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ABSTRACT

The interface between institutions and comunities, between service
providers and their recipients, is informed and implicitly organized
around certain cultural issues. In the present paper, it is the back-
drop for once again raising and questioning certain funndamental assump-
tions that underlie the way in which we think and conceive of mental
health problems. The goal is not to substitute an alternative "defini-
tion" of the phenomenon but to step back and view such problems in a
comparative framework which brings us "up the ladder of abstraction."
While language is the most explicit conduit through which the self gains
expression, it is still far from a precise, analytical tool. One key to
unlocking certain doors to the mental health question is the variable
nature of the self as a social entity and perceptions of problems as
they are thereby framed.



This paper is concerned with the development of a social frare or
context for understanding mental health problems. I will begin, how-
ever, with an exarple somewhat more removed from this area in order to
underscore the inmportance of cultural considerations in the delivery of
services of any kind. In 1957, the U.S. Public Health Service antici-
pated an outbreak of the Asian Influenza. This occurred under the best
of all possible structural conditions. There was no question about
technological know-how or biological information about the disease, and
the pharmaceutical industry's ability to produce adequate supplies of
the vaccine was essentially limitless. Yet there were a nurber of
social and cultural obstacles that severely impeded the successful
implementation of policy from above. Chief among them was an unrecep-
tive public, who because of a corbination of religious convictions, med-
ical beliefs, and cultural views, rejected, or at least failed to seek,
the appropriate care being offered. Had the virus actually struck and
been as lethal as anticipated, a large portion of the population would
have been decimated (Margaret Clark in Dellums Hearings, 1981). A
closer look, then, at the articulation between institutions and cowrun-
ity, between the providers of service and their recipients, is vital to
our understanding of a wide range of issues from the study of crime,

work, or education to life and death matters of flu vaccine.



The puzzle.

My research on mental health problems among Chinese Arericans began
with a puzzle, a rather comwon-sense puzzle. On the one hand, the rate
at which Chinese Americans utilize mental health facilities has been
disproportionately lower than that of other groups (Sue, 1977; Sue and
Kirk, 1975; Sue and McKinney, 1975; Berk and Hirata, 1973; Kitano, 1973;
San Francisco Mental Health Services, 1969; Jew and Brody, 1967). The

idea that sorething in the cultural fabric protects against mental ill-

ness has been put forth from different perspectives and is consistent

with a comonly held view of them as a 'model minority" (The issue of

model minority has been discussed in articles by Cabezas, 1979; Suzuki,
1977; Kim, 1973; Kitano and Sue, 1973). Indulgent child-rearing prac-
tices (La Barre, 1946), cultural strategies for coping (Yee, 1980; Lum,
“1979; Tong, 1978; Kung, 1962: 53), and family cohesiveness (Hsu, 1972)

are some of the things said to foster mental health.

On the other hand, my own experience within the camwunity gave me a
very different picture. There were clearly stresses or "problems in
living" that could be labeled as mental health problems in the broadest
sense of that term. An economic profile of the group, noreover, does
not necessarily conform to a picture of group success. In 1978, for

exarple, the median annual income of Chinese males in four major SVBAs

was equivalent to that of black males (Mbulton, 1978: 39).1 Ppublic
assistance or welfare, moreover, is rarely resorted to. In San Fran-
cisco, where the majority of Chinese Americans reside, only one out of
ten poverty households in this group was receiving any kind of 0utsi&e

help (Fong and Cabezas, 1976: 18). Even avong the apparently nore suc-



cessful, high educational achieverent is not always matched by commen-
surate rewards in terms of earnings (U.S. Cammission on Civil Rights,
1978). At both ends of the continuum, moreover, they tend to be the
nmost occupationally segregated of groups. If the sociological litera-

ture on mental health is consistent on any pattern, it is that the less

well off one is econamically, the greater the chances of being admitted

for mental health problems and of receiving a more serious diagnosis.

(Fried, 1976; Hurley, 1969; Hbllingshead and Redlich, 1958).

Yet how are we to explain the fact that objective conditions for
the Chinese do not produce higher rates of contact with mental health
facilities? Social epidemiologists have made the distinction between
"treated" and "untreated" cases to account for such discrepancies.
There is reason to believe that many problems go "untreated" or unas-
sisted by outside agencies given that the Chinese family has histori-
cally tended to insulate itself fram dominant institutional arrange-
ments. According to Ben Tong, this policy of "taking care of one's
own," which he refers to as pao tin, was brought over from the nother-
land and transformed in the Chinese American context, serving as a sur-
vival mechanism, which in the late nineteenth century meant deflecting
much violence and destruction directed against Chinese lives and pro-
perty. This attitude behind "taking care of one's own" still exists

today. He says,

To give others the inpression that you are satisfied with your
lot, even if it is meager, and that you wish only to mind your
own business, meant that those with power would leave you
alone (Tong, 1971: 7).

In this context, are rates of psychiatric utilization an accurate



measure of mental health? Or is there something about the cultural per-
spective that requires that we modify the way in which we try to
apprehend the empirical world? We can see from Tong's analysis that
problems may exist yet not appear in the statistics insofar as histori-
cal factors shape social responses at the very level of identifying or

ruling out certain avenues of help-seeking.

My own interest is in the interface between institutions and the
comunity as it is articulated by cultural considerations having to do
with perceptions of mental health problems. That is, I was not
interested in assessing the level or nature of problems fram a psychia-
tric perspective but fram a sociological vantage point, which begins

with cultural definitions of illness.

Facts can only be appreciated within a frarework or context. I
will use language as one kind of context or frare, and social concep-
tions of self as another. The analysis of language can be an aid in how
we conceptualize problems for research. With the carparative focus
(Chinese Arerican vs. Euro-Arerican), [ discovered that social concep-
tions of self were related to culturally derived perceptions of need
which, in turn, can help inform social policy. My hope is that the dis-
cussion will be broadly relevant to a more general set of questions

about how one studies problems in a comunity.

Language and social meaning: physical and psychological concepts

Language is an important piece of the puzzle with which I began.
It raises, noreover, sare interesting epistemological questions about

the nature of knowledge.



In Navajo culture, language is poorly developed when it cares to
describing pain. Irving Kenneth Zola (1964: 357), for exavple, has
pointed out that the language of this culture does not discriminate
between various types of pain, such as "sharp, dull, searing, and so
forth." If this is true, the next logical question, at least for me, was
to what extent is experience thereby transformed by this particular lack
of articulation? Is the experience of pain therefore fundarentally dif-
ferent? The absence of a language which differentiates between types of
pain undermines a basic assurption on which diagnoses are usually based.
The general problem is fascinating in that we can never get to or
apprehend the inner self with any absolute certainty. We can thus never
know whether the Navajo really experiences pain in the same way as we
do. (Or even if our marriage partner of fifty years does, for that

matter.)

What we do know is that the way in which we react to pain is not a
simple organic response but one linked with how we identify, interpret,
and thereby react to the experience. Studies have shown that individu-
als with the same physical disorder perceive and react to their illness
differently, and in styles consistent with cultural or ethnic differ-
ences. In Zola's (1966) study of patients' presenting corplaints,
Italian and Irish with identical physical ailments had very different
ways of describing their pain. The former saw their problem as diffuse:
"Corpared to the Irish, the Italians presented significantly more synp-
toms, had synptams in significantly more bodily locations, and noted
significantly more types of bodily dysfunction (Zola, 1966: 624)." Pain,
moreover, was an important aspect of their experience, perceived by

patients as affecting their interpersonal life in significant ways. The



Irish, on the other hand, tended to deny that pain was a feature of
their illness or that it interfered with other areas of experience.

They tended, moreover, to localize the problem in a specific function or
area of the body. According to Zola, these tendencies towards either
"dramatization™ or "denial" are not merely expressive styles but defense

mechanisms, culturally derived ways of coping. The ability to cope, I

would add, depends much on how members attend to ideas that are identi-

fied in the culture as important. The Navajo's undifferentiated

language for physical pain may indicate its residual status, reflecting

a greater concern for the "psychological" dimension of health.

...Navajo customs concerning health stress the psychological
aspect nore strongly than the physical aspect of human wel-
fare. A Navajo patient is likely to be severely troubled on
the psychological matters of his treatment even though the
physical aspects may be well cared for in the hospital
(Toelken, 1979: 354).

It has been suggested, moreover, that language for the problem rivals

the actual incidence of the phenarenon.

There is an astonishing variety of recognized causes of
mental illness among the Navahos; in fact, mental illness can
be a consequence of so many different behaviors that we are
led to suspect that it has a cultural importance far out of
proportion to its actual incidence (Kaplan and Johnson, 1964:
207).

When I care to the issue of mental illness among Chinese Arericans,

I found an interesting parallel. Just as the latter fails to elaborate

upon the phenarenology of physical pain, so Chinese language is rela-

tively devoid of psychological concepts. Moreover, according to Wang

(19647), Chinese patients "rejected and resented inquiry into their



state of mind but thrived on attention given to their bodies." The fact
that there is no really equivalent word in Chinese for "depressive mood"
(Tseng and Hsu, 1969) as it is understood in English is significant.
When Chinese talk about depression, they usually use somatic, i.e.
bodily, terms -- such as "exercised heart" or "weak kidney." They tend
not to label internal mood states per se. This is part of a cultural
attitude that has been interpreted as a denial of psychological problems

(Tseng, 1975; Lin and Lin, 1981).

But what does this mean? Historically, the emotions -- both posi-
tive and negative -- have had an important place in Chinese thought.
Seven kinds of emotions are recognized -- happiness, anger, worry,
desire, sadness, fear, and fright (Lin, 1981). In this context, samatic
or bodily expressions may represent "metaphors" for psychological
states, in which case it is not so much that psychological, mental, or
emotional problems are denied but that they are conveyed in very dif-
ferent language, in samatic or bodily terms. So, for exarple, "exer-
cised heart" in Chinese implies apprehension, and "weak kidney" is often
associated with general malaise. In English, we have parallels in
phrases such as "choleric," "bilious," "phlegmatic," "sanguine," and
"melancholy" -- terms which are now used to refer to psychological tem-
peraments but which have their original meaning in huvoral theories of

the body (Alexander and Selesnick, 1966).2

It is possible, however, that bodily expressions may not be collo-
quial metaphors for emotional states, in which case the absence of
language which makes explicit reference to psychological states may mean

a totally, or at least very different, experiential process. That is,



this experience may not have the psychological corponents basic to
understanding depression in the West. For exawvple, Chinese patients who
are labeled as "depressed" by either Western-trained or culturally sen-
sitive doctors are said to manifest "vegetative syrptoms of depression,
rather than syrptams of mood change, low self-esteem, or guilt" (Lin and
Lin, 1981: 394; Marsella, 1977). Is it because Chinese clients deny to
others as well as themselves that they have inner, psychological prob-
lems, such as guilt, for exarple? Or is there sarething about the
culture's language, these bodily expressions I have been referring to,
that alters the experience so that problems are not experienced as
psychological ones? Apart fram bodily ailments, many Chinese tend to
see their problems as external. The following respondent expressed a

characteristic attitude:

The only kind of problems I have are external problems, and
if I can ignore them, I'm fine...It's just the things that
occur that make for problems. It's always exterior. It's
like noney problems, you know, boss problems, work problems...
I don't think it's anything in terms of psychological problems
or anything like that.

The problem is a corplicated one, and mental health professionals
disagree over the particulars. For exavple, it can be argued that
Chinese patients really do experience radical changes in mood but cul-
tural norms encouraging the suppression of emotions may make it diffi-
cult to perceive such changes. The larger point, however, is that we
may need to know rmore about a culture in order to see whether it makes

sense to treat something either as the same or as a different

phenomenon?



Let me make the point another way. Say we were to determine or
infer the extent to which Westerners experience that which corresponds
to the Chinese meaning of feng k'uang. A sinple literal translation
might evoke images having to do with pneurmonia or the common cold, asso-
ciations which may came to mind when one hears the phrase "wind
disease," the English translation of the Chinese ideograph (Lee, Ch'eng,
and Chang, 1962; Veith, 1975). On the other hand, if the behavior to
which this term applies were also to be pointed out, Western-trained
psychiatrists might label it as manic excitement, depending on which
variety of "wind disease" was being described (Tseng, 1973: 571). While
confusion in the first instance (i.e. the imputation of pneuvonia) stems
from a crude literal translation, there is nevertheless the suggestion
here of ; different framework. That is, even were we to find further
agreement about the behavior or its "syrptors," "wind disease" may still
be linked with a whole set of assurptions about the phenarenon which do
not neatly mesh with those, say, of "wental illness." According to the
World Health Organization (1979),the predominant use of psychiatric
notions from Europe and North Arerica, and its implicit cultural bias,

seriously limited ability to predict the course of schizophrenia across

cultures.

For this reason, I tried to get at ways of thinking about mental
health problems that are rooted in meanings emanating fram strong cul-
tural traditions. My own research, in fact, led me to see the necessity
of corparing cultural frares, and by that process, attenpting to under -

stand the configurations therein. For the moment, let me sinply

enphasize that the interpretation of data, such as rates of contact with

a mental health facility, depends on a certain ethnographic insight,



10

especially where constructions of social actors across cultures or
social groupings may differ so fundarentally as to make cavparative
statements of an apparently singular phenarenon problematic. Insofar as
different cultures have different ways of signaling how an idea is to be
interpreted, these patterns need to be incorporated into our understand-

ing, even when understanding is not impeded by language barriers.

The social self: the cultural creation of simultaneously carplementary

and conflicting needs

Insofar as every society seeks to control or manage deviance, devi-
ance itself is patterned with respect to the particular social order
which defines it (Yap, 1951). In this sense, individual deviance is not
simply individual deviance but it inplicates the norms or standards of

the group (Durkheim, 1975).

Mental illness, as a form of social deviance, is a good exarple. Lu
(1978) has suggested that one way of thinking about the kinds of prob-
lems exhibited by schizophrenics in Arerican and Chinese societies is
that they articulate social patterns where the "dynamics of stress point
in opposite directions.” In a society which emphasizes highly individu-
alistic forms of self-sufficiency, mental illness takes the form of an
inability to "cope with the demands for independence." In Chinese
society, on the other hand, where the emphasis is on "eollective
achievement" and cooperation, deviance is defined in terms of individu-
als failing to control the tendency towards "individual corpetition."

Let me turn to my own research as a way of further illustrating this

point.
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There are opposing "pulls" within any culture -- for exarple, that
between Euro-Arerican individualism and the social influence of Chris-
tianity, or between the social self as conceived of in Confucian thought
and the nore individualistic posture advanced by Taoism. In short,
there are carplexities or contradictions within any culture. For
heuristic purposes, I have taken an analytical perspective which assures
a more individualistic conception of self among Euro-Arericans and a
more social conception among Chinese Arericans. [ am not positing that
Furo-Arericans are nore individualistic in their behavior (they may well
be, but that was neither my focus or concern). Rather, I am suggesting
is that the range of individual behavior may be actually nore cir-
cunscribed than we might think, given that the culture encourages indi-

viduality. In the following discussion, I'd like to illustrate how

every culture creates a tension between two very general kinds of needs.

Over a period of three years, I carpleted a total of 40 interviéws,
13 with Euro-Arericans and 27 with Chinese Arericans. The interviews
were open-ended, some lasting several hours. Euro-Arericans served nmore
as a point of contrast than as a point of focus. All the interviews
were done within the Bay Area, although the majority of those I talked
to came from areas outside of the state. Subjects were chosen through
an informal network of associates, the age ranging from 24 to 66, with
the majority in their twenties and thirties. Just to give an idea of
the range, I interviewed anmong Euro-Arericans an optoretrist, free-lance
photographer, sports writer, naval office:, school teacher, and psychol-
ogist. Among Chinese Arericans, an X-ray technician, grocery clerk,
engineer, stock runner, meter maid, and canpus minister. Along with the

interviewing, I spent a good deal of time reading through the literature
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corparing and contrasting what I heard with what I read. The interview
data are only a small part of a larger work, and what I present here is

a small segrent of that part.

I began with an initial focus on mental health problems. However,
I eventually saw the need to understand the relational dynamics of per-
ceived intimacy. In particular, I was concerned with patterns of com-
munication and expectations about support which approach sare cultural
ideal. I focused here specifically on two things: (1) those aspects
which made the relationship "special and close," and (2) situations of
typical, recurring, or significant conflict. In many ways, the inter-
views on intimacy and support provided a frame for understanding certain
dynamics which occurred in the mental health context. The interviews on
mental health problems similarly turned on sore relationship in one's
"close circle of family, friends, and acquaintances," but subjective
closeness was not necessary since the breakdown of close relationships
frequently precedes referral to sovme outside agency. Mbre inmportant was
the perception of a problem "requiring more than the ordinary kind or
arount of help, whether or not that help was eventually provided." The
discussion below does not sinply represent responses to this particular
frare of questions. Rather, the responses themselves suggested another,

alternative kind of frame.

All cultures create needs which are both covplementary or conflict-

ing. On the one hand, there are needs which are extensions of the dom-
inant cultural orientation. Avong Euro-Arericans, the individual self
achieves a celebrated status unheard of in most other societies. Social

attitudes place a high value on individuality, autonony and self-
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direction. An individualistic orientation therefore encourages or exag-
gerates the need for a sense of independence, self-direction, or accam-
plishment which is highly particularistic to the self. In this sense,
mental health problems are not sinply highly individualistic deviations
from the culture but expressions of the culture, albeit in the negative.
For exarple, one Euro-Arerican respondent pinpointed the source of his
mother's unhappiness in the fact that her role as a mother did not allow

her to realize certain personal goals or arbitions. He observes,

... people that meet my mother, nine times out of ten... gen-
erally only see one side of my mother. They see the side of
her that is tremendously warm and personable and that selfless
side of her that makes her a very good mother, which is all
very very real... They don't see in her the side that has a
lot of unfulfilled dreans. It's a basic dissatisfaction and
unhappiness with her life. They also don't see the side of
her that takes out her frustrations on members of the family.

...You know, in the course of her life she's sacrificed a lot
but hasn't done enough to realize her own goals and arbitions.

In addition to such needs which flow fram the direct espousal of
certain cultural values, it is possible to talk about needs which are
corplenents of these, i.e. which the culture generates almost by
default. So, for exarple, where individuality as a valued way-of-being
pramotes separateness from others, there is an attendant longing for
social connectedness, for a sense of "familyness" as one person called
it. Likewise, the experience of freedom which is relatively unfettered

may create in its wake a certain need for structure, guidance, or direc-

tion.

In general, an inportant feature of intimacy among Euro-Arericans

reflected this dual conception of or tension between needs. On the one
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hand, there was an attraction to individuals who were "strong" or
"independent" -- that is, role models of the culture fram wham one could
learn self-sufficiency. On the other hand, a fragrented sense of social
belonging deepened the search for the fulfillment of needs more to the
periphery of the culture, needs for mutuality, identity, or camonality

with others.

Both the need to learn from, and to grow with, the other produce a
peculiar tension. Ideally, the intimate relationship is one in which
both persons feel "equally strong." The threshold of tolerance for pos-
sible dependency is thereby lowered. For exanrple, a male respondent who
had described the early stage of a friendship in which he felt "carpli-
mented" by the attentions of an older, graduate student after whom he
modeled himself, later on felt very "uncomfortable" when this sare per-
son referred to him as his "best friend." The fear was "that he might be
depending on me too much." The inperative to self-actualize or grow
within an individualistic context can thereby becare incorpatible with
the desire for nutuality and sharing. Yet the search for nutuality con-
tinues and derives from a need for validation or support of individual

ideals or plans.

From the point of view of Chinese culture, we can similarly talk
about corplementary or conflicting needs. On the one hand, there is an

all-important need for fellowship and community, arising out of the

culture's enphasis on a nore social conception of self, on the realiza-
tion of self through a set of obligations and canmitments. In this par-
ticular cultural context, the self and its activities are subordinated

and inplicitly tied to collective purposes and endeavors. The indivi-
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dual, in other words, is born into a network which he or she can expect

will be an important source of support throughout life.

For this reason, while a breakdown in relations is cowonly recog-
nized as precipitating referral in cases of inmputed mental illness, the
disruption of family relationships seems to have greater import for
Chinese than it does in certain other cultural groups (Lin and Lin,

1981: 390).3 A good part of my own data pointed to a loss of social

moorings, social direction, and social support as a major source of an

inability to cope. Two such cases described ended in suicide and a
third in lifetime mental hospitalization. Moreover, while problems
arong Euro-Arericans were associated with failures to achieve individual
self-fulfillrent or self-sufficiency, Chinese Arericans were nore likely
to see sare form of "self-centeredness" as the problem. Respondents,
for exarple, looked critically upon individuals who appeared "frus-
trated" when they didn't get their way or who failed to live up to
social obligations or commitments. Moreover, failures in reciprocity
often arouse greater feelings of resentment or of being unappreciated

for efforts on behalf of the other.

With acculturation, there is, as we might expect, a greater ten-
dency to lean the other way, to be critical of the self-sacrifice that

is often entailed in such relational conmitments. A 28-year-old Chinese

Arerican male, for exarple, said about his mother,

... she's so self-giving that my sister and I talk about
how she never really had an independent existence of her own.
And housewives nowadays talk about self-fulfillment, self-
satisfaction. She never even thought about that kind of stuff
for herself. It was always putting us first and just a
tremendous amount of denial, self-sacrifice, you know. Then
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you think, what's wrong with her that she does this? I still

think that soretimes today. But I just have to think that's

the way she was raised, to raise her kids -- just ultimate

self-denial to the point of even if she had to die for us, I

think she'd do that in a real servant attitude.
There is a remarkable absence of concern for individual self-fulfillment
here. Chinese Arerican mothers perhaps experience cross-cultural ten-
sion most poignantly when circurstances force them to come to grips with
a reality which they have only known from a distance. So, for exarple,
a second-generation mother struggled hard with the fact that her chil-
dren were leaving hare. While her problemmay seem to be a typical one
-- in fact, she refers to it elsewhere as the "enrpty nest syndrome"

-- she described her loss as if she were at the same tine trying to

persuade herself that it is a normal thing for children to grow up and

go away. She says,

... | always knew they were goihg to leave thk nest, and they
should. They should all leave the nest and have lives of their
own. I knew all that and yet -- (and she goes on)

Apart fram needs which are extensions of the dominant value orien-
tation, there are those which the culture places less store in, such as
the valuation of the individual above or apart fram the group. Genera-
tional conflict between parents and offspring was fueled where the
latter drew sustenance or legitimacy for individual views fram the
larger Euro-Arerican context. Among those Chinese Americans, however,
less restless for an individual sense of identity, the security of being
a supported merber of the group seems to covpete strongly with this
inclination towards individuality. So, while a 2B-year-old second-

generation, Chinese American expressed a desire to broaden her
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friendship circle because she felt it would

...be an indication that I amnmore independent of someone,
somewhat less reliant on my own ethnic group, my own social

circle... It's kind of proof to me that I've accavplished
something on my own rather than have it (i.e. friendship cir-
cle) develop all around me...
she feels a loyalty or greater attachment to her present circle which
conpetes with this desire to expand her social network and which
reflects the years of almost unconditional support it gave her. In

short, there are these corplementary and yet sinmultaneously conflicting

needs, and their relative inportance reflects a hierarchy of values and

assurptions.

Staying with those patterns which I think are part and parcel of
the more social conception of self in Chinese culture, let's look at the
nature of verbal expressiveness among Chinese Arericans because 1 would
like to illustrate how camrunication about problems is very much con-
strained by social considerations, by attentiveness to the interpersonal
dimension. Tong has made the point that an indirect measure of one's
consideration or regard for others is to manage personal problems on

one's own. In the following passage, for exarple, he says,

...Powerful, untidy feelings are to be managed entirely on
one's own, without counsel or solace fram other people. Turn-
ing to family and friends is a final recourse but here we have
a paradox; one can always call on significant others, yet they
are in fact to be regarded as the absolute last resort. An
alliance or friendship carries with it the right to casually
invade each other's privacy but this is not to be abused. A
sign of love, therefore, is never having to make demands. Gne
takes care of one's own, beginning with oneself (Tong, 1978:
86).
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While the prescription to "take care of one's own" may seem, as Tong
indicated, to contradict what has been said about supportive ties, I
found a reciprocal side to "taking care of one's own." (By the way, I
should mention that the idea of "taking care of one's own," as it is
used here, is not the sare as pao tin, mentioned earlier, but is
translated in terms of a different Chinese ideograph.) That is, sensi-
tivity to the problem of burdening others is ideally matched by the

other's sensitivity or attentiveness to nuances possibly indicating one

might be in need. Such perspicacity has special meaning for those who
are close, for while intimacy among Euro-Avericans almost by definition
presupposes open confiding, avong Chinese Avericans it depends as much
on the other's ability to detect a problem and then open the channels
for comrunicating about it. Most difficult to communicate are those
"powerful, untidy feelings" or delicate points of tension that one might

have with the person in question. Because adaptability in interpersonal

relations is highly valued, the culture frowns upon expressions of nega-
tive, and hence potentially volatile emptions which might upset social
relations. Such feelings are rarely shared, and then only with tremen-
dous difficulty. Sensing a problem-is therefore a critical first step
to confiding. One male, for exarple, described how it took two hours of
continuous probing and prodding just to get his girlfriend to say what
was bothering her. In turn, hé himself felt equally constrained by his
own inability to bring up problems, indicating, however, that his
girlfriend was usually able to perceive sorething was the matter before

he becare "desperate."

In general, to the extent that the problems or issues in question

sorehow implicate the other as a responsible actor,4 one-on-one OT
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unmediated attempts to resolve potential differences is a hazardous
affair, for the very reason that while there is a great deal invested in
such relations, there is little experience or practice with articulating
sensitive issues in a sufficiently delicate way. Frequently, misunder-
standings accurulate before it is possible to iron out the various con-
cerns, and to the extent that a person feels he or she is reading situa-
tional cues or nuances accurately, there is even less incentive to ini-
tiate any comrunication. Saying nothing, moreover, seems to be the
safer choice, especially since experience has often proved such under-
takings to be extremely risky -- escalating into intense, highly explo-
sive confrontations, and perhaps triggering the corplete collapse of the
relationship. In the following passage, a 26-year-old male recalled how
an argurent between his father and grandmother lasted for ten years,
during which time neither exchanged a single word with the other. His
grandrother, however, continued to keep the problem alive by denouncing

her son to friends and associates.

... For sore reason, she just blew it out of proportion and
stayed angry over it for -- it must have been almost ten
years... And she -- she has lots and lots of friends -- and
she spread it out all over the place... (so that) my father
becare persona non grata for alnost ten years. But the thing
that made it abnormal... alnost bordering on obsessive-
compulsiveness, is that she kept bringing it up over and over
and over... To everybody. Day in and day out.

The above account, then, suggests how a problem can ramify, get out of
hand or out of control by virtue of the fact that individual disagree-

ments are inmplicitly social concerns as well.
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Policy Inplications
T

I've attempted to contrast what I see as central orientations of
two cultural perspectives and thereby suggest a possible frare for
better understanding mental health iésues. Given the thrust of my
analysis, how might we characterize the general relationship that
Chinese Arerican and. Euro-Arerican communities have with respect to the
delivery of mental health services? And how might this help piece
together a part of the puzzle with which I began -- that is, reconciling
low rates of psychiatric contact among Chinese Arericans with an inter-
nal view of problems and stress? What I have attemrpted to do is to
unravel select layers of meaning that might have relevance for how dif-
ferent groups perceive, think, or conmunicate about problems. Every
culture has a hierarchy of values and assurptions which governs social
life. It is important that therapeutic strategies for intervention

reflect or take such values into consideration.

This is implicitly true in Western psychotherapy. The idea of the
self as "individuated ego" is honored as a routine part of professional
practice. The therapist seeks to be a neutral, nonjudgrental agent,
supporting the client in his or her "self-actualization" or "growth,"
with "self-direction" (as in the way of insight) as an important means.
Inplicit, then, in existing institutions and their policies is a thera-
peutic intervention strategy which emphasizes Western conceptions of
mental health, so that when we think about service delivery systems, it

is usually in individualistic terms.

The very reason for psychotherapy's fit with Euro-Arerican atti-

tudes (i.e. its individual-centeredness) renders it less corpatible with
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the Chinese experience. Insofar as Western therapy is very individual-
centered, it tends to be based heavily on verbal expressiveness, high
tolerance for avbiguity, and a clear distinction between "physical" and
"rental" states. Avong Chinese Arericans, however, there is in general
a low tolerance for avbiguity or "talk" which does not lead to tangible,
concrete accarplishments, and a decided preference for dealing with more
"practical" problems in everyday life. Problems treated as "psychia-
tric" or "psychological" by the former tend within the Chinese Arerican

context to be considered products of social factors or circumstances.

There is no form of "psychotherapy" in Chinese culture that

approaches problems expressly or strictly through psychological

processes.5 On the one hand, there is a general belief that how prob-
lems are perceived and the way in which energies and emotions are
directed are important influences on mental health. Yet the very con-
ception of the individual as a fundarentally social being leads to a
focus on the person's external relationships rather than on internal,
psychic processes. The very methods and goals of (what has been
described as) "Chinese psychotherapy" is aimed at reorienting the indi-
vidual towards the requirements of society, towards being one's rein-

tegration as a fully participating member.

...the Chinese approach to therapy is reality-oriented,
enrphasizing the patient's role as a responsible member of
society. For the patients to understand themselves better and
to overcore their problems, they must understand what society
is like, what its principles are, what people expect of them
at home and at work, and how to act outside of the hospital.
Feeling good about oneself involves making a contribution to
society, a contribution that will be recognized by others;
thus, self-esteem is a social phenomenon. The patients make
social contributions through their productive labor and
through their involverent in hospital work.
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All these activities that the patients engage in are con-
sidered part of their therapy. For the Chinese believe that
people are social beings and that their mental health depends
on their relation to society and upon the nature of the

society in which they live...

Chinese psychotherapy does not focus on the patient's emo-
tions or childhood experiences; it does not atterpt psycholog-
ical explanations as we know them. The main concern is for
the patients to develop logical, rational thinking and to
develop good social values of cooperation. Then the patients
can care to have happy, fulfilled lives through their ordinary
social activities. In other words, because social life is
fulfilling, the point is to participate in it (actively, of
course, not passively following social dictates), and there is
no need to engage in purely psychological -- i.e. personal
analyses.

...The point is not to develop his "emotions" in the
abstract sense of being nmore emotional generally; rather it is
to be a good worker who develops himself socially, becoming
analytical, creative, expressive. The Chinese believe such

development cannot be accorplished abstractly by erphasizing
certain parts of a person apart fram fulfilling social life

(Ratner, 1978: 26-28).

To the extent that help providers and recipients act in accordance
with very different norms and expectations, the discrepancy may hinder
the delivery of health care. Psychological tests of college students,
for exavple, find Chinese Arericans more socially introverted and with-
drawn, and more likely to suffer from anxiety, loneliness, and feelings
of rejection than Euro-Avericans (Sue, 1973). The tendency for the
former, however, is to underutilize cawpus psychiatric services and
overutilize the Counseling Center (Sue and Kirk, 1975). This is not to
suggest that those Chinese who make their way to counseling centers or
other non-psychiatric facilities see themselves as having '"mental health
problems." Rather, the very perception of issues and problems is not

likely to be framed in strictly mental health terms.

The inadequacy of culturally responsive mental health services is
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partly reflected in delayed help-seeking, a high rate of attrition from
these facilities, and consequently more serious admissions requiring
hospitalization (Sue, 1977; San Francisco Comwunity Mental Health Ser-
vices, 1969). In fact, a nggg-jélg increase in Chinese hospitalization
was observed over the past century (Berk and Hirata, 1973). While there
are a corbination of factors that may have conjoined. to produce such a
dramatic increase in official rates, hospitalization tends to be seen
here as a last-resort measure which upsets a more general pattern of low
utilization characterizing their use of other psychiatric facilities.
Those most vulnerable to hospitalization in the past have been the eld-
erly, single, male, and foreign-born populations. This is still the
pattern today, although the historical and social circumstances are very

different.

For historical and cultural reasons, there is much overlapping of
social categories, such as to indicate greater stress and fewer facili-
ties for coping. Most elderly Asian Avericans, for exarple, are
foreign-born, and in Arerican society frequently lose the status
accorded them in their traditional culture. They also have lower-status
jobs, lower median incares than the general elderly population, and pro-
portionally few of them take advantage of available social security
benefits or public financial assistance (Sue and Mbrishima, 1982).
Similarly, many Chinese males are single, and this is nmore true avong
the elderly Chinese than for other elderly populations in the U.5. His-
torically, Chinese males were not allowed to bring over wives and depen-
dents and consequently had to live nost of their lives as bachelors (Nee
and Nee, 1974), without the institutional support which is so important

in the culture, i.e. the family. Not until the War Brides Act of 1945
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in the culture, i.e. the family. Not until the War Brides Act of 1945
did Chinese waten enter the country in significant nurbers. While
Chinese families thus began to form, in 1967 Tam and Lin were reporting
widespread child neglect associated with econamic hardship and long
hours of work. In my own work, generational and intrafamilial conflicts
arong second and third-generation Chinese Arericans manifested them-
selves in one of two extreme patterns, withdrawal and suppression of
individual feelings, on the one hand, and explosive confrontation, on

the other.

Beginning in 1975, the more recent Chinese immigrants have been
refugees. They, along with other Southeast Asian refugees -- the
Hamong, Lao, Mien, Khmer, and Vietnamese -- arrived with a family struc-
ture already strained by years of war and, often, by the ravages of a
difficult journey. Almost every Southeast Asian family has experienced
sare tragedy, loss, and separation (Asian, Inc., 1983). Of the "boat
people" who fled Vietnam in 1979, seventy percent were Chinese, most of
them under 35 years old (Knoll, 1982: 266). The fact that this refugee
population has helped to double the Chinese population in the past ten
years (from 435,062 to 806,027 according to the 1980 census) has put

greater pressure on existing resources.
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Two: Cumulative totals of Chinese heritage in the United States and territories by decade
from 1851-60 through 1971-80. Residents of Hawaii are shown at the bottom of the bar,
and their numbers given parenthelically. (Source: U.S. Bureau of Census)

(Reprinted from Tricia Knoll, Becoming Americans, 1982, p. 310)
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The sense of relative well-being that derives from having left
harsh conditions in the homeland needs to be weighed against conditions
in the more immediate social environment. The trauma of war and flight
(and the attendant experience of "survivor guilt") converge with adjust-
ment problems that accarpany shifting roles, social isolation, and
enployment difficulties. Among the refugee population in California
(284,000), more than half (a large percentage of whom are Chinese) were
in 1983 on the state's welfare system, going against a policy of "taking
care of one's own." Of the 175,000 registered as being in the country 36
nmonths or longer, 152,000 are receiving the state's Aid to Families with
Dependent Children (Beitiks, 1983). On the other hand, unaccorpanied
minors who have distant "relatives" in the United States often are not
eligible for AFDC (Asian, Inc., 1983: 18). Refugee assistance programs
in general were drastically cut in 1982 from three years to 18 nonths.
The barriers of language and culture exacerbate adjustment problems in
that they both impede efficient utilization of bureaucratic structures

and eventually insinuate themselves as a wedge between members within a

family.

On the nmore positive side, there is same evidence that bilingual,
bicultural personnel facilitate the utilization of services in the cam-
munity. In Seattle, an Asian Arerican Counseling and Referral Service
reported seeing almost the same nuvber of Asian clients in one year as
was seen by 17 other community mental health centers over a three-year
period. In Qakland, 131 Chinese Armericans showed up at a camunity-
based mental health program in the first year of its operation, whereas
a county-operated facility serving the general population had seen only

three Chinese. Similarly, in San Francisco, more Asian Avericans were
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seen in the first three months of operation than in the previous five-
year history of the same catchment area. Finally, a Los Angeles
Asian/Pacific Counseling and Treatment Clinic served 700 Asian Arericans
in 1981, corpared to the 40 seen by the County in the four years preced-
ing the clinic's opening (Egawa and Tashima, 1981). These last few
findings suggest that the problem is one of articulation between ser-

vices available and the needs of a population.

Insofar as the rates we encounter are not the product of sare sim-
ple relationship between need and service utilization, the inmportant
focus for further research is upon the process by which rates are
created. Structural factors, for exarple, can be seen as creating the
conditions for referral. How such problems are "translated" and under-
stood depends on the context in which they are framed. In what ways, we
might ask, do those who end up in the rates as having "affective" or
"schizophrehic" disorders experience problems which transcend the boun-

daries of individual pathology.

CLINICAL DIAGNOSIS JULY 1982 - JUNE 1983
ICHINESE | JAPANESE | KOREAN PILIPINO |VIETNAMESE| LAOTIAN |CAMBODIANIAMERASIAN| SAMOAN |CAUCASION TOTAL

N | %] N|] %] N| %] N| %] N| % N| % | N| % | N|] % | N %) N | %] N| %
Afleclive Disorder 14 |19 9| 17| 11 ] 28 51 16 7| 38| 14|63 3 |4 1] 2 1 |50 | B5 |264
Schizt-)phrenic Disorder 19 | 2% 1 2 2 5 4 12 3 17 1 14 1 2 A 12
Anxiety Disorder 9 | 12 71 13 3 7 4| 12 3| 17 3| 19 2129 3l 12
Adjustment Disorder 71 9| 5] 2 2 5 4| 12 2| N 1| 100 31| 12
Paranoid Disorder 4 5 2 4 6| 24
Psychosexual Disorder 1 3 R EELE
Disorder of Impulse Control 2 3 2|08
Other Psychotic Disorder Not Classified « 1 3 2 5 1 6 1 5 1] 2 8 | 24
Organic Mental Disorder 1 5 1|14 2|08
Personality Disorder 12 | 16| 15| 28 | 14 | 35 7|21 2| 1 112 51| a|
Non-Psychotic Unspecitied Disorder 1 2 1 3 1 3 3|12
Somaloform Disaorder 2 5 2 |08
Substance Use Disorder 1 3 1 |04
Childhaod Disorder 1 1 1 3 41 12 ? 9 B |82
Marital Problem 4| 5| 2| 4f 1| 3] 2] s 1 |50 10 |30
Family Problem 3| 4 1] 2 1] 5 5 |19
Behavior Problem 1|2 1]04
TOTAL 74 (100 | 53 |100 | 38 | 100 | 34 |10 | 18 {100 | 22 {100 7 {100 5 |100 1| 100 2 |100 | 256 | 100

(Reprinted from Asi‘an Community Mental Health Services, Annual Report, 1982-83)
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It is of interest to note that despite the fact that mental health pro-
fessionals would tend to agree that Asian clients tend to express their
conplaints as somatic or bodily ones, the latter are not diagnosed as
having "somatoform" disorders. It is probably that cultural or linguis-
tic sensitivity on the part of counselors may provide the basis for
interpreting or going beyond the presenting corplaint of bodily discom-
fort. The clustering of Chinese patients in affective or schizophrenic
categories, on the other hand, might be due to the fact that the nost
recent Diagnostic Statistical Manual (DSM iii) captures "major depres-
sions" within these designations. The other irony, of course, is that
"depression” is not a psychological concept which has the overtones or
meanings it has in the Euro-American context. A delineation of the
labeling process would contribute tremendously to the body of literature

on mental health.

To sketch my approach to understanding the process or relationship
between need and service utilization, we should include the following
types of analyses: At one level, we must get a better sense of the
issues and concerns that absorb persons in their everyday life, as well

as those which do not. A corparative, ethnographic, cross-cultural

approach would help generate some relevant theory and data, as would a
look at demographic patterns produced by age, sex, or class. However,
in addition to this horizontal covparative approach, we should examine a
vertical cross-section of data as well, to develop different levels of
abstraction. The counselor-client relationship, for exarple, would be a
step towards examining the impact of certain policy issues and con-
straints within an organizational context. A study of historical trends

(such as a carparison of institutional care in the U.S. and China)
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might provide yet another level of analysis, although it could very well
be done simultaneously with any of the others. The idea is to generate
a data base across different contexts and to integrate micro and macro

levels of analysis. Empirical data at the interface of these contexts

(e.g. inmigrants at the point of entry into this country or at other
critical transition points, such as the period prior to termination of
public assistance or at entry levels into the educational system) would
permit sorme exploration of whether institutional responses were meeting

service needs.

An analogy to crime statistics might help to illustrate my point.
We know from the. last two decades of research on the criminal justice
system that rates of conviction and rates of incarceration do not give
us a good picture of actual criminal activify. Less than 20% of select
major crimes (auto theft, burglary) are cleared (i.e. processed) by
arrest and conviction (Skolnick, 1966). So we should hardly be theoriz-
ing about crime from crime statistics. In the same way, there is a fun-
neling of people to the mental health facilities, clinics, and psychia-
trists' offices. If we use these statistics to theorize about mental
health and mental illness, we will be far from the mark, and far from
the enpirical realities that should guide our increased understandings
of this area. I am interested in pursuing research that gets at the
process by which these rates are constructed. That could take me into
organizational analysis, demographics, and of course, social structural
issues like access to resources. But as Pierre Bourdieu reminds us,
culture is capital, too. If I can sort among these dimensions and draw
a thread through two or three of them, perhaps I will have care part of

the way toward solving the puzzle of Asian mental health delivery.
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Notes

Fifty-nine percent of Chinese Arericans are concentrated in only
five of the 243 Standard Metropolitan Statistical Areas (SVBA) in
the United States (Cabezas and Fong, 1976: 9). In general, studies
which find relatively higher levels of income for Chinese Arericans
are based on national or state averages. Because this population
tends to be geographically concentrated in high-incore states, this
has the effect of artificially inflating its incare relative to
that of other parts of the country, since the cost of living in
these states essentially cancels out the benefits of any added
earning power.

While I am drawing attention to cultural contrasts, there are cer-
tain "coincidences" in expression. For exarple, in English the
phrase "to have gall" means to have nerve. In Chinese, "loss of
gallbladder" suggests cowardly feeling (which perhaps could be said
to loosely parallel loss of gall or nerve). Similarly, the phrase
"to be full of spleen" implies ill huror or bad temper, paralleling
the Chinese phrase "opening of the spleen" which means relaxed
feeling (raising the question as to whether the release of sare
noxious elerent, if not bad "bile" causing ill temrperarent, might
be involved).

Unlike other forms of deviance, the phenamenon of mental illness in
the Western world has meant a breakdown in comon-sense understand-
ings and hence "normal" social relations. Informal or lay inputa-
tions of '"mental illness" therefore almost by definition inply such
a breakdown. Yet a corparative analysis would do well to draw out
more fully the differential meanings, impact, or inplications of
such behavior. In asking people to talk about "mental health prob-
lems" in a broader sense than that suggested by "mental illness,”" I
tapped into understandings encorpassing a wider range of behavior
than that which was sinmply incorprehensible or bizarre.

Given that Chinese culture places such emphasis on self-control or
internal control of the emotions, the mere fact of being upset can
be construed as sarebody else's fault. Someone or sarething exter-
nal must be to blare.

If we were to imagine a psychotherapy that focused primarily on
psychological processes and yet rested on a very social conception
of self, the "quiet therapies" of Japan -- Mbrita, Naikan, Shada,
Seiza, and Zen -- would be good exarples. While the strategies
here vary, the overall view is that pain and suffering are caused
by centering upon the self.

The misfocused mind is overly self-focused, selfish. The
strategy of therapy, then, is to refocus the attention away fram
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everyday self-consciousness. Therapy can seek to flood aware-
ness with self, as in Zen and seiza and Morita therapy's iso-
lated bed rest, to induce a breakthrough to a deeper self (not
subconscious but superconsc1ous) or perhaps a surfeit of self-
focus. Another tactic is to flood awareness with a negative
self-consciousness, as in naikan; the result is a need to serve
others and sacrifice the previously ungrateful, unaware self.
The third tactic is to assign tasks that pull attention away
fram the self, as is done in the assigned mental work of shadan
and the task focus of Mbrita therapy (Reynolds, 1982: 105,
enphasis added).
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