
Cultural and sub-cultural definitions  
 
Conceptions of abnormality differ between cultures and this can have an 
enormous influence on the diagnosis and treatment of mental disorders. Sub-
cultural differences relating to ethnicity, social class or gender within our 
own culture, are also thought to influence diagnosis and treatment.  
 
Culture bound syndromes  
 
Some abnormalities, or disorders, are thought to be culture specific. For 
example, the disorder shenjing shuairuo (neurasthenia) accounts for more 
than half of psychiatric outpatients in China. It is listed in the second 
edition of the Chinese Classification of Mental Disorders (CCMD-2) but it is 
not included in the American diagnostic classification system for mental 
disorders (DSM) used in the western world. Tseng (1986) questions whether 
this reflects a high prevalence of the disorder in China, or whether it is 
merely related to diagnostic procedures. Many of the symptoms of 
neurasthenia listed in CCMD-2 are similar to the symptoms that would meet 
the criteria for a combination of a mood disorder and an anxiety disorder 
under the DSM-IV. The APA has now formally recognized culture-bound 
syndromes by including a separate listing in the appendix of DSM-IV (1994). 
However, as Fernando (1988) points out, many of these “exotic” conditions 
actually occur quite frequently, but as long as they are limited to other 
cultures then they will not be admitted into mainstream western 
classification. Western psychiatry maintains that most of these are merely 
variants of known syndromes and do not warrant new diagnostic entries.  
 
Depression, which is common in our own culture, appears to be absent in 
Asian cultures. In trying to understand the reason for this, it has been 
observed that Asian people tend to live within an extended family, which 
means that they have ready access to social support. However, as Rack 
(1982) points out, Asian doctors report that depression is equally common 
among Asians, but that Asians consult their doctor for physical problems only 
and rarely with emotional distress. They do not see this as the responsibility 
of the doctor and instead they tend to sort it out within the family. They 
might seek help for the physical symptoms of depression - such as tiredness, 
sleep disturbance and appetite disturbance - but would probably not mention 
their mood state.  
Socio-cultural differences in the prevalence of depression may, therefore, 
reflect the statistical likelihood of seeking professional help for emotional 
states.  
 



Leff argues that cultures vary in terms of their differentiation and 
communication of emotional terminology, and hence, in how they experience 
and express depression.  Kleinman writes: 
 

Depression experienced entirely as low back pain and depression 
experienced entirely as guilt-ridden existential despair are such 
substantially different forms of illness behaviour with distinctive 
symptoms, patterns of help seeking, and treatment responses that 
although the disease in each instance may be the same, the illness, not 
the disease, becomes the deteminative factor. And one might even ask if 
the disease even same? 
 

Marsella: depression takes a primarily affective form in individualistic 
cultures.  In these cultures feelings of loneliness and isolation dominate. In 
more collectivist societies, somatic symptoms such as headaches are 
dominant. Depressive symptom patterns differ across cultures because of 
cultural variation in sources of stress as well as resources for coping with 
the stress.  
 
Somatization: bodily complaints as expression of psychological distress. 
According to Lee, Chinese psychiatrists believe that Chinese people do not 
camouflage but readily reveal psychological symptoms within the context of 
a trusting doctor-patient relationship. The coexistence of psychological 
symptoms with physical symptoms is consonant with Chinese philosophy.  The 
Western society: mind-body dichotomy vs. Eastern concept of the balance of 
holism.  Isaac has argued that somatization is universal, it is just that the 
Western psychologists focus more on the psychological manifestations of 
illness.  
 
One of the major difficulties with studies using diagnostic data is that 
figures are based on hospital admissions, which may not reflect the true 
morbidity rates for particular ethnic groups or particular disorders. Low 
admission rates found in many minority ethnic groups may reflect cultural 
beliefs about mental health. Cohen (1988) explains that in India, mentally ill 
people are cursed and looked down on. Rack (1982) points out that in China, 
mental illness also carries a great stigma and therefore the Chinese are 
careful to label only those whose behaviour is indisputably psychotic (i.e. 
where thinking and emotion are so impaired that the individual is out of 
contact with reality). 
 
Culture bias in mental health  
 



Research statistics have shown that there are significant differences in the 
prevalence rates for mental disorders between different ethnic or cultural 
groups in Britain. For instance, there is an over-representation of black 
(African-Caribbean) immigrants among those diagnosed with schizophrenia, of 
between two to seven times the rate for whites (e.g. Cochrane 1977). 
Cochrane and Sashidharan (1995) claim that this does not appear to be 
confined to first generation immigrants because studies (e.g. Thomas et 
al.1993) indicate that, if anything, the relative risk may be greater in the 
second generation. In contrast, Cochrane (1983) reports that he has found 
rates of admission for schizophrenia among South Asians (from India, 
Pakistan, Bangladesh, and Hong Kong) to be comparable to whites. However, 
for less severe disorders, admission rates for South Asians and African-
Caribbeans were significantly less than for whites.  
 
An immediate explanation for these differences is that diagnostic figures 
merely reflect high or low morbidity rates for a particular disorder in the 
population of the country of origin. However, this cannot explain the high 
figures for schizophrenia diagnosis among African-Caribbeans in Britain 
because, as Cochrane (19S3) points out, this has not been found to the same 
extent anywhere else in the world. How, then, can these differential 
diagnoses be explained?  
 
Cultural stereotyping in British psychiatry  
 
Fernando (1988) claims that stereotyped ideas about race are inherent in 
British psychiatry. For example, there are stereotypes of black violence and 
the belief that blacks cannot use help and are therefore not suitable for 
open hospitals. Research has shown that the compulsory detaining of 
African-Caribbean patients in secure hospitals is higher than for any other 
group. Ineichen et al. (1984) examined hospital admissions in Bristol and found 
that non-white groups (West Indian plus other non-white) accounted for 32 
out of 89 compulsory admissions, but only 30 out of 175 voluntary admissions. 
In a survey conducted by McGovern and Cope (1987) on hospital-detained 
psychotic patients in Birmingham, it was found that two-thirds were African-
Caribbean (both migrants and British born), with the remaining one-third 
white and Asian.  
 
Culture 'blindness' in diagnosis  
 
Cochrane and Sashidharan (1995) point out that it is a common assumption 
that the behaviours of the white population are normative and that any 
deviation from this by another ethnic group reveals some racial or cultural 



pathology. Conversely, as Rack (1982) points out, if a member of a minority 
ethnic group exhibits a set of symptoms that is similar to that of a white 
British-born patient, then they are assumed to be suffering from the same 
disorder, which may not actually be the case. For example, within the 
culture of one ethnic group it might be regarded as normal to see or hear a 
deceased relative during the bereavement period. Under DSM-IV criteria this 
behaviour might be misdiagnosed as a symptom of a psychotic disorder. 
Cochrane and Sashidharan (1995) suggest that practitioners are almost 
forced into assuming that mental illnesses such as schizophrenia, depression 
and neurosis, which are commonly found in European patients, are also found 
in non-European patients. They claim, furthermore, that the system does not 
easily allow for other disorders to be identified, which do not conform to 
those recognized in white patients, because British psychiatry is 'shot 
through with Eurocentric bias'.  They claim that so-called 'culture bound 
syndromes' receive academic discussion, but they are doubtful that this 
influences clinical practices in GP surgeries or busy hospitals.  
 
Cross-Cultural Assessment  
 
Leff: ethnocentric bias of procedures, like the PSE.  In the psychiatric 
survey of the Yoruba in Nigeria, investigators had to supplement the PSE 
(Present State Examination, used in the diagnosis of schizophrenia), to include 
culture-specific compaints such as feeling an “expanded head” or “goose 
flesh.”  
 
Discuss Rwandan study on depression. 
 
The Child Behaviour Checklist - US children tend to exhibit higher levels of 
under-controlled behaviours (acting out) and lower level of over-controlled 
behaviours (internalizing) compared to children of collectivist cultures. A 
study that recruited American Indian (Dakota) parents to assess the 
acceptability and appropriateness of the CBCL in their culture found that 
some questions were difficult for the parents to answer because the 
questions did not take into account Dakotan cultural values or traditions, and 
because the parents believed their responses would be misinterpreted by 
members of the dominant culture who did not have a good understanding of 
the Dakotan culture.  
 
Higginbotham also suggests the importance of examining culturally 
sanctioned systems of healing and their influence on human behaviour.  
 



Evaluation of bilingual patients should really be done in both languages, 
preferably by a bilingual clinician or with the help of a trained mental 
health interpreter. Oquendo suggests that patients may use their second 
language as a form of resistance to avoid intense emotional responses.  
Treatment of Abnormal Behaviour 
 

The most recent attack in Chicago was not the first encounter my 
family and I have had with this type of spirit, a sprit we all Chia. We 
are susceptible to such attacks because we didn’t follow all the 
mourning rituals we should have when our parents died.  Because we 
didn’t properly honor their death, we have lost contact with their 
spirits, and thus we are left with no one to protect us from evil 
spirits.  (patient named Vang, a Hmong refugee) 
 

Therapists used a combination of western psychotherapy and indigenous 
healing practices in order to treat Vang successfully. 
 
In Malaysia, religion has been incorporated into psychotherapy. Integrating 
religious beliefs and behaviours, such as prayer and focusing on verses of the 
Koran that address “worry” are some techniques that have made 
psychotherapy culturally relevant.  
 
Verses from Taoist writings that highlight main principles, such as restricting 
selfish desires, learning how to be content, and learning to let go, are read 
and reflected on by the patient. A recent study found that this approach, 
called, Chinese Taoist cognitive psychotherapy, was more effect in the 
long-term reduction of anxiety disorders than treating the patients with 
medications. 
 
Al Mutlaq – identified several problems with group therapy in Arab Cultures 
 

 Had a difficult time viewing the group as therapeutic and not just as 
a social activity. 

 Strict gender roles 
 Tribal status  

 
Indigenous healing – encompasses therapeutic beliefs and practices that 
are rooted within a given culture.  A study of indigenous healing in 16 non-
Western countries identified several commonalities among indigenous 
practices. One was the heavy reliance on family and community networks.  
Another was the incorporation of traditional, spiritual, and religious beliefs 
as part of the treatment.  And lastly, the use of shamans in treatment.  



 
Naikan Therapy: involves a process of continuous meditation based upon 
highly structured instruction in self-observation and self-reflection. Patients 
are usually placed in a small sitting area and practice their meditations from 
early in the morning until the evening.  Interviewers come every 90 minutes 
to discuss progress, usually for about five minutes.  Patients are instructed 
to examine themselves severely, much as prosecutors would examine an 
accused prisoner. They are asked to mediate on several aspects of their 
relationships: what other people have done for them; what they have done 
for others; how they cause difficulties for others. 
 
Community psychologists go beyond the traditional focus of responding to 
a person’s distress on an individual level to include an analysis of mental 
health at the community level. Miller proposes a community-based treatment 
to complement traditional psychotherapy: 
 

The ecological model emphasized the relationships between people and 
the settings they live in; the identification of naturally occurring 
resources within the community that can promote healing and healthy 
adaptation; the enhancement of coping and adaptional strategies that 
enable an individual and community to respond effectively to stressful 
events and circumstances; and the development of collaborative, 
culturally grounded community interventions that actively involve 
community members in the process of solving their own problems. 
 

Testimonial therapy  
 
In his work with Bosnian refugees, Stevan Weine (1998) has employed 
testimony psychotherapy as means of helping patients overcome their PTSD. 
According to Weine, traditional treatment is said to work by deactivating 
“networks of fear” in the psyche.  Testimony is based on theories that 
consider collective traumatization to be at least as significant as individual 
traumatization. Bosnians approach matters of traumatization as a matter of 
collective as well as individual experience. What was targeted in the 
genocide was not only their individual lives, but also their collective way of 
life. 
 
An essential component of testimony therapy is the creation of an oral 
history archive to collect, study, and disseminate the survivors’ memories. 
This gives meaning and purpose to the experience of the survivor. Testimony 
therapy is integrative. It is an opportunity for the survivor to assimilate 
dissociated fragments of traumatic memory and to associate affective and 



cognitive aspects of the experience through the guidance of a therapist who 
has adequate knowledge of the historical events that the survivor has 
experienced. Testimony provides a time for an individual to look back over 
and reconsider his or her previous attitudes concerning ethnic identity, 
forgiveness, and violence. It also allows them to consider how their 
experience has affected how they feel about their lives today. For the 
survivor, the process of testimony permits the “entry into meaning.” 
 
In Weine's study, all patients were diagnosed by using the PTSD symptom 
scale, which had been translated into Bosnian and then back translated 
for accuracy. All testimonies were conducted in Bosnian, translated into 
English, and then translated back so that the interpreter and the survivor 
could together correct mistakes and add possible new recollections and 
details. The final document was given back to the survivor at the final 
session, and the survivor signed the document - verifying its accuracy. 
 
There are many survivors who are highly disinclined to seek or accept 
psychiatric treatment from a clinician but who would participate in testimony 
psychotherapy in the community. Weine found that the rate of PTSD 
decreased from 100% at pre-testimony to 75% post-testimony, 70% at 2-
month follow up, and 53% at 6-month follow-up. 


