison meta-analysis. Journal of Counseling Psychology, 58, 279-289. 
doi:10.1037/a0023626

Bernal, G., Bonilla, J., & Bellido, C. (1995). Ecological validity and cultural sensitivity for outcome 
research: Issues for the cultural adaptation and development of psychosocial treatments with Hispanics. 
Journal of Abnormal Child Psychology, 23, 67-82. doi:10.1007/bf01447045

Bernal, G., Jiménez-Chafey, M. I., & Domenech Rodríguez, M. M. (2009). Cultural adaptation of treat-
ments: A resourse for considering culture in evidence-based practice. Professional Psychology: 
Research and Practice, 40, 361-368. doi:10.1037/a0016401

Bloom, C., Kogel, L., & Zaphiropoulos, L. (1994). Learning to feed oneself: A psychodynamic model. 
In C. Bloom, A. Gitter, S. Gutwill, L. Kogel & L. Zaphiropoulos (Eds.), Eating problems: A feminist 
psychoanalytic treatment model (pp. 83-115). New York, NY: Basic Books.

Carter, R. T. (1995). The influence of race and racial identity in psychotherapy: Toward a racially inclusive 
model. Oxford, UK: John Wiley.

Chang, C. Y., & O’Hara, C. (2013). The initial interview with Asian Americans. Journal of Contemporary 
Psychotherapy, 43, 33-42. doi:10.1007/s10879-012-9221-9

Chen, E. Y., Segal, K., Weissman, J., Zeffiro, T., Gallop., R, Linehan, M. M., . . . Lynch, T. (2015). Adapting 
dialectical behavior therapy for outpatient adult anorexia nervosa—A pilot study. International Journal 
of Eating Disorders, 48, 123-132. doi:10.1002/eat.22360

Cheng, P. (2014). Examining a sociocultural model: Racial identity, internalization of the dominant White 
beauty standards, and body images among Asian American women (Unpublished doctoral disserta-
tion). Columbia University, New York, NY.

Cheng, P., Carter, R. T., & Lee, D. Y. (2015). The relationship between racial identity status attitudes 
and acculturation among Chinese and Korean Americans: A criterion profile analysis. Journal of 
Multicultural Counseling and Development, 43, 97-108. doi:10.1002/j.2161-1912.2015.00067.x

Domenech Rodríguez, M. M., & Bernal, G. (2012). Conceptual framework of cultural adaptation. In G. 
Bernal & M. M. Domenech Rodriguez (Eds.), Cultural adaptations: Tools for evidence-based practice 
with diverse populations (pp. 23-45). Washington, DC: American Psychological Association Press.

Domenech Rodríguez, M. M., & Wieling, E. (2004). Developing culturally appropriate, evidence-based 
treatments for interventions with ethnic minority populations. In M. Rastogi & E. Wieling (Eds.), 

 at SAINT JOHNS UNIV on September 14, 2016ccs.sagepub.comDownloaded from 

http://ccs.sagepub.com/


Cheng and Merrick 15

Voices of color: First-person accounts of ethnic minority therapists (pp. 313-333). Thousand Oaks, 
CA: SAGE.

Frank, J. D., & Frank, J. B. (1993). Persuasion and healing: A comparative study of psychotherapy. 
Baltimore, MD: Johns Hopkins University.

Fruzzetti, A. E., & Worrall, J. M. (2010). Accurate expression and validation: A transactional model for 
understanding individual and relationship distress. In K. Sullivan & J. Devila (Eds.), Support processes 
in intimate relationships (pp. 121-150). New York, NY: Oxford University Press.

Galsworthy-Francis, L., & Allan, S. (2014). Cognitive behavioural therapy for anorexia nervosa: A system-
atic review. Clinical Psychology Review, 34, 54-72. doi:10.1016/j.cpr.2013.11.001

Gutwill, S. (1994). Women’s eating problems: Social context and the internationalization of culture. In C. 
Bloom, A. Gitter, S. Gutwill, L. Kogel & L. Zaphiropoulos (Eds.), Eating problems: A feminist psycho-
analytic treatment model (pp. 1-27). New York, NY: Basic Books.

Haslam, M., Mountford, V., Meyer, C., & Waller, G. (2008). Invalidating childhood environments in 
anorexia and bulimia nervosa. Eating Behaviors, 9, 313-318. doi:10.1016/j.eatbeh.2007.10.005

Haynos, A. F., & Fruzzetti, A. E. (2011). Anorexia nervosa as a disorder of emotion dysregulation: Evidence 
and treatment implications. Clinical Psychology: Science and Practice, 18, 183-202. doi:10.1111/
j.1468-2850.2011.01250.x

Hays, P. (2001). Addressing cultural complexities in practice: A framework for clinicians and counselors. 
Washington, DC: American Psychological Association.

Helms, J. E. (1995). An update of Helms’s White and people of color racial identity models. In J. G. 
Ponterotto, J. M. Casas, L. A. Suzuki & C. M. Alexander (Eds.), Handbook of multicultural counseling 
(pp. 199-217). Thousand Oaks, CA: SAGE.

Hwang, W. C. (2006). The psychotherapy adaptation and modification framework: Application to Asian 
Americans. American Psychologist, 61, 702-715. doi:10.1037/0003-066x.61.7.702

Hwang, W. C. (2012). Integrating top-down and bottom-up approaches to culturally adapting psychother-
apy: Application to Chinese Americans. In G. Bernal & M. M. Domenech Rodríguez (Eds.), Cultural 
adaptations: Tools for evidence-based practice with diverse populations (pp. 179-198). Washington, 
DC: American Psychological Association Press.

Lai, K. (2000). Anorexia nervosa in Chinese adolescents—Does culture make a difference? Journal of 
Adolescence, 23, 561-568. doi:10.1006/jado.2000.0343

Lambert, M. J., Hansen, N. B., Umphress, V., Lunnen, K., Okiishi, J., & Burlingame, G. M., & Riedinger, 
C. R. (1996). Administration and scoring manual for the Outcome Questionnaire. Stevenson, MD: 
American Professional Credentialing Services.

Lambert, M. J., Harmon, C., Slade, K., Whipple, J. L., & Hawkins, E. J. (2005). Providing feedback to psy-
chotherapists on their patients’ progress: Clinical results and practice suggestions. Journal of Clinical 
Psychology, 16, 164-174. doi:10.1002/jclp.20113

Lee, E., & Mock, M. (2005). Chinese families. In M. McGoldrick, J. Giordano & N. Garcia-Preto (Eds.), 
Ethnicity & family therapy (pp. 302-318). New York, NY: The Guilford Press.

Lee, J. J., & Rice, C. (2007). Welcome to America? International student perceptions of discrimination. 
Higher Education, 53, 381-409. doi:10.1077/s10734-005-4508-3

Lee, S. (1995). Self-starvation in context: Towards a culturally sensitive understanding of anorexia nervosa. 
Social Science, 41, 25-36. doi:10.1016/0277-9536(94)00305-d

Ma, J. (2011). Anorexia nervosa and family therapy in a Chinese context. Hong Kong: The Chinese 
University Press.

Ma, J., & Chan, Z. (2003). The different meanings of food in Chinese patients suffering from anorexia 
nervosa: Implications for social work practice. Social Work in Mental Health, 2, 47-70. doi:10.1300/
j200v02n01_04

Mak, W., Chen, S., Lam, A., & Yiu, V. (2008). Understanding distress: The role of face concern among 
Chinese Americans, European Americans, Hong Kong Chinese, and Mainland Chinese. Counseling 
Psychologist, 37, 219-248. doi:10.1177/0011000008316378

Miranda, J., Bernal, G., Lau, A., Kohn, L., Hwang, W., & La Framboise, T. (2005). State of the science on 
psychosocial interventions for ethnic minorities. Annual Review of Clinical Psychology, 1, 113-142. 
doi:10.1146/annurev/clinpsy.1.102803.143822

 at SAINT JOHNS UNIV on September 14, 2016ccs.sagepub.comDownloaded from 

http://ccs.sagepub.com/


16 Clinical Case Studies 

Root, M. P. P. (2001). Future consideration in research on eating disorder. The Counseling Psychologist, 29, 
754-762. doi:10.1177/0011000001295007

Safer, D. L., & Jo, B. (2010). Outcome from a randomized controlled trial of group therapy for binge eat-
ing disorder: Comparing dialectical behavior therapy adapted for binge eating to an active comparison 
group therapy. Behavior Therapy, 41, 106-120. doi:10.1016/j.beth.2010.04.001

Sibeoni, J., Harf, A., Huang, Y., & Moro, M. (2014). Child psychiatry in the Chinese setting. Child 
Adolescent Social Work Journal, 31, 329-337. doi:10.1007/s10560-013-0322-4

Smith, T. B., Domenech Rodríguez, M., & Bernal, G. (2011). Culture. Journal of Clinical Psychology, 67, 
166-175. doi:10.1022/jclp.20757

Sue, D. W., & Sue, D. (2013). Counseling the culturally diverse: Theory and practice (6th ed.). Hoboken, 
NJ: John Wiley.

Sue, S. (1998). In search of cultural competence in psychotherapy and counseling. American Psychologist, 
53, 440-448. doi:10.1037/0003-066x.53.4.440

Sue, S. (2015). Therapeutic harm and cultural oppression. The Counseling Psychologist, 43, 359-369. 
doi:10.1177/0011000014565731

Tang, N. M. (1997). Psychoanalytic psychotherapy with Chinese Americans. In E. Lee (Ed.), Working with 
Asian Americans: A guide for clinicians (pp. 323-341). New York, NY: The Guilford Press.

Telch, C. F., Agras, W. S., & Linehan, M. M. (2000). Group dialectical behavior therapy for binge- 
eating disorder: A preliminary, uncontrolled trial. Behavior Therapy, 31, 569-582. doi:10.1016/s0005-
7894(00)80031-3

Tozzi, F., Sullivan, R., Fear, J., McKenzie, J., & Bulik, C. (2003). Causes and recovery in anorexia ner-
vosa: The patient’s perspective. International Journal of Eating Disorders, 33, 143-154. doi:10.1002/
eat.10120

U.S. Department of Health and Human Services. (2001). Mental health: Culture, race, and ethnicity—A 
supplement to mental health: A report of the surgeon general. Rockville, MD: U.S. Department of 
Health and Human Services, Public Health Services, Office of the Surgeon General.

Watson, H., & Bulik, C. (2013). Update on the treatment of anorexia nervosa: Review of clinical trials, 
practice guidelines and emerging interventions. Psychological Medicine, 43, 2477-2500. doi:10.1017/
s0033291712002620

Wendt, D. C., Gone, J. P., & Nagata, D. K. (2015). Potentially harmful therapy and multicultural counseling: 
Extending the conversation. The Counseling Psychologist, 43, 359-369. doi:10.1177/0011000014565731

Wilson, G., Grilo, C., & Vitousek, K. (2007). Psychological treatment of eating disorders. American 
Psychologist, 62, 199-216. doi:10.1037/0003-066x.62.3.199

Wisniewski, L., Safer, D., & Chen, E. (2007). Dialectical behavior therapy and eating disorders. In L. A. 
Dimeff & K. Koerner (Eds.), Dialectical behavior therapy in clinical practice: Applications across 
disorders and settings (pp. 174-221). New York, NY: The Guilford Press.

Author Biographies

Pei-Han Cheng, PhD., is a psychologist and manager of Group Programs at the Center for Counseling and 
Consultation at St. John’s University. Her research and clinical interests focus on understanding the 
impacts of sociocultural factors on psychological well-being, as well as developing culturally responsive 
treatments.

Elizabeth Merrick, PhD., is a psychologist at the Baruch College Counseling Center and the Starr Career 
Development Center at Baruch College/CUNY. Her work includes psychotherapy, clinical supervision, and 
focused training in multicultural competence, all of which are informed by her interests in social justice and 
diversity.

 at SAINT JOHNS UNIV on September 14, 2016ccs.sagepub.comDownloaded from 

http://ccs.sagepub.com/

