
THERAPEUTIC RECREATION JOURNAL Vol. 36, No. 1, 84-96, 2002

A Personal Narrative of a Cross-
Cultural Experience in Therapeutic
Recreation: Unmasking the Masked
Rodney B. Dieser

The purpose of this manuscript is to argue for the inclusion of cross-cultural competencies in
therapeutic recreation (TR) practice and organizations via disclosure of two first-person accounts
of cross-cultural interactions that ended with premature termination of treatment for substance
dependency. The first narrative highlights a complex and difficult cross-ethnic interaction with
a client who identified as an American Indian. In this first confessional, I disclose my struggle
as a white therapist beginning practice to understand whether the client terminated treatment
because of denial or because of the lack of cross-cultural sensitivity by the treatment team. The
second narrative recounts my experience with an African-American man who prematurely ended
treatment because the TR intervention, along with the entire treatment plan, did not align with
his cultural background. Both confessionals are considered in the light of recent cultural
competencies (CMHS) derived specifically for mental health services.
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"People know what they do; they frequently Michel Foucault was directed toward human
know why they do what they do; but what they services and sciences, which includes thera-
don't know is what 'what they do' does" peutic recreation (TR). Foucault (1970, 1977)
(Dreyfus & Rabinow, 1983, p. 187). This quo- argued that human services have not devel-
tation by French historian and philosopher oped rationally, but from faulty calculations,
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accidents, and non-humane practices. For ex-
ample, Foucault (1965) posited that the end of
the great confinement era of people with mad-
ness during the latter half of the eighteenth
century was not motivated by humanitarian
concerns. Rather, it was a stigmatizing re-
sponse to a myth of a dreaded disease that
spread from the houses of confinement (e.g.,
hospitals, prisons). Foucault argued further
that the hospitals and asylums built for the
purpose of rehabilitating people with madness
were spaces where patients became encapsu-
lated and normalized within the dominant
bourgeois culture. A punishing 'treatment'
consisting of silence and isolation was used to
humiliate and torment people with madness so
they would assimilate into bourgeois culture.
To suppress differences, chains of silence re-
placed chains of iron.

In this regard, Foucault (1977, 1980, 1997)
affirmed that contemporary social and human
services simultaneously provide positive and
negative outcomes—and that negative out-
comes are masked by the constant rhetoric of
productive and beneficial outcomes. This is
readily observable in articulated benefits-
based approaches to leisure (see Driver,
Brown, & Peterson, 1991; Driver & Bruns,
1999) and TR (see Coyle, Kinney, Riley, &
Shank, 1991; Broida, 2000). The primary ob-
jective of advocating TR services is to sell the
benefits to stakeholders rather than focusing
on the needs of people who have disabling
conditions (Hutchison & McGill, 1992).
Wearing (1998) has taken to task advocates of
leisure benefits for their auspicious interpreta-
tion of the pervasiveness of leisure benefits for
majority populations, and failure to look at the
disadvantages of leisure which accrue to peo-
ple from differing social classes, genders, eth-
nic and cultural backgrounds. For example,
expecting unilateral celebration of traditional
Christian holidays, as sometimes unwittingly
promoted in activity calendars in institutional
TR settings, has often ignored lesser known
holidays like Kwanzaa, thus creating further
marginalization for participants whose culture
is underrepresented. That is, TR can attempt to

provide holiday-oriented activities for both
Christian and non-Christian participants.

Several cross-cultural scholars in the hu-
man service field have unmasked negative out-
comes of therapeutic intervention when thera-
pists lacked cross-cultural competence. For
example, Jewel (as cited in Trimble, 1981)
detailed an eleven-month ordeal in which a
Navajo male was misdiagnosed with catatonic
schizophrenia. A key variable that played into
the misdiagnosis stemmed from the clinical
staffs misinterpretation that the Native person
was delusional when he was actually speaking
his indigenous language that was unrecogniz-
able to the staff. Waldram (1997) reported how
psychiatrists have misdiagnosed Aboriginal
people in Canadian prisons—one psychiatrist
documented that the slow movement and shy-
ness of an Aboriginal person were related to
cultural factors, whereas another psychiatrist
diagnosed the same Native person as having
a brain dysfunction.1 Waldram concluded,
"There is quite a striking difference between a
diagnosis of brain dysfunction on the one
hand, and a 'cultural factor' on the other. It is
possible that other Aboriginal men may like-
wise be assessed as 'slow' for erroneous rea-
sons" (p. 35).

Within the field of TR, there has been some
unmasking of negative outcomes resulting
from lack of cross-cultural knowledge. Mcln-
tosh (1986) observed attitudes of minority in-
mates (i.e., American-Indian, Mexican-Amer-
ican, and African-American groups) toward
rehabilitative recreation programs and con-
cluded " . . . for all these minority groups to
achieve rehabilitation through recreation pro-

1 Ross (1992) underscored that many Aboriginal
people use the conservation-withdrawal tactic when
involved in stressful situations. This response in-
volves an intentional slowing down of behavior
(e.g., passive, unresponsive, sullen) to conserve
physical and psychic energy and to carefully con-
sider the stressful event(s). Ross underscored how
human service workers who lack cross-cultural
knowledge have misinterpreted the conservation-
withdrawal tactic to be symptoms of mental disor-
ders.
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gramming borders on being a farce, even at its
best moments. This is due to a lack of respect
for ethnic differences" (p. 84). Rehabilitation
can be beneficial for clients from differing
cultural backgrounds if TR programs and
agencies can develop partnerships with ethnic
representatives and agencies, thereby drawing
on the special qualities and expertise from
both white and ethnic groups to better serve
people from differing cultures.

The purpose of this personal narrative is to
unmask harm that can occur in TR practice
when practitioners, educators, and organiza-
tions lack cross-cultural competence. I have
decided to convey my cultural experience as a
therapeutic recreation specialist (TRS) through
a personal narrative—disclosing two first-per-
son accounts of cross-cultural interactions
which ended negatively. I reassure the reader I
have positive stories of practice to share (e.g.,
Dieser, 1997; Dieser & Voight, 1998). But I
deliberately share these two contrary accounts
to disrupt naive projection of the "goodness"
or "benefits" of TR at a cost of being blind to
inept practice with people from differing cul-
tural backgrounds.

Since the time of my encounters, the notion
of cultural competence has emerged as an
imperative for good health care practice both
within TR (e.g., Peregoy & Dieser, 1997;
Dieser & Peregoy, 1999) and in applied health
professions (e.g., Schulman et al., 1999;
World Health Organization, 1997). I have dis-
covered the Cultural Competence Standards
for Managed Care created by the Center for
Mental Health Services (CMHS) (1998),
available on the Internet (www.mentalhealth.
org). These standards provide explicit cul-
turally-sensitive guidance in all aspects of
agency planning, delineating culturally com-
petent processes specified assessment, care
planning, treatment, and discharge planning.
Hence, I will first relate my clinical encounters
with clients and staff. Then, I will reflect on
my encounters by selectively referring to these
standards in order to display how my col-
leagues and I might have acted differently to
be useful to past clients. I am using the stan-

dards to frame my reflections because they are
tailored to mental health, the setting of my
first-person accounts.

The Treatment Facility and
Why I was Hired

Soon after I completed a Master of Science
degree in Recreation and Leisure Studies, with
a dual emphasis in TR and educational psy-
chology, I was employed as a TRS and addic-
tion counselor at a long-term treatment facility
for men who were homeless and substance
dependent. I was hired because my educa-
tional background in cognitive theory-based
TR intervention matched the philosophical
framework of the treatment facility. This
agency specialized in a cognitive model of
relapse prevention (see Marlatt [1985a] for an
excellent description of relapse prevention in-
tervention).

The treatment facility was premised upon
Gorski's (1995) relapse prevention counseling
model which consisted of: (a) identifying re-
lapse warning signs, (b) providing future man-
agement plans when confronted with a relapse
trigger, and (c) developing a personal recovery
plan via articulating health promoting attitudes
and behaviors through completion of work-
book scenarios. For example, a participant's
workbook exercise toward discharge is to cre-
ate a recovery plan via recording intended
sobriety-oriented activities (e.g., Alcoholics
Anonymous or Rational Recovery meetings)
on a weekly planner sheet preformatted for 30
minute intervals from 6:30 a.m. to 10:30 p.m.

Throughout Gorski's workbooks scant at-
tention existed toward understanding cultural
factors of drug use or maintaining sobriety.
Further, in a workshop directed toward relapse
prevention counseling, Gorski suggested that
cultural factors are not relevant to treatment
and that people from minority cultures should
be removed from their culture for rehabilita-
tion because they can become dependent and
enmeshed with a culture, rather than being
independent in their treatment plan (personal
communication, June 22, 1997). I felt skepti-
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cal and frustrated regarding Gorski's assump-
tion that culture is secondary or irrelevant to
addiction treatment. By contrast, my cross-
cultural experiences suggested the opposite—
many of the clients I worked with from ethnic
minorities cultures wanted their ethnicity to be
recognized.2

I entered my job position as a white, Euro-
North American, middle-class male with lim-
ited interaction with people from minority cul-
tures. Moreover, I simultaneously felt excited,
confident, and terrified when I began my em-
ployment as a TRS and addictions counselor. I
was confident in my skills to implement inter-
vention programs that were premised upon
cognitive theory and TR. My research focus
while completing a master of science degree
was on the effects of cognitive therapy-based
TR intervention (Dieser & Edwards, in press)
and I had been enrolled in numerous profes-
sional training programs sponsored by cogni-
tive therapy training institutions. While I had a
solid understanding of cognitive therapy-ori-
ented TR programming, I felt uncertain and
scared when I realized I had not reflected on
how cognitive therapy-oriented TR interven-
tion could affect people from ethnic minority
cultures. Although I had completed a gradu-
ate-level class in cross-cultural counseling, I
did not consider myself culturally competent.
Soon after I began employment, I had to deal
with my concerns and feelings directly as I
interacted with clients who were from various
ethnic minority backgrounds.

2 Furthermore, many cross-cultural psycholo-
gists and anthropologists (e.g., Fish, 1996; Gloria &
Peregoy, 1995; Segall, Dasen, Berry, & Poortinga,
1999; Sue & Sue, 1990; Waldram, 1997) under-
scored the host of unhealthy consequences for peo-
ple from minority cultures when interventions view
culture as irrelevant. In fact, treatment for alcohol
and drug dependency that does not address cultural
issues for clients from minority cultures may actu-
ally contribute to drug and alcohol dependency be-
cause such treatment can cause cultural alienation,
which in turn can lead to drug and alcohol depen-
dency (See Peregoy, 1993; Waldram, 1997).

My First Confessional:
Interacting with Floyd

The primary care and case management of
Floyd (pseudonym), an American-Indian, was
assigned to the treatment director, Julian
(pseudonym), who had a strong background in
cognitive therapy. Because Floyd was ap-
pointed to attend the relapse prevention and
leisure education session that I facilitated, I
wanted to get to know him prior to his entry
into these two groups. I found him sitting
outside the treatment facility on the banks of a
river that ran alongside the treatment center. I
sat down next to him, introduced myself, and
began to initiate conversation with typical
questions, such as "Are you originally from
here?" and "So, what do you think of this
treatment facility?" My sense was that Floyd
was not paying attention to me because he
rarely spoke and made almost no eye contact.
I disclosed to Floyd that I had little knowledge
regarding his American-Indian culture and that
I thought it would be important if he could
share some of it with me now, or at a different
time. I was surprised at Floyd's reaction, he
turned toward me and asked if I really meant
what I said.3 Although I thought Floyd's
comeback was positive, I did not know how to
response to him and I felt unsure—I kept
thinking, "What should I say next?" I re-
sponded that I was serious about getting to
know him and further stated that in order to get
to know him I needed to know about his
culture. I kept wondering if Floyd doubted my
motives and if he thought I was simply feeding
him a line so that he would attend my treat-
ment sessions.4 I decided that my actions

3 He later disclosed that after being in his fifth
treatment facility, I was the first counselor to acknowl-
edge his American-Indian culture in a genuine manner.

4 In regards to helping relationships, numerous
cross-cultural scholars (e.g., Fernando, 1991; Fish,
1996; Sue & Sue, 1990; Vontress, 1981) under-
scored how people from ethnic minority cultures
distrust White therapies because they perceive them
as assimilation agents who normalize ethnic minor-
ities into White culture.
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needed to speak for themselves and thus
scheduled a time that Floyd and I could meet
in my office so that I could learn about his
ethnic background.

Although there was much learning to occur
on both Floyd's and my part, we began to
develop a therapeutic relationship. Over the
next week I made time so that he could tell me
about himself. Floyd disclosed that he wanted
to be a Shaman and that he had frequent visits
from past relatives guiding his life, in past
Native ceremonies and dreams. He told me
about his family and community and his long-
ing to return to traditional ways and traditional
healing (e.g., a sweat lodge ceremony). At
times, he expressed himself in stories which
made no sense to me. I had to become aware of
my own cultural filters and really listen to his
experiences.

In this regard, I believe our therapeutic
relationship was developing. It seemed like
Floyd's ethnic identity was being validated
and that he realized I was genuine about want-
ing to know who he was and his culture. At the
same time I had to shift my role from "expert"
to "learner" to understand Floyd's American-
Indian culture. That is, I realized that if I
wanted to provide a helping service via TR
intervention, I had to learn Floyd's American-
Indian culture.

Although being open to clients and respect-
ing divergent views is a quality of effective
helpers (Egan, 1990; Sue & Sue, 1990), I
admit that I was dealing with an internal con-
flict of appearing competent to my colleagues.
I was worried that my colleagues would think
that my specialized training in TR was not that
unique to treatment issues or that I was not a
skilled professional. I knew that TR was
viewed as less important than other helping
professions—if I were to admit that I did not
understand Floyd's American-Indian culture, I
was worried that my colleagues would view
me as less competent. After pondering mese
factors, I was ashamed that I was concerned
with impressing co-workers and stakeholders
rather than focusing on the needs of Floyd. I
took refuge and solace in the advice of my

professor, "the most important words an aca-
demic or professional can say are 'I don't
know.' "5 To this end, I decided that I did not
know enough about Floyd's ethnic back-
ground and that his treatment needed to stem
from us working in partnership, regardless of
what my colleagues might think.

As Floyd and I collaborated, our individual
meetings were going well—I felt Floyd was
striving toward accomplishing treatment ob-
jectives. However, Floyd's group sessions
were not progressing positively. Floyd would
skip most group sessions that I led, and the few
times he did attend, would disengage himself
and simply look out the window. I felt con-
fused because we had jointly agreed that he
would attend three group sessions a week. In
essence, Floyd's behaviors were very different
when we met alone, opposed to group settings.

During a weekly case management meeting
(which consisted of two other counselors, the
treatment facility director [Julian], the em-
ployment specialist, and myself), all of the
treatment team members reported that Floyd
was non-responsive to them or the treatment
plan. He skipped most private sessions with
Julian and other treatment team members, as
well as all other group sessions. I disclosed my
encounters with Floyd to the team. I suggested
that my colleagues take the time to listen to his
perspectives and learn about his American-
Indian beliefs; my rationale was that this
would develop trust. I further suggested that
perhaps the cognitive model the treatment fa-
cility upheld as its mission of treatment might
not be aligned to Floyd's American-Indian
beliefs, and that we might want to be more
flexible with his treatment.

My colleagues had differing perspectives.
Julian believed that Floyd was using his cul-
tural values to avoid personal issues, and for
the time being, the staff needed to treat him as
they would any other client. Julian further
insisted that a unilateral feature at this treat-

5 I am indebted to Dr. Edward Ruddell for this
sound advice.
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ment facility was completion of the cognitive-
oriented relapse prevention group (which con-
sisted of four weekly group meetings) and the
accompanying Gorski (1995) workbook exer-
cises. He insisted that Floyd, like any other
client, needed to complete that group.

I struggled with the team edicts. I was not
sure why Julian was so adamant to reject my
suggestion that Floyd's treatment be more
flexible. Further, I felt disappointed and frus-
trated that my thoughts were so quickly dis-
carded. I was not going to be so arrogant to
think that I was right and they were wrong, but
I perceived such quick dismissal of my per-
spective as unethical. Certainly, treatment
team members could have pondered my per-
spective, asked questions, and then, if they
differed, offered some type of rationale rather
than simply stating Floyd was using his culture
to avoid treatment after taking into account
cross-cultural issues for thirty seconds. After
thinking and reflecting, I concluded that per-
haps the way I delivered my suggestions to
Julian might have conveyed, explicitly or im-
plicitly, that I was "better" than Julian in front
of the other staff members. I consciously de-
cided to do nothing and see what happened in
the following days or weeks.

Within days, the situation became more
complex. Two days after the treatment team
meeting Floyd banged on my door while I was
working on case files, and demanded that he
speak with me. He was very angry and told me
that he had to leave the treatment facility
because he just could not function in the treat-
ment environment anymore. Floyd claimed
that the treatment facility and Julian's con-
fronting style were suffocating him, that the
relapse prevention group and accompanying
workbook exercises were not relevant to him
(i.e., his American-Indian lifestyle), and that
he wanted traditional healing. I asked him
probing type questions so that I could gain an
accurate and precise understanding of his sit-
uation, but Floyd kept repeating that he needed
more space and to be with his Native people.

He then asked me if his case could be
transferred from Julian to me. I knew right

away that this would be difficult and suggested
to Floyd that this might be an option, but that
he would need to talk to Julian and provide a
rationale to him. I pointed out to Floyd that
Julian was his primary counselor and further
suggested that he should calm down and think
through his concerns over the next couple of
days. Floyd seemed quiescent and agreed to
take the next couple of days to think about his
situation.

To my surprise, Floyd went directly from
my office to Julian's office and demanded in
an angry tone6 that I become his new primary
counselor. When his request was denied,
Floyd decided to leave the treatment facility.
Later that day Floyd came by my office and
reported that he was taking himself out of
treatment because Julian would not respect his
American Indian needs or wishes. I tried to
talk him out of his decision and tried to have
him commit himself to spending one more day
at the treatment center so that he could calm
down, but it was to no avail.

Reflection
This was a difficult and complex cross-

cultural experience. I kept wondering if Floyd
was using his culture and longing for tradi-
tional healing as denial toward treatment.
Many scholars in addiction counseling (e.g.,
Newman, 1997; Schuckit, 1995; Twerski,
1990) have suggested that denial, which is
defined as avoidance toward confronting and
treating substance dependency (Marlatt, 1985b),
is a pervasive and prevalent issue among cli-
ents. On the other hand, many cross-cultural
psychologists and medical anthropologists (e.g.,
Fish, 1996; Sue & Sue, 1990; Waldram, 1997)
have underscored the host of unhealthy conse-
quences for people from minority cultures
when treatment is not aligned toward cultural
worldviews (CHMS, 1998). Additionally, in
American-Indian culture, the tensions that re-
sult from the pull of the dominant culture and
lack of traditional values can lead to drug and

6 1 found out about this later from Julian.
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alcohol dependency, truancy, school failure
and suicide (Red Horse, 1982; Shore, 1988;
Waldram, 1997).

If the treatment facility had cross-cultural
standards in place, such as the Cultural Com-
petence Standards In Managed Care developed
by CMHS (1998), all staff members would
have been in a better position to understand
and help Floyd. These standards include a
process for integrating cultural competencies
into the overall facility plan, including all
aspects of organizational strategic planning. In
short, no such plan existed at my agency and
seemingly, no inkling of an awareness that
such a plan was needed.

In this regard, the diversity RX website
(Diversityrx.org) enumerates four common
factors that inhibit health care professionals'
cultural competence which pertained directly
to my experience:

• First, lack of knowledge results in an
inability to recognize differences. In my
experience, this was underscored by
Julian's refusal to acknowledge Floyd's
cultural differences as it affected the es-
tablished treatment model.

• Second, self-protection/denial, leads to
an attitude that these differences are not
significant, or that our common human-
ity transcends differences. In Floyd's
case the treatment team assumed that
addictive behaviors required unilateral
response to cognitive-oriented relapse
prevention and Gorski's relapse preven-
tion workbook exercises, regardless of
culture. Since I had been socialized to
believe that denial is at the root of ad-
diction, I really struggled over whether
Floyd was using his culture as denial
toward treatment.

• Third, fear of the unknown or the new,
intimidates understand of something that
is novel or different, which does not fit
into one's worldview. In regard to Floyd,
his conversation style of using stories
was difficult for me to comprehend as
well as the notion of shamanic healing

with which I was unfamiliar and, despite
my sincere interest, admittedly con-
trasted with my own socialized world-
view of addiction treatment.

• Fourth, pressure due to time constraints,
leads to feeling rushed and unable to
look in-depth at individual patient needs.
In my experience, I, along with the entire
treatment team, felt a sense of urgency
due to the demands of certain stakehold-
ers focused on functional treatment out-
comes. That is, simply gaining an in-
depth understanding of a client via
informal conversations was not consid-
ered a treatment intervention by funding
agencies. Furthermore, a state policy de-
manded that an assessment had to be
completed within 24 hours of admission.

In short, standards for cultural competence
were not established at the treatment facility
where I worked. Rather, the medical model
treatment orientation of experts establishing
intervention procedures, such as Gorski's re-
lapse prevention workbook exercises, was
viewed as a universal approach to treatment.
On reflection, this agency was not attuned to
more patient-centered care currently promoted
within managed care (CHMS, 1998).

In my first reaction to Floyd, I admit my
lack of knowledge in recognizing his different
style of communication. According to Sue and
Sue (1990) American-Indian people use si-
lence more in communicating and have indi-
rect gazes when listening or speaking with
others. When I initially spoke to Floyd, instead
of asking him typical questions, such as "Are
you originally from here?" I could have re-
spected his silence by simply sitting next to
him and slowly transitioning toward a conver-
sation. Further, I could have adopted a side by
side manner of conversation while we both
gazed at the river, instead of a white Euro-
North American style of face-to-face conver-
sation with direct eye contact. I realized that
my initial inference regarding Floyd's commu-
nication style while participating in group set-
tings may have been culturally encapsulated
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within a Western paradigm so that I mistak-
enly categorized him as disinterested. How-
ever, I did attempt to recognize his culture and
convey my willingness to explore his Ameri-
can-Indian background and he reacted posi-
tively. To this end, Gudykunst (1998) sug-
gested that communication that recognizes
cultural differences leads to one of the most
fundamental human needs, which is the con-
firmation of a person's culture and identity.
That is, confirmation communicates to an in-
dividual that their distinct culture exists and
that the communicator accepts another per-
son's culture as real.

Another standard for treatment planning in
managed care suggested by the CMHS (1998)
is to develop plans for clients that incorporate
family and cultural strengths, such as tradi-
tional healers, religious and spiritual re-
sources, natural support systems, community
organizations, and racial/ethnic self-help orga-
nizations. It did not occur to me at the time to
seek interagency and out-of-agency resources
(e.g., trying to locate Native American mental
health resources in my vicinity). Waldram
(1997), a medical anthropologist, argued "Al-
though technology can rid one of disease,
'healing' can only occur where the medical
system is interpretable between the healer and
the patient" (p. 71). Waldram further ex-
plained that symbolic healing in American-
Indian communities and ceremonies use rhe-
torical language to connect the individual to
their cultural values and beliefs so that Floyd's
problem could be defined in the context of
American-Indian reality.

In this regard, Torrey's (1986) global ap-
praisal of therapy is relevant to Floyd's long-
ing for traditional healers. Torrey suggested
that differing cultures have different "profes-
sionals" who conduct parallel therapy func-
tions. In Western Euro-North American soci-
eties "professional therapists" are called
psychiatrists, psychologists, therapists, and
counselors. In other cultures and parts of the
world, "professional therapists" are known as
witchdoctors, shamans, curanderas, and espir-
itistas. Although these differing "profession-

als" facilitate diverse therapeutic techniques,
Torrey argued that they have five parallel
functions: (a) naming their treatment, (b) iden-
tifying a cause, (c) establishing rapport, (d)
developing client expectations for improve-
ment, and (e) demonstrating legitimacy. That
is, a person's problem is defined within one's
cultural paradigm.

After gaining greater understanding of
cross-cultural issues in therapeutic settings, I
now believe that a paramount explanation of
Floyd's early departure from treatment was
lack of appropriate cultural sensitivity. I'm
still uncertain whether Floyd may have used
his culture for denial, but I surmise that staffs
lack of cultural competence played a dominant
role in his decision to leave. Although this is
speculation, Floyd's affirmed that: (a) he did
not find treatment to be helpful, (b) the relapse
prevention group and accompanying work-
book assignments had little relevance to his
American-Indian culture, (c) he did not like
Julian's confrontive style of interaction, (d) he
felt suffocated at the treatment facility, and (e)
he longed for his American-Indian commu-
nity, family, and traditional healing. However,
it remains futile to think that Floyd's differ-
ences could have been addressed without a
culturally competent program, not just an in-
dividually competent therapist.

My Second Confessional:
Interacting with Don

One of the first clients I encountered while
working as a TRS in the setting of alcohol and
drug dependency was Don (pseudonym), who
self-identified as an African-American. As
mandated by the state in which I worked, an
assessment had to be completed within 48
hours of admission. Therefore, a few hours
after Don arrived at the treatment facility, I
administered the Addiction Severity Index
(see McLellan, Kushner, Metzger, & Peters,
1992) and the Leisure Diagnostic Battery short
form version A (see Witt & Ellis, 1989).

After the assessment was completed, I con-
cluded that Don did not feel comfortable dur-
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ing our interaction. His nonverbal self-presen-
tation suggested feelings of resentment. For
example, he maintained limited eye contact
and responded vaguely to many of the assess-
ment questions. After the assessment, Don and
I formulated a treatment goal with a primary
objective aimed at developing a drug free
leisure lifestyle. The following day Don par-
ticipated in my cognitive-based leisure educa-
tion treatment group focused on developing an
independent leisure lifestyle.

The first component of Don's participation
in the leisure education program was oriented
toward an awareness of self in leisure. This is
a fundamental component in many leisure ed-
ucation programs (e.g., Backman & Mannell,
1986; Dattilo, 1994, 1999; Mahon & Bullock,
1992; Peterson & Stumbo, 2000). Don, and the
other group participants, were to become
aware of personal leisure and be able to iden-
tify individual values. Don responded that he
could not articulate his own personal leisure
because his leisure experiences were always
connected with family, friends, or people from
his church. Some of the group members (all of
whom were white males with Western values)
questioned and challenged Don's responses.
Some suggested that Don was "side stepping
his issues," while others labeled him as "co-
dependent." In other treatment groups, Don
articulated similar responses—that he could
not think of himself or his substance abuse
problems in isolated terms. Within two weeks,
Don prematurely left treatment without noti-
fying anyone.

Reflection
A CMHS (1998) cultural competence stan-

dard is that psychotherapeutic modalities ad-
dress psychological issues specific to consum-
ers from four groups: current and historical
trauma, acculturation, intergenerational and
gender role distinctions, and life transitions.
Upon reflection, it seems to me that the leisure
education program that I implemented, and the
philosophically-based cognitive theory model
(i.e., Gorski, 1995) on which treatment was
premised, did not match Don's ethnic value

system. It appears to me that Don's "accultur-
ated" belief system of being dependent on
others did not match the philosophical under-
pinnings of his treatment goals, such as gain-
ing an awareness of self in leisure or develop-
ing an independent leisure lifestyle.

In this regard, Corey (1991) argued that
cognitive theory is not sensitive to people from
cultures that embrace dependency as impor-
tant; cognitive theory maintains a negative
view toward dependency and a positive view
of independence. For example, Ellis (1989),
who is known as the father of Rational-Emo-
tive Therapy (a cognitive-based theory) and
the grandfather of cognitive-behavioral ther-
apy, posited, "To keep clients from becoming
and remaining unduly dependent, RET thera-
pists often deliberately use hard-headed meth-
ods of convincing clients that they had damned
well better resort to more self-discipline" (p.
198). In general, African-American cultures
view dependency, interdependency, and col-
lectivism as necessary to good mental health
(Corey, 1991; Pedersen, 1994). In regard to
leisure experiences, Stamps and Stamps
(1985) found that leisure experiences among
African-Americans were premised upon col-
lectivistic values with heavy involvement in
church-oriented activities, regardless of class.

The predetermined focus of leisure educa-
tion as a field-based TR intervention is pre-
dominantly individualistic in its emphasis on
individual awareness, skill, and mastery; it
was likely designed by white, middle-class
intellectuals whose generation was less aware
of the notion of cultural competence. Leisure
education is implemented by a field where
white therapists and white educators predom-
inate. Among this majority culture of insulated
TR students and faculty, this individualistic
focus likely makes sense when being studied
as leisure education theory and rehearsed
among peers as paper and pencil exercises, and
may not be challenged until a beginning ther-
apist encounters non-white participants. Even
then, the TRS may unwittingly impose the
individualistic context of self-mediation on
participants from collectivist cultures without
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adapting one's clinical perspective or the lei-
sure education content.

Upon further reflection, I believe that the
lack of cultural sensitivity toward Don's Afri-
can-American cultural background played a
significant part in his premature termination of
treatment. His prescribed treatment groups,
including leisure education, emphasized West-
ern values, such as individualism and indepen-
dence. Within the context of this experience, I
believe Corey (1991) offers an important in-
sight regarding treatment and group involve-
ment: "For clients who place considerable
value on cooperation and harmony in their
family context, the emphasis on not needing
others' support could lead to increased diffi-
culties for them and others in their family" (p.
362). In this interaction, perhaps my naivete
regarding cross-cultural understanding, as well
as the agency's cognitive therapy orientation,
played an important role in Don's early termi-
nation of treatment. My training was framed in
a theoretical approach whose originators may
have unwittingly generalized behavior without
considering culture, or who, like Gorski
(1995) deliberately disregard the importance
of culture on treatment and recovery.

Conclusion
The purpose of this personal narrative was

to add to the unmasking of harm that can occur
in TR practice when cultural competence is
lacking among therapists or programs. In es-
sence, this personal narrative is an argument
for including cultural competence in TR train-
ing and advocating it as agency policy in
current practice settings. Because cultural sen-
sitivity cannot be assumed among educators
and practitioners, all TR professionals and
students should initiate exploration of cultural
competence and professional organizations
should derive formal standards for culturally
competence practice.

I believe insight from Sue and Sue
(1990) sums up my two cross-cultural
interactions: It is our contention that the

reason why minority-group individuals
underutilize and prematurely terminate
counseling/therapy lies in the biased na-
ture of the services themselves. The
services offered are frequently antago-
nistic or inappropriate to the life expe-
riences of the culturally different client;
they lack sensitivity and understanding,
and they are oppressive and discrimi-
nating toward minority clients . . . one
of the major reasons for therapeutic in-
effectiveness in cross-cultural counsel-
ing lies in the training of mental health
professionals . . . (p. 7).

As I conclude this article, I again turn to the
writings of Michel Foucault (1977) regarding
"power-knowledge". Foucault suggested that
'knowledge and power7 is a concatenation—
they cannot be separate. That is, connecting
power to knowledge indicates that

. . . power and knowledge directly im-
ply one another, that there is no power
relation without the correlative consti-
tution of a body of knowledge, nor any
knowledge that does not presuppose
and constitute at the same time power
relations. These 'power-knowledge re-
lations' are to be analyzed . . . [the anal-
ysis must include] the subject who
knows, the objects to be known and the
modalities of knowledge . . . [because
there are] so many effects of these fun-
damental implications of power-knowl-
edge and their historical transforma-
tions, (p. 27-28)

In my two confessionals, other treatment
team members and myself did not adequately
reflect or analyze how the foundation of the
body of knowledge that directed our treatment
interventions was enculturated for majority
populations, and in the process we harmed

7 Foucault (1978) defined power as the overall
nominalistic effect or "common sense" approach.
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Floyd and Don. As Heine, Lehman, Markus
and Kitayam (1999) underscored, much psy-
chological research " . . . has been conducted
by North American researchers, at North
American universities with North American
participants using methodologies that were de-
veloped in North America" (p. 768).

I hope what can be learned from these
cross-cultural mistakes are that TR profession-
als and institutions could cease the uncritical
acceptance of normalized rules of TR service
delivery and utilize critical theory and critical
thinking skills as an ethical process (see Fox,
2000; Sylvester, 1996). Further, it is my hope
that TR practitioners and educators can admit
perplexity in cross-cultural interactions, at the
same time they strive toward cross-cultural
awareness, knowledge, and skills urging their
agencies to initiate culturally competent plan-
ning and practice.
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