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Though this be madness, yet there is method in’t.
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Preface

Within American society, mental disorder is commonly understood as an attribute of the
individual. This intuitive understanding reflects the experiential reality that it is individuals
who are beset by feelings of fear and despair, confused by intrusive or jumbled thoughts,
addicted to drugs, and so forth. In this regard, everyday thinking is consistent with contem-
porary psychiatry, which also individualizes pathology, increasingly in biological terms.

The contributors to this handbook collectively articulate an alternative vision, one in
which the individual experience of psychopathology is inextricably embedded within its
social context. This theme—the interface between society and the inward experience of its
constituents—is developed here in a more encompassing manner than has been previously
undertaken. Although this perspective may seem self-evident, especially in a handbook on
the sociology of mental health, the widespread adoption of a medical model of aberrant
states, especially by sociologists, has, we submit, obscured the relevance of social organi-
zation and processes.

This problem is tackled at its most fundamental level by several authors who question
our basic understanding of mental illness as illness. One aspect of this critique points to the
historical and cultural specificity of the medical model, thereby calling attention to its
socially constructed nature. Some question the often tacit assumption that mental disorders
exist as objective states that can legitimately be assessed with universal and standardized
criteria, especially with regard to comparisons among culturally disparate groups. Several
authors also call attention to the impact of social, economic, cultural, and political forces
on our science, including the methods we use, how we interpret data, and the conclusions
we draw about the mental health impact of these very same forces. Throughout this vol-
ume, then, the authors confront the dilemma that even the manner in which we think about
mental disorder is shaped by the nature of the society in which we live and conduct our
research.

Most of this handbook is devoted to the explanation of one elementary observation:
Disorder is not uniformly distributed throughout society, but occurs more densely within
some social strata than others. The explanation of social variation in risk has engaged the
attention of sociologists since the earliest community-based surveys revealed an inverse
association with socioeconomic status. It continues to do so.

xi



xii Preface

The most influential idea running through this body of work—the idea that connects
work on gender, socioeconomic status, race, ethnicity, age, and poverty—is that social
group differences in disorder are somehow linked to corresponding differences in exposure
to the social conditions that cause disorder. This idea does not dispute the etiological sig-
nificance of biological factors but sets these influences to the side, held in reserve to ac-
count for individual (as distinct from group) differences. The explanation of group differ-
ences in disorder necessarily entails casual agents whose own occurrence also depends (at
least in part) on group membership. Social factors best fit this criterion.

This one idea is key to understanding the distinctive vision that sociologists bring to
the study of mental health. From a clinical perspective, disorder is abnormal and its origins
lie in anomalous experiences or attributes (an admittedly overly simplistic account). For
the sociologist, the occurrence of abnormality is a normal by-product of the routine func-
tioning of society. In other words, the social arrangements and processes that serve the
interests of some segments of society inevitably harm others. The sources of systematic
differences in disorder, then, lie not in the bizarre or happenstance, but in the repetition and
reproduction of the commonplace. Thus, it is not surprising that social stratification and
inequality are prominent themes in this handbook.

The influence of social forces, however, is perhaps most evident in the aftermath of
the onset of mental, emotional, or behavioral problems. Here, we see that individuals with
essentially the same disorder often follow divergent sequences of societal response, which
determine (at least in part) the course of the disorder—its duration, the likelihood of recov-
ery, and the chances of relapse or recurrence. One dimension of the societal response is the
definition of the problem in medical terms and associated processes of help seeking and
treatment, as well as the institutional contexts within which these processes unfold. Stigma
constitutes a second dimension of societal response, sometimes counterbalancing the po-
tentially restorative effects of treatment. And perhaps the most social aspect of mental
illness concerns its impact on others, especially the family.

The course of a particular disorder over time displays considerable variation at the
individual level. Response to treatment, including reactions to powerful pharmaceutical
agents, is often defined in biological or intrapsychic terms. However, there are pronounced
group differences in the course and consequences of mental illness as well, differences that
once again point to the equally powerful influence of the social factors that differentiate
one group from another. The impact of gender, race, age, and socioeconomic status are
apparent at virtually every juncture, pointing once again to the significance of systems of
stratification and inequality.

These perspectives have characterized the sociological study of mental illness for
nearly a half-century. In this sense, this handbook can be viewed as a historical record of
the emergence of the field and its current state, a description of a work-in-progress. It
presents the state of the art in theory, method, research, and interpretation. Its authors,
however, have gone one step further, offering their vision of what lies on the horizon or just
beyond it, presenting a sociological agenda for the future. This agenda, we submit, is the
reintegration of individual psychopathology into society.

It is our immodest hope, too, that this handbook will foster a reintegration of the
sociological study of mental health. Just as the discipline has become increasingly special-
ized, so too has the subdiscipline. As Toffler (1984) notes, one of the most highly devel-
oped skills in contemporary Western civilization is dissection—the splitting up of prob-
lems into their smallest possible components—a skill perhaps most finely honed in science.
Yet in editing this handbook, we have seen the same themes emerge repeatedly in some-
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what different guises. Our initial pleasure at what seemed like a fortuitous outcome has
given way to the realization that this outcome was inevitable because its authors have all
been describing one and the same thing: the social experience of mental illness. The many
stages and transitions of this process have generated areas of specialization that have ob-
scured continuities across time and place. We as a field should assume responsibility for
tending these commonalities with the same commitment we have brought to each unique
manifestation.

Finally, in undertaking this handbook, we began with what we knew best and branched
out to create what we thought of as an encyclopedic perspective. Having reached the end of
this task, we see now all too clearly other topics that rightfully have a place in the table of
contents. Thus, we expect that the next handbook on this topic will differ from the present
one—as indeed it should.

CAROL S. ANESHENSEL

Jo C. PHELAN

REFERENCE

Toffler, A. (1984). Science and change: Foreword. In I. Prigogine & 1. Stengers (Eds.), Order out of chaos:
Man’s new dialogue with nature (pp. xi-xxvi). New York: Bantam Books.
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PART 1

Introduction

Alternative Understandings of Mental Health



CHAPTER 1

The Sociology of Mental Health

Surveying the Field

CAROL S. ANESHENSEL
Jo C. PHELAN

This handbook describes the ways in which society shapes the mental health of its mem-
bers and further shapes the lives of those who have been identified as mentally ill. The
terms mental health and mental illness encompass a broad collection of cognitive, emo-
tional, and behavioral phenomena. Mental illness includes, for example, the experiences of
a person who speaks to a companion whom no one else can see; someone who sits silently
in her room, alone, eating little and sleeping less, contemplating death; a person suddenly
overwhelmed with intense anxiety for no apparent reason; an individual whose consump-
tion of alcohol makes it difficult for him to hold a job or maintain friendships; the person
who is frequently sick with no identifiable physiological disease; and, someone who lies
even when the truth would be personally advantageous and feels no remorse when others
are injured by his actions. Although the classification of these states as “iliness” has been
questioned, the very use of the term mental health in the title of this handbook and in the
designation of the sponsoring section of the American Sociological Association reflects
widespread acceptance of this perspective among sociologists.'

Mental illness is a multifaceted concept whose understanding requires the insights of

' The terms mental health and mental illness are often used as antonyms, although the concept of health
usually includes dimensions of well-being that go beyond the mere absence of illness.

CaroL S. ANESHENSEL * Department of Community Health Sciences, School of Public Health, University of
California, Los Angeles, California 90095-1772. Jo C. PHELAN * School of Public Health, Columbia
University, New York, New York 10032,

Handbook of the Sociology of Mental Health, edited by Carol S. Aneshensel and Jo C. Phelan. Kluwer Aca-
demic/ Plenum Publishers, New York, 1999.
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several disciplines, each contributing a distinctive viewpoint. Psychiatry brings
intraindividual considerations to the forefront, for example, whereas cross-cultural varia-
tions occupy this position in anthropology. This volume seeks to articulate a distinctively
sociological orientation. This is a fool’s errand insofar as there is not one but several socio-
logical perspectives, each sharing features with those of other disciplines. Moreover, it is
intellectually more fashionable to call for multidisciplinary perspectives. Nevertheless, we
have undertaken this task out of a conviction that social arrangements and processes are
fundamental to understanding the causes of mental illness and its consequences.

This assertion rests first and foremost on a foundation of empirical research demon-
strating repeatedly and convincingly that mental disorders are not randomly distributed
throughout society, but tend to cluster more densely within some social strata than others.
Much of this volume is dedicated to describing and explaining these distributions. Here it
suffices to note that a person’s chance of developing and maintaining a healthy mental state
throughout the life course is influenced by his or her social status, for example, by gender,
race or ethnicity, and socioeconomic status (SES). These characteristics also influence the
ways in which disorder is likely to be experienced and expressed, for example, as depres-
sion versus alcoholism. Although some of the covariation between social status and mental
health may reflect social selection processes, especially for severe and persistent disorder,
the weight of the empirical evidence favors a social causation interpretation (Aneshensel,
1992; Link & Phelan, 1995). Thus, social variation in the prevalence of disorder demon-
strates incontrovertibly that some aspects of mental illness are social in origin.

The evidence concerning social consequences is equally compelling. Being identified
as mentally ill is itself a social transformation. One’s identity is altered, often irrevocably,
to include what is generally regarded as a socially undesirable and stigmatizing attribute.
This transformation has profound repercussions for one’s subsequent social relationships.
For example, after people recover from depression, their husbands and wives often remain
apprehensive about the future and fear relapse, foreboding that may become self-fulfilling
prophecy (Coyne et al., 1987).

However, most people who are beset by signs and symptoms of mental illness do not
see themselves as being mentally ill, nor are they identified in this way by others—by
friends, family, employers, physicians, or mental health professionals. Few seek treatment;
involuntary commitment is even less common. Each of these outcomes is influenced by the
person’s social characteristics. For example, irrespective of the intensity of symptoms,
women are more likely than men to recognize emotional problems, to identify these prob-
lems as depression, to seek help, and to obtain treatment (Yokopenic, Clark, &
Aneshensel, 1983). Social characteristics also shape interactions with the professions
and institutions that treat those who are mentally ill. For example, the likelihood that a
diagnosis will be assigned to a given set of symptoms depends upon seemingly irrel-
evant characteristics such as race and gender (Loring & Powell, 1988; Rosenfield, 1982).
In addition, sociocultural factors shape ideas about how disorder can be ameliorated and
the means to achieve this end, for example, through psychotherapeutic or psychopharma-
ceutical treatment.

Mental illness is a fertile field for sociological inquiry, then, because social character-
istics and processes are implicated in both the etiology of disorder and in its consequences.
The characteristics that have been most important to sociological inquiry have been those
that signify status within stratified social systems, including SES, gender, age, and race or
ethnicity. Also attracting considerable sociological attention are characteristics that reflect
the occupancy of major social roles, especially marriage, parenting, and employment. Role-
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related research has also examined the mental health impact of entrances into and exits
from social roles, as well as the quality of experience within roles, especially their capacity
to generate stress or provide support.

The remainder of this chapter introduces three substantive areas that are of particular
interest to the sociology of mental health. The first concerns the socially constructed nature
of mental illness. The second and third areas deal, respectively, with the social antecedents
and consequences of mental health. We then conclude the chapter with an overview of the
remainder of the text.

MENTAL ILLNESS OR SOCIAL CONSTRUCTION?

The very concept of mental illness is of profound sociological interest, because there is
considerable sociocultural variation in how mental illness is manifest and understood, both
across societies and within the various strata comprising a given society. In the extreme,
sociologists disagree over whether mental illness exists as anything other than a social
construction manufactured primarily by the institution of psychiatry (Scheff, 1966). As
observed by Eaton (1986), the controversy is not over the occurrence of bizarre behav-
iors—by which he means human activities that are rare, culturally deviant, and inexpli-
cable—which seem to occur in all cultures and historical periods; rather, the issue is the
contrary ways of comprehending these behaviors.

The importance of relativity, subjectivity, and frame of reference can be seen in
Davidson and Layder’s (1994, pp. 26-27) description of the proverbial Martian who visits
Earth seeking to conduct research on madness:

What absolute, external criteria could it use to define madness? Unhappiness? Then all those
who have recently been bereaved or suffered some other tragedy would be classified insane,
along with countless others who live lives of quiet despair brought about by poverty, injustice,
racism, war, famine and disease. Cruelty and brutality are not the exclusive property of mad
people, but are regularly practiced in many of our most cherished institutions; auditory and
visual hallucinations are not considered untoward in the feverish, the religious fanatic, the psy-
chic or the drug user; no therapeutic intervention has been designed to “cure” the grandiose self-
importance of statesmen, prelates, and pop stars, and our political leaders’ mendacity and abil-
ity to simultaneously maintain wholly inconsistent and contradictory positions is not taken as an
indication that they are deranged.

This passage introduces several themes that resound throughout this volume.

First, madness appears in many guises: disturbances of feeling—unrelenting sorrow,
sudden euphoria, paralyzing anxiety, reckless abandon; breakdowns in thinking—irration-
al, intrusive, jumbled ideas, hallucinations, delusions; and bizarre behavior—purposeless
acts, unintelligible talk, rigid immobility. These states, which collectively comprise the
category of human experience labeled mental illness, have little in common with one an-
other—schizophrenia, for example, bears virtually no resemblance to major depression—
except in being extreme, troublesome, and socially inappropriate. This hodgepodge quality
means that the concept of mental illness is often too amorphous to be useful except as a
way of speaking about the conglomerate subject matter of psychiatry.

Second, the attribution of madness to aberrant thoughts, feelings, or behaviors is not
inherent to the state, but rather contingent upon the context within which these states occur.
As the previously quoted passage makes clear, this attribution is not made when there are
other reasonable explanations for these states. Thus, extreme emotions are not seen as
indicators of mental illness when the affect is appropriate to the situation (Thoits, 1985),
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such as, for example, a parent’s grief over the death of a child. The identification of a state
as aberrant, then, is not absolute, but relative to circumstances.

Third, whether the attribution of madness is made depends not only on the setting, but
also on the person’s characteristics. There is greater tolerance of deviance among rock
stars, for example, than among office workers. The characteristics of the observer matter as
well. For example, families often tolerate extremely peculiar behavior, behavior that would
certainly prompt a mental health professional to apply a diagnostic label, because people
are reluctant to apply the label of mental illness to a loved one and fear the consequences of
doing so. The line between eccentricity and insanity, therefore, is not fixed, but moves
according to extrapsychic criteria.

These considerations point to the socially constructed nature of mental illness. It does
not exist in a material way, but only as an abstraction inferred on the basis of subjective and
sometimes arbitrary standards. These standards, in turn, can be found only in societies with
worldviews that include the concept of mental illness. Here, we speak not only of clinical
definitions of mental illness as found in the diagnostic labels used by psychiatry, but also of
lay understandings such as being “crazy” or “insane,” “having a nervous breakdown,” or going
“berserk,” or “postal.” The existence of these ways of categorizing human experience is a nec-
essary precondition for classifying any particular person as being in this condition. Recogni-
tion that mental illness is a social fabrication superimposed on some states and persons has
led some social critics to claim that mental illness is a “myth” (Szasz, 1974).

Nevertheless, the kinds of thoughts, emotions, and actions commonly referred to as
“mental illness” are experienced across diverse cultures, social structures, physical envi-
ronments, and historical epochs. The pervasive presence of these troublesome states sug-
gests that the social construction of mental illness is connected to an objective reality (al-
beit not in a one-to-one correspondence). The interpretation of this reality, however, has
varied widely across place and time. The historical development of the social constructions
culminating in current concepts of mental illness has been described in detail elsewhere
(Eaton, 1986; Foucault, 1965; Szaz, 1974; see also Chapters 3 and 4). Here, we merely
highlight two traditions that are especially consequential for sociology.

The first is a religious or moral interpretation that views aberrant states as resulting
from possession by evil spirits, demonology, witchcraft, or sinfulness. Indeed, it was the
close analogy between religion and witchcraft on the one hand, and psychiatry and mental
illness on the other, that led Szasz (1970) to his heretical declaration that mental illness was
a fraud perpetrated on helpless victims by institutional psychiatry. As we shall see, this
tradition is important for sociology because it links mental illness to the study of social
deviance and the associated processes of labeling and stigmatization (see below and Chap-
ter 23 in this volume).

The second tradition emphasizes natural or physical causes, such as Hippocrates’s
contention that both mental and physical diseases are attributable to imbalances of the four
bodily humors (blood, phlegm, black bile, and yellow bile). The modern version of this
tradition understands mental illness as a disease, placing madness squarely within the prov-
ince of medicine. Although a variety of understandings of aberrant states have some cur-
rency in the modern Western World, the medical model dominates.

The Medical Model

The defining characteristic of the medical model is the assumption that mental disorder is
a disease or a disease-like entity with a physiological, genetic, or chemical base that can be
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treated through medical means (Cockerham, 1996; Kirk & Kutchins, 1992).2 Terms such as
disease and illness are used literally to connote identical meanings as in the physical realm,
not as metaphors that simply call attention to certain similarities between mental and physi-
cal dysfunction. Troublesome thoughts, feelings, and actions are seen as signs and symp-
toms of underlying pathology. The designation of these states as “signs and symptoms” is
the quintessence of the medical model and, as we shall see, the basis for its critique. From
this perspective, the appropriate means of treatment are medical interventions, principally
psychopharmacology.

This orientation has gained considerable scientific and lay acceptance in recent years,
partly due to the effectiveness of various psychotropic medications, and partly due to ac-
tions taken by psychiatry to formalize diagnostic criteria to enhance its scientific base
within the field of medicine (Chapter 26). The medical model has one seemingly fatal
shortcoming, however: No demonstrable organic pathology has been established for most
disorders. There are exceptions to this generalization, such as Alzheimer’s disease, in which
the accumulation of beta amyloid causes plaques in the brain that result in dementia, al-
though even in this case, the cause of these accumulations is uncertain. Most mental, emo-
tional, and behavioral disorders, however, lack identifiable brain abnormalities in anatomi-
cal structure or in chemical composition or functioning (Klerman, 1989). The absence of
identified physiological causes has led some critics of the medical model to question whether
these conditions can properly be thought of as diseases.

Biopsychiatry has countered with the claim that the medical model is validated when
symptoms subside following the administration of substances that alter the brain’s chemis-
try, even in the absence of information about what caused the symptoms in the first place.
In other words, the remedy authenticates the disease, or so the argument goes. The suc-
cesses of the psychopharmacological approach have indeed been impressive (side effects
notwithstanding), especially for some severely disabling conditions such as schizophrenia,
bipolar disorder, and major depression.

However, physiological correlates do not demonstrate that the origin of the condition
itself is physiological (Cockerham, 1996). Furthermore, critics point out that drug treat-
ments provide temporary symptom control but do not cure the putative disease that causes
the symptoms. This palliative effect is no small feat, enabling many to function within
society who would otherwise be beyond even rudimentary participation in basic social life.
Nevertheless, the claim that symptom alleviation is evidence of an underlying disease is
compromised by the absence of curative effects.

The Medicalization of Deviance

The medical model of mental illness is a problem for sociology. True, some sociological
research enthusiastically embraces this model, in particular epidemiological research con-
cerned with discrete diagnostic entities (as defined by the American Psychiatric Associa-
tion [APA] and the National Institute of Mental Health [NIMH]; see, for example Chapters
3 and 7). However, other sociologists reject the model’s most fundamental premise that
what is wrong can legitimately be considered a disease or an illness, or, indeed, that any-

2 Sociologists usually distinguish between the concept of disease as a pathological condition and illness as the
subjective awareness of being unwell. This distinction is less commonly used in the mental health area be-
cause of the controversy over whether these states can legitimately be considered diseases.
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thing is wrong. Still other sociologists study disorders or symptoms but are ill at ease with
some of the assumptions of the medical model or its implications. This ambivalence is
evident throughout this volume as authors struggle with definitions and search for a vo-
cabulary that does not rely on the nomenclature of psychiatry.

The primary sociological alternative to the medical model was articulated in the six-
ties and seventies as part of the antipsychiatry critique, which portrays mental illness as
socially unacceptable behavior that is successfully labeled by others as being deviant. Key
proponents of this position include Szasz (1970, 1974), who contends that mental disor-
ders are “myths,” labels used to control socially devalued behavior; Scheff (1966), who
argues that the mental illness label is disproportionately applied to socially devalued per-
sons; and Laing (1967), who asserts that these are sane responses to an insane world, re-
sponses that serve to dissociate the individual from intolerable circumstances. These views
share the idea that there is nothing inherently bad about the behaviors conventionally de-
fined as mental illness. From this perspective, the fact that these definitions are used is
more informative about the society doing the labeling than about the persons or behaviors
being labeled. The causes of such “mental illness,” therefore, are social, political, and
economic, not medical.

Critics of labeling theory, however, conclude that the empirical evidence contradicts
some of its most crucial tenets and puzzle over its continuing influence within sociology
(e.g., Gove, 1982). Most problematic is the notion that mental illness exists only in the eye
of the beholder (Szasz, 1974). The most damaging evidence against this proposition is the
presence of similar “symptom” profiles across disparate cultures and social systems—clus-
ters of emotions, cognitions, and actions that tend to occur together, to be subjectively
distressing, and to create impairment. That specific clusters of “symptoms,” such as those
defining depression and schizophrenia, arise in heterogeneous settings among diverse peoples
demonstrates that these phenomena have an objective reality apart from their subjective
interpretation (Eaton, 1986). The sameness of these clinical profiles has been proffered as
evidence that these individuals are all suffering from the same thing, and, furthermore, that
this “same thing” is mental illness.

The presence of similar states in dissimilar settings discredits the idea that mental
illness is defined solely by the observer, without any basis in the behavior of the labeled
individual. It does not, however, demonstrate that these ubiquitous phenomena are illnesses.
Indeed, in many settings, the states we refer to as mental illness are defined in decidedly
different terms, as evidence, for example, of soul loss (see Chapter 2). Across different
settings, the states being described resemble one another, but the names applied to these
profiles differ. Although the phenomena themselves exist, universally treating these phe-
nomena as “symptoms” of a disease may be problematic. In other words, abnormal behav-
ior, incoherent thoughts, and painful emotions are ubiquitous phenomena, but the under-
standing of these conditions as disease is culture-specific.

In accordance with the foregoing arguments, subsequent critiques of the psychiatric
perspective have taken as given the deviant status of the behaviors identified as mental
illness but question the construction of these deviant behaviors in medical terms. These
critiques note the lack of empirical evidence supporting a medical interpretation for many
of these conditions, as discussed earlier. Of equal importance, they emphasize several nega-
tive social, personal, and scientific consequences of adopting a medical model.

Conrad and Schneider (1980), for example, describe a historical shift toward the
“medicalization” of deviance. Among the consequences they cite is a lessening of indi-
vidual responsibility for one’s behavior, insofar as the deviating individual is considered
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“sick,” not “bad.” Moreover, the medical model diverts attention away from the social
sources of deviance because it focuses on processes internal to the individual. An addi-
tional problem is the illusory moral neutrality of medicine, which obfuscates its social
control function, a function that is more visible when exercised by the state or church.
Furthermore, they argue that medicalization removes deviance from the realm of public
discussion, because only medical experts are considered qualified to have opinions about
illness.

The Debate over Diagnosis

In recent years, the debate over the nature of the phenomena being investigated has taken
place in a methodological forum: Should mental health be measured as discrete diagnostic-
type entities or as continuous attributes? This debate was ignited by the development and
widespread use of the Diagnostic Interview Schedule (DIS; Robins, Helzer, Croughan, &
Ratcliff, 1981), an instrument that yields diagnostic-type assessments based on informa-
tion obtained by lay interviewers in community-based surveys. The DIS rapidly ascended
to the status of instrument-of-choice via its sponsorship by NIMH, its large scale applica-
tion in the Epidemiologic Catchment Area (ECA) study (Regier et al., 1985), and events
occurring within the American Psychiatric Association (APA), specifically the develop-
ment of the Diagnostic and Statistical Manual of Mental Disorders (DSM; American Psy-
chiatric Association, 1987; Kirk & Kutchins, 1992; see Chapter 26).

The DIS displaced the symptom checklist, which had been the principal tool used by
sociologists studying mental health. Large-scale community-based research, the bread and
butter of sociological research into mental health, thus came increasingly under the con-
ceptual control of those whose job it is to make diagnoses, that is, psychiatrists. However,
sociologists retained their expertise in the methods of survey research and the analysis of
the data it generates. As a result, sociologists have been among the lead researchers in all of
the major epidemiological research conducted within this diagnostic protocol, including
the ECA project and the National Comorbidity Study (Kessler et al., 1994; see Chapter 7).

The diagnostic approach, however, has come under heavy fire from sociologists. In
particular, Mirowsky and Ross (1989a,b) have articulated the limitations of this approach,
focusing on the ways in which it impedes scientific understanding of the phenomena under
study. Specifically, they criticize the practice of “reifying diagnostic categories”: describ-
ing observable attributes (such as hallucinations and flattened affect) in terms of hypotheti-
cal underlying entities (such as schizophrenia). They contend that reification diverts atten-
tion away from the causes of the real attributes and toward the hidden and possibly
nonexistent biological causes of socially constructed psychiatric entities. They also call
attention to the methodological weaknesses inherent in artificially reducing continuous
phenomena into dichotomous categories, such as the presence or absence of a diagnosable
disorder. In addition, the specific diagnostic categories of DSM have been criticized be-
cause the system is atheoretical and, consequently, impedes scientific research progress
(Carson, 1996; Follette, 1996; Follette & Houts, 1996).

These views remain controversial. Those advocating diagnostic-type assessments ar-
gue that disorder is indeed a discrete entity, qualitatively distinct from seemingly similar
normal states, and that symptom checklists measure ephemeral distress of limited clinical
importance, “problems in living” (Klerman, 1989; Swartz, Carroll, & Blazer, 1989; Tweed
& George, 1989). Critics of diagnostic-type measures contend that these instruments reify
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mental illness and trivialize the distress that is most common and consequential in the
general population (Mirowsky & Ross, 1989a,b; Pearlin, 1989). Note, however, that nei-
ther side asserts that the phenomena do not exist, or are not abnormal. Instead, the issue is
whether these phenomena are extreme forms of normal states or qualitatively distinct from
normality. To some extent, this debate reflects tension between the borders of sociology
and psychiatry over what constitutes worthwhile areas of inquiry. It also embodies, we
submit, sociology’s continuing discomfort with the idea that mental illness is an illness.

Dis-ease over Disease

The unresolved nature of this debate is evident in the content of this handbook. Some
authors use one perspective or the other, diagnosis or distress, whereas other authors shift
back and forth, including both alternatives. This heterogeneity reflects ambivalence within
sociology about the phenomena under investigation. It reflects as well concerns about le-
gitimization in a field dominated by another discipline (psychiatry).

This tension reflects two distinct traditions within the sociology of mental heaith: the
social etiology of mental iliness and the social construction of mental illness. The etiologi-
cal approach implicitly assumes that psychic distress can meaningfully be understood as
mental illness and sets as its prime task the identification of the social factors that are likely
to cause it. In contrast, the constructionist approach takes as problematic the translation of
aberrant states into an illness metaphor. This orientation illuminates the subjective and
relative nature of mental illness but does not account for the original emergence of states
that come to be construed as illnesses. Conversely, the etiological orientation addresses the
latter issue, but does so by setting to the side issues concerning whether these states are
legitimately treated as illnesses. Thus, each perspective takes as given that which is prob-
lematic in the other perspective. As a result, these two orientations have developed along
largely independent lines (see Chapter 4).

For a variety of sociopolitical reasons, including, importantly, the policies of NIMH,
the primary source of funding for mental health research, the issues raised by the
antipsychiatry critique have become bracketed off to the side of mainstream sociological
research, which typically adopts, at least implicitly, a medical model of mental illness. This
practice does not mean that these issues have been laid to rest, but rather that the debate
about the nature of the phenomenon being investigated has been conducted at the periphery
of substantive sociological research rather than at its core.

For example, there are marked gender differences in the prevalence of specific disor-
ders, with depression and anxiety being more common among women than men, and sub-
stance abuse and personality disorders being more common among men than women. One
of many interpretations of these countervailing gender differences is that men and women
are socialized into gender-appropriate modes of expressing distress, specifically that so-
cialization practices inhibit emotional expression among men and discourage aggression
among women (see Chapter 11). The idea that social learning shapes the types of disorder
that people are likely to develop, and the manner in which disorder is displayed, is wholly
inconsistent with the idea that these are signs and symptoms of an underlying disease (Kirk
& Kutchins, 1992). Yet the question of whether alcoholism is the functional equivalent of
depression typically does not take up the more fundamental issue of whether alcoholism
and depression are diseases.

The majority of sociologists working in this specialty area begin with the recognition
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that the phenomena that form the subject matter of this book are extremely consequential
for individuals and societies, and concern themselves with uncovering the social origins
and consequences of these phenomena. Some sociologists working on such problems ac-
cept the illness model, whereas others remain agnostic as to the nature and meaning of
these phenomena. What is common across these orientations is the acknowledgment that
some persons suffer from bizarre thoughts, painful emotions, and problematic behaviors;
that these states are more common among some subgroups of the population than others;
and that these states have social antecedents as well as social consequences.

SOCIAL ANTECEDENTS OF MENTAL ILLNESS

Although the origins of sociological interest in mental health can be traced to Durkheim’s
(1951/1897) Suicide, contemporary research has been influenced most directly by early
community surveys of mental health conducted in the decades following World War II
(e.g., Gurin, Veroff, & Feld, 1960; Hollingshead & Redlich, 1958; Srole, Langner, Opler,
& Rennie, 1960). These studies demonstrated certain key regularities in the distribution of
disorder, especially its inverse association with SES. These patterns remain evident in more
recent epidemiological research (Kessler et al., 1994; Mirowsky & Ross, 1989¢; Robins et
al., 1984) including the work reported in this volume (see Chapter 7). Virtually all of this
descriptive epidemiology has been conducted by sociologists or with their substantial col-
laboration.

In addition to identifying social strata at especially high risk of mental disorder, soci-
ologists have also sought to explain why these differentials exist. Although many disci-
plines are engaged in the task of uncovering the causes of mental illness, a key aspect of
sociological research concerns the connection between these causes and one’s location
within society (Aneshensel, 1992; Pearlin, 1989; Link & Phelan, 1995). True, some etio-
logical factors tend to occur randomly. For example, virtually everyone is at risk of expo-
sure to unforeseen natural disasters, exposure that may induce posttraumatic stress disor-
der (PTSD). Randomly distributed etiological factors, however, are of limited value in
explaining why some social groups have higher rates of disorder than others. At the risk of
belaboring the obvious, the unequal distribution of disorder across social strata cannot be
accounted for by etiological factors that are uniformly distributed throughout society.?

Sociological explanations for the occurrence of mental disorder, therefore, tend to
emphasize causal factors that are consequences of one’s social standing. Much of this ex-
planatory work utilizes the stress process model, especially as it has been elaborated for
stress mediators, including prominently social and personal resources, such as social sup-
port and mastery (Pearlin, 1989; Pearlin, Lieberman, Menaghan, & Mullan, 1981). A key
feature of this research is an emphasis on socioeconomic disadvantage and the unequal
distribution of material and psychosocial resources that might otherwise ameliorate the
harmful impact of exposure to social stressors (Aneshensel, 1992; Pearlin, 1989). Still
other work emphasizes sociocultural influences, such as the impact of minority-group sta-
tus and inequality on mental health.

The sociological approach is also distinctive in its emphasis on ordinary aspects of

3 Etiological factors may exert stronger effects among some groups than others, however, thereby generating
group differences in disorder even when the groups have similar exposures. However, this apparent effect
modification, sometimes referred to as differential vulnerability, is in actuality a proxy for the differential
distribution of the resources that exert this modifying effect (Aneshensel, 1992).



12 Carol S. Aneshensel anp Jo C. Phelan

social life. Many clinical theories of psychopathology, in contrast, link abnormal emotions,
thoughts, and behaviors to anomalous social circumstances—to traumatic childhood expe-
riences, deviant family dynamics, chaotic environments, and so forth. From this perspec-
tive, mental illness is an aberration whose origins lie in deviations from normal experience.
The sociological orientation views abnormality in individuals as a by-product of the rou-
tine functioning of society. From this perspective, pathology is not evidence of some break-
down in the social system, but rather the unfortunate yet inevitable outcome of society
functioning as usual (Aneshensel, 1992). The arrangements that are functional for society
as a whole are seen as creating conditions that are dysfunctional for some persons.

For example, involuntary unemployment is a potent source of emotional distress. Al-
though losing one’s job is not an ordinary or routine experience for most individuals, the
occurrence of job loss is a commonplace feature of most contemporary economies. Thus,
some individuals will inevitably experience the mental health consequences of unemploy-
ment. The question is not whether there will be unemployment-related disorder, but rather
who is at greatest risk for unemployment and, hence, disorder.

The sociological approach articulated in this volume, therefore, seeks the origins of
psychopathology in ordinary aspects of social organization and routine social processes.
For example, one productive line of research emphasizes connections between social roles
and mental health, probing not only the occupancy of various roles and role constellations,
but also the quality of experience within these roles (see Chapters 12 and 13). An important
application of this perspective has been the explanation of gender differences in mental
health (see Chapter 11). Although being married and being employed are each associated
with better mental health, the impact of these roles depends at least in part on gender.
Variation within roles also is influenced by gender, with men and women encountering
somewhat different sets of stressors on the job and in the home. Thus, the ways in which
society is organized around family and work are consequential to the mental health of men
and women.

In summary, sociological research into the social antecedents of mental illness tends
to adopt a structural approach: The sources of disorder are sought in the basic social ar-
rangements that constitute society. Within this framework, a major goal is to explain why
disorder is more common among some segments of society than others. The emphasis is on
etiological factors that are consequences of one’s location within society, that is, risk that
derives from systems of social stratification and inequality. This approach often utilizes the
stress process as the connection between structure and mental health outcome: High levels
of disorder among certain groups can be attributed to their extreme exposure to social
stressors or limited access to ameliorative psychosocial resources.

SOCIAL CONSEQUENCES OF MENTAL ILLNESS

The occurrence of mental illness sets in motion a variety of social processes with important
consequences for the person with the disorder, for his or her family, and for society in
general. From this vantage point, questions concerning the nature of mental illness and its
antecedents give way to questions concerning its consequences. The occurrence of some-
thing identifiable as mental illness is taken as given, and the focus of inquiry shifts to
accounting for its social repercussions. Although research into the social antecedents of
mental illness tends to use a structural approach, research into its consequences more often
uses a symbolic interactionist framework.
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This approach predominates in research concerned with one of the most consequen-
tial issues, the labeling of persons as mentally ill, especially the adverse impact of stigma
for psychiatric patients (see Chapter 23). One aspect of this work concerns the ways in
which people come to see themselves as being “troubled.” For example, Karp (1996) ob-
serves that depressed people initially attribute their emotional distress to external situa-
tions, and convert to an internal attribution that “Something is seriously the matter with
me” when the situation changes but the distress continues. Thoits (1985) suggests that such
self-attributions are likely to arise when the person becomes aware that his or her emo-
tional reactions are inappropriate to the situation, a discrepancy that is also likely to lead
others to view the person as emotionally disturbed.

In this framework, the individual comes to adopt as his or her own the real or imag-
ined responses of others, that is, to view the self as others do, as mentally ill. Not all
distressed persons, however, come to see themselves as being troubled or in need of help.
In this situation, the person’s self-perception may be seriously at odds with the perceptions
of others, including importantly family members, agents of social control such as the po-
lice, or mental health professionals. These conflicting perspectives may lead to the imposi-
tion of an official label as mentally ill, a label the person may strenuously resist.

Work conducted within this tradition usually sets to the side questions concerning the
origins of the primary deviance (i.e., the signs and symptoms of mental iliness) that prompts
the application of the label “mentally ill.” Rather, it deals with the secondary deviance and
other consequences that result from having had this label applied to oneself. The work of
Scheff (1966) was especially influential in the development of this perspective, particu-
larly his assertion that labeling is the single most important cause of a career of mental
illness. From this perspective, a stable pattern of secondary deviance emerges because
persons who are labeled mentally ill are treated in ways that tend to reinforce social stereo-
types of the mentally ill; in particular, they may be punished when they attempt to return to
their customary roles and rewarded for conforming to the role of mental patient. Social
attributes are important not because they contribute to acts of primary deviance, but be-
cause they shape whether these acts are construed by others as mental illness.

Critics of labeling theory argue that stigmatization of mental illness is relatively rare
and inconsequential, and, therefore, not capable of generating the adverse outcomes ob-
served among mental patients (Gove, 1982). Instead, these outcomes are a result of the deviant
behavior itself. Proponents of the modified labeling theory, however, dispute the idea that stig-
matization is negligible. At issue is whether labeling effects offset any benefits of psychiat-
ric treatment, which entails not only therapy but also labeling in the form of diagnosis
(Link, Struening, Rahav, Phelan, & Nuttbrock, 1997; Rosenfield, 1997; see Chapter 23).

Within this context, the issue of self-attribution of mental illness is crucial because it
differentiates coerced help seeking and involuntary commitment from help seeking by choice
and elective treatment. Classic sociological work, such as Goffman’s (1961) analysis of
asylums as total institutions, necessarily emphasized processes within mental hospitals,
because this was the site of most treatment, at least for serious and persistent mental illness
(Chapter 25). Following deinstitutionalization, treatment research has emphasized path-
ways to treatment among the general population.

A key sociological issue with regard to treatment is the identification of the social
determinants of help-seeking behavior, especially the tendency of distressed persons to not
seek help. The types of formal health services used also have garnered substantial atten-
tion, particularly the preferential use of general medical care rather than specialty sources
of psychiatric treatment. Research into the use of health services necessarily entails exami-
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nation of the formal institutions that interface with mentally ill people. Important issues
here include socially patterned differences in access to health care; reluctance to use men-
tal health services; availability of appropriate and affordable services; managed care; in-
voluntary commitment; social stigma; and other consequences of having been treated as a
mental patient, especially within the confines of a psychiatric ward or a mental hospital.

Finally, the social consequences of mental illness necessarily include its impact on the
family. One strand of inquiry addresses the role of the family in accounting for variation in
the course of disorder, including its duration and chronicity, most notably with regard to
the relapse of former psychiatric patients. Other work examines the impact of patients upon
the health and well-being of family members. In this instance, mental illness is treated as a
cause of stress and emotional distress for others (see Chapter 24).

OVERVIEW OF THE HANDBOOK

In summary, mental illness is of interest to sociologists because social arrangements and
processes define the very construct of mental illness, shape its occurrence, and channel its
consequences. These three themes form the framework around which this handbook is
organized. Specifically, the chapters that follow examine mental illness as a social product,
analyze its social etiology, and explore its social impact.

The handbook starts with a consideration of how social processes shape understand-
ings of mental health, including the ways in which we as social scientists go about studying
its occurrence and consequences. Part I deals with issues of definition and social construc-
tion. Two perspectives are discussed in detail: cultural variations in the conceptualization
of mental illness (Chapter 2), and the medical model that predominates in contemporary
Western psychiatry and is implicit in much of the mental health research conducted by
sociologists (Chapter 3). The concluding chapter in this section seeks to illuminate the
contributions made by alternative approaches to defining mental health (Chapter 4). Part II
continues with issues of definition and conceptualization, but in a more concrete fashion,
dealing with alternative measurement and analytic strategies (Chapters 5 and 6). It also sets
the stage for the substantive sections that follow by introducing key methodological issues
that cut across specific content areas.

The second theme addressed in this handbook concerns the social origins of mental
illness. Part I11 begins with a general description of how mental illness is distributed through-
out society (Chapter 7), followed by discussions of specific indicators of social stratifica-
tion, including social class; race, ethnicity, and culture; age; and gender (Chapters 8-11). It
also considers two major life domains especially relevant to mental health: the family (Chap-
ter 12) and work (Chapter 13). The chapters in this section describe how mental illness
varies according to one’s social characteristics and the social roles one fills. Each chapter
goes beyond description, however, and seeks to further our understanding of how these
social patterns are created. Part IV continues this focus on social causation, examining the
stress process as a crucial link between social stratification and mental health (Chapters 14,
16, and 19). This section emphasizes psychosocial mediators of the stress process, includ-
ing social integration and support (Chapter 15), self-concept and identity (Chapter 17), and
personal control (Chapter 18). It additionally emphasizes the social contexts of the stress
process, including, importantly, social stratification and inequality (Chapters 16 and 19).
Also included in this section is a conceptual examination of the process of social contagion
as it related to mental health (Chapter 20).
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The third theme represents a substantial shift in emphasis from the social antecedents
of mental illness to its consequences. Part V begins with an analysis of treatment for mental
illness, focusing on both the individual’s help-seeking behavior (Chapter 21) and the sys-
tem of mental health services (Chapter 22). The chapters on treatment are followed by two
chapters that consider possible consequences of mental illness and treatment. One focuses
on stigma and its impact relative to any benefits of treatment (Chapter 23). The second
deals with the impact of mental illness on the family (Chapter 24). Part VI examines two
institutional contexts for the processes surrounding treatment and its impact. One is the
mental hospital, whose changing role over time has resulted in the deinstitutionalization of
many persons with severe mental illness who now live in the community without being part
of'it (Chapter 25). The other is the NIMH, whose institutional life coincides with the emer-
gence of the sociology of mental health, and whose programs, policies, and funding priori-
ties have shaped the current state of the discipline (Chapter 26).

This handbook concludes with two chapters that present frameworks for integrating
its diverse topics. The penultimate chapter takes a life-course perspective, examining how
mental health problems ebb and flow over time, emphasizing the connections between
mental health and the other trajectories of a person’s life, such as work and family (Chapter
27). The final chapter examines the internal organization of a career of mental illness as it
evolves over time (Chapter 28). Both of these chapters consider not only the onset of disor-
der but also its course over time, including issues of chronicity and recurrence, and its
impact on the totality of the individual’s life.

The sociological approach articulated in this volume emphasizes communalities in
experience among people having similar social characteristics as distinct from the personal
experience of any single person. In some important respects, each instance of mental ill-
ness is distinctly different from all others. The trajectories of one’s personal history that
converge and combine in the experience of confused thinking, strange behavior, or emo-
tional distress are unique, as are the interpersonal actions and reactions that shape the
course of disorder and its aftermath. Nevertheless, social regularities in the occurrence and
consequences of disorder are not produced by idiosyncratic experience. This volume is
dedicated to identifying and explaining these social patterns.
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CHAPTER 2

Mental Illness
in a Multicultural Context

PAULINE AGBAYANI-SIEWERT
Davip T. TAKEUCHI
Rosavinia W. PANGAN

How does culture affect the expression and prevalence of mental illness? This question
reflects a critical tension in scientific investigations of mental health and illness that is
revealed in the history of the development of the Diagnostic and Statistical Manual of
Mental Disorders (DSM). The DSM provides a description of different “accepted” mental
disorders and the clinical criteria for assessing each. Since the American Psychiatric Asso-
ciation (APA) first published the DSM in 1952, it has become widely used by clinicians,
psychiatric researchers, and social scientists for different purposes. As a foundation, DSM
assumes that mental disorders are discrete biomedical entities that are explained by bio-
medical processes. It is often implicitly assumed that psychiatric symptoms or syndromes
are universally distributed and uniformly manifested. This assumption is unwarranted, be-
cause groups vary in how they define such constructs as “distress,” “normality,” and “ab-
normality.” These variations affect definitions of mental health and mental illness, expres-
sions of psychopathology, and coping mechanisms (White & Marsella, 1982).

The changes from DSM-I to the latest version, DSM-IV, mirror some of the social and
institutional changes that have taken place in the United States over this 45 year period
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(Rogler, 1997; see Chapter 26). As DSM-1IV was being developed, social scientists and
policy makers pressured the manual developers to consider cultural factors in the assess-
ment of mental disorders. As a result, DSM-IV includes an appendix of culture-bound
syndromes and statements about “specific cultural features” within each disorder section.
Although the concession to include cultural factors in DSM was seen by some as a marked
improvement, it did leave the DSM with a somewhat shaky foundation. Social and cultural
explanations may not be consistent with the psychiatric tendency to focus on standardized
discrete classifications of mental disorders (Aneshensel,1992; Kleinman, 1988).

The debate about the role and significance of culture and mental illness is not new, nor
is it recent. This chapter begins with a review of the historical basis for the debate, exam-
ines the sources for the current interest in these issues, and provides a summary of the
theoretical perspectives that guide empirical research on the role that culture plays in ex-
pressing, reporting, and responding to mental illness. The chapter concludes by advocating
the integration of structural and cultural perspectives with conventional methodologies
when investigating psychological distress and more serious forms of mental illness in eth-
nic minority communities.

HISTORICAL CONTEXT

Cultural relativists contend that explanations of mental illness cannot be separated from
the individual’s social and cultural context. In contrast, the universalists argue that a bio-
logical similarity and unity among people supersedes culture. Both perspectives agree that
culture plays a role in the perception of mental illness. However, conceptual and theoreti-
cal disagreements continue unresolved regarding the impact of culture on the etiology,
experience, expression, responses, and outcome of mental illness.

Each perspective comes with a voluminous body of theoretical and empirical research
that supports its respective explanation of mental illness. Inherent in each explanation is a
set of beliefs that frames research questions and methodology, guides diagnosis, and im-
plies prevention and treatment techniques and strategies. Changing definitions and expla-
nations of mental illness provide evidence for a cultural and social constructionist perspec-
tive. At the same time, a biomedical perspective maintains that historical evidence supports
the argument that mental illness is a universal phenomenon that has consistently occurred
throughout history and continues to afflict humankind. From this perspective, changing
definitions and explanations are viewed merely as differences in interpretation based on
available knowledge for any given period in time (see Chapter 4).

The Cultural Perspective

Cultural theories have disputed psychiatry’s biological reductionism (Fabrega, 1995). Dur-
ing the 1950’s, social construction theorists questioned the validity of a medical model and
argued that mental illness was socially and politically constructed (Szasz, 1960). Biomedi-
cal explanations of mental illness as a disease similar to physical diseases were contested
(Foucault, 1957). Although anatomical and physiological links were made for physical
diseases, none could be made for the majority of identified mental disorders. Cultural theo-
rists argued that our perceptions and responses to mental illness are shaped through social
interactions, which are themselves formed by the cultural and sociopolitical context of
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society. Concepts of mental illness are not fixed, but are specific to a culture at a given time
in its history (Foucault, 1965; Szasz, 1961).

A Euro-Mediterranean orientation of madness was dominant from the Medieval to
Renaissance periods. Individuals who manifested patterns of symptoms outside the normal
boundaries of behavior were labeled as mad. Dominant religious beliefs and symbols were
reflected in definitions and explanations of madness, which was perceived as a conflict between
the external supernatural forces of good and evil. Intervention was generally apathetic, and the
afflicted were ostracized, left to wander, or were imprisoned. The perception and response to
mentally ill persons began to change parallel to a restructuring of the economic system
from a peasant economy to a capitalist one. Perceptions of the mad as victims of supernatu-
ral conflicts shifted to one of individual moral corruption and sinfulness. By the sixteenth
century, persons believed to be mentally ill were institutionalized in hospitals originally
established for lepers. These institutions played an important socioeconomic function of
protecting the status quo by ensuring that a cheap source of labor was readily available and
by tempering uprisings by the unemployed and homeless (Foucault, 1965).

Perceptions of mental illness during the American Colonial period also incorporated
religious ideology (Manning & Zucker, 1976). The concept of mental illness did not exist
prior to the nineteenth century, and affected individuals were referred to as “distracted.”
Emotional distress was expressed through religious idioms that reflected the dominant re-
ligious ideology and generally consisted of a blending of medical and religious treatment.
As the United States began a transition from an agricultural to an industrial economy, the
perceptions of mental illness caused by supernatural forces shifted to individual moral
blame. Overindulgence, idleness, and masturbation were the prominent explanations given
for behavior patterns perceived as insane. A biological basis for insanity also emerged
during this historical period. The chronically afflicted were thought to have had an incur-
able hereditary disposition to insanity. Thus, two perceptions of mental illness existed:
Individuals either caused their own insanity or inherited a predisposition for developing it.
Asylums established to treat the chronically insane were largely occupied by the poor and
homeless, who rarely were discharged. The affluent were treated in private sanitariums and
had a more successful treatment outcome than those placed in asylums. Differences in
social class influenced perceptions of insanity, its course, treatment, and outcome (Man-
ning & Zucker, 1976).

With a predominant orientation that mental illness was a myth and nonexistent, early
social constructionist theories were viewed as “antipsychiatry” and were ineffective in re-
directing psychiatry’s momentum toward a biological explanation of mental illness (Fabrega,
1995). With their roots in social construction, sociological theories such as social labeling
and symbolic interaction also fell from prominence as primary explanations of mental ill-
ness. Although these theories did not dispute a biomedical explanation of mental illness,
they redirected the focus of attention from the individual to society by conceptualizing
mental illness as a product of societal response (see Chapter 4). Anthropological research
made significant contributions toward a cultural understanding of mental illness and was a
prominent leader in the cultural relativity movement beginning in the midtwentieth cen-
tury. Anthropology has generally tended to focus and rely on cross cultural studies of men-
tal disorders with populations in preindustrial, non-western, “exotic” cultures. Although
this research significantly contributed to the clarification and development of concepts and
theory in cross-cultural research on mental illness, it was seldom applied or tested in the
same manner with racial and ethnic minorities who were considered culturally different in
modern, mainstream Western societies such as the United States.
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The historical evolution of psychiatry’s perception of mental illness as a universal phenom-
ena began during the early twentieth century as it moved toward a scientific medical model
of mental illness (Jimenez, 1988). The twentieth century ushered in the concept of psychia-
try as an official branch of the medical sciences. Although moral and ethical issues were
still believed to be related to the causes of mental illness, psychiatry, wanting to share in the
medical knowledge and developments of the twentieth century, began to move purposely
toward “scientific” explanations of mental illness (Pilgrim & Rogers, 1993). It was also
assumed that an alignment with the medical sciences would bring recognized legitimiza-
tion to a somewhat nebulous profession. Thus, psychiatrists began to use scientific idioms
such as diagnosis, treatment, and outcome to categorize mental illness according to a medi-
cal model. The focus shifted, then, from the individual to a disease. The discovery of en-
cephalitis, epilepsy, and paresis with its origin in syphilitic infection provided convincing
evidence that mental and physical disorders were linked (Grob, 1983). Eventually, biologi-
cal explanations of mental illness have found acceptance in the general public’s attitudes
and beliefs through popular media and literature, along with the popularized use of some
medications (e.g., Prozac) that have become common household words.

Although social science research continues to advance a greater understanding of the
cultural and social origins of distress, psychiatric research continues to strengthen its bio-
medical perspective of mental illness. Hereditary predisposition is the current theme that
dominates perceptions and treatment interventions of mental illness (Fabrega, 1987;
Kleinman, 1988). As psychiatry becomes more entrenched in medical explanations and as
the biological orientation of mental illness is strengthened, the role of structural and cul-
tural factors becomes increasingly minimized.

ETHNIC AND RACIAL MINORITIES IN THE UNITED STATES

The United States is becoming increasingly diverse as we move into the twenty-first cen-
tury. Currently, ethnic and racial minority groups comprise 31% of children and 23% of the
entire population (Hollman, 1993). By the year 2025, nearly one-third of all adults and
one-half of all children will be from ethnic minorities (Lewit & Baker, 1994). In the past
decade alone, the majority of people in some major urban cities, such as Los Angeles and
New York, are from ethnic minority groups. Thus, the racial makeup of the United States.
is changing dramatically, while our understanding of ethnic minority mental health and
illness has not significantly increased since the 1980s. A critical component of these changes
is attributed to immigration from non-European geographical areas such as Mexico, Asia,
Cuba, and Haiti. The rate of immigration parallels that at the turn of the century, when large
numbers of Europeans entered the United States. Although still the largest of the racial and
ethnic minority groups in the United States., African Americans are projected to be the
second largest group next to Latinos by the year 2025 (Lewit & Baker, 1994). Immigrants
from other countries will increasing alter the composition of ethnic and racial minority
groups in the United States.

As the United States undergoes continued demographic changes, there is renewed
interest in studying cultural factors in the distribution of mental illness within ethnic minor-
ity communities. When examining prevalence rates of specific disorders, we find great
variation in both cross-national studies and among ethnic groups in the United States. For



Mental Illness in a Multicultural Context 23

example, a wide range has been observed in lifetime prevalence rates for major depression
across different countries: Taiwan; 1.5%, Edmonton, Canada, 9.6%; Savigny, France, 16.4%;
United States, 17.1%; Christchurch, New Zealand, 11.6%; Korea, 2.9% (Weissman et al.,
1996; Kessler et al., 1994),

Rates of Minority Mental Illness

In attempting to understand the impact of cultural factors on mental illness, a common
research strategy has been to describe the distribution of mental illness across different
racial and ethnic categories. In the early part of this century, data based on hospital and
clinic admissions and treatment were used to draw conclusions about the prevalence and
type of mental disorders found in ethnic and racial minority communities. Using a treated-
case-method approach, late nineteenth- and early twentieth-century research consistently
reported a high prevalence rate of schizophrenia among African Americans (Bell & Mehta,
1980). Reportedly low rates of depression were explained as African Americans lacking
the psychic makeup to experience sadness and depression (Bevis, 1921). Conversely, other
research suggests that repeated misdiagnosis of African Americans led to higher rates of
schizophrenia and lower rates of affective disorders (Bell & Mehta, 1980; Jones & Gray,
1986; Simon, 1973; Spitzer, Endicott, & Robins, 1978).

Although African Americans were reported to have high rates of mental illness, Asian
Americans were described as a relatively problem-free population (Kimmich, 1960; Kitano
1962; Sue & McKinney, 1975; Yamamoto, James, & Palley, 1968). Findings from these
studies supported a belief that Asian Americans had lower rates of mental disorders than
most other groups in the United States, including Euro-Americans.

The rates of mental illness for nonwhite Hispanic groups vary widely, and it is often
unclear if these rates of mental illness are similar to or different from other groups (Martinez,
1993). Data are mixed and sometimes contradictory on nonwhite Hispanic rates of mental
illness (Vega & Miranda, 1985). Research has indicated lower, similar, and higher rates of
overall and specific disorders (Jaco, 1960; Malzberg & Lee, 1956; Vega & Miranda, 1985).

Treatment data, however, have been criticized for not adequately reporting true preva-
lence rates. For example, researchers have repeatedly demonstrated the underutilization of
mental health services by some ethnic minority group members, whereas others have ques-
tioned the validity of clinical diagnosis (Jones & Gray, 1986, Rogler, Malgady, & Rodriquez,
1989; Sue & Morishima, 1982).

AFrRICAN AMERICANS. By the middle of the twentieth century, survey research became a
more prominent means of documenting the level of treated and untreated cases of mental
iliness in communities. A shift from treated populations to community surveys brought
with it contradictions of earlier assumptions and understanding of ethnic and racial minori-
ties. For example, unlike the wide discrepancies found in treatment data between African
Americans and whites, community surveys demonstrate only modest or no differences in
diagnostic disorders (Adebimpe, 1994).

Unlike rates under treatment data, Epidemiologic Catchment Area study (ECA) data
showed no differences in the rates of schizophrenia between whites and African Americans
after controlling for age, sex, socioeconomic status, and marital status (Adebimpe 1994).
Adebimpe suggests that the disparity in findings found between community and treated
samples can be attributed to an interaction between racism, sociodemographic, and experi-
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ential differences between whites and African Americans that necessarily affect treatment.
For example, racial stereotypes and assumptions about African Americans have resulted in
this history of receiving more severe diagnoses misdiagnosis, and differential treatment
than whites (Adebimpe, 1994). The ECA study also found that African Americans had
higher 6-month prevalence rates of cognitive impairment, drug abuse, panic attacks, and
phobia (Griffith and Baker, 1993, p.152). Griffith and Baker caution that significantly higher
cognitive impairment may be related to substance abuse, anxiety disorders, panic attacks,
and other medical problems. Although the ECA offers new information about the preva-
lence and types of mental disorders experienced by African Americans, Williams (1986)
warns that the ECA sampling methodology significantly undersampled middle- and upper-
income African Americans, seriously limiting the extent to which the study’s findings can
be generalized.

Within-group variability has been generally neglected in epidemiological research
with African Americans. Although stereotypes have led to an assumption that the majority
of African Americans are poor and disadvantaged, about 10% are found in the upper classes
and approximately 40% are middle class (Sue & Sue, 1990). Differences between Euro-
American and African American rates of psychiatric illness are typically attributed to race.
In a review of community surveys on African American mental disorders, Williams (1986)
concluded that most findings of racial differences can be accounted for by socioeconomic
variables. However, the fact remains that African Americans are overrepresented in lower
socioeconomic levels, and, as such, may be more vulnerable to stressors linked to psycho-
logical distress. In an analysis of 21 cross-national studies, including the United States,
Dohrenwend et al. (1980) concluded that the severest psychopathology is twice as com-
mon in lower socioeconomic classes.

AsIAN AMERICANS, Asian Americans were not specifically recruited for inclusion in the
ECA study. However, the notion that Asian Americans are generally well adjusted and
problem free has been challenged by other research (Sue & Sue, 1974). Low utilization
rates are not necessarily indicative of low prevalence rates, but may be a reflection of
cultural factors, such as a stigma associated with perceptions of mental illness, the pres-
ence of family support, cultural incompatibility of Western forms of treatment, and differ-
ential meanings associated with mental illness. Uba (1994) conducted an extensive review
of the research literature on Asian American emotional distress and concluded that Asian
Americans have a rate of mental illness higher or equal to Euro-American rates. In addi-
tion, variations in rates and types of mental disorders vary across the numerous subgroups
that comprise the Asian American category. For example, Southeast Asians have higher
rates of posttraumatic stress syndromes than other Asian American groups, whereas Fili-
pino Americans reportedly have higher rates of depression than most other Asian groups
(Kuo, 1984) and the general population (Tompar-Tiu & Sustento-Seneriches, 1994).

NATIONAL COMORBIDITY STUDY AND
ETHNIC AND RACTAL MINORITIES

A decade after the ECA study, the National Comorbidity Survey (NCS), another large-
scale psychiatric epidemiological survey was launched (see Chapter 7). It was the first time
that a structured interview schedule, the Composite International Diagnostic Interview (CIDI;
World Health Organization 1990) was used on noninstitutionalized random sample of the
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national population. The CIDI is based on DSM-III-R nosology because revisions to what
would become DSM-1IV were still in progress at the time. Spanning 17 months of lay inter-
views across the 48 contiguous states, the NCS looked at the comorbidity of substance
disorders and nonsubstance psychiatric disorders (Kessler et al., 1994).

Kessler et al. (1994) reported a 48% lifetime prevalence of one or more psychiatric
disorders (i.e., affective, anxiety, substance use, and other disorders) (see Chapter 7). Mean-
while, nearly 30% had at least one disorder within the past 12 months. Major depressive
episode (17.1%), alcohol dependence (14.1%), social phobia (13.3%), and simple phobia
(11.3%) had the highest lifetime prevalence rates. Of those with a history of mental disor-
der (48%), more than half (56%) had two or more DSM-III-R disorders. Overall, NCS
findings were similar to those reported from the ECA study, although the NCS rates are
generally higher in the absolute.

However, notable differences emerged between the two studies in relation to race.
Controlling for age, income, and education, Kessler divided race into four categories—
“white,” “black,” “Hispanic” and “other”—and found that blacks were 50% less likely than
whites to have had any kind of disorder within their lifetime or within the past year. Hispan-
ics, on the other hand, showed no significant differences in lifetime or 12-month preva-
lence of any disorder compared to non-Hispanic whites. Neither the ECA nor NCS studies
actively focused on Asian Americans.

Mexican Americans

Until recently, the ECA project was considered one of the most sophisticated and compre-
hensive in epidemiological research on Mexican American mental illness. Findings showed
that Mexican Americans and non-Hispanic whites in Los Angeles were very similar across
selected mental disorders, whereas whites had higher rates of drug abuse/dependency (Karno
etal., 1987). Research has been mixed about the role of immigrant status on psychological
distress and mental illness. Some studies have reported a greater vulnerability toward men-
tal distress by immigrants than nonimmigrants, whereas others have concluded the oppo-
site (Burnam, Hough, Karno, Escobar, & Telles, 1987; Rogler, Cortes, & Malgady 1991;
Warhiet, Vega, Auth, & Meinhardt, 1985).

The ECA data suggest that structural and cultural factors play a powerful role in shap-
ing rates of mental illness. Burnam et al. (1987) examined the relationship of acculturation,
mental disorder, and immigrant status. Mexican Americans who were native born and highly
acculturated had the highest lifetime prevalence rates across five disorders: major depres-
sion, dysthymia, phobia and alcohol and drug abuse/dependence. Immigrant Mexican
Americans had lower prevalence of major depression and drug abuse/dependency than
nonwhite Hispanics, whereas native Mexican Americans had higher prevalence than non-
Hispanic whites of dysthymia, phobia, and alcohol abuse/dependency. The differential rate
of mental distress between native born and immigrant groups has been attributed to struc-
tural and cultural factors, including an association between acculturation and a sense of
status deprivation; selective immigration, with the disproportionate immigration of the most
healthy individuals (Burnam et al., 1987); and, traditional cultural factors, such as strong
family cohesiveness and support, and perceptions of mental illness (Shuval, 1982). Al-
though these explanations point out important differences among Mexican Americans re-
lated to acculturation, they do little to advance an understanding of the cultural sources for
these differences. In research with ethnic minorities, acculturation has been used to mea-
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sured either the extent to which one has learned a new culture or the psychological changes
experienced by the individual as a result of being in contact with other cultures and partici-
pating in the process of acculturation. Thus, the operationalization of acculturation as a
social learning or psychological construct does not directly measure culturally related fac-
tors.

Explanations of Group Differences

Generally, there appear to be both similarities and differences across racial and ethnic
categories. Differential rates between groups and within groups indicate a need to examine
cultural and structural factors. When group differences are found, cultural explanations are
often neglected in favor of explanations based on ethnic or racial differences, or factors
related to cultural conflict. For example, differences in levels of acculturation have been
used to explain greater immigrant vulnerability to psychological distress such as depres-
sion (Vega, Warheit, Auth, & Meinhardt, 1984), adjustment problems (Abe & Zane, 1990),
and unhappiness (Padilla, Alvarez, & Lindholm, 1986). Conversely, recent data have indi-
cated that immigrants have less psychological distress and mental disorders than their na-
tive-born cohorts. However, little is known about how the acculturation process creates
psychological distress, nor is it clear whether acculturation protects individuals or makes
them more vulnerable to mental disorders. Generally, level of acculturation does not com-
municate much information except to point out that people come from different cultures
and describe the extent to which they hold on to traditional ways. Minimal information is
revealed on the sources of cultural differences and how cultural content affects the etiol-
ogy, expression, and treatment of mental disorders. Research on ethnic and racial minori-
ties has tended to superimpose empirically untested cultural descriptions of a group onto
findings in an attempt to understand and explain observed ethnic and racial differences in
rates of mental disorders. For the most part, cultural factors are not directly examined but
are inferred. Thus, we are left to speculate about the role of culture in mental disorders and
how culture affects rates of mental illness for ethnic and racial minorities.

Figure 2.1 illustrates the two models of mental health research with ethnic and racial
minorities discussed earlier. The conventional model examines how social factors directly
affect mental health outcomes, unless the elaborated model allows for the integration of
social, structural, and cultural factors. The conventional model is based on an assumption
that one’s place in society, such as membership in ethnic minority group, or as immigrant,
is analogous with cultural factors such as beliefs, attitudes, and values, and as such can
predict the expression, response, and prevalence of psychological distress and psychopa-
thology. An empirical examination of the direct effect of cultural variables on mental health
outcomes is oftentimes circumvented and replaced with conceptual descriptions of a group’s
culture. One problem with this approach is that we lose sight of the fact that cultural factors
are only inferred and are not empirically based. The conventional model also assumes that
all individuals within a particular category are similar based on their shared membership.
For example, research has tended to focus on four general ethnic minority categories. How-
ever, each category is comprised of within group differences that may conceal more than
they inform (Takeuchi, Uehara, & Maramba, 1997). The category Asian American encom-
passes numerous subgroups with distinct cultural, educational, historical, and socioeco-
nomic differences. The elaborated model proposes to directly examine cultural factors and
their impact on mental health outcome, while continuing to include social factors.
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FiGure 2.1. Conventional and Elaborated Explanations of Culture and Mental Illness

CULTURAL THEMES

Two major themes emerge from the literature examining ethnic and racial group differ-
ences in psychopathology: structural factors and cultural factors. Social structural factors
can enhance or constrain the manner in which cultures express distress (Linsky, Bachman,
& Straus 1995). Although a number of channels of expression for psychiatric distress may
exist universally, whether a society is individualistic or collectivistic, for example, could
pave specific pathways and affect the manifestation of symptoms. A study of the Hutterites
in North America illustrates how structural factors influence the expression of mental ill-
ness. Alternately, cultural factors may also influence modes of expressing mental illness
such that these modes are more acceptable in some groups than others. The preference of
the Chinese for a clinical diagnosis of “neurasthenia” as opposed to depression, for ex-
ample, illustrates how culture affects the manner in which individuals present psychologi-
cal distress. The next two sections will briefly discuss the Hutterite and Chinese cultures to
iliustrate these two themes.

The Hutterites

The Hutterites are members of the Anabaptist sect that originated in Central Europe during
the sixteenth century. Severe religious persecution in 1565 drove them out from Moravia (a
geographic region in the former Czechoslovakia) and into other countries, including the
Ukraine. A large number of Hutterites eventually migrated to the United States beginning
in 1874, and in 1918 to Canada, where they have remained in religious communes. As a
socially (and genetically) homogeneous group, the Hutterites provide an interesting insight
into the effects of sociostructural factors on mental health.

An NIMH-funded study on the Hutterites conducted in the early 1950s by sociologist
Joseph Eaton, in collaboration with psychiatrist Robert Weil, showed high rates of psycho-
ses (Eaton & Weil, 1955). This finding was unexpected. After a thorough investigation,
Eaton claimed that “the Hutterite way of life, despite the good mental health reputation of
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its members, provides no immunity from severe psychiatric disorders” (p. 53). The sect
ranked third among nine other groups (e.g., an urban district in Baltimore, an arctic village
in Norway, Williamson County in Tennessee). But rather than interpret the results as in-
dicative of the Hutterites’ proneness to psychotic illness, Eaton was more inclined to pro-
pose that the high expectancy ratio was “a function of the thoroughness of the survey meth-
ods” (p. 76). Since methodology has often been a source of disagreement among researchers,
it is indeed relevant to meaningful comparisons of diverse groups. However, the various
rates presented by Eaton in his analyses, and results of more recent cross-national studies,
highlight a more striking observation: Culture has a profound impact on the expression and
interpretation of psychological distress, which manifests in the different rates that have
been reported in the psychiatric epidemiological literature.

Eaton and Weil (1955) found a lifetime morbidity of 199 in a population of 8,542, or
one case per 43 Hutterites. A breakdown of the diagnostic categories revealed that 74% of
psychotic cases (n = 53), were of the manic-depressive kind. These 39 Hutterites showed
psychotic symptomatology characterized by a depressed mood with “mental and motor
retardation, perplexity, or agitation” (p. 100). Meanwhile, other categories were discov-
ered to be much less prevalent than manic-depressive reaction. A recent reanalysis of Eaton’s
data by Torrey (1995) using DSM-III-R criteria showed strikingly low rates of schizophre-
nia (0.9 per 1,000) and bipolar disorder (0.6 per 1,000). Thirty-two (3.7 per 1,000) were
rediagnosed with major depression.'

That depression among Hutterites is four times more prevalent than schizophrenia
and six times more common than bipolar disorder brings some intriguing questions to the
fore: What is it in the Hutterite way of life that contributes in the expression of psychologi-
cal distress, specifically depression? How does a Hutterite view her or his depressive con-
dition?

Hutterites reside in agricultural colonies called Bruderhdfe, and practice a highly con-
servative, Christian way of life. They are isolated from more modern communities sur-
rounding their enclaves, decline involvement in political issues, and are strict pacifists.
Crime is almost unheard of and transgressions against one another are highly discouraged.
The collectivistic orientation of this society requires every individual, child or adult, to
give up selfish motives for the good of the group. Thus, a theocratic system coupled with a
heavy emphasis on collectivistic values work hand in hand in the formation of a Hutterite
culture.

The Hutterites’ religious orthodoxy influences this group’s depressive symptomatol-
ogy. Eaton and Weil (1955) observed that “the content of the delusions and the verbal
production [seemed] to be greatly colored by their notion that their disorder [was] a spiri-
tual or religious trial by God” (p. 101). The Hutterites referred to depression as Anfechtung,
meaning “temptation by the devil” (p. 101). It was believed that Anfechtung befalls “good
people” (p.102); hence, its victims did not need to feel stigmatized for having the disease.
Despite the supportive atmosphere in the colonies, the depressives nevertheless experi-
enced a loss of self-esteem and felt sinful. Eaton claimed that “the culture of a Hutterite
village [was] conducive to the development of such sentiments” (pp. 105-106).

Psychoanalytical theories and research on anger and its relationship to mental health

! At the time of Eaton’s study, individuals who have had an episode of depression of any state (mild, acute, or
depressive stupor), may be diagnosed with manic-depressive psychosis without having a prior history of
manic attacks. Conversely, it could also be used on individuals who have had manic attacks only. Torrey’s
(1995) reanalysis using DSM-III-R criteria reflects the breakdown of Eaton’s single category into three sepa-
rate diagnoses—schizophrenia, bipolar disorder, and major depression.
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may provide some insight into the high prevalence of depression among the Hutterites.
Abraham (1927) attributed depression to repressed violence, and Freud (1993) conceptu-
alized it as anger turned inward. Modern theories of depression suggest a similar causal
link (White, 1977). A number of empirical studies have indeed found a positive correlation
between suppressed anger and depression (Biaggio & Godwin 1987; Moore & Paolillo
1984; Riley, Treiber, & Woods 1989; Clay, Anderson, & Dixon 1993).

Laden with guilt for experiencing a socially unacceptable emotion such as anger, a
Hutterite who has been conditioned to control overt display of a basic human emotion has
little choice but to internalize her or his aggression. In addition, Hutterites are socialized at
an early age to find guilt within themselves instead of their brethren (Eaton & Weil, 1955,
p. 86). Not surprisingly, Eaton found that among the manic-depressives in the sect, only a
few expressed verbal threats, and there were no incidents involving physical injury. Thus,
the Hutterites’ constant suppression of aggressive impulses to maintain group harmony
may have drastic repercussions on their mental health.

That depression was found to be a common reaction to the Hutterite way of life is a
classic example of culture’s profound influence on the ways individuals respond to their
environment. Thus, the context in which mental disorders appear should be treated with
equal gravity as their prevalence. This concept has been clearly elucidated by Bales (1946)
in his attempt to identify the social structural factors that influence rates of alcoholism
within society. He suggested that (1) levels of stress or “inner tensions”; (2) societal atti-
tudes toward drinking (abstinence, ritualistic, “social drinking,” utilitarian); and (3) the
availability of means other than drinking to relieve stress work simultaneously and may
have differential effects in any particular culture. In a recent study testing Bales’s theory,
Linsky et al. (1995) found that levels of societal stress and degree of permissiveness to-
ward drinking were correlated with indicators of alcohol problems (death rate from cirrho-
sis and average consumption of alcohol) at the state level of analysis. These results support
Bales’s theory and further emphasize the importance of cultures and social structures in the
expression of mental disorders.

The Chinese

Neurasthenia. Numerous studies on depression among the Chinese have verified the
prominence of somatic complaints presented by depressive individuais (Cheung, Bernard,
& Waldmann, 1981; Kleinman, 1977, 1980, 1982; Marsella, Kinzie, & Gordon, 1973;
Tseng, 1975). Chinese depressive symptomatology is markedly different from the affective
and dysphoric manifestations of the disorder that are more common in the West. Lin (1982)
remarks that “one may even wonder if one is not looking at a distinctly different illness” (p.
240). Additionally, results of these studies reveal significantly lower prevalence rates of
depression among the Chinese compared with Western populations. However, some re-
searchers ascribe these findings to culturally biased diagnostic criteria being used inappro-
priately in these epidemiological studies (Kleinman, 1977; Lin, 1982; Zhang, 1995). Thus,
Chinese depressives whose primary symptoms are somatic are systematically being
undercounted as a result of using culturally irrelevant instruments. Kleinman (1977) refers
to this error as “category fallacy,” a major source of error in the interpretation of cross-
cultural epidemiological studies.

Although major depressive disorder has been found to have low prevalence among
the Chinese, researchers have reported high rates of “neurasthenia.” Furthermore, the dis-
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order also appears to be the most common clinical diagnosis in this population (Cheung,
1989; Ming-Yuan, 1989). A term introduced by American neurologist George Beard in
1869, neurasthenia’s symptoms include physical and mental fatigue, memory loss, insom-
nia, palpitations, dizziness, hypochondriasis, depressed mood, phobias, and headache—to
name but a few of the 70 some symptoms described by Beard (1880). From the late 1800s
until the mid-1900s, neurasthenia became a popular diagnosis worldwide. It gradually lost
its foothold in the psychiatric community when biological etiologies failed to explain the
constellation of neurasthenic manifestations and its symptoms overlapped with newly de-
veloped categories (e.g., depressive, anxiety, and somatoform disorders). Despite the APA’s
decision to exclude neurasthenia in DSM-III (and in subsequent editions), it has remained
an indispensable category in the Chinese psychiatric nosology. Instead of concurring with
Kleinman’s (1986) conclusion that neurasthenia is but “a culturally salient form of chronic
somatization that acts as a final common pathway for several distinctive types of pathol-
ogy, of which major depressive disorder is the principal disease” (p.165), some researchers
maintain that neurasthenia should be kept a separate construct, not a subtype of depression
(Ming-Yuan, 1989; Yan, 1989; Young, 1989). Young (1989) asserts that “the elimination of
the category only indicates change of diagnostic concept without definite direction”
(p. 138).

In addition to the narrowly defined depressive criteria that are built into research
instruments, unique aspects of the Chinese culture may mask depression altogether, thereby
favoring the diagnosis of neurasthenia. Language, absence of body—mind dualism, shame
and loss of face, family privacy issues, and a somatopsychic orientation of traditional Chi-
nese medicine are factors that have been repeatedly cited in the literature (Draguns, 1996;
Lin, 1985). As a “nosological dilemma,” Rin and Huang (1989) have found that the diag-
nosis of neurasthenia is preferred by patients because it does not carry the stigma that is
often associated with mental disorders. Consequently, clinicians favor using neurasthenia
to establish rapport with their clients and their family.

Neurasthenia is a culturally sanctioned disease category among the Chinese. More-
over, its status as a “heterogeneous disease” (Yan, 1989) clearly warrants further investiga-
tion. Thus, it may be premature to jettison this disorder given the repercussions it may have
on future cross-cultural comparisons.

CONCLUSIONS

The effect of culture on the expression and prevalence of mental illness has been relatively
ignored in epidemiological research. As discussed earlier, culture is typically addressed
only indirectly with the proxies of ethnic and racial categories, immigration, and accultura-
tion. This approach precludes a direct examination of cultural and structural explanations.
Using ethnic and racial categories to imply cultural explanations tells us little about how
culture shapes the perceptions, expression, and responses to mental illness. In the future,
studies must begin to develop and include measures that function to directly assess the
multiple facets of culture.

Figure 2.2 depicts a working illustration of the elaborated model that integrates social
factors and directly examines the effect of cultural variables on mental health outcome.

For example, using the construct of individualism—collectivism, Triandis (1993) pro-
posed that mental health and psychological well-being are associated with an individual’s
set of cultural values and beliefs. The construct of individualism~collectivism is defined as
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Ficure 2.2. Cultural Explanation of Responses to Mental Illness among Asians

a cultural syndrome such as shared beliefs, attitudes, norms, roles, and values organized
around a theme that is manifested in individual and group behavior. Individualism empha-
sizes autonomy, with personal goals taking precedence over group goals. Collectivism, in
contrast, makes minimal distinction between personal and group goals. Collectivists will
not generally perceive individual personal problems as sufficiently important reasons to
seek professional help (Tracey, Leong, & Glidden, 1986). They tend to rely on collective
forms of coping that make facing life’s challenges more manageable (Kashima & Triandis,
1986). Collective coping may help to explain why some ethnic groups seemingly underutilize
mental health services and instead, rely on family members to care for mentally ill rela-
tives. The measure of individualism—collectivism goes beyond ethnic and racial categories
to an in-depth examination of underlying cultural structures that affect perceptions, expres-
sion, and response to mental disorders.

Another example of a culturally specific construct is “loss of face.” Defined within
the context of an individual’s strong identification with a specific collective, “loss of face”
pertains to “a threat [to] or loss of one’s social integrity” (Zane, 1993, p. 1). Extant litera-
ture on Asian culture has consistently alluded to or directly identified loss of face as an
important construct in social dynamics. In examining various putative factors that prevent
Asian Americans from seeking treatment for substance abuse, loss of face to the family and
the ethnic community has been recognized as a significant cultural component (Ja & Aoki,
1993). As illustrated in Figure 2.2, cultural constructs should serve a key function when
probing for unique explanations and causations in mental health research in areas such as
modes of expression, social reactions, help-seeking behaviors, and the utilization of ser-
vices.

In addition to a direct examination of the structural and cultural variables discussed
earlier, the predictive ability of an elaborated model requires that outcome measures be
culturally appropriate and relevant. Epidemiological research has tended to examine West-
ern conceptualizations of mental disorders. Social and cultural explanations of mental dis-
orders may not be consistent with the psychiatric tendency to focus on standardized, dis-
crete classifications of mental disorders. Examining symptoms or clusters of symptoms
based on Western conceptualizations of mental disorders or psychological distress may not
be valid for use with ethnic and racial minorities (Rogler et al., 1989). The symptoms
chosen as indicators of the various mental disorders may not represent the experiences of
some groups. For example, exposure to stress can affect groups in different ways. Recent
immigrants may respond to distress in ways that are similar to those found in their country
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of origin. Statistical equivalence-of-scale measures between groups do not necessarily trans-
late into conceptual equivalence (Vernon & Roberts, 1982). Measurement error may occur,
because the symptoms that comprise diagnostic categories may be interpreted differently
across different groups. It may prove useful to consider constructs that are common in
other cultures (e.g., susto for Mexicans and neurasthenia for the Chinese), because varia-
tions in rates of mental illness may reflect differences in how an immigrant group per-
ceives, experiences, and expresses psychological distress.

Rates of mental disorders may be affected by the types and number of outcomes used
in epidemiological research. By expanding the spectrum of outcomes measured, we could
gain a better understanding of the cultural and structural factors that account for variation
in rates of mental illness. The recent ECA study left out the majority of DSM-III diagnostic
categories, leaving us to speculate on possible alternative expressions of psychological
distress. The inclusion of multiple outcomes may avoid biased over- or underreporting of
mental disorders. Fabrega, Rubel, and Wallace (1967) reported Mexican American gender
differences in the expression of internalized distress. Women tended to express their dis-
tress as depression and anxiety, whereas men used alcohol and aggressive behavior, Exam-
ining recent ECA data, Aneshensel, Rutter, and Lachenbruch (1991) demonstrated that
gender differences in the expression of stress are disorder-specific and that there is no
difference between men and women’s vulnerability to stress. Stress exposure was related to
depression for women and to substance use for men. If only depression had been measured,
the findings would have led to an incorrect conclusion that women were more vulnerable to
stress than men. The extension of this issue to race, ethnicity, and cultural groups is self-
evident.

Rates of mental disorders may also be affected by a group’s cultural perceptions,
attitudes, and beliefs regarding mental illness through the methods of data collection. For
example, loss of face may result in a response bias to Western concepts of psychological
distress, resulting in the underreporting of mental disorders. Similarly, overreporting re-
sults biases findings when excessively compliant respondents answer questions regarding
their mental health status (Rogler et al.,1989).

Since each group constitutes a unique set of social and cultural structures and beliefs,
mental illness will be processed differently with concomitant variances in rates of psycho-
pathology, treatments, and outcomes. Ethnocentric cultural assumptions about abnormal
behavior and symptoms make it difficult to accurately assess true differences in mental
disorders across groups or culturally influenced expressions of psychological distress (Good
& Good, 1986). It may be more helpful to examine the level of functioning, such as daily
routines that are related to definitions of normal and abnormal behavior, within a particular
culture, along with assessing the individual’s ability to fulfill culturally specific psycho-
logical, social and occupational role expectations (see Waxler 1974). Without fully reject-
ing a biological basis of mental illness, evaluating the individual’s level of functioning
incorporates the structural and cultural context of mental illness (Lemert 1951). It also
redirects the focus of attention from the individual to society by viewing mental illness as
the product of a process of societal interaction and reaction. This perspective represents a
person-in-environment model that integrates biomedical, sociostructural, and cultural fac-
tors.

Epidemiological studies are especially vulnerable to problems of instrument validity
and cultural biases in the reporting and understanding of mental illness among ethnic and
racial minority groups. Current epidemiological studies, with a reliance on traditional meth-
odologies, will do little to unravel the sources of variations in rates of mental disorders.
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Until these issues are addressed, it is not clear if findings represent a biased or valid report
of psychological distress and mental illness. Extant literature strongly suggests the promi-
nent role of culture in the perception, experience, response, treatment, and outcome of
mental illness. Along with a biomedical perspective, epidemiological research on mental
disorders needs to include a person-in-environment perspective that more accurately rep-
resents the reality of ethnic and racial minorities. Because of the nature of their methods,
researchers using large-scale epidemiological studies will have difficulties in fully under-
standing the cultural factors that help to explain the distribution of mental illness. If the
intent is to understand reasons for ethnic differences in rates of mental illness or more
systematically understand cultural factors, it may be prudent in the future to supplement
large scale community surveys with more ethnographic investigations and/or in-depth in-
terviews. By incorporating and integrating different approaches to the study of culture, we
will have a more complete grasp of the cultural contexts that so profoundly shape and
affect people’s lives.
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CHAPTER 3

Mental Iliness
as Psychiatric Disorder

MARTHA LIVINGSTON BRUCE

INTRODUCTION

To the sociologist, perhaps the single most important characteristic of the psychiatric per-
spective is that psychiatry views mental illness as a real illness, as distinct from being a
socially constructed myth. Whereas some social perspectives might argue that “mental
illness” is a label applied by society or social groups to subsets of unusual, unappealing, or
disruptive behaviors and feelings, the psychiatric perspective would argue that these be-
haviors and feelings are themselves the signs and symptoms of true underlying disease or
disorder states. Psychiatry uses the term mental illness for a spectrum of syndromes that
are classified by clusters of symptoms and behaviors considered clinically meaningful in
terms of course, outcome, and response to treatment. The purpose of this chapter is to
describe how psychiatry defines and organizes these syndromes and to identify the kinds
of clinical features associated with the syndromes most relevant to sociological inquiry.
The overall goal is to show how the psychiatric perspective of mental illness encompasses
more than a single dichotomous category—indeed, even more than a series of dichoto-
mous diagnoses—for use as outcome variables. Rather, psychiatric notions of heterogene-
ity along a number of clinical axes within and among psychiatric disorders offer consider-
able richness to a sociological understanding of the risks and outcomes of mental illness.
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Modern psychiatry’s conceptualization of mental iliness as disease or disorder has
found increasing support in recent years because of evidence of genetic or biological risk
factors and of physiological mechanisms (as indicated by brain scans, blood levels, and
response to pharmacotherapy). The medical model of mental illness has ramifications for
how individuals with psychiatric disorder are viewed by others. By suffering a disease or
disorder, persons with mental illness become eligible for what sociologists call the “sick
role.” In the sick role, individuals are not considered personally responsible for their con-
dition. The sick role contrasts with other models of mental illness in which individuals can
elicit such pejorative labels as “bad,” “weak,” or “immoral” (Mechanic, 1978, 1995). The
power of a medical label for the public persona of mental illness is well understood by
advocacy groups, such as the National Alliance for the Mentally Iil, which prefers the even
more medically oriented term, brain disorder for psychiatric problems. At the same time,
evidence of the contribution of personal behavior (e.g., smoking, exercise, sexual practice,
and diet) in the risk of cancer, hypertension, AIDS, and numerous other diseases diffuses
boundaries between personal responsibility and disease risk even within the medical model.
From that perspective, labeling behaviorally linked conditions such as alcohol dependence
or drug abuse as psychiatric disorders becomes somewhat more consistent with the current
medical model of disease than sometimes argued (see below).

Psychiatry’s medical model of disease by no means negates the role of social factors
in the study of mental illness. First, the sociologist’s task of determining how and to what
extent social factors contribute to, modify, or mediate the risk, course, and outcomes of
psychiatric disorders is arguably easier when biological factors are better defined and mea-
sured. Second, the medical model’s classification of persons with mental illness as having
a disease or disorder places an obligation on society to care for those persons, and an
obligation on persons with the illness to accept the privileges and constraints of such care.
Sociologists continue to investigate the extent to which the willingness and ability of social
groups to provide affordable and accessible care for persons with mental illness varies by
a range of social factors, including the characteristics of the group, the characteristics of
the individuals with the disorder, the kinds of treatment available, and the characteristics of
the disorder itself. For example, public acceptance of medication therapy for major depres-
sion has increased rapidly in the past decade with the introduction of a class of antidepres-
sants that are easier to use and have fewer side effects. Yet, as noted later, younger adults
with major depression are more likely to be treated than older adults with major depres-
sion, in part because of the public perception that depression is an expected and therefore
normal consequence of aging. Finally, the extent to which a person with a history of mental
illness can function in society is an inherently sociological question, as any society can
choose or not choose to structure itself in such a way as to facilitate housing, jobs, and
companionship for persons with a wide range of capacities and needs. For example, vari-
ous social and medical trends, including the advent of more efficacious antipsychotic medi-
cations in the 1950s, the community mental health movement in the 1960s, and the rise in
managed care in the 1990s, have resulted in dramatically shortened hospital stays for per-
sons with even severe mental illness. These changes, however, have not necessarily been
mirrored by the development of sufficient treatment and support services for these indi-
viduals to maintain viable and productive lives in the community (Greenley, 1990).

The remainder of this chapter describes the psychiatric perspective of mental illness
in greater detail in order that this information can enrich sociological research on these and
other questions about mental illness. The chapter is organized into three major parts. The
first two parts describe how psychiatry classifies mental illness. The first part examines
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issues concerning the processes of classification and diagnosis that are particularly rel-
evant to sociology. The second part is a catalogue of major psychiatric diagnoses and their
criteria. This section may be particularly useful to readers unfamiliar with the fourth edi-
tion of the Diagnostic and Statistical Manual of Mental Disorders (DSM-1V; American
Psychiatric Association, 1994). Other readers may want to skip ahead to the final section,
a discussion of several other dimensions (labeled “clinical features™) of mental iliness, as
viewed from the psychiatric perspective, that are not often incorporated into sociological
studies of mental illness but have particular relevance to sociology.

PSYCHIATRY’S APPROACH TO CLASSIFYING MENTAL ILLNESS

Modern psychiatry justifies its conceptualization of mental illness as a disorder or disease
in great part by the extent to which reliable diagnoses are both possible and related to a
specific course, etiology, and response to treatment (Mechanic, 1978; Klerman, 1989).
The two major diagnostic systems are those of the American Psychiatric Association and
the World Health Organization as described in the DSM-IV, and the International Classifi-
cation of Disease (ICD-10; World Health Organization, 1990), respectively. These sys-
tems are purposefully similar. For the most part, these systems of modern psychiatry use
phenomenonology as their fundamental classification tool. Diagnoses form the major types
of category and are defined, in large part, by clusters of signs and symptoms that are
clinically meaningful in terms of personal distress, associated loss of functioning, or risk
of negative outcomes such as death, disability, or loss of independence. This section con-
siders some general caveats about this approach before reviewing the most sociologically
relevant diagnoses covered in DSM-IV.

This emphasis on phenomenology, as distinct from theories of etiology or other orga-
nizing principals, represents a change in modern psychiatry, codified in 1980 by DSM-III
(American Psychiatric Association, 1980; Rogler, 1997). The development of DSM-III re-
flected efforts of the research community to standardize diagnostic criteria. DSM-III drew
on, for example, the Research Diagnostic Criteria (RDC; Spitzer & Endicott, 1978) and
Feighner Criteria (Feighner et al., 1972) and corresponding research instruments. A goal of
DSM-III and its successors has been to encourage reliability in making psychiatric diag-
noses by providing operationalized criteria for both clinicians and researchers. The strength
of this approach is in offering a mechanism to increase the consistency with which diag-
noses are made across individual clients, clinicians, institutions, and geographic regions.
Reliability does not, of course, confer validity, and the emphasis on reliability has left
DSM-III and successors vulnerable to considerable criticism from a wide range of theoretical
perspectives (see Millon, 1983; Rogler, 1997). (See Chapter 5 for a discussion of the
interplay between reliability and validity in the assessment of mental health.)

To the sociologist, the potential pitfalls in relying on phenomenology to make psychi-
atric diagnoses are quite obvious. Even if we accept the psychiatric assumption that the
disorders are “real,” we also know that how individuals perceive, experience, and cope
with disease is based in large part on cultural explanations of sickness and expectation
about iliness behavior (Kleinman, Eisenberg, & Good, 1978). As culture is highly influen-
tial in shaping the subjective experience of disease, objective indicators of disease are only
imperfectly related to the reported subjective experience of the illness (Angel & Thoits,
1987). The lack of objective indicators has large implications for clinical and population-
based mental health research because assessment necessarily relies upon the individual’s
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self-reported appraisal of his or her own symptoms. These self-appraisals contribute di-
rectly or indirectly to virtually all mental health measures used in studies of the risk, help-
seeking behavior, treatment, and outcomes of health conditions.

The lack of correspondence between objective and subjective measures also has im-
plications for the accuracy of diagnoses made in clinical practice. For example, group
differences in the language used to express and give meaning to symptoms affect the
diagnostic process. Additional, perhaps more subtle, potential sources of bias are expecta-
tions of providers based on itrelevant characteristics of the patient, such as race and ethnicity,
socioeconomic status, age, or some combination of those characteristics. In the case of
depression, for example, providers often believe that depressive symptoms are normal
reactions to the stresses and losses associated with aging and low socioeconomic statuses.
The elderly and the poor, therefore, may be underdiagnosed (and underserved) because
their symptomatology is not seen as problematic. The problem arises in finding the right
line between “over medicalizing” what might be a normal reaction to these events and
conditions versus ignoring a debilitating yet treatable disease (NIH Consensus Develop-
ment Panel, 1992).

A second potential problem in the DSM’s phenomenological approach is the distinc-
tion between “mental” and “physical” conditions. In introducing its classification schema,
the authors of the DSM-IV acknowledge the problem in using the term mental disorder
with the implication of a distinction from physical disorders:

a compelling literature documents that there is much “physical” in “mental” disorders and much
“mental” in “physical” disorders. The problem raised by the term “mental” disorders has been
much clearer than its solution, and, unfortunately, the term persists in the title of DSM-IV be-
cause we have not found an appropriate substitute, (American Psychiatric Association, 1994, p.
Xxi).

Although DSM-1V relies heavily on phenomenology, differentiating “mental” from “physi-
cal” introduces decisions based on etiology. DSM-IV warns not to include symptoms that
are clearly due to a general medical condition, but does not explain how to accomplish this
task. This problem is especially difficult for disorders such as depression with high levels
of medical comorbidity and for the study of psychiatric disorders among the medically ill
(Katz, 1996). There is no gold standard, laboratory test, or methodology generally ac-
cepted by the field for distinguishing symptoms of depression from those associated with
medical illness. Cohen-Cole and Stoudemire (1987) differentiate four common approaches
to this problem: (1) Inclusive, when symptoms of depression are counted whether or not
they might be attributable to a primary physical problem, which increases sensitivity at the
expense of specificity; (2) Etiologic, when symptoms count toward the diagnosis of de-
pression only if they are not “caused” by physical illness, which is the approach stipulated
by DSM-1V and the decision rule for the assessment tools such as the Structured Clinical
Interview for Axis I DSM-IV Disorders (SCID; Spitzer, Gibbon, & Williams, 1995), al-
though neither explains how to accomplish this task; (3) Substitutive, when additional
psychological, affective, or cognitive symptoms are substituted for somatic symptoms in
making the diagnosis (e.g., Clark, Cavanaugh, & Gibbons, 1983); and (4) Exclusive, when
somatic items are eliminated from the existing criteria and the diagnosis is made on the
basis of nonsomatic symptoms. The strategy chosen has profound implications for the
estimated rates of disorder, especially in medically ill populations. For example, in a sample of
elderly medical inpatients, Koenig, George, Peterson, and Pieper (1997) report a twofold
difference (from 10.4% to 20.7%) in the prevalence rate of major depression depending
upon which of these strategies is used. Other potential sources of variation are the instru-
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ment used for making the diagnostic assessment and who determines the attribution of
symptoms to medical or mental etiology. In highly structured interviews, such as the Diag-
nostic Interview Schedule (DIS; Robins, Helzer, Ratcliff, & Seyfried, 1982), the interviewee
makes this decision, whereas in structured clinical interviews, such as the SCID (Spitzer et
al., 1995), the interviewer makes a clinical judgment.

Rates of medical illness are disproportionately high in older relative to younger adults,
making the likelihood that psychiatric symptoms will be misattributed to medical illness
highest in the elderly (Small, 1991). This problem is exacerbated by cohort differences in
the amount of stigma associated with mental health problems and psychiatry (Leaf, Bruce,
Tischler, & Holzer, 1987). Consequently, older individuals are more likely to interpret
symptoms of depression or anxiety as indicative of medical morbidity (Hasin & Link, 1988)
and to seek care from medical rather than mental health clinicians in response to these
symptoms (Leaf et al., 1988). These factors most likely contribute to the relatively low
correspondence between scoring high on a symptom assessment of depression or anxiety
and meeting diagnostic criteria for these disorders in older age groups compared to younger
age groups.

Although differences in classification criteria do not change the phenomena, or their
underlying condition per se, the label attached to these signs and symptoms has far reach-
ing implications. From the individuals’ perspective, the type of diagnosis given will affect
the type and range of formal medical or psychosocial treatment offered to them and the
expectations placed on them for physical, emotional, and functional recovery by clinicians,
family, friends, and employers. From society’s perspective, the type of diagnosis assigned
will affect findings generated from research on the risk, outcomes, and potential treatment
of these phenomena. These points concern not just the diagnostic decisions made in more
complex situations, such as medically ill patients, but for all psychiatric diagnoses. For
these reasons an understanding of the criteria currently used by psychiatry to diagnose
specific types of mental illness is an essential tool for any sociological investigation of
mental illness.

TYPES OF PSYCHIATRIC ILLNESS

This section briefly introduces the characteristics of the major psychiatric disorders com-
prised by DSM-IV. DSM-1IV attempts to describe the full range of psychiatric conditions,
referred to as diagnoses and their subtypes, using a system of mutually exclusive and jointly
exhaustive categories. DSM-1V’s categorical orientation and focus on diagnostic dichoto-
mous boundaries have drawn thoughtful criticism (Mirowsky & Ross, 1989; Rogler, 1997).
A major concern is the notion that a person either has or does not have a symptom, or that
a person either has or does not have a diagnosis. Critics argue that symptoms and condi-
tions rest on a continuum, with individual