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Abstract
This research addressed the causal beliefs about, and the help seeking preferences

for depression, held by 676 Chinese lay people from four distinct groups
(university, urban, rural and clinical), as well as the causal beliefs about
depression held by 98 Chinese health care professionals. The influence of factors
such as levels of depressive symptoms and clinical status on causal beliefs and
help seeking preferences was also examined. The results indicated that the
Chinese lay people and health care professionals surveyed in this study hold
similar and sophisticated psychosocial causal theories of depression that resemble
those held in the “West’, and that, in general, Chinese lay people favour

psychosocial interventions and self-help in overcoming depression.

A factor analysis of the 26 causal attributions studied revealed seven clearly
interpretable factors. These ‘Causal Factors’ were labelled; Biological/fartalistic,
Environmental stress—downtrodden, Family problems, ‘Lacks Inner Resources’,
Negative—depressing  influences,  Unfulfilled  Aspirations and Poor
Health/Environment. The Causal Factors receiving the highest endorsements in
the aetology of depression were ZLacks Inner Resources and ‘Family
problems’. A factor analysis of the 16 help seeking alternatives studied revealed
four clearly interpretable factors. These ‘Help Seeking Factors’ were labelled;
Traditional/Western medical, Supernatural/folk, Social support/self-help and
Mental health professional. The Help Seeking Factors receiving the highest
endorsements were ‘Social support/self-help’ and “Mental Health Professional’.
Strong positive correlations were found between the Causal Factors
‘Biological/fatalistic’ and ‘Poor Health/Environment’ and the Help Seeking
Factors “Traditional/Western medical’ and ‘Supernatural/folk’.
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There was also a significant effect of the level of depressive symptoms and
clinical status (whether or not subjects were in treatment for depression) on
subjects’ ratings of both causal beliefs and help seeking preferences. Weak, but
statistically significant, correlations were found betwéen the severity of
depressive symptoms and the ‘Supernatural/folk’ and the ‘Traditional/Western
medical’ help seeking factors. A moderate and negative correlation was found to
exist berween clinical status and the ‘Family problems’ causal factor. Clinical
status was moderately and posituvely correlated with the Mental health
professional and Traditional/Western medical help seeking factor.

The results are discussed with respect to understanding the nature and impact of
causal models of depression on help seeking with a view to better targeting of

interventions for depressed Chinese people.
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Chapter 1 - Introduction

For the thing which
I greatly feared is come upon me,
And that which I was afraid of
Is come unto me
I was not in safety, neither
had I rest, neither was I quier;
yet trouble came.

- Job (3:25, 26)

Thus opens William Styrone’s (1990) book ‘Darkness Visible: A Memoir of Madness’.
In this very poignant work Styrone detailed his personal struggle with depression. As
one of the most skilled and accomplished wordsmiths of the 20® Century, Styron
declared that he was unable to adequately convey the ravages of depression in his life
and in the lives of some of his close friends and colleagues. For people suffering from
depression and those close to them, this malady constitutes a2 major and potentially

devastating life event.

Depression causes incalculable personal devastation and incurs exorbitant social costs. It
can plunge families into despair and/or poverty, particularly if the principal sufferer is
the primary breadwinner. Helping professionals who deal with depressed patients will
attest to the zombie-esque transformation the disorder inflicts on its victims. Generally
speaking, depression’s ravages are proportional to the chronicity of the disorder.
However, even in an acute ‘first-episode’ of depression the end result can be suicide. If
suicide or spontaneous remission does not occur, and the depression is not properly
treated, the first-episode can represent the point of departure on a long downward spiral

1
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into chronicity. The paradox and promise resides in the fact that, while depression is a
potentially catastrophic crent, most cases are readily treatable with psychosocial and/or
pharmacological interventions. The key lies in early and effective intervention in the

form of education, diagnosis and appropriate treatment.

This raises the issue of how we facilitate early interventions. Early intervention requires
a proactive stance. In order to be proactive, we need to understand when, where and
how to intervene in the course of depression. To do this we need to understand the
beliefs that average people hold abour the disorder since these beliefs will influence
when, where and how (and indeed whether) victims of depression will seek help (Jack &
Williams, 1991). Education implies understanding current beliefs about depression:
which beliefs are adaptive and need to be reinforced, and which beliefs are maladaptive
and need to be modified (Antaki, & Brewin, 1982; Frith, & Brewin, 1982). Appropriate
diagnosis implies providing helping professionals with information about the culwrally
shaped beliefs regarding, and manifestations of, depression (Kleinman 1986). Effective
treatment implies an understanding of the culturally inculcated explanatory models of
depression and the consequent adaptation of therapies so that they address the disorder
in a manner sensitive to the nuances of the patient’s belief systems (Sue, Fujino, et al.
1991; Wong & Piran, 1995). While there are some similarities in the culture of Chinese
people throughout the world, the current research was conducted in China with the
particular aim of informing approaches to treating depression in this population both
within China and elsewhere. However, this also raises the spectre of a larger issue; who

is it that constitutes the ‘Chinese people’ in China.

Geographically China is the world’s third largest nation. Currently its population of
roughly 1.3 billion people makes it the most populous country on earth. As of 1995,

approximately 70% of the population resided in rural areas, and there continues to be
2
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major in-migration to the ciues (State Statistical Bureau of the People’s Republic of
China, 1996). There are approximately 56 distinct ethnic groups in China. While the
vast majority (approximately 91%) of Chinese is considered to be of Han descent, the
remaining minorities constitute a very rich and visible cultural mosaic (Chen, 1995;
cited in Lee, 1996). In addition, China encompasses a wide variety of geographical and
climatic regions. As a result, there is a wide variation in the distribution of nartural
resources, manufacturing and agricultural production. As with all large nations, this has
led to significant regional disparities in terms of social and cultural development, and

economic prosperity (Croll, 1997).

In addition, historical antecedents have created widely different regional perspectives on
culture and what it is to be Chinese. A long time China watcher and widely recognised
expert in mental health in China Veronica Pearson (1999) writes: “Anyone who has
heard a Cantonese person fulminating against those ‘wheat eaters from the North® for
their hoity-toity ways or heard a Beijing cadre expressing distaste for ‘those Southerners,
only interested in making money, not a line of poetry between them’ will already know
that the Chinese do not experience themselves as unidimensional; except when
differentiating themselves from foreigners” (p. 5). As a result, sweeping statements
about the Chinese people and conditions in China are, of necessity, generalisations'. In
the text that follows, unless otherwise specified, the term Chinese will be used to denote

people native to and living in Mainland China. This usage glosses over the rich diversity

! In a similar vein, the terms ‘Westerner(s)’, ‘Western’ or ‘the West’ are popular conventions in the literature for
referring to those non-Chinese of European or North-American decent. As any, even marginally astute, observer
who has travelled more than a few hundred kilometres from his or her place of birth will artest, there is no
monolithic West or Westerner. Equating a Frenchman (to his or her face) to an American is more likely to result in
impromptu pugilism than agreement. While this usage again glosses over vast philosophical and epistemological
differences between cultural and sub-cultural groups subsumed by this label, it does constitute a ubiquitous and
somewhat useful heuristic. Therefore, unless specifying a particular national or cultural origin is particularly
necessary or germane to the point at hand, I will also subscribe to this usage throughout the current work.
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of rthis population and excludes the vast and diverse diaspora of China, including

Taiwan.

Overview of the Current Research

The purpose of this study was fourfold; 1) to determine which causes of depression are
viewed as important by Chinese lay people and health care professionals, 2) to
determine which source(s) of help to overcome depression is/are most preferred by
Chinese lay people, 3) to determine if there is an association between causal beliefs and
help seeking preferences for depression and 4) to determine if the level of depressive
symptoms and/or experience in the mental health system influences these beliefs and
preferences. The major premises of the study were that lay and professional persons’
culturally inculcated attributions or ‘beliefs’ about the causes of depression inform their
explanatory models’ (EMs) (Kleinman, 1977; Kleinman, 1980) of the disorder. EMs
influence lay people’s help seeking preferences and responses to various interventions,
and the approach(s) that professionals use to treat those with depression. In addition to
general cultural factors, these beliefs and preferences may be influenced by factors such
as age, education, treatment history and, perhaps most importantly, the level of
depressive symptoms being experienced by the individual. These factors must be taken
into account when trying to understand depression and when trying to design effective

interventions to combat the disorder.

2 The ‘explanatory model of illness’ concept addresses the nature and congruence of both patient and professional
beliefs around mental disorder {in this case depression). The dominant implication in the current context is that “the
degree to which the clinician shares, or at least, recognizes the client’s EM and is able to present interventions in a
way that fits the latter is pivotal in the client’s willingness to accept the diagnosis, to remain in treatment, to adhere
to the prescribed intervention, and, finally, to recover” (Ying, 1990, p. 394).

4
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The Concept of Culture

Culwure conditions action (Bain, 1996). Culture, particularly conveyed through and
embodied in language and conventon, in large measure forms personality,
epistemology, ontology and philosophy (Bain, 1996). However, for the most part we
tacitly accept the notion of culture without necessarily understanding what we mean
when we use the term. In order to clarify its intended use and to reinforce the place of
culture in the context of the current study, I address the following definitions of this

contentious conceprt.

After reviewing a plethora (over 160) of definitions of culture in the literature of such
disciplines as anthropology, sociology and psychology, Kroeber and Kluckhohn (1963)
settled on a hybrid definiton. They defined culture as “patterns, explicit and implicit, of
and for behavior acquired and transmitted by symbols ... culture systems may, on the
one hand, be considered as products of action, on the other as conditioning elements of
further acton” (p. 357). It is in this sense that we are interested in culture’s

‘conditioning’ of perceptions, beliefs and actions related to depression.

The pioneering cultural psychologist Anthony Marsella proffered an expansion on the
psychological anthropologist Linton’s (1945) definition of culture. Marsella defined
culture as “shared learned behavior which is transmitted from one generation to another
for purposes of individual and societal growth, adjustment, and adaptation; culture is
represented externally as artefacts, roles and institutions, and it is represented internally
as values, beliefs, attitudes, epistemology, consciousness, and biological functioning”
(1987, p. 9). This latter definition more directly conveys the notion of the macro/micro
social/individual ‘interactional’ character of cultural determinants of behaviour that are

so germane to the current discussion.
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One of the major suppositions of the current work is that different cultures do indeed
conditon different worldviews and that these worldviews, in turn, direct behaviour.
However, an additional aspect of the foregoing definitions of culture is the
conceptualisation of culture as both internal and external. External cultures in the form
of institutions that make the laws, shape the economies and determine the distribution
of resources are important macro-cultural influences in the overall problem of
depression. These external cultural influences determine such things as the economic
well being of individuals and groups in society, the institutional reactions to or attitudes
toward mental illness and the availability of mental health services. On the other hand,
the internal aspect of culture determines how people will respond to depression within
the context of any given external culture. While the former will be discussed in this

dissertation, the latter constitutes the focus of the current work.

Depression: A Problematic Term

The term depression is somewhat troublesome in that there are both popular and
technical meanings associated with it. It carries connotations of an emotion, a symptom,
an illness and a disease (Kleinman, & Good, 1985). All of us have experienced low mood
that accompanies a disappointment or loss. For the majority of people, these feelings,

unpleasant though they are, eventually pass and invoke minimal consequences.

However, the term as it is used in the current context denotes a specific clinical
syndrome of more extreme and debilitating proportions. I use the term to refer to the
syndrome labelled “Major Depressive Disorder’ in the DSM-IV (American Psychiatric
Association, 1994) and the ICD-10 (World Health Organization, 1992) and “Depressive
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Syndrome” (1 #F #iE, yi yu zheng’, pronounced ‘ee you jung’) in the CCMD-2-R
(Chinese Medical Association, & Nanjing Medical University, 1995). The diagnostic
criteria for depression used in these three systems, though not identical, are sufficiently
congruent (Zhou, Zhang, & Zhu, 1995, cited in Lee, 1996) to suggest that they describe
a cohesive and distinct clinical entity. For this reason I will use the criteria of the DSM-

IV in the remainder of the current discussion.

There is an enduring dispute in the cultural literature on depression as to whether or not
depression is a valid and invariant diagnostic category across cultures. The arguments
range from a gualified ‘no’ (e.g., Marsella, 1978; Obeysekere, 1985) to an ungualified
‘yes’ (e.g., Singer, 1975). The balance in this colloquy seems to tip in favour the former
argument (i.e., that depression in some form does exist as a universal diagnostic category
but with significant differences in symptoms across cultures). For the present purpose,
suffice to say that there is sufficient evidence to warrant the conclusion that depression,
in whatever form, exists across cultures; however, cultural factors influence some of its

subjective and objective manifestations.

The DSM-IV defines depression as a syndrome that is present “most of the day, nearly
every day” for a minimum period of two weeks. The dominant characteristic is
depressed mood (in adolescents or children this may manifest as irritability) and/or
anhedonia (loss of interest and pleasure in all or most activities). These (if both are
present) are accompanied by at least three of the following symptoms: significant weight

loss or gain, insomnia or hypersomnia, psychomotor retardation or agitation, extreme

* The CCDM-2-R does not distinguish between different levels of severity in depression and contains one unitary
diagnostic category for the disorder (Chinese Medical Association, & Nanjing Medical University, 1995; Lee, 1996).

* Throughout the text that follows I will follow the convention of presenting Chinese terms in Simplified Chinese
characters followed by the standard Romanisation (called Pin Yin) used in the People’s Republic of China.

7
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fatigue or loss of energy, exaggerated feelings of guilt or worthlessness (which may reach
delusional proportions), an inability to concentrate and concomitant indecisiveness and,
finally, persistent thoughts of, or attempt(s) at, suicide. To meet diagnostic criteria these
symptoms must “cause clinically significant distress or impairment in social,
occupational, or other areas of functioning” (American Psychiatric Association, 1994, p.
327). Viewed in this way, it is obvious that depression is not just a transient case of ‘the

blues’.

While this definition more clearly delineates the subject of the current research in a
semantic sense, there is a further feature of depression in China that continues to make
it a problematic term; that is, its association with neurasthenia. Although it is sull
included as a diagnosis in the ICD-10, it is also important to introduce neurasthenia as

an illness that is no longer included in other nosologies such as the DSM’.

The concept of neurasthenia was introduced in the mid-nineteenth century by Beard to
describe a syndrome of primarily physiological symptoms that were caused by
“exhaustion of the nervous system” (Beard, 1869). Complaints included such things as
headache, gastrointestinal problems, low energy, severe fatigue, inability to concentrate,

insomnia, loss of appetite and a host of others.

> Some theorists and researchers believe neurasthenia is experiencing a renaissance in the West in the form of such
diagnoses as chronic fatigue syndrome, Epstine-Barr syndrome, myalgic-neuroencephalomyolitis, etc. (Stewarr, 1990;
Ware, & Kleinman, 1992; Wessely, 1990). In one sense, this would seem to support the argument for neurasthenia as a
distinct disorder. However, Wessely (1990), in particular, suggests that the symptoms of the new “Yuppy flu’ as seen in
these newer manifestations of neurasthenia are actually disguised manifestations of depression; or as Wessely purs it

“old wine in new bottles” (1990, p. 51).
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Neurasthenia was considered a disorder of the upper classes and the intelligentsia, and
largely due to overwork. As a result, it was almost a mark of honour to suffer from the
disorder, since it denoted one’s diligence and hard work, for which the best treatment
was the ‘rest cure’ (Lin, 1989). It fell out of favour as a diagnosis in North America

because it was considered to be too vague a diagnostic category (Kleinman, 1986).

Neurasthenia was readily adopted in Chinese psychiatry in the 1920°s and 30’s and
flourished particularly under the influence of the Soviet biological model of
psychopathology (Lin, 1989). Over the years it has become one of the most widely
applied diagnoses in both professional and lay circles in China (Kleinman, 1982). The
popularity of this diagnosis is reflected in China by the ubiquitous tonics, medicines,
various mechanical and massage devices, and even specially designed ‘magnetic’ shoes

that are purported to alleviate the symproms of neurasthenia.

As part of the first ‘Five year plan’ in the 1950’s and 60’s there was a widespread
government-initiated attempt to wipe out the scourge of neurasthenia (Lin, 1989). The
cures of choice at that time were Morita therapy (which is currently enjoying a
renaissance) and/or group re-education (Lin, 1989). The mass treatment of the time had
mixed results. While neurasthenia is becoming a less frequently applied diagnosis among
mental health professionals in China (Lee, 1996), if the popular media is any indication,

itis still a prominent illness concept among the general population.

Arthur Kleinman, conducted pioneering studies comparing these two disorders in
China (Kleinman, 1982; Kleinman, 1986). While he does not deny the possible existence
of a discrete disorder of neurasthenia, he maintains that the diagnosis serves primarily as
a more socially acceptable mantle for the less desirable diagnosis of depression in both
popular and professional circles in China (Kleinman, 1986). He also conceptualised

9
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neurasthenia as a form of social discourse through which those in a low-power position
could assert control and achieve needed changes in work or living conditions (e.g., time

off, job reassignment, or transfer to a work unit closer to family).

Kleinman (1982) found that of the 100 diagnosed neurasthenics he studied at Hunan
Medical College, 87 met DSM-III criteria for Major Depressive Disorder. Yan (1989)
argues that neurasthenia merits its own place in the nosologies as a diagnosis distinct
from depression. The assertion here is that if depression is found in populations of
people suffering from neurasthenia, the two are likely co-morbid, with depression
possibly being one of the sequelae of neurasthenia. The debate is heated when it comes
to the question of the validity of neurasthenia as a distinct disorder (see for example:
Kleinman, 1986; Kleinman, 1988; Lin, 1989; Liu, 1989; Yan, 1989). The principal
controversy revolves around the symptom presentation of neurasthenia (being
primarily somaric) versus that seen in depression (being primarily psychological) and the
differential rates of diagnosis. In light of this controversy, therefore, it is only prudent to

include considerations of neurasthenia in any research on depression in China.

Interface of Culture

Our culwral beliefs influence virtually all that we do. They influence our decisions
regarding everything from the clothes we wear and the food we eat, to how we conduct

interpersonal relations and how we view others, the world and ourselves.

Our culwural knowledge about depression derives from many sources and exerts its
influence at several levels. Furnham and Kuyken (1991) state, “the knowledge people
have is largely derived from a corpus of common sense about depression and ant-
depressive behaviours that are derived from interpersonal communication between lay

people, academic professionals, and depressed people, and social institutions such as
10
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schools and the media etc.” (p. 338). Marsella said that “since cultures condition different
concepts of self, and since self is inextricably linked to the definition, experience and
expression of mental disorder, it is clear that cultural factors are closely related to mental
disorders.” (1982, p. 362). He maintains that culwural influences shape both subjective
and objective manifestations of depression. The implication is that culture’s influence
operates at different levels. At one level, we have the influence of specific, culturally
transmitted knowledge of depression. At another level is the influence of culturally
transmitted beliefs about self-structure, existence, and general health and illness beliefs. It
is not surprising then to realise that culturally shaped beliefs (derived from multple
sources) define our understandings of and reactions to mental disorders generally and

perhaps have their greatest impact on depression.

Culrural belief systems inform our EMs of disease and direct our coping efforts in
accordance with the particular explanatory model to which we subscribe. Angel &
Thoits (1987) defined a model of cultural influences on the process of how people
recognise and deal with illness. This involves the processes of symptom recognition,
labelling and help seeking. Their model delineates a process involving cultural influences
on the percepuon of the physiological and/or psychological aspects of disorder,
categorisation of the symptom as normal or abnormal and, finally, its expression in
help seeking behaviour. Culturally defined illness and medical beliefs, and social

comparison play vital mediating roles in determining outcomes at each juncture.

Angel & Thoits (1987) posit that culwrally shaped medical epistemologies dictate
notions about what constitutes health and illness, symptom and non-symptom. A
physical or psychological anomaly is recognised as a symptom of illness only if it fits
within the parameters defined as abnormal in the context of the particular system of

medical beliefs. Internally, factors such as confluence, chronicity and degree also have a
11
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bearing on symptom recognition. An isolated, brief or mild anomaly is less likely to be
categorised as a symptom of disorder than one that is accompanied by other anomalies,
is persistent and severe. Externally, social comparison .plays a role in symptom
recognition. If others in one’s reterence group frequently experience similar anomalies,

they are less likely to be categorised as symptoms of disorder.

This model suggests that symptom recognition is very much a function of culture. If the
individual, or those around him or her, do not recognise the physiological,
psychological and/or behavioural anomalies as symptoms, there will be no perceived
need for help. If the anomalies are perceived as symptoms of disorder, the individual’s

system of health beliefs will dictate where s/he will first turn for the necessary help.

In China the family most often decides, based, in part, on culturally inculcated beliefs,
what to do when mental disorder is encountered. “Family members ... make all the
health care decisions for the patient. They decide which type of care provider will be
sought (Western doctor, Chinese traditional doctor, or folk healer) and, if
hospiralisation is necessary, it is they, not doctors, who make the final decision about
when the patient is admitted and discharged” (Pearson, & Phillips, 1994). If a decision is
made to seek help for depression, culture also influences the efficacy of interventions

offered.

The mediating influence of depression

Styrone (1990) described in exquisite detail the impact of depression on his daily
functioning and the concomitant alterations in his perceptions of himself and the world
around him. Cognitive theory of depression (Beck, Rush, Shaw, & Emery, 1979) and
descriptions such as Styrone’s suggest that the level of depressive symptoms that an

individual is experiencing also exerts a significant influence on his or her worldview.
12
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The implication for the current research is that lay people’s reports regarding their
beliefs about the causes of depression and their preferences for seeking help to overcome
depression may be influenced by their level of depressive symproms. Therefore, it is
important to compare the reported beliefs and preferences of depressed and non-
depressed people to determine if such an influence exists and, if it exists, to understand

the nature and direction of this interaction-

The influence of the severity, or the absolute presence or absence of symptoms, is also
important in determining how others may respond to the depressed individual. In other
words, those not experiencing depressive symptoms may have a different view of the
problem than the depressed individual. Non-depressed family or friends will offer advice
about overcoming the disorder that is comnsistent with their perspective, which may or
may not be congruent with that held by the principal sufferer. This will impact the help
seeking options explored by the principal sufferer.

Also in this context, a conceptual insight can be drawn from attribution theory.
Artribution theory (Weiner, 1985) suggests that the aetiological perspective of disorder
that is held by friends, family members and others in society, influences how they view
the principal sufferer. Similarly, the aetiological perspective of disorder held by the
principal sufferer could also influence his or her self-perceptions. If the cause of the
individual’s depression is perceived as being within his or her control, both the principal
sufferer and/or those around him or her will be more likely to assign blame or
responsibility for the disorder to the sufferer. In this case the sufferer may be expected
to ‘get over it” on his or her own. On the other hand, if the cause is seen as something
beyond the individual’s control (e.g., due to biological factors), then family, friends and

others in the sufferer’s social network may be more sympathetic and the individual may

13
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experience less self-recrimination (Kuyken, Brewin, Power and Furnham, 1990). In this

case, the individual is more likely to pursue (or be referred to) outside sources of help.

Some practical implications of culture’s influence on depression

A significant and growing body of research suggests that members of the Chinese
community (and other groups) in Canada and elsewhere under-utilise effective
psychological and psychiatric services. This under-utilisation exists for a wide range of
mental disorders (Brown, Stein, Huang, & Harris, 1973; Lin, Tardiff, Donetz, &
Goresky, 1978; Snowden, & Cheung, 1990; Sue, Fujino, Hu, Takeuchi, & Zane, 1991;
Sue, & McKinney, 1975; Sue, & Sue, 1974). While there seems to be an improvement in
utilisation in various centres (e.g., Seattle) as a function of the implementation of various
“cultural sensitivity” initiatives within the past decade or so, the numbers overall are still

not encouraging (Fujino, Hu, Takeuchi, & Zane, 1991).

The under-utilisation problem has been explained in terms of Chinese conceptions of
and aturudes toward mental disorder (Marseila, Kinzie, & Gordon, 1974; Kleinman,
1986). In Canada and other Western settings Chinese beliefs may be incongruent with
those held by members of the dominant culture (including those providing
psychological and psychiatric services). These conceptions militate against depressed
Chinese seeking psychological or psychiatric help (often until symproms are so severe
that treatment is more difficult and uncertain, and the disorder may have become
chronic) and against the efficacy of the interventions offered. If interventions can be
offered that are congruent with or complement the Chinese patient’s belief system, it
may be possible to increase participation in, and compliance with therapy (psychosocial,

pharmacological or others) among members of this population. Further, an

14
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understanding of the fundamental beliefs around depression can help to inform

education strategies targeted at the Chinese community.

Importance of the Current Research

The problems caused by depression are by no means specific to the Chinese context or
to developing nations particularly. While the impact of depression is apparent in every
corner of the globe, the discussion that follows will focus on the impact of depression in
China. However, some of the insights gained from this research ideally will be

applicable to other populations as well.

Economics of Depression

Recently the World Health Organization’s Ad Hoc Committee on Health Research
Relating to Future Intervention Options (1996) released statistics on causes of disease
burden in developing countries. Disease burden in this context represents the cost of
various distinct diseases to the total economy of a country or group of countries. The
committee estimated that in 1990 Unipolar Major Depression constituted the fourth
greatest health care economic burden in the developing countries of the world.
Extrapolating current trends, the committee estimated that by the year 2020 depression
would rank as the number one cause of disease burden in developing countries, ahead of

others such as heart disease, tuberculosis or HIV.

The figures for the People’s Republic of China are similarly alarming. The committee
estimated that in 1990 depression was the number two cause of disease burden in China
(representing 6.2% of the total disease burden - behind chronic obstructive pulmonary
disease). It is expected that depression will move to the number ‘three’ position
(representing 7.3% of disease burden - behind chronic obstructive pulmonary disease

15
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and cerebral vascular disease) by the year 2020 (Ad Hoc Committee on Health Research

Relating to Future Intervention Options, 1996)°.

At this writing, figures detailing the cost of depression to the Chinese economy were
not available. Similarly, a comprehensive examination of the cost of depression to the
Canadian economy has never been carried out. As a result, we rely on figures from the
United States, which are assumed to reflect similar, though proportionately lower, costs
here. For the year 1989, the estimated cost (including costs for medical care,
absenteeism, and related costs) of depression to the American economy was estimated to
be approximately 27 billion US dollars (New Federal Guidelines, 1993, cited in
Depression: An overview of the Literature, 1995). This estimate covers only costs
incurred through ‘diagnosed’ cases and does not take into account those cases of
depression that went undiagnosed, were treated outside the medical system or were
misdiagnosed and the patients treated for other problems. A study of the economic
burden of depression in Britain and Wales (Kind, & Sorenson, 1993) estimated indirect
losses to these economies from depression at approximately 3 billion British pounds. It

is likely that the dollar cost to the Chinese economy is proportionately high.

Such an economic burden is staggering given the many other social and economic
challenges that the Chinese face in the move to a market economy. It is, therefore,
important that effective measures are found to deal with the problem of depression in
China if only to reduce the economic burden to that economy. This problem is also of
critical importance to the Canadian health care system since an increasing proportion of

Canada’s immigrant population is originating from the countries of Southeast Asia

¢ I gratefully acknowledge the work of Dr. Michael Phillips for extracting and interpreting these figures for China
from the statistical data in the cited report.
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(Staustics Canada, 1997). To facilitate the most effective modes of intervention it is
crucial that we have a clear understanding of this disorder and how people respond to it.
However, the ultmate aim is not only to reduce the costs of depression in terms of the
national economic burden, but also in terms of the cost to individual families who are
being called upon to bear an increasing proportion of the burden of health care costs in

China and elsewhere.

By reaching depressed people earlier in the help seeking process with more effective

interventions, we can accomplish several things:

e First, it may be possible to reduce the estimated 20% to 30% of primary care visits
that may be accounted for by depression and, thus, reduce the burden on the health
care system (Barrett, Barrett, Oxman, & Gerber, 1988; Kamerow, 1988; Schulberg,
& Burns, 1988).

e Second, it may be possible to reduce the amount of productivity lost to this disorder

by reaching depressed individuals with more well targeted and effective treatments.

e Finally, if depressed individuals can be reached earlier, and with more effective
interventions, we can minimise the suffering and financial burden to individuals and

families that results from inaccurate diagnoses and inappropriate treatments.

The Problem of Suicide

Recent literature has indicated that suicide is an ever-increasing problem in China (Li, &
Baker, 1991, cited in Pearson, 1995; Murray, & Lopez, 1996). In fact, it is estimated that
China’s suicide rate is among the highest in the world (Phillips, Liu, & Zhang, 1999).
The figures suggest that suicide is the number one cause of injury death in China, ahead
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of such things as MVAs and drowning (Pearson, 1995). Even more alarming is the fact
that roughly four times as many suicides occur in the rural areas than in urban centres.
However, the most astonishing assertion is that, unlike the situation that obtains in the
rest of the world, in China women are more likely than men to die from suicide
(Phillips, Liu, & Zhang, 1999). While these authors implicate factors such as economic
deprivation and rapid social change in the alarming rate of suicide in China, depression
as a discrete entity must account for a large proportion of these deaths. Therefore, it is
of paramount importance that the problem of depression be addressed with the most
effective means available with the hope that we can diminish, even slightly, the numbers

of individuals ending their lives in China.

Causal Beliefs and Help Seeking

Causal beliefs play an essential role in determining the actions depressed people will take
when confronted with the disorder. If members of a culture or sub-culture hold
biological causal beliefs about depression then they are more likely to seek and expect
biological interventions when depressed. If psychosocial causes are believed to be
primary, psychosocial interventions will be sought (Whittle, 1996). Concomitantly, if
members of a particular culture or subculture hold that depression is caused by
biological factors, compliance with psychosocial interventions is likely to be low
(Foulks, Persons, & Merkel, 1986). Therefore, an understanding of depressed people's
beliefs about the narure and causes of depression is an important key, not only to
understanding help seeking preferences and providing effective therapies, but also to

increasing patient compliance once intervention has been sought.
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Biological/Psychological Aspects of Depression

Horatuo Fabrega (1974), a leading figure in social psychiatric research, reinforced the
notion of culture’s influence on depressive symptoms. He emphasised the dichotomous
nature of mental illness in his paper on culture and depression. Fabrega proposed that
mental disorder must be understood on both micro (biological) and macro (behavioural)

levels:
One assumes ... that man considered biologically (ie., chemically,
neurophysiologically, anatomically, etc) is the same everywbhere, and that
alterations in bis biology are likewise similar, i.e., involve identical
mechanisms and processes. However, how these biological changes become
transformed into wvarious specific bebaviors and why they assume the
particular expression that they do in distinctive cultures is dependent on

[fundamental symbolic categories that structure and encode bebavior. (p. 384).

In other words, cultures condition different beliefs about the nature and causes of health
and illness. While the biological changes that arise in depression may be relatively
consistent throughout the human species, people in one culture may experience the
biological changes of depression in fundamentally different ways than those in other
cultures. The result of this is that their help seeking behaviour and the symproms they

present when seeking help for depression are also likely to be different.

Depression as Disease versus Iliness

The anthropological psychiatrist Arthur Kleinman (1977), a leading figure in the study

of depression in China, asserted that depression should be conceptualised as both a
19
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disease and an illness. The disease ‘depression’ is constituted of the physiological changes
or ‘alterations in biology’ mentioned by Fabrega above. Considered in this way
depression is relatively invariant across cultures. The illness aspect of depression is the
subjective, interpersonal and cultural reactions to disease (in this case, depression). The
illness aspects of depression are subject to cultural influence and constitute a major

component of the subject matter of this dissertation.

Diagnostic and Treatment Issues

One result of the beliefs or EMs shaping the illness component of depression is that
some depressed Chinese may present somatic symptoms of depression over the
psychological or existential concerns. Some of the reasons that have been advanced for
this are social acceprability of biological symptoms over psychological symptoms
(Kleinman, 1986), the treatment setting in which symptoms are elicited (Cheung, &
Lau, 1982), fundamental illness beliefs shaped by cultural models of self and illness
(Marsella, 1980), etc. What often occurs is that the depressed Chinese patient,

emphasising physical symptoms, repeatedly seeks medical consultations and treatment.

Many individuals with ‘primary’ depression who present with somatic symptoms end
up receiving some form of biomedical interventon. Intrusive and unnecessary
diagnostic tests, procedures and medications can lead to iatrogenic problems that further
complicate proper treatment and result in unnecessary suffering and costs to the patient,
and overburden the health care system. The earlier effective interventions can be
brought to bear on depression, the lower the potential for economic loss and human

suffering caused by misdiagnosis and inappropriate treatment.
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Beliefs and Treatment

Patients’ beliefs also exert a strong influence on the efficacy of professional attempts to
deal with depression once outside help has been sought (Kleinman, 1980). In his analysis
of the interaction between culture and psychotherapy, Havenaar (1990) suggested that as
much as 60% of therapeutic efficacy might be accounted for by the degree of congruence
between the belief systems held by therapist and patient. He maintains, “culture is one
of the most important factors active in therapy. It certainly exceeds the importance of
any single ‘specific’ factor related to different schools and theories and perhaps even that
of the psychotherapeutic alliance” (Havenaar, 1990, p. 9). Havenarr’s propositions have
been challenged on several fronts. Several authors (e.g., Pedersen, & Ivey, 1993) have
suggested that all of psychotherapy can be considered to be culturally dependent, while
others suggest varying degrees of influence by factors such as the particular school,
characteristics of the therapist and the client etc. (e.g., Lambert, 1992). In any case, it is

clear that cultural factors play a role in the efficacy of psychotherapy.

Frank (1961, cited in Havenaar, 1990, p.9) posited four essential and defining
characteristics of effective therapy. Attitudes and beliefs about each of these elements of

therapy are inculcated within the patient’s culture. The characteristics include:
(1) aspecial relationship (intense confiding)

(2) a therapeutic setting or context (socially sanctioned/recognised)

(3) araticnale (myth) to explain client’s suffering

(4) a procedure (ritual) to counteract the suffering (that is based on the rationale)
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In this context, the ‘special relationship’ exists between the patient and an ‘other’, which
could consist of an icon (e.g., Lourdes), a psychiatrist, or a shaman. The therapeutic
setting could be a temple, a hospital, or a yurt on the steppes of Inner Mongolia. The
rationale could be anything from a neurochemical imbalance, childhood trauma and
inner conflict, to an improper diet or spirit possession. The ritual could run the gamut
from psychoanalytic, cognitive or drug therapy, to herbal soups or an exorcism.
Whether it is a pharmacological, or psychosocial intervention that is sought (the latter
including the work of ‘faith healers’), the congruence (real or perceived) between the
helper's and the patient's beliefs will determine compliance with, and thus, the
effectiveness of the therapy offered. If the healer has a clear understanding of the
patient’s beliefs about depression, he or she will be in a better position to provide
treatment 1n a way that is complementary to the patient’s belief system and thereby

enhance rapport and therapeutic efficacy.

While this is not to imply that psychotherapy is the only or even the most effective
approach to treating depressed Chinese patents, there are indications that

psychotherapy has been an effective intervention

In sum, at this tme, and for the foreseeable future, depression poses a significant
problem for the Chinese people in terms of economic cost and human suffering.
Culturally shaped beliefs influence both the objective and subjective manifestations of
the disorder and consequently the types of help people will seek. These beliefs largely
determine the effectiveness of the various interventions aimed at helping people to

overcome depression.
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Definition of Terms

In the context of this study the following definitions of terms are used:

o Clinical status: defines the individual with respect to whether or not s/he is being

currently treated as an inpatient or outpatient in a clinical setting.

e Depression: an active condition defined by the diagnostic criteria for ‘Major
Depressive Disorder’ by the DSM-IV and the ICD-10, or ‘Depression’ by the

CCDM-2-R. This definition includes both “first episode’ and ‘recurrent’ subtypes.

e Lay people: are individuals who have not had formal training in any of the major
mental health related disciplines (e.g., medicine, psychology, psychiatry, nursing,

social work, etc.).

e Non<linical subjects: are individuals who are not currently in actve treatment in a

clinical setting for any mental disorder.

®  Professional subjects: are individuals who deal with depressed people as part of their
professional function and may include: acupuncrurists, herbalists, massage therapists,

psychiatrists, psychologists, Traditional Chinese Medical (TCM) doctors, Western

medical doctors (general practitioners), etc.
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Research Questtions

1. Which attributions do Chinese lay people and professionals rate as important causes

of depression?

2. Which help seeking alternauves for depressiora are rated most highly by Chinese lay
people?
3. Is there a relationship between Chinese lay people’s ratings of causal artributions and

those of help seeking preferences for depression:?

4. Is there a relationship between subjects’ scores: on the Chinese Depression Inventory
and their ratings of Causal Factors for depression and/or their ratings of Help-

seeking Factors?

5. Does clinical status affect subjects’ ratings of Causal Factors for depression and/or

their ratings of Help-seeking Factors?

Delimitations of th-e Study

While many subject variables were measured usimg the questionnaires administered in
the current study, only analyses related to the above research questions are reported in
the current work. Some analyses (e.g., analysis based on demographic variables, analysis

of the CDI items, etc.) will be reported in separate publications.

This research employed a very narrow definitiom of depression. This was done in an

effort to keep the disorder under study as homoge=neous as possible. It was believed that
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the underlying mechanisms (biological and/or psychological) and manifestations of
other forms of depression (e.g., mania) would influence perceptions of the disorder and,
concomitantly, beliefs and help seeking preferences. Therefore, no attempt was made to
sample the full range of depressive illness (e.g., Bipolar Disorder, Cyclothymic Disorder,
Dysthymic Disorder, etc.).

Since previous experience in a clinical setting was considered likely to shape the beliefs
and help seeking preferences of clinical subjects, the inclusion criteria had been designed
to limit these participants to those undergoing treatment for a first episode of the
disorder. Unfortunately, due to the limited numbers of clinical subjects, it was not
possible to limit this sample to people suffering from a first-episode of the disorder.
Thus, it was not possible to differentiate between subjects who may have had a longer

treatment career in mental health settings from those hospitalised for the first time.

In the same context, the selection of the non-clinical sample had been designed to
exclude individuals who had been previously treated for a psychological problem.
However, it was believed (based on the literature, and both my personal and
professional experience in China) that during the face-to-face screening, non-clinical
subjects would have been reluctant to reveal previous treatment for a psychological or
psychiatric problem. Therefore, a section was included at the end of the help seeking
alternatives questionnaire that requested information regarding whether or not the
subject had experienced a similar problem (to that presented in the vignette), whether
they had sought help from others for the problem and from whom they had sought
help.

The current research was intended as an exploratory study of causal beliefs and help
seeking preferences among Chinese people. The major emphasis was not on cross-
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cultural comparisons of the findings. Although comparisons were inevitably implied
and some were referred to in the literature review and discussion, the purpose of the
current research was to examine the causal beliefs and help seeking preferences of
Chinese people in the People’s Republic of China. Again, more detailed and specific

cross-cultural comparisons will be explored in future publications.

The selection of ‘professionals’ to include in the study was also not exhaustive. For
example, it is likely that a barber, bartender or bus driver, or for that matter, a family
member or a friend, may dispense forms of informal therapy to depressed individuals.
While their contribution to the management of depression should not be trivialised, it
was not feasible to include all such ‘non-formal’ resources given the scope of the current
study. Similarly, while shamans treat many people with mental health problems in
China (particularly in the countryside), two attempts to locate shamanistic healers were
unsuccessful. Such individuals are reluctant to reveal themselves to people from outside
their community due to legal sanctions against the practice. Therefore, the discussion of
shamanism is limited to information available anecdotally from other sources (e.g.,

TCM docrors, psychiatrists, etc.) and that available in the literature.

Personal Statement

The research disseminated in the pages that follow is the fruit of my ten years of formal
and informal investigations of the problem of depression in China. What began as an
interest in the relatively low rates of suicide and depression (then reported) for the
Mainland Chinese people, led to my many sojourns in that country. These were
undertaken for the purpose of shedding more light on the influence of Chinese culture
on mental disorders in general and on depression specifically. I consider this dissertation

to be only an ‘interim report’ on an odyssey of discovery in this very important aspect
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of the human condition among one fifth of the world’s population. If I could foreordain
the outcome of this current effort, it would be that we arrive at a better understanding
of depression that would allow us, even in a small way, to mitigate its impact on the

lives of the Chinese people in particular and of depressed people in general.
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Chapter 2 - Review of the literature

Overview

The literature reviewed in this section is specific to the main objects of the dissertation’.
The review is divided along three broad lines of research: 1) research about causal beliefs;
2) research about help seeking; and 3) research abourt causal beliefs and help seeking
preferences or behaviours combined. The distinction is somewhat arbitrary since much
of the research on causal beliefs alone also suggests implications for help seeking and vice
versa. However, the studies included in the latter section addressed specifically, and in

some way attempted to measure the relationship between, beliefs and help seeking.

A cautionary note is warranted here. While it may seem valid, at a very general level, to
compare ‘non-Asian’ beliefs with those of ‘Asians’, some studies (e.g., Tracey, Leong, &
Glidden, 1986, reviewed below) have shown significant differences in problem
perceptions between the various groups that have often been subsumed within the
category of ‘Asians’. As has become evident in the cross cultural literature in
psychology and other disciplines, there are significant differences in the cultural
experience and therefore the underlying health beliefs of such groups as Japanese,
Filipino, Korean, Thai and Chinese (not to mention the ubiquitous “White’ or
‘Caucasian’ group) from different regions within and outside their respective countries

or ancestral homelands®. Therefore, the use of labels such as ‘Asians’ and ‘non-Asians’

7 Several of the studies reviewed below were also the subject of review for my Master’s thesis, while several that were
reviewed for that work are not included in the current review due to limited relevance. (Sinclair, 1994)

® For an excellent overview of this problem and description of some factors that differentiate the various sub-groups
subsumed under the label of ‘Asian-Americans’ the see the chapters by Lee (1998) and Tanaka, Ebreo, Linn, &
Morera (1998).
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frequently applied in the cross-cultural literature, may serve more to obfuscate than to

inform about observed differences in research that utilises this type of categorisation.

Causal Belief Research

The studies described in this section fall into two broad categories. First, I reviewed
studies of lay beliefs about causes of and/or cures for disorders other than depression
and those pertaining to mental disorders generally. Finally, I reviewed studies that focus
on causal beliefs about depression specifically. There is some disagreement about the
interdependence of causal and cure beliefs. Some authors (e.g., Furnham & Henley,
1988) suggest that knowledge of lay peoples’ beliefs about cures reflect their theories
about the causes of mental disorders. The other school of thought is that these two
dimensions, while related, require separate investgation (e.g., Luk, & Bond, 1992).
Rather than exclude studies of beliefs about cures, I made the tacit assumption that their

relationship to causal beliefs was strong enough to warrant their inclusion.

Causal Beliefs About Mental Disorder in Non-Chinese or Mixed Populations

In one of the pioneering studies of causal beliefs, Nunnally (1961) examined the extent
of American lay and professional people’s knowledge about the causes and cures of
mental disorders and about people suffering from mental disorders. He found, as
expected, that professionals held views that were congruent with popular psychiatric
and psychological theories of that period. To greater or lesser degrees, Nunnally’s lay
sample endorsed the following as causes of, and curative factors for mental illness. Lack
of willpower causes mental disorders and increased willpower ameliorates them.
Women are more prone to mental disorder than men. Mental health is maintained by

focusing on pleasant thoughts. Mental illness can be ameliorated by the positve
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influence of well-adjusted people in one’s environment. Pressures in the immediate
environment, rather than internal personality dynamics, cause mental illnesses, and
improvements in the environment can alleviate them. Susceptibility to mental disorder
increases with age. Dietary factors, physical damage and diseases of the nervous system

cause mental disorders, and that biological interventions can ameliorate them.

Nunnaly found that lay people had relatively extensive and sophisticated theories about
mental disorders. His lay subjects made a clear association between analogous causes and
cures for mental disorders. Psychosocially caused disorders were associated with
psychosocial interventions. Biologically caused disorders were associated with bio-
medical interventions. Nunnaly’s work spawned many subsequent studies, some of

which are reviewed below.

Using Nunnaly’s questionnaire in one of the first cross-cultural studies of beliefs about
mental disorders, Arkoff, Thaver and Elkind (1966) compared the beliefs of
psychologists and American students with those of Asian (Chinese, Filipino, Japanese
and Thai) students about mental disorder. Relative to the former two groups, Asian
students believed that willpower and the avoidance of unpleasant thoughts played a
much greater role in enhancing mental health. Further, Asian students assigned more
significance to the efficacy of guidance and support as a curative factor than did either of
the comparison groups. Asian students, more than American students or psychologists
believed that counselling was a “directive, paternalistic and authoritarian process”
(Arkoff, Thaver, & Elkind, 1966, p. 219). This study was the first in North America to
contrast the beliefs of Asians with those of non-Asians. It iniuated further research into
the notion that culture inculcates very different understandings of mental disorder and

the therapeutic process.
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Ten years later, Sue and his colleagues (Sue, Wagner, Ja, Margullis and Lew, 1976) also
used Nunnaly’s 40-item questionnaire to compare the beliefs of Caucasian and Asian-
American students about mental disorder. Asian students endorsed the beliefs that
willpower is the basis of personal adjustment, that women are more prone to mental
disorder than men, that the avoidance of morbid thoughts enhances mental health and
that mental illness is brought on by organic factors. Controlling for demographic and
educational variables, however, only two significant differences emerged. Asian
students, more than their Caucasian counterparts, believed that avoidance of morbid
thoughts militated against mental illness and that mental illnesses were the result of

organic factors.

Sue et al (1976) asserted that the belief in willpower as the basis of mental health, and the
belief that ‘avoiding morbid thoughts enhances mental health’ was consistent with the
notion that Asian cultures generally emphasise self-control. They also suggest that the
attribution of organic causes for mental illness is consistent with the, often cited,
tendency for Asians to somatise psychological distress. The principal contribution of
this research was to link Asian cultural constructs, in a more systematic way, to their

influence on perceptions of mental disorder and therapeutic interventions.

Knapp and Delprato (1980) took the question of willpower a step further in their
examination of lay beliefs about psychological problems. They had subjects rate the
degree to which willpower was important in overcoming 24 behavioural problems.
Their analysis revealed that willpower was perceived to be differentially important to
overcoming four classes of problems (in order from most important to least important):
‘self-indulgence’ problems (e.g., smoking), ‘non-self-indulgence’ problems (e.g., shyness),
‘psychopathological’ problems (e.g., nervous breakdown), and ‘ability deficits’ (e.g.,

poor mathematical ability). The authors speculated that the efficacy of behavioural
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therapy might be attenuated for those problems in which willpower is perceived a
necessary curative factor. Another interesting finding was the fact that they found no
influence of education on subject’s ratings of the importance of willpower in

overcoming any of the problems.

Extending Knapp and Delprato’s study, Knapp and Karabenick (1985) examined the
importance of 20 contributors to overcoming six psychological problems. For this
study, the authors selected problems from two categories studied by Knapp and
Delprato (1980): smoking, overeating (self indulgence problems), nightmares, hearing
voices, stuttering and fear of dogs (psychopathological problems). They extracted four
factors from the 20 cure attributions: social consequences, inner control, understanding
and positive outlook or instrumental approach. With respect to inner control, the study
supported the findings of Knapp and Delprato (1980). Subjects rated this factor as most
important for overcoming self-indulgence problems such as smoking and overeating.
The attributions that made up the ‘understanding and positive outlook’ (instrumental
approach) factor were rated as more important than inner control for overcoming
problems that imply some underlying psychopathological condition (nightmares,
hearing voices, stuttering and fear of dogs). The ‘social consequences’ factor was

perceived to be the least important in overcoming all of the problems studied.

Several attempts have been made to analyse causal beliefs according to theoretical
constructs. In one such attempt, Norcross, Prochaska and Hambrecht (1985) developed
the Levels of Auribution and Change scale (LAC) to measure people’s perceptions of
the causes of mental disorder. The theoretical basis for constructing the scale was the
Transtheoretical Model of Psychotherapy (TMP) (Prochaska 1984; Prochaska, &
DiClemente, 1984).
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Briefly, TMP represents an attempt at constructing a sort of ‘grand unification theory’
of psychotherapy. This model targets particular therapeutic approaches according to a
hierarchical structure dictated by beliefs about the nature and the causes of disorder (i.e.,
a particular therapeutic approach is used to achieve change with problems perceived to
be originating at a particular ‘level’ in the hierarchy). Norcross et al (1985) proposed
that individuals attribute causes of mental disorder at different levels on a continuum.
At one end of the continuum are external or distal causes, on the other end are internal
or proximal causes. For example, behavioural approaches may be targeted at disorders
that are perceived as being caused by learning contingencies in the external environment
(distal level causes) and psychodynamic approaches may be used to address problems
perceived as being caused by more deeply ingrained issues from early childhood
(proximal level causes). In a given case, these ‘levels’ of causes are defined by the beliefs
or perceptions of the clinician and/or of the patient about the presenting problem. By
understanding an individual patient’s model of causality, the clinician may be better able
to adapt therapy to suit the patient’s particular needs, or to use this information as a
point of reference from which to advise the patient about the causes of disorder to

facilitate a particular therapeutic approach.

Norcross et al (1985) administered the LAC scale to a sample of college students and
asked them to rate the importance of 60 attributions as causes of a single problem of the
subject’s choosing. Principal components analysis revealed that their 60 attributions
coalesced into ten scales. The scales were labelled: spiritual determinism, bad luck,
biological inadequacies, environmental difficulties, maladaptive cognitions, familial
conflicts, interpersonal conflicts, intrapersonal conflicts, chosen lifestyle and insufficient
effort. A second order analysis determined that these ten scales coalesced into two broad

dimensions labelled: Internal-Dispositional causes and External-Situational causes.
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Norcross et al suggest that the LAC scale can be useful to facilitate therapy by providing
an understanding of a particular patent’s model of causality. However, it is also
conceivable that the model may be helpful in making more macro-level adjustments to
therapies. In other words, by understanding models of causality held by average
members of a particular cultural or sub-cultural group, Norcross et al’s model may help
to inform atmtempts at making general cross-cultural adjustments to existing therapies for
application with members of the particular group. In discussing the application of the

LAC the authors assert that:
Quite frequently and unfortunately, psychotherapists do not assess or even
understand their client’s attributions about the presenting problem. Even if
the client’s attributions are understood, the therapist may not share the client’s
perspective. Discrepancies in causal attributions may subsequently be labelled
as resistance or, poor insight or irvational beliefs. In most cases this may
indeed be true; however, in some cases, differences in opinion may be simply

that, and not indicative of psychopathology. (p. 646).

This analysis reinforces the notion that an understanding of lay people’s causal beliefs is

crucial to both accurate diagnosis and to effective therapy.

Hambrecht and Hohmann (1993) used the LAC to examine German psychiatric
patient’s attributions about the cause of disorder and compared these with a sample of
German students. They found that responses from the student sample coalesced into 6
factors while those of the psychiatric patients coalesced into 3 factors. They surmised

that, the fact that psychiatric patients do not make as fine discriminations about the
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causes of disorder as non-patients might be, in part, a function of the therapeutic setting.
This is because patients may be informed intentionally or unintentionally about a
particular theoretical perspective regarding the cause of their disorder in the process of
therapy. Thus, patients may acquire a less diffuse, more coherent or focussed
representation of disorder than non-patients as a function of the therapeutic approach

they experienced in therapy and/or the setting in which they were treated.

Also of interest was the finding by Hambrecht and Hohmann (1993) that neurotic and
personality disordered patients, more than those diagnosed with affective psychosis,
endorsed intrapersonal causes for their disorders. Thus, we can see from this research
that psychiatric patients partial out the causes of their disorder along less discrete
dimensions than do non-patients and that diagnosis can also influence the endorsement

of various attributions by these patients.

Furnham and Rees (1988), another team of researchers influenced by the work of
Nunnaly, continued the factor analytic approach in their study of lay theories about the
causes of schizophrenia. Perceived causes coalesced into five factors: stress and pressure,
biological, genetic, backwardness (cognitive deficit), and brain damage. From these
results Furnham and Rees concluded that lay causal explanations strongly resembled
formal theories of causality for schizophrenia. They stated that “subjects seemed to
prefer environmental explanations referring to social stresses and family conflicts. This
would indicate that in Britain, a psychosocial model of mental illness is adhered to,

rather than a medical model” (Furnham & Rees, 1988, p. 218).

In a series of semi-replicative studies, Adrian Furnham collaborated with Susan Henley
to examine lay attributions of cure for a variety of disorders. These studies included lay
perceptions about the cures for agoraphobia, anorexia nervosa, compulsive gambling,
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and schizophrenia  (Furnham, & Henley, 1988), alcoholism, depression, sexual
problems and shyness (Henley, & Furnham, 1988), and hypertension, peptic ulcers,
asthma, dermatitis and migraine (Furnham, 1989). The factor structures found in these
studies were very similar and included such curative influences as inner control,
receiving help, understanding, social consequences, avoidance, physical basis and fate.
Understandably, subjects in these studies assigned different importance to each factor as

to its perceived curative efficacy in relation to different disorders.

The general conclusion to be drawn is that, for the British samples, the 24 curative items
tended to coalesce into almost identical factor structures despite the fact that they related
to different types of problems. This suggests that, with respect to cures (and, as the
authors suggest, perhaps causes as well) British lay people perceive consistent underlying
curative dimensions for overcoming psychological or psychologically related disorders.
Most germane to the current research is the finding that Britons endorsed receiving
help, understanding (of the disorder), and inner control as most important to
overcoming depression, and fate as the least important curative factor. If the relationship
berween cures and causes 1s as direct as suggested by these authors, this would imply that
their subjects perceived psychosocial factors, informational factors and lack of inner
control as principal causal agents in depression and that fate plays little role in causing

the disorder.

Foulks, Persons and Merkel (1986) examined the structure of, and the relationship
berween American psychiatric outpatients’ causal beliefs of mental disorder and their
compliance with therapy. Using the Cause of Illness Inventory, which they created for
this study, they found that the patients in their study held significantly more causal
beliefs that were congruent with current ‘medical’ (bio-psycho-social) theories of mental

disorder than ‘non-medical’ (superstitious, alternative) beliefs. Medical beliefs included
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such things as emotidnal upset, psychological problems, tension in the family and
childhood problems. Non-medical beliefs included such. things as fate, God’s will, sins,

unclean surroundings and dampness.

Foulks, Persons and Merkel’s (1986) research revealed that individuals subscribing to
more ‘medical’ beliefs attended more therapy sessions and were less likely to terminate
therapy prematurely and/or without consulting their therapist than were those who
subscribed to more ‘non-medical’ causal beliefs. They said it was interesting that
although all of their subjects endorsed at least some ‘medical’ causes, nearly one third
also endorsed non-medical causes as wéll. This would seem to indicate that while the
majority of their subjects held causal theories of mental disorder similar to current bio-
psycho-social notions, a significant proportion concurrently held superstitious and/or

alternative causal beliefs.

One difficulty with the Foulks, Persons and Merkel (1986) study is that the researchers
combined subjects with. many diff;arent disorders into one group. It is likely that subjects
suffering from schizophrenia hold different beliefs about the cause of their disorder than
subjects suffering from affective disorders. While their sample size did not allow for such
fine discriminations it would be useful to examine whether diagnosis would distinguish

between individuals holding different constellations of causal beliefs.

Serota (1987) examined transcripts of interviews with first-episode psychotic patients in
Hawaii about the nature and causes of their disorder. She found significant differences
based on ethnicity and diagnosis. In terms of ethnicity, Serota found that Hawaiians and
Filipinos, more than Caucasians or Japanese, reported that their disorders were of a
spiritual or magical nature. Patients with affective psychoses interpreted the nawre of
their disorders as psychological and that they were caused by psychosocial life stresses.
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In contrast, those suffering from schizophrenic or schizophreniform disorders did not
recognise their illnesses as mental disorders and offered bizarre and psychotic ideational
aetiological formulatioms. This reinforces the notion that culture exerts an important
influence on causal attributions and that diagnosis and/or the severity of the symptoms

being experienced by thxe individual also changes these perceptions.

Two of the other studies worthy of mention in the current context are those of Joseph
Westermeyer and Romald Wintrob (1979), and of Gerald Resner and Joseph Hartog
(1970). These were among the first psychiatric anthropological studies of lay people’s
causal beliefs about mental disorder. Resner and Hartog spent two years in urban and
rural Malaysia collectinng causal concepts about mental disorder. They found that their
informants held similar causal beliefs to those held by lay people in the West. These
beliefs included such things as heredity, congenital difficulues, stress, and contagion.
They were surprised at the parallelism between both the urban and rural Malay beliefs
and those of members of Western cultures. While they acknowledged that the
Malaysian people held supernatural, physiological and environmental causal beliefs not
found in the West, they suggested that their findings indicate that there are certain

universal concepts about mental disorder that transcend cultures.

Westermeyer and Wintrob (1979) examined folk explanations of mental illness in rural
Laos. They found that the rural Laotians held views that varied from supernatural
causes to social problemns and psychological states. One of the most interesting findings
was that “in most cases [the informants] attributed responsibility for the ... condition to
factors outside the comtrol of the subject or the subject’s family”. The explanations
elicited for the causes of mental disorder tended to ensure that the burden of
responsibility would not preclude social support to the principal sufferer or the family.

This supposition is consonant with that offered by Kleinman (1986). He saw
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neurasthenia as a more socially acceptable mantle for depression that constituted a form
of social discourse eliciting supportive social responses without casting the victim in a
negative light. This is also congruent with the notions inherent in attribution theory
regarding individual and social responses and the assignment of responsibility for mental
illness. To wit, if the cause of mental illness is believed to be outside the sufferer’s
control, social attitudes will be more favourable and support would be more likely than

if the cause is seen as being within the sufferer’s control.

Causal Beliefs About Mental Disorder in Chinese Populations

Very few studies have examined exclusively Chinese lay theories of mental disorder.
Luk and Bond (1992) replicated Furnham and Henley’s (1988) study. They examined
the beliefs of Chinese in Hong Kong about the causes and cures for ten different
problems. This was done to determine the nature of, and the relationship between cause
and cure attributions. They also included four social problems and two psycho-
physiological problems that were considered somewhat more peculiar to the Chinese

context.

The additional social problems investigated by Luk and Bond included: using the back
door (corruption), child abuse, lack of civic responsibility, and social apathy. More
important in the current context was their inclusion of neurasthenia. Neurasthenia is
considered by Chinese to be biologically based, while most of the other problems are

considered as forms of social deviance.

There were several very interesting findings in Luk and Bond’s study. Their factor
analysis revealed only two factors for the 26 cause attributions and three factors for the
36 cure attributions. The first causal factor labelled ‘environmental/hereditary’ included

such causes as genetic predisposition, brain or nervous system problem, bad work
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environment, supernatural beings, discord with family or friends and lacks willpower.
The second causal factor was labelled “social-personal’ causes and included attributions
such as caused by some other deep-rooted problem, lacis correct information abour the
problem, low quality of life, interaction with others having the same problem and

lacking religious beliefs.

Luk and Bond’s (1992) cure factors were labelled commitment, clinical methods and
protection. The commitment factor loaded significantly on cure attributions such as
obtaining help (from family, friends and colleagues), how hard the person tries or
believes that the problem can be overcome, willpower, avoidance of things that make
the problem worse and how much courage the person has to change. Items that
coalesced under the ‘clinical methods’ factor reflected such things as whether the person
gets professional help, how much power the person’s body has to recover from diseases,
improvements in the person’s home or work environment and reductions in workloads.
Finally, the ‘protection’ cure factor subsumed items such as how intelligent the person

is, how much s/he believes in God, and how much formal education the person has.

The Luk and Bond (1992) results stood in sharp contrast to Furnham and Henley’s five-
factor solutions (Furnham, & Henley, 1988; Henley, & Furnham, 1988) for cure
attributions among British subjects. Luk and Bond speculated thar the different factor
structure was indicative that their Chinese lay subjects held a more interactional view of
the causal and cure mechanisms underlying psychological problems than their British
counterparts. In other words, Chinese subjects did not distinguish causes and cures

along such discrete internal/external or biological/psychological lines.

Luk and Bond found strong consensus regarding the curative efficacy of ‘commitment’
across all of the problems including those considered to be psycho-physiologically based.
40
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Where the British subjects endorsed outside, ‘professional’ help in particular, as crucial
for overcoming psychopathological problems, the Chinese subjects rated internal
constitutional and ‘self-help’ factors as more important in causing and curing

psychological problems.

Sinclair (1994) replicated and expanded Luk and Bond’s study. That study was an
exploration of lay beliefs of Chinese from the People’s Republic about an expanded set
of problems. Among the principal findings were more complex factor structures for
both the causes and cures (seven and eight factors respectively) than those found by
either Luk and Bond or Furnham and Henley. Further, these factors were not as clearly

interpretable as those found in any of the earlier studies.

This complexity of factor structures could have been an experimental artefact possibly
due to the inclusion of a greater number of, and a more heterogeneous set of
psychological problems. A second difficulty with the Sinclair study was that the sample
obtained was very highly educated (primarily masters and doctoral students studying at
the University of Alberta). This would have restricted the variance of responses and

therefore made factor analysis less useful in arriving at a clear underlying structure.

However, with regard to neurasthenia, Sinclair’s (1994) descriptive statistics of subjects’
endorsements of the 26 causes and 36 cures revealed a structure that was conceptually
consistent with that found by Luk and Bond (1992). With regard to this disorder,
Sinclair found that Chinese subjects endorsed internal and external, physiological and
psychological cause and cure attributions nearly equally. This suggested that these
subjects also held an interactional view of both cause and cure for neurasthenia. In other
words, they did not differentiate between various types of causes and cures as had
subjects in the Furnham and Henley studies conducted in Britain. This seemed to lend
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support to the notion that Chinese lay people hold distinctly different, and more
interactional, conceptualisations of psychological problems than those held by lay

people in the West.

Using an ethnographic approach Pearson (1993) examined the causal beliefs about
mental illness held by psychiatric patients and their family members presenting at a
Shashi city psychiatric hospiral in Hubei province of China. She used an open-ended
interview format ro elicit causal explanations for the presenting problems of 37 patients
and their accompanying family members. The problems of patients interviewed ranged
from psychotic disorders (e.g., schizophrenia, bipolar disorder) to family conflict
oriented difficulties. While Pearson also asked about help seeking, her discussion
focussed on causal explanations. The major finding with respect to help-seeking
suggested that rural residents frequently sought the help of shamanistic healers whereas

urbanites tended to eschew such assistance.

Pearson (1993) found that her interviewees endorsed primarily psychosocial and
supernatural causes. The chief cause of disorder cited by her subjects was personality
factors of the patient. This was closely followed by social problems such as family
conflict and financial worries. Additional social causes included conflicts at work or
school and problems with members of the opposite sex. Roughly 40% of relatives
suggested that supernatural intervention was the basis for the patient’s problems. It was
interesting that less than 20% of the responses reflected somatic explanations and only
one person suggested that their family member’s problem was associated with genetic

causality.

Pearson noted that the explanatory model of mental illness held by the patients’
relatives was in stark contrast to the beliefs held by the practitioners with whom she
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conducted the interviews. These doctors held primarily biomedical causes to be
responsible for the mental disorder of these patients and rejected psychosocial causal
explanations. Pearson argues that this indicates a significant need for modifications to
medical education to include more psychosocial understanding of mental illness and that
Chinese families need much more attention, information and support from physicians

since families are the primary providers of care for mentally ill persons in China.

Causal Beliefs About Depression

Among the earliest and most widely cited examinations of ‘lay’ theories of depression
was the series of studies conducted by Vicky Rippere (19772, 1977b, 1977c, 1979, 1980a,
1980b, 1980c, 1980d, 1981a, 1981b). Several authors (e.g., Kuyken, Brewin, Power, &
Furnham, 1992) have criticised these studies as not reflecting actual lay beliefs. The main
reason for the criticism is that all of her ‘lay’ samples included (and some were totally
constituted of) undergraduate and graduate students in psychology, and an array of
medical doctors, psychologists, psychiatrists and social workers. In other words, many
of her subjects were likely highly knowledgeable about mental health and would have
scientifically or professionally informed ideas about the subject of depression. None of
these samples could realistically be said to represent the naive or ‘lay’ perspective with
respect to depression. Thus, it is unlikely that their opinions etc. would reflect the

‘common stock of social knowledge’ about the disorder.

This criticism is valid with respect to the studies in which Rippere purports to tap
‘common sense’ or ‘every-day’ understandings of depression. However, in her earlier
studies Rippere (1977b) states that she deliberately used undergraduate psychology
students, the “most frequently tapped sources of psychological data” (p. 58) to point out

that even without extensive training they already possessed sophisticated knowledge of
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depression. Her point being, that the a priori ‘everyday’ knowledge undergraduate
students possess is not taken into account by other depression researchers employing
such subjects and may, consequently, compromise the validity of their studies. It could
be added in this context that Rippere herself failed to take into account the degree to
which these students knowledge may, given their area of interest, have been informed

by formal theories acquired prior to attending university.

A second conceptual and methodological shortcoming is that nowhere in any of her
studies of depression, does Rippere define the term for her subjects (or her readers).
However, her discussions suggest, it is the (formal) ‘disorder’ depression with which
these studies are concerned. Therefore, it is equally likely that people in her studies may
have been generating, reacting to, or rating these ‘common-sense’ ideas about the
emotion, the symptom, the illness and/or the disease of ‘depression’. In this respect,
Rippere’s work serves more to obfuscate than inform our understanding of lay theories

of depression.

Given these caveats, below is a brief summary the collective findings of the Rippere
studies. Rippere asserts that lay people have a significant and accurate body of

knowledge about:

1) how often people get depressed

2) how depressed they usually are when they say they are depressed
3) how long the feelings of depression will last

4) whart sorts of things make them feel more depressed

5) how often they try to do something about feeling depressed
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6) how often they find what they do helpful
7) the type of strategies people will employ to mitigate their depression
8) how useful they find these strategies

Rippere further suggests that this knowledge extends beyond personal information to
the prediction of other’s information and/or attitudes about depression. While Rippere
may have committed some methodological and conceptual faux pas, she succeeded in

stimulating a new avenue of research for subsequent scholars in the study of depression.

Given some of the later findings (discussed below), it may also be suggested thar, at least
in the West, lay people hold causal theories of depression that are highly congruent with
those currentdy held by health care professionals. With the rapid proliferation and
dissemination of information in the various popular media, it is likely that a significant
proportion of the lay public has had some exposure to academic theories of depression.
In as far as this is true, Rippere’s work does shed some light, albeit circuitously, on true

‘lay’ causal theories of depression.

Caro, Miralles and Rippere (1983), and Miralles, Caro and Rippere (1983) conducted a
cross-cultural replication of two of Rippere’s studies (Rippere, 1977b; Rippere, 1980,
respectively). They compared Spanish lay person’s ideas about ‘what to do when feeling
depressed’ and ‘what makes depressed people feel worse’, with those of the original
British samples. While the former study would perhaps be more appropriate to the
section on help seeking research (below), for the sake of coherence the two studies are

presented together.
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Caro, Miralles and Rippere (1983) reported that the British subjects produced a greater
number (731) of responses than did the Spanish subjects (137) to the question ‘whar is
the thing to do when you feel depressed’. There was a much higher ratio of consensual
(items mentioned by more than one subject) to non-consensual responses (items
mentioned by only one subject) among the British group (87.2% consensual to 12.8%
non-consensual) than their Spanish counterparts (25.0% consensual to 75.0% non-

consensual).

As might be expected from the sheer numbers of responses, an analysis of the items into
superordinate categories also revealed a wider scope in the British sample’s responses
than in those of the Spanish sample. British subjects produced antidepressive behaviours
that resolved into seven loosely defined conceptual groups called: Activity and work;
Self-care and maintenance; Pharmacological; Cognitive and affective experience;
Aesthetics, entertainment and contemplation; Help and comfort seeking; and
Avoidance. By comparison, the Spanish group produced responses fitting into only

three major categories (Activity and work; Cognitive; and Help and comfort seeking).

An analysis of the items overall revealed significant overlap among the most frequently
cited antidepressive behavioural alternatives across the samples. Caro, Miralles and
Rippere suggested that this reflected a “core of antidepressive behaviour which crosses
the particular [cultural and linguistic] boundaries in question” (p. 481). The non-
overlapping items showed that the British sample included a greater number of
‘qualifiers’ (e.g., ‘it depends on what is causing the depression’ or ‘it depends on how
depressed one is’). A second difference in the non-overlapping items was the emphasis
on different forms of avoidance. The British subjects suggested avoiding different
people, places or situations that may be depressogenic, whereas the Spanish subjects

preferred to simply avoid thinking about being depressed. One conclusion to be drawn
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from this result is that the British subjects emphasised external (e.g., environmental
manipulations) means of overcoming depression, while the Spanish subjects felr that
depression could be overcome through cognitive means (E.g., simply changing one’s

thinking).

Regarding factors that exacerbate depression, Miralles, Caro and Rippere (1983) reported
results similar to those of Caro, Miralles and Rippere (1983). The British sample
produced a greater number (351) of responses than did the Spanish sample (86) to the
question “when you are feeling depressed, what sort of things can make you feel worse’.
As with the first study, Britsh subjects showed a higher ratio of consensual (61.9%) to
non-consensual (38.1%) responses than did their Spanish counterparts (20.4% consensual

to 79.6% non-consensual).

The authors suggest that the greater number of responses and the consensus evidenced
in the British sample may reflect 2 more extensive and more organised body of
common-sense knowledge of depression in this population than among the Spanish.
They speculate that this may be due to the long tradition in English literature of
speaking abourt issues of dealing with depression, versus a relative poverty of such
references in the Spanish literature. They also postulated that the greater number of self-
help style books (e.g., popular home medical guides) in Britain versus Spain may have
led 10 a wider availability among the British subjects of concepts about what to do and

what not to do when depressed.

Since the replications do not provide detailed information (e.g., level of education,
occupation, etc.) about the Spanish samples used, it is not possible to determine the
effect of such characteristics on the data reported. However, it is possible that if the
Spanish sample was not constituted of health professionals (as were the two British

47

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



comparison groups), this could account for the very wide discrepancies reported. In
other words, if as a result of education and professional orientation the Britons had
extensive knowledge of depression and the Spanish did not, then the effects seen in the
data would be an artefact of the sampling procedure rather than true cultural differences
in knowledge of depression. Unfortunately, given the paucity of specific information in

these two articles, this question remains unanswerable.

Following Rippere’s lead with a somewhat stronger conceptual and methodological
approach to the topic’, Furnham and Kuyken (1991) surveyed British lay people and
had them rate 32 causal attributions and five current scientific theories about the cause
of depression. Using factor analysis the 32 causes resolved into six factors. These
included social deprivation, interpersonal difficulties, traumatic experiences, affective
deprivations, negative self-image, and interpersonal loss. Their subjects showed a
relatively strong consensus regarding the influence of these six factors and in their
endorsement of the scientific theories. In terms of the academic theories, subjects most
strongly endorsed cognitive and learned-helplessness causal theories of depression and

they rated biological-genetic and behavioural theories lowest.

Interestingly, those who had reported a prior episode of depression rated 86.5% of the
32 auributions as more important than those who reported no prior experience of
depression (27.8% of these rating differences reached statistical significance). Items that
differentiated most significantly between the two groups were such things as being

lonely, lacking friends and difficulties with their ‘significant other’. Overall, the loss of a

* These authors provided subjects with a clear description of whar the term “depression’ was referring to in the context
of the study. They employed a true ‘lay’ sample to derive items to be included in their questionnaire. Finally, 86.1%
of their sample was constituted of individuals with no formal training related to depression and the data from the
remaining 13.9% of the sample, subjects who had extensive professional knowledge of depression, was analysed
separately.
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spouse, rape and discovering one had a terminal illness were rated highest by these lay

subjects as a causes of depression.

Furmnham and Kuyken (1991) found that the causal explanations, as generated and
endorsed by these lay people, contained many components that are consistent with
academic theories of depression (e.g., learned helplessrress and cognitive theories).
Further, previous experience with depression had a sigmificant impact on subjects’

ratings of the various causal attributions.

One year later, Kuyken, Brewin, Power and Furnham (1992) examined the beliefs about
depression held by depressed patients, clinical psychologists and lay people in Great
Britain. These researchers found that depressed and non-depressed lay people held very
similar beliefs about the causes of depression to those of clinical psychologists. These
causes included such things as biological factors, response to loss, unfulfilled desires-

hopes-ambitions, childhood difficulties, etc.

Among Kuyken et al’s (1992) principal findings was, that depressed patients were more
likely than either clinical psychologists or non-depressed lay people to endorse
biological theories of causality. They also found that while clinical psychologists
believed that childhood factors and unconscious factors were important causes of
depression, they were less likely than depressed or non-depressed lay subjects to endorse
the utility of psychodynamic interventions. On one hand, this latter finding may simply
reflect a predilection among psychologists toward cognitive-behavioural techniques in
the treatment of depression because of their training. On the other hand, it suggests that
while psychologists may endorse a particular causal mechanism in depression, such

beliefs do not necessarily dictate their therapeutic approach.
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Kuyken et al (1992) suggested that the high endorsement of biological causality by
depressed patients might relieve them of responsibility for the cause and/or cure of their
disorder and justify their acceptance of pharmacological interventions. Conversely, they
also surmised that this preference for biological causal beliefs might have resulted from
patients having been given biological explanations of their depression by helping
professionals as rationale for being given antidepressant drugs to alleviate their
symptoms. Thus, it is difficult to disentangle the cause and effect relationship between
beliefs and other factors such as treatment history. In this connection, it would be
interesting to observe whether depressed patients treated exclusively with a particular
intervention (e.g., psychodynamic, or cognitive, or pharmacological therapies) would
show a different preference for causal explanations as a function of the therapeutic

approach.

In sum, methodological considerations aside, the research on causal beliefs reveals
several things. First, as with mental health problems generally, lay people have an
extensive, sophisticated and relatively consensual understanding of the causal
mechanisms at play in depression that is not very different from that contained in
current academic theories. Second, culture seems to play a significant role in shaping this
corpus of knowledge. Third, and finally, the experience of depression itself, and/or the
therapies applied to depression may play a significant role in shaping lay beliefs about

what causes depression.

Help Seeking Research

Many studies have addressed the issue of help seeking. Most of the early research
focussed on help seeking preferences or behaviours of immigrants or minority groups

compared to those of a particular host population. These were primarily ‘utilisation’
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studies examining epidemiological and hospital/clinic admission data. They focussed on
help seeking patterns in order to contrast utilisation of mental health resources among
the various groups under study. Later studies were conducted primarily within
homogeneous populations using ethnographic or survey methods. These studies were
undertaken to tease out how particular factors such as somatisation, patient attitudes,
availability of mental health services, culture, and/or type of setting may influence help
seeking by a given group.

Another differentiating feature in this body of research is the underlying questions the
researchers meant to address. The utilisation studies focused on the question of whether
or not there was a pattern of under-use (or overuse) of mental health services by a
particular segment of the population. This research was targeted at the question of
utilisation, more or less in isolation from the reasons for it. The questions often
addressed by the more ‘ethnographic’ studies that focus on beliefs was ‘if not mental
health services, then where are these people going for help’ and ‘why may there be a
preference for a particular source’. In the uulisation studies, researchers simply
speculated about the reasons for under-use of mental health resources. The ethnographic
studies addressed these reasons more directly. In this section, I review some of the
utilisation-type studies, however, I will focus primarily on the latter studies because of
their emphasis on, and elucidation of factors such as belief systems and their influence

on help seeking.

Help Seeking in Non-Chinese or Mixed Populations

In one of the more comprehensive cross-cultural examinations of mental health service
utilisation in the US, Snowden and Cheung (1990) reviewed evidence from large-scale

epidemiological research and found significant differences based on race and ethnicirty.
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They reported that African-Americans and Native-Americans were more likely than
White-Americans to be hospitalised for psychiatric disorders. African-Americans, more
than Whites, received diagnoses of schizophrenia. The reverse was true for diagnoses
involving affective disorders. While Asian-Americans were less likely than whites to be
hospitalised, they remained in hospital for longer periods of time. Snowden and Cheung
speculated that such differences in utlisation might have been due to several factors.
These included such things as differences in treatment careers, socio-economic status,
rates of psychopathology, help seeking strategies and culturally-based biases in
diagnoses. In Snowden and Cheung’s analysis, no single factor was viewed as dominant.
Instead, they pointed to the likelihood that these factors probably interacted to produce
the observed differences, and that research into the effects of each, separately and in
combination, was needed. This study focussed purely on patterns of utilisation and only

speculated as to the reasons for these patterns.

In one of the first studies of its kind, Sue (1977) examined the patterns of help seeking
and mental health service utilisation by members of minority groups in Seatte. He
found that African-Americans and American Indians overused mental health services by
comparison with their Asian-American and White counterparts. Asian-Americans were
found to use mental health services least often and, as with the other non-white groups
(even when demographic and socio-economic characteristics were held constant),
dropped out of therapy after a only one session in about 50% of the cases (compared

with 30% rate for White Americans).

Sue (1977) speculated that the observed differences were a function of several factors. On
one hand, some of the under-utilisation may have been accounted for by non-lient
variables such as mental health professional’s perceptions of and reactions to minority

clients, patterns of diagnoses and approaches used in treatment. On the other hand, Sue
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suggested that these differences could also be explained in terms of patient and family
problem definition, differential tolerance of deviant behaviour and actual or perceived
stigma associated with mental illness among the various groups studied. Most
significantly, the results of this study emphasised the influence of culture in the help
seeking and therapy processes. Sue asserted that client therapist match in areas such as
race and language, and therapist training in multicultural awareness was needed in order

to improve service delivery to ethnic minority clients in the United States.

Sue, Fujino, Hu, Takeuchi and Zane (1991) replicated and extended the Sue (1977)
study. They found that the effects of ethnicity on the utilisation of mental health
services had persisted, although the effect was somewhat attenuated. Perhaps more
importantly, they found partial support for Sue’s (1977) assertions regarding client-
therapist match. They found that matching therapist and client for ethnicity and
language (for ESL or non-English speaking patients) significantly predicted a lengthier

stay in therapy and, in parrt, positive treatment outcome for minority-group patients.

Lin, Tardiff, Donetz and Goresky (1978) conducted one of the first studies of help
seeking behaviour that included Chinese subjects in Canada. Their study was
retrospective and examined the pathways travelled by Anglo-Saxons and middle-
Europeans, Chinese, and First-Nations patients to psychiatric treatment. The principal
findings of their research were that the Anglo and European patients were referred
earliest, and to multple sources of mental and social help. Of the three groups, the
Chinese remained sequestered within the family for the longest time. They sought, or
were referred by family members for, psychiatric help latest in the progression of their
disorder when the prognosis for swift and complete recovery was poorest. Chinese with
mental disorders were also first referred to multiple sources of medical help before

finally reaching psychiatric treatment. The First Natons group was intermediate,
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between the Anglo-Europeans and the Chinese, in terms of where in the progression of
disorder they received psychiatric help and were principally referred for psychiatric
treatment by outside agencies. The results of this study added to the mounting evidence
for a significant role of ethnicity in help seeking. It also linked in a more substantial way
the perceptions and tolerance of mental disorder, and of the patient, to the pathway to
psychiatric help. Chinese families were willing to tolerate exceptional levels of deviant

behaviour before seeking outside help for their mentally ill members.

Lin, Inui, Kleinman and Womack (1982) employed semi-structured interviews and
questionnaires to examine the socio-cultural factors that influence help seeking among
Whire-, African- and Asian-Americans. They conceptualised the help seeking process in
two interrelated ways. The first involved viewing help seeking as a process that involved
two stages: 1) the time from onset to first contact with mental health professionals
(termed ‘contact-delay’); and 2) the time from onset to entry into treatment (termed
‘treatment-delay’). The second involved conceptualising help seeking in terms of three
patterns. Pattern A was characterised by persistent involvement of family, traditional
health care methods, community leaders/resources and reluctance to accept psychiatric
help. Pattern B was characterised by early self or family referral, multiple contacts with
general and mental health providers, and utilisation of psychiatric services. Pattern C
was characterised by utilisation of mental health services with referral by legal or social
agencies (Lin, Inui, Kleinman, & Womack, 1982, p.79). The reader will notice that this
latter tripartite conceptualisation of the help seeking process is the same as that defined

by Lin, Tardiff, Donetz and Goresky (1978) in their Canadian study.

The most striking finding in this study was the influence of ethnicity on the pathway to
psychiatric services. Asian patients were predominantly categorised as following the

pattern A pathway. White-Americans were found to follow pattern B. African-
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Americans were equally likely to follow pattern B or C. This study supported and
extended Lin, Tardiff, Donetz and Goresky’s (1978) Canadian findings regarding
ethnicity and help seeking. It further reinforces the notion that Asian ethnicity is
significantly related to a propensity toward alternative sources of help for mental health

problems.

Hall and Tucker (1985) examined the relationship between ethnicity, beliefs about
mental illness and attitudes toward seeking psychological help among 513 African-
American and White-American school teachers. They elected to examine the attitudes of
teachers because they “are in a position of influencing attitudes and behaviors of the

masses” (p. 908).

Hall and Tucker’s (1985) results revealed some significant similarities and differences
associated with race. They found that their White-American and African-American
subjects did not differ in their attitude toward seeking psychological help. However,
roughly twice as many White-American (27.41%) than African-American subjects
(14.58%) reported having done so. The study also revealed some significant differences
in their subjects’ conceptions about mental disorder. White-American teachers held
views more congruent with those of mental health professionals than did their African-
American counterparts. Hall and Tucker suggested that the significantly greater
tendency among their African-American teachers to endorse willpower as a cure for
mental illness may indicate that these subjects would have difficulty in adopting the role

of client since it may be perceived as a sign of personal weakness.

Sussman, Robins and Earls (1987) focussed on help seeking, specifically for depression,
among African-Americans and White-Americans. Using epidemiological data on
depression, they examined the relationship between help seeking and symptom severity,
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attitudes and beliefs about depression and therapy. When it came to severe, prolonged
and/or frequent depressive symptoms, there was no difference in the likelihood that
either group would seek professional help. However, fewer of the African-Americans
who met the research criteria for a diagnosis of depression had sought such assistance.
Concomitantly, African-Americans, overall, were less likely than their White-American

counterparts to evaluate a problem as relevant for professional help.

Sussman, Robins and Earls (1987) speculated that social comparison might have played a
role in the lower propensity of African-Americans to construe a problem as warranting
professional intervention. The implication is that, on average, the less severe symptoms
of depression may be less salient and, thus, more tolerated in the African-American
community due to their higher prevalence among members of this population®.
Similarly, they reported that their data suggested it was fear of treatment and
hospitalisation, more than fear of stigma, which prevented African-Americans from

seeking help.

Help Seeking in Chinese Populations

There is a relative paucity of research examining help seeking in Chinese populations
outside of North America. Unlike the research reviewed for non-Chinese and mixed

populations, an exhaustive search of the literature failed to uncover studies that used an

¥ A major difficulty exists with the social comparison-prevalence argument posed by Sussman, Robins and Earls
(1987). Thar is, one would expect social comparison to play a similar role in limiting the propensity to evaluare
depressive symptoms as warranting professional intervertion in other populations in which depressive symptoms
are similarly prevalent. This does not seem to be the case. For example, there is a wide literature supporting the
notion that women are about two times more likely than men to experience depressive symptoms (see Kaelber,
Moul, & Farmer, 1995 for a cornprehensive review). However, in our society women are more likely than men to
seek help for depression (Brems, 1995; Horwitz, 1977). Therefore, it seems more likely thar African-Americans may
be generally more tolerant of the low-level symptoms of depression than their White-American counterparts. In
either case, it seems clear that culture and the level (severity, persistence and frequency) of symptoms plays a
significant role in whether an individual will seek help to overcome depression.
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epidemiological approach to examine help seeking or mental health service utilisation
within exclusively Chinese populations. The studies described below principally use the
ethnographic approach mentioned above and address the help seeking question from

several different perspectives.

Ying and Miller (1992) examined the help seeking behaviour and attitudes toward
psychological problems among a community sample of Chinese-Americans as mediated
by their acculturation level, demographic characteristics and mental health status. They
found a significant effect of several variables on actual help seeking and on attitude
toward seeking mental health services. Among the 13.3% who reported having sought
mental health services, a greater numbers of physical symptoms, coming close to
experiencing a nervous breakdown at sometime, having a family member being treated
for a psychological disorder and being American born most strongly predicted accessing
mental health services. A positive attitude toward seeking mental health services among
those who had not done so, was most strongly predicted by subjects having higher

English ability, being younger and married and by a lower SES.

Ying and Miller (1992) concluded that attitude toward help seeking reflected a more
general propensity rather than an accurate predictor of who would and who would not
seek out mental health services. In addition, arttitude exerted less influence than the
presence of need (as reflected in having more symptoms) on actual help seeking
behaviour. In other words, when need was present the other characteristics of the
individual became less influential in determining help seeking behaviour. While both
showed a positive relationship with help seeking, it was interesting that the presence of
physical symptoms was such a strong predictor of help seeking compared to the level of
depressive symptoms (measured by the CES-D).
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This tends to support the widely reported somatic symptom component among
Chinese with psychological problems. In this regard Ying and Miller (1992) suggested
that this finding illustrates the significant need for closer co-ordination between mental
health professionals and front line medical practitioners in providing appropriate and
effective mental health interventions to their Chinese patients. In addition, acculturation
level, in the form of English fluency and being American born, also influenced
behaviour and attitude, with greater acculturation having a positive impact on both.
Thus, it was suggested that mental health education might be best directed at venues

such as the ESL classroom (Ying, & Miller, 1992).

To examine the perceived problems and help seeking preferences of Chinese immigrants
in Canada, Christensen (1987) created a questionnaire that addressed 43 different
problems understood to affect this group. None of the problems included in the
questionnaire could be clearly defined as psychiatric disorders. Rather, the questionnaire
primarily consisted of interpersonal problems (e.g., marriage/love relationships,
problems with children, language problems) and some items that may be symptomatic
of psychological disturbance (e.g., don’t want to go on living, feeling worthless/useless,

problems sleeping/bad dreams).

Briefly, Christensen (1987) found that, for the majority of subjects, family or friends
were the preferred sources of help for both psychological and interpersonal problems.
The survey also revealed that males would choose other family members (members of
extended family) and females would choose friends as their second option when looking

for assistance.

Several authors (e.g., New, & Wagson, 1983) have suggested that Chinese immigrants in
Canada and elsewhere are likely more in need of psychological services due to the
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pressures of immigration and of minority status. The group studied by Christensen
(1987), had been in Canada for an average of 9 years, and 27% said that they were aware
of ‘mainstream’ services. Although they were in the minority, some of Christensen’s
subjects indicated that they had experienced problems that are symptomatic of
depression (e.g., feeling powerless, feeling of ‘going crazy’, don’t want to go on living,
feeling worthless/useless, problems sleeping). For such problems, family and friends
were the preferred resources when subjects indicated they would seek help. For several
items such as ‘alcohol or drug problems’ or “feeling of going crazy’, over 60% of
Christensen’s subjects indicated that they would not go to anyone for help. Thus, for
this group of Chinese people, the findings are consistent with those seen in other
studies. Family and friends are the first, and in some instances, the only source of help
they would consider, even for problems that are suggestive of severe psychiatric
difficulties. Mainstream services, for whatever reason, are considered either not
appropriate, not effective and/or undesirable by those experiencing significantly

debilitating symptoms.

Cheung and Lau (1982) examined the influence of setting on Hong Kong Chinese
subjects” verbal reports of symptoms and previous help seeking behaviour. The main
objective of the study was to determine if the setting in which the patients were seen
influenced their tendency to emphasise somatic or psychological symptoms during
consultation (verbal help seeking behaviour). However, they also examined the helping
resources subjects had approached prior to attending the particular medical setting
involved in the study. They interviewed new cases at a hospital psychiatric outpatient
clinic (n=75), a prison psychiatric observation unit (n=80) and a general medical

outpatient clinic (n=37).
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In the context of the current research, two categories of Cheung and Lau’s (1982)
findings are most germane. First, they found that while the majority (64%) of
psychiatric outpatients presented with somatic symptoms as their principal reason for
consultation, only 26.7% presented somatic symptoms exclusively. The remainder of
the sample presented mixed somatic and psychological symptoms or psychological
symptoms exclusively. On the other hand, the prison psychiatric clinic attendees
presented almost exclusively psychological symptoms (80.8%) and none presented
somatic symptoms exclusively. As would be expected, the general medical clinic subjects
cited almost exclusively somatic symptoms as their reason for seeking help. Only 8.1%

of this group presented a mixture of psychological and somatic symptoms.

Cheung and Lau (1982) suggested thar this finding was evidence of a significant effect of
setting on patients’ verbal help seeking behaviour. Patients at the general medical clinic
would expect help for, and therefore express only somatic concerns. Those attending
the prison psychiatric facility were not expecting help for, and therefore did not express
somatic concerns. In terms of the psychiatric clinic, the situation would be perceived as
somewhat ambiguous. This was a medical setting staffed with medical doctors.
However, it was a setting geared toward treating mental or psychological difficulties.
Cheung and Lau believed that this might have been why these subjects described a

mixed set of symptoms including psychological and somatic concerns.

The second, and perhaps more germane, aspect of Cheung and Lau’s (1982) findings was
the pattern of previous help seeking behaviour described by the psychiatric outpatients.
This was dominated by consultations with Western medical doctors (73.3%) followed
by Chinese herbalists (29.3%) and Chinese worshipping (12.0%). Acupuncturists were
cited as a source of consultation by only eight percent of these patients and, remarkably,

friends were previously consulted by only 2.7%.
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Also worth mention is the fact that, consistent with findings of other studies (e.g., Lin,
Tardiff, Donetz and Goresky, 1978), the Chinese psychiatric patients studied by Cheung
and Lau (1982) were a long-suffering group. Over half of them had suffered with their
symptoms for over one year, and nearly ten percent had endured for over nine years
before seeking psychiatric help for the first time. These subjects followed a circuitous

and often lengthy path to psychiatric help that could be characterised as a pattern A in
Lin’s typology.

It is important to remember that Lin, Tardiff, Donetz, and Goresky, (1978) and Lin,
Inui, Kleinman, & Womack, (1982) conducted their studies in Canada and the US
(respectively). The availability of mental health services in these two settings is much
greater than in Hong Kong (Cheung, 1986) where Cheung and Lau did their research.
The fact that this pattern is repeated in an entirely different social context is interesting.
It suggests that the pattern A help seeking approach may be more a function of Chinese
culture (e.g., general reluctance to admit or seek help for psychiatric problems, social
stigma, etc.) and/or a lack of familiarity with available mental health resources than

with their actual availability.

Fanny Cheung (1984) also examined the help seeking preferences of Chinese university
students in Hong Kong in relation to the type of problem for which help is sought. She
presented her subjects with the 22 problems on the Langner scale (Langner 1962, cited in
Cheung 1984) and had them rate the degree to which they would be willing to seek help
for each problem. The problems on the Langner scale were later categorised into four
groups: psychological, psychophysiological, physiological and ambiguous. She also
asked them whom they would consult for help for each problem. Subjects’ responses

regarding sources of help were categorised into seven groups: family, friend/schoolmate,
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teacher/adviser, religious personnel, doctor, or mental health professional (psychiatrist,

psychologist or social worker).

Overall (Cheung, 1984) found that these students were not likely to seek help from
outside sources. On all but two of the problems, more than 50% of the students
indicated their unwillingness to seek help. For those students who said they would seek
help for their problems, medical doctors were preferred. Females were more likely to
than males to seek help from friends and family. For a small subset of problems, males,
more than females, showed a marked preference for medical doctors as sources of help.
For all categories except psychological problems, family was rated intermediate (though

low) berween medical doctors and friends in level of preference.

For psychological problems, friends were the most frequently cited resource of
preference. Cheung (1984) suggested that this preference for friends’ help with
psychological problems might reflect the developmental stage of these primarily young
undergraduate students. Across all categories of problems, mental health professionals
were the least frequently cited source of help. Again, this could be a function of lack of

familiarity with or general reluctance to seek such help.

Cheung’s (1984) results strongly reinforce the notion that the perception of the cause or
nature of the problem exerts a significant effect on the resources that people are willing
to approach for help. If the assertion of Kleinman (1986) and others regarding the
Chinese tendency toward a somatic conceptualisation of depressive illness is even
partally valid, it is likely thart this would predispose Chinese patients to seek biomedical

help for depression.
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Examining a different population and context, Cheung, Lau and Wong (1984) studied
the pathways that psychiatric patients 100k to arrive at either a private or a public
psychiatric clinic for consultation. There was a significant difference in the nature of
problems prominent at each clinic. The public clinic treated a majority of individuals
experiencing problems with more florid and persistent symptoms (e.g., schizophrenia),
while the private clinic seemed to attract patients experiencing problems with
symptoms that, while still debilitating, were somewhat less overt and often followed a

more variable course (e.g., neurotic depression).

Cheung Lau and Wong’s (1987) subjects reported a widely varying array of help seeking
patrerns. In terms of their initial ways of coping, the main finding was that patients in
the private clinic were more likely than their counterparts in the public clinic to
attempt  self-directed resolutions to their problems. Self-directed psychological
approaches included such things as doxng nothing, avoidance, and change in social
lifestyle. Self-directed somatic approaches included such things as change in physical
lifestyle and self-medication. A majority of public patients reported that they
approached a professional (usually medical) resource in the initial phase of their help

seeking, while only a minority of the private patients reported having done so.

In terms of the overall pattern of consultation with external resources, the vast majority
of both public and private clinic patients reported they had consulted with Western
medical doctors. Differences arose whem other forms of outside help were examined.
Traditional Chinese medicine was choser by 21.4% of the private clinic patients, and by
15.5% of public clinic patients. The most dramatic difference in resource usage between
these two groups of patients was in their use of folk religion (e.g., attending temples or
consulting fortune tellers); 12.5% of private clinic patients but only 3.1 percent of public

clinic patients utilised such resources.
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While Cheung, Lau and Wong (1984) used only the public/private distinction to
differentiate their subjects, it is important to note that help seeking patterns in this study
may also have been fundamentally influenced by the various diagnostic categories and
socio-economic status of the patients. It is very likely that the help seeking behaviour of
individuals suffering from schizophrenia (more frequently seen in the public clinic)
would be different from those with neurotic depression (more frequently seen in the

private clinic).

Finally, individuals from higher socio-economic backgrounds in Hong Kong have a
wider range of helping options available to them than do those from lower socio-
economic status groups. Thus, it is not surprising that the private clinic patients pursued
such options as TCM etc. with greater frequency than their public clinic counterparts.
Given that such resources were not provided for in the public health system of Hong
Kong, they would incur greater cost to the patient than would the Western medical
treatments that were provided in the public system. Cheung, Lau and Wong (1984)
made reference to the issue of availability and cost in contrasting their own findings
with those of Kleinman (1982) (reviewed below) with respect to the utilisation of TCM

and folk healing in China and Hong Kong.

Thus, the differences in patterns of help seeking seen in this and the other studies
reviewed above cannot be viewed from a one-dimensional perspective. Instead, we must
consider a wide range of factors as influental in shaping help seeking behaviours. The
interplay of factors such as ethnic and demographic characteristics, socio-economic
status, diagnosis, symptom severity and/or conspicuousness, treatment history, and
causal beliefs, among others all must be taken into account when we try to predict

where people with psychological problems will go for help. We will now turn to a
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group of studies that attempt to take into account such interactions by examining both

causal beliefs and help seeking.

Causal Beliefs and Help Seeking

The majority of the last group of studies reviewed here is closest to the current research
because of the emphasis on the interaction of causal beliefs and help seeking. While they
may, in some cases, take the utilisation research base as a point of departure, these
researchers emphasise the phenomenological and survey approaches to the study of
causal beliefs and help seeking. In so doing, it is believed that they come closer to
illuminating the nature and the interdependence of these two aspects of the overall

process as they relate to depression.

Causal Beliefs and Help Seeking in Non-Chinese and Mixed Populations

In an approach similar to that employed in the current research Narikiyo and Kameoka
(1992) used a combination of vignettes and questionnaires to examine causal beliefs and
help seeking preferences of Japanese-American and White-American university students
in Hawaii. Their subjects read vignettes describing either a male or a female suffering
from either schizophrenia or depression. Subjects were then asked to respond to three
questionnaires about the cause of the disorder, the possible types of help and the sources
of help that would be best for the person in the vignette. Finally, they were asked what
sources of help they would use if they were experiencing the disorder in question and

whether they knew family or friends who had accessed mental health resources. The
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authors examined the effect of ethnicity, gender (of the character in the vignette) and

severity'' on subjects’ causal beliefs and associated help seeking preferences.

Narikiyo and Kameoka (1992) found that, compared to their White-American
counterparts, Japanese-American students were more likely to attribute mental illness to
social or psychological causes. These included causes such as problems with other
people, having a weak mind and keeping problems to him/herself. Interestingly, the
White-American subjects endorsed physiological causes such as diet and heredity to a
greater degree than Japanese-American subjects. Regarding the influence of severity of
disorder, there was no difference between the two groups. Both Japanese and White
American subjects saw psychotherapy, medication and the assistance of psychiatrists and
psychologists as more important in overcoming schizophrenia than depression. The
gender of the stimulus person did have an effect on subjects’ ratings of causes and type
of help. Physical illness was rated as a more important cause of the female than the male
character’s problems, and psychotherapy, change in diet and seeing a psychiatrist were

rated as more important helping resources for the female character than they were for

the male.

Finally, Narikiyo and Kameoka (1992) found that the Japanese-American subjects, more
than their White-American counterparts, preferred resolving problems on their own,
and to seek help from family members or friends. Both groups tended to endorse
psychological or psychiatric sources of help for ‘others’ (i.e., the characters in the
vignette) more than for themselves, and to rely, instead, on self, family, or friends for

resolving their own problems. There were no differences between the two ethnic groups

! ‘Severity’ in this study was operationalised by the difference in the disorder presented in the vignette, with
schizophrenia representing the most sever and depression a less severe disorder.
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in their ratings of the helpfulness of mental health professionals (psychiatrist,

psychologist, counsellor or social worker) when it came to the stimulus character.

An interesting feature of Narikiyo and Kameoka’s (1992) results was the higher
preference accorded ‘herbalists’ by the White-American subjects than that shown by the
Japanese-American subjects. This could have been an artefact of the milieu and/or of the
sample. On one hand, it &s conceivable that these White-American subjects, residing in
Hawaii, may have embraced many of what they perceive to be Asian or natve
Hawaiian cultural attitudes and practices such as herbal medicine. On the other hand,
since these were university students, it may be that these young Japanese subjects

rejected herbal remedies for fear of being viewed stereotypically.

Narikiyo and Kameoka (1992) hypothesised that the Japanese emphasis on harmony in
social relationships may lead to the inclination to attribute social causation to mental
disorder. They asserted that the greater tendency to stigmatise mental disorder, and the
burden of responsibility for maintaining face likely leads to the propensity among
Japanese-Americans toward resolving problems on their own and seeking help from
family and/or friends before pursuing professional assistance. They also suggested that
these factors likely influeniced the significantly lower reported rates of mental health

service utilisation (also fourd in the study) by the Japanese-American students.

While Narikiyo and Kameoka (1992) did not address the interaction issue directly, it is
interesting that the subjects in this study were not differentiated, in terms of help
seeking alternatives, as much by their ethnicity as on the severity of the disorder. In
general, this seems to suggest a more robust effect of the perceived nature and/or cause
of the disorder in question than of the ethnicity of the subject on help seeking
preferences. However, the main effect of ethnicity on causal beliefs and on help seeking
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attitudes (considered separately) was found to be very robust in spite of the fact that a
large proportion of their Japanese-American subjects were third and fourth generation
Americans (Narikio and Kameoka, 1992). This would seem to suggest that culturally
shaped causal beliefs and help seeking preferences are relatively persistent in the face of

acculturaton.

If this is true then the mental health community in Canada should heed the findings of
research in other countries and cultures, since many of these results may be relevant not
only to recent immigrants but also to Canadian-born minority clients several
generations removed from their immigrant progenitors. As will be seen below,
however, some studies challenge the notion of the strong trans-generational influence of

culture.

Furnham and Malik (1994) provided some evidence that raised questions about the
notion of the persistence of culture’s influence across generations. They conducted a
study highlighting the effects of acculturation, or “Westernisation’, on beliefs about
depression'? and help seeking. Their sample included British women and Asian women

(from the Indian sub-continent) of two broad age groups, ‘young and middle-aged’.

Furnham, & Malik’s (1994) results revealed that the middle-aged Asian women differed
significantly from the other three groups (middle-aged British, young British and young
Asian women) with respect to their beliefs about the causes of depression and about
anti-depressive behaviours. The middle-aged Asian women, more than the other three

groups, endorsed the statements “It is usually helpful to tell a depressed woman to ‘pull

2 It should be noted thar this study suffered from the same difficulty earlier noted in relation to the research done by
Vicki Rippere; the researchers did not provide a clear definition of depression. Therefore, it is not clear what
subjects were responding to, the emotion or the disorder.
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herself together and “When feeling depressed it is more helpful to talk it over with a
family member” (Furnham, & Malik, 1994, p. 117). The nature of the beliefs endorsed
by the middle-aged Asian women laid more responsibility on the depressed individual
for the disorder and reflected the idea that depressed people should be able to get over
the disorder with little or no outside help.

Furnham and Malik (1994) asserted that this was significant evidence of the influence of
acculturation on such beliefs. They suggested that the difference in the level of
acculturation was due to the fact that all but the middle-aged Asian women had received
all or most of their education in Britain. Thus, the other three groups had spent a
greater proportion of their lives exposed to the belief system of in British culwure. They
also found that the Asian middle-aged women were less likely than the other three
groups to admit having been depressed, despite the finding that their scores were higher
on the Langner scale of psychiatric morbidity. The authors suggested that this may have

been because depression is more stigmatised in Asian culture than in British culture.

Whether there is an immediate effect of acculturation on beliefs about the causes of
depression and help seeking preferences or behaviour is stll open to question.
Utilisation studies in Canada and the United States seem to indicate that there is a
relatively persistent effect of Asian culture on help seeking behaviour. However, these
studies have not conclusively answered the question of the degree of acculturation and
its influence on these factors. What seems clear, however, is that culture exerts
significant effects on these beliefs and that the causal beliefs, in turn, shape help seeking
behaviour in demonstrable ways. In cultures that place more emphasis on such things as
willpower, self-control of emotions and that stigmatise depression, individuals are more
likely to attempt to cope with depression on their own or to turn to their immediate

social support network for help.
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Causal Beliefs and Help Seeking in Chinese Populations

As mentioned earlier, the studies reviewed below represent .attempts at varying levels to
integrate causal beliefs and help seeking. While several of these researchers did not
address this interface directly, their results are such, that these linkages are more or less
straightforward. Because of this salience to the current project, the following studies are

reviewed in somewhat more detail than those described above.

In his landmark swdy of depression and neurasthenia in China, Kleinman (1982)
conducted extensive ethnographic interviews with 100 neurasthenic outpatients at the
Hunan Medical College. Eighty-seven of these patients were diagnosed, using DSM-III
criteria, as suffering from Major Depressive Disorder. While it was not the focus of the
study, he also examined patients’ explanatory models of their disorder and their help
seeking behaviours. While Kleinman did not conduct a systematic examination of the
interaction between causal beliefs and help seeking behaviours, the data he presented is

illuminating and relevant in the current context.

The vast majority of the 100 neurasthenic patients viewed their problem as either
entirely organic or mixed organic and psychological in nature. A minority of patients
viewed their problem as primarily psychological. Interestingly the majority of
Kleinman’s (1982) patients cited psychosocial aetiologies. Sixty-one percent cited work
problems, political problems and problems associated with long separations from family
(due to work assignments in different locales) were cited by 25% of the patients. Only a
small minority attributed their problems to physiological factors, including nutritional
(9%) and genetic (5%) causes. Kleinman noted that although these patients recognised
the influence of psychosocial stressors in the aetiology of their problems, they believed

that these stressors acted directly on biological functioning. That is to say, these patients
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did not associate stress to disorder through a mechanism of a ‘psychological to somatic’
causal chain. Instead, they believed that the stress caused organic dysfunction, which in

turn caused the negative psychological symptoms they were experiencing.

Kleinman (1982) also found some very interesting features of the Hunan patients’ help
seeking approaches. Eighty-five percent of the patients indicated that they attempted
some form of self-treatment to overcome their disorder. Thirty four percent indicated
that they used self-treatment exclusively at first. The treatments included special foods,
diet, and tonics used by 76% of these subjects. Traditional Chinese and Western
medicines were used by 51% and 18% (respectively) of those who self-medicated. Thirty-
eight percent attempted to cope by using Western exercises, and 14% indicated they
tried traditional Chinese exercises. When asked what form of treatment they wanted,
40% indicated that the choice of treatment was up to the doctor. Sixteen percent asked
for TCM medicines and 12% wanted Western drugs. Only 3% of the patients requested
psychotherapy. As Kleinman noted, this was consistent with the limited knowledge of

such interventions associated with their limited availability.

Medical resources were prominent in the treatment histories of Kleinman’s (1982)
patients. Western physicians were consulted by 98% of the subjects, while 84% reported
consulting TCM physicians. Seventy-six percent of patuents indicated that they had
primarily consulted Western physicians whereas 24% consulted primarily TCM
physicians. When indicating the treatments they received in the preceding year, 58%
indicated they had received sedatives, 47% benzodiazepines and 60% received principally

TCM medications.

The combination of the various different treatment modalities is typical of help seeking
in China. This can be attributed, in part, to the official sanctioning, and the wide
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popular acceptance, of the integration of Western and Traditional forms of medicine. At
the time of Kleinman’s study, medical care was relatively inexpensive and widely
available, particularly in the larger cities (Kleinman, 1986). For these patients this may
have been a mixed blessing however. Kleinman noted that “as a group the neurasthenia
patients demonstrated a degree of illness behavior that was considered excessive by local
standards. They made on the average almost two visits to doctors per month, ... a high
figure for patients at the Hunan Medical College” (1982, p. 155). It is likely that many of
these patients experienced prolonged and inappropriate treatments that, at best, delayed
their receiving timely and effective treatment, and, at worst, could have led to
chronicity and/or iatrogenic problems, and presented a significant burden for families

and the healthcare system.

Among the most interesting findings was that 23% of these patients indicated that they
had accessed sacred ‘folk’ resources, and 14% indicated that they had resorted to
consulting shamans, sorcerers and other religious experts in attempting to overcome
their neurasthenia. These findings are remarkable for two reasons. First, the study was
conducted in Changsha, a relatively large city, where one would assume that such
resources would be less subscribed to by, ostensibly, more sophisticated urbanites.
Second, due to the Chinese government’s stern censure (at that time) of such practices, it
is surprising that urban folk practitioners would be as prevalent as this result suggests

(Kleinman, 1982; Li, & Phillips, 1990).

The final aspect of Kleinman’s (1982) study that is relevant here involves the results
found at follow-up. As part of their treatment, the patients diagnosed with depression
were given antidepressant drugs. In addition, they were given an explanation of their
disorder in terms of the biomedical model of depression and were asked to return for a

follow-up session five to six weeks later. The 71 patients who attended the follow-up
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were asked about their post-treatment help seeking, their perception of the current state

and what they called their problem.

Kleinman (1982) reported that a full 82% of the returning patients felt that their
symptoms had improved, 65% reported substantial improvement and 17% reported
slight improvement. Nine percent of these patients indicated that they had seen no
improvement in their symptoms and 10% felt their symptoms had worsened. These
reports were reasonably consonant with the assessments of these patients by physicians
who also gauged their symptoms at the time of follow-up. On the other hand, a
substantial proportion of patients reported little improvement, no improvement or
worsening in the family, work and other problems that had accompanied their
depression. In this regard, Kleinman asserted: “these findings would seem to indicate
that although antidepressant drugs may have significantly benefited symptoms, they
frequently did not have a major effect on illness problems. ... This ... demonstrates that
medical treatment without significant psychosocial intervention exerts only a limited

effect on the overall sickness” (1982, p. 164).

Sixty three percent of the patients indicated that they had not undertaken further help
seeking for their disorder. Of the patients who indicated continued help seeking, 15%
did so by visiting TCM doctors, 5% by visiting Western style medical doctors and 18%
had used further self or family treatment. Thus, the majority of the depressed patients

showed a favourable response to antidepressant treatment that translated into

diminished help seeking.

However, in reply to the question about what they called their problem, 69% of these
patients maintained that they suffered from neurasthenia, and only 11% said their
disorder was ‘depression’ (21% applied different labels). Kleinman (1982) stated that
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“there was only a 7% change in explanatory models from neurasthenia to depression not
withstanding explanations to the contrary and positive response to treatment identified
as specific for depression. ... Indeed most patients actively denied their disorder was
depression when we tried to assert it was” (p. 165). Whether it was firrly entrenched
illness beliefs or the stigma associated with a diagnosis of ‘depression’ or some other
factor, these patients steadfastly maintained the belief that they suffered from

neurasthenia.

Kleinman’s (1982) results regarding high rates of utilisation of TCM in China stand in
stark contrast to those of Cheung, Lau and Wong (1984) in Hong Kong (reported
above). This reinforces the idea that popular acceptance and availability of such services
of such services (in part determined by governmental policy) exerts a strong influence
on help seeking and utilisation partterns. Kleinman’s research sparked a heated debate in
the psychiatric community both inside and outside China that continues today”. It
brought into question the validity of neurasthenia as a diagnostic entity and,
interestingly, has raised questions around the validity of the (primarily psychologically

oriented) DSM diagnostic criteria for depression.

A closing observation is warranted here. Kleinman (1982) found a surprising paucity of
suicidal ideation among the Hunan patients. He speculated that this could indicate that
where depression is conceptualised as an organic illness (as in the depressed
neurasthenics’ cases) self-deprecation and guilt may be significantly minimised, with a

concomitant diminution in the tendency to suicide. This is very similar to Marsella’s

¥ During lectures I delivered and forums I participated in ar Beijing Medical University, I had many spirited
discussions with my students, practising psychiatrists and psychiatric interns on this topic. It seerned that they were
almost equally split on the question of the nosological validity of neurasthenia, however, few questioned
depression’s value as a diagnostic category.
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(1980) earlier argument that somatised depression may be more amenable to treatment
in thar it does not involve the existental elements that so complicate ‘psychologised’
depression. In any case, the work of these two pioneers of anthropological psychology
and psychiatry has sumulated a healthy debate and a prolific research orientation

around culture’s impact on depression that will likely continue long into the future.

In this context it is important to reiterate that, at the present time, the Chinese suicide
rate is considered to be among the highest in the world (Phillips, Liu, & Zhang, 1999).
This suggests several important hypotheses in relation to Kleinman’s (1982) findings.
One possible hypothesis is that that there has been a fundamental shift overt the past
few decades in the experience and expression of depression among Chinese from the
‘somatic’ to the °‘psychologised’ type and this has been accompanied by a dramaric
increase in suicide. Similarly it may be possible that there has been an equally dramatic

increase in the tendency among those with somatic symptoms to attempt suicide.

It is possible that in patients for whom somatic complaints are primary (and even
indicative of underlying depression) there is a lower tendency to entertain thoughts
about suicide and, therefore, in China suicide is less associated with depression or
neurasthenia. Pearson (1995) gives voice to this perspective in her discussion of
depression and suicide:

To assume that the bigh rate of suicide reflects an equally high rate of

depression may not be entirely correct. Suicide is, of course, not only a gesture

of despair but may also be one of anger and revenge. This is particularly likely

among a group [young, particularly female, rural Chinese] who in other

ways have so little control over their own lives, and little means of redress
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against the injustices they suffer. Many people believe that the unquiet spiric of
a suicide will return to baunt the household and wreak its revenge, thus
gaining power in the spiritual world that was not possible in the temporal

one.

Similarly, Phillips, Liu and Zhang, (1999) argue that there is not necessarily a direct
relationship between depression and the high rates of suicide in China. These authors
suggest instead that there is a dynamic relationship between several interacting factors
thart has, as a combined effect, increased suicides in China. Along with high levels of
untreated depression, Phillips, Liu and Zhang argue for the impact of cultural beliefs
(such as those cited by Pearson above), economic and social changes occurring since
1978, the high availability of lethal means to suicide and the lack of suicide prevention
services (e.g., suicide crisis lines). This would suggest that while depression alone is not
entirely responsible for the high rates of suicide in China, it definitely plays a pivotal

role.

A final possible explanation for the lack of reference to suicide among Kleinman’s
subjects, however, is that some these depressed/neurasthenic patients may have
harboured, but did not (for whatever reason) reveal suicidal ideation. Cheung (1986b)
discussed the differential presentation of symptoms (i.e., somatic versus psychological) as
a function of setting and of the manner of investigation by the clinician. Those
presenting in medical settings most often cited somatic complaints, however, gentle
prodding could elicit psychological symptoms and existential angst. It is therefore
possible that the manner of the investigation in the Kleinman studies failed to uncover

suicidal ideation simply by not persistently asking the right questions. In any case, while
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suicide did not seem to constitute a major threat among Kleinman’s subjects in the earl
4 ] y

1980s, it is undeniably a significant problem today.

In a re-analysis of Cheung, Lau and Wong’s (1984) data, Fanny Cheung (1987) explored
the interaction between patients’ conceptualisations of their problems and their help
seeking partterns. Patients’ problem conceptualisations were categorised as purely
psychological, purely somatic or mixed. Patients with a purely psychological
conceptualisation of their disorder initally employed more self-help, principally in the
form of psychological coping strategies. Patients with a purely somatic or mixed

conceptualisation of their disorder initially relied on professional resources.

For patients who approached professional resources initially the overwhelming majority
sought out Western medical resources (including MDs and general hospitals). However,
those with purely psychological conceptualisations of their disorder where less likely to
do so than those with somatic or mixed conceptualisations. On the other hand, the
patients holding purely psychological conceptualisations were more likely than the
members of the other two groups to initially approach mental health professionals as a

first stop on the road to their current psychiatric consultation.

Cheung (1987) also examined the delay between problem onset and contact with various
professional resources. Here she found that those with mixed conceptualisations sought
professional help earliest, while the psychological group waited the longest and the
purely somatic group was intermediate between these two. When the delay berween
problem onset and first contact with mental bealth professionals was examined, those
with a mixed conceptualisation again arrived first, however, this time the purely somatic
group took longer than the purely psychological group. An almost identical pattern of
delays emerged when Cheung examined the time between problem onset and the
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patient’s current consultation at the private or the public psychiatric clinic (i.e., mixed
had the shortest, psychological had intermediate delays and somatic had the longest

delays).

When patients’ conceptualisations were compared based on the type of resource™ they
had approached, an interesting picture emerged. Cheung (1987) found that almost equal
proportions (43.8% and 45.8% respectively) of those who approached mental health
professionals held purely psychological or mixed conceptualisations of their problems,
while only a minority (10.4%) of these patients viewed their problems in strictly
somatic terms. Of those patients who utilised TCM resources, the majority (54.5%) held
mixed conceptualisations of their problems while 28.8% and 16.7% (respectively) held
purely somatic or purely psychological conceptualisations. In terms of those who
indicated that they had approached a folk religious source of help, again, the majority
held mixed conceptualisations. Those who held purely somatic and purely psychological
conceptualisations constituted 11.1% and 36.1% (respectively) of those seeking
supernatural intervention. Thus, those with a mixed psychological and somatic view of
their disorder were almost equally represented at each of these three sources of help.
However, among TCM subscribers, more held somatic than psychological views of

their disorder, while the reverse pattern held among utilisers of folk healing.

As mentioned earlier, it is important to remember that this was a very diverse group in
terms of their diagnoses. The particular diagnosis and symptoms a patient is grappling
with would conceivably have a significant impact on his or her problem
conceptualisations and help seeking strategies. With that caveat in mind, a picture of the

interaction of problem conceptualisation and help seeking patterns clearly emerged

! In this analysis Cheung excluded Western medical resources since nearly all of the patients sought this form of help.
78

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



from Cheung’s (1987) analysis. As psychologists, in our attempts at public mental health
education we may be tempted to invoke psychological explanations for many of the
disorders faced by people with mental health problems. Conversely, those in the
medical or psychiatric communities may be more disposed to apply a purely biomedical
explanatory model to such difficulties. One implication of Cheung’s findings is that
promoting a more encompassing ‘bio-psycho-social’ model of mental health problems
may be most helpful in facilitating more appropriate and effective help seeking by

mental health service consumers.

In a study that comes perhaps closest to the current research in both approach and
matter, Ying (1990) conducted structured interviews with recently immigrated Chinese
women in the US to gauge the interaction between their explanatory models of
depression and their perceptions of appropriate sources of help for the disorder. The
participants in her study were recently immigrated Mainland Chinese women attending
postnaral care for their children (i.e., not depressed patients seeking care for themselves).
These women read a vignette depicting Mrs. Wong suffering from depression. They
were then asked about the nature and help seeking alternatives appropriate for the

problem.

Subjects were asked to provide a name for Mrs. Wong’s problem, as a measure of their
‘problem conceptualisation’. Responses categorised as ‘psychological’ were in the
majority (57.5%) and included labels such as low or unstable mood, worry,
nervousness/anxiety and psychiatric problem. ‘Physiological’ category responses were
the less frequent (30%) and included such things as neurasthenia, physical illness, heart
problem, having a cold and pregnancy (about 5% indicated they did not know what to

call the problem). These categories were then used to contrast causal beliefs.
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About one third of the ‘psychological’ group and over half of the ‘physiological’ group
viewed external stress as the primary cause of Mrs. Wong’s problem. The lowest
proportions of both groups (9.5% of the psychological group, and 16.7% of the
physiological group) held physical factors to be responsible for producing Mrs. Wong’s

condition.

With respect to problem conceptualisation’s impact on help seeking, Ying’s (1990)
results were similar to those of Cheung (1987). Ying found that only a third of those
subjects holding a psychological conceptualisation of the problem would recommend
the Mrs. Wong seek professional help. The remainder of these subjects recommended
that she rely on herself and/or family and friends to help her through her difficulties. By
contrast, over seventy-five percent of subjects holding a physiological conceptualisation
of Mrs. Wong’s problem suggested professional help. Of those subjects who held a
psychological conceptualisation of Mrs. Wong’s problem and suggested professional
help, 71.4% recommended she seek psychological help. Conversely, 77.8% of the
physiological conceptualisation group that recommended professional help, suggested

she see a Western MD.

It must be remembered that these were, ostensibly, non-depressed, non-patient subjects.
In this regard it is valid to question whether their responses reflect what they would
actually do if they themselves were grappling with depression. On the other hand, if
their responses can be taken as reasonably accurate reflections of the impact of EMs on
help seeking, then the implications are clear. More needs to be done in terms of the
interface between primary care physicians and mental health professionals, and efforts at
mental health education need to be targeted at newly arrived immigrants to make them

aware of the services available and the efficacy of those services.
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Taken together, these findings support the notion that culturally inculcated illness
beliefs and beliefs about appropriate ant-depressive behaviour are significantly

influenced by culture.

Critique of the Available Research Literature

Perhaps the most significant gap in the current literature on Chinese causal beliefs and
help seeking preferences relates to the group studied. An extensive search of the
literature turned up very few studies of causal beliefs and/or help seeking preferences or
behaviours that were conducted in the People’s Republic of China. There are, no doubr,
similarites between the beliefs of Chinese acculturated in other places and those of
Chinese from the People’s Republic. However, to equate Chinese from all parts of the
world in terms of their beliefs and preferences is to “dismiss the enormous historical and
socio-political differences that exist between [the people of] these regions” (Blowers,
1996, p. 3). Chinese people living in the China of today inevitably have a different social
and cultural experience than Chinese who have lived all, or significant proportions, of
their lives outside of China. Similarly, there is a wide variation in the social and cultural
experience of Chinese living in different milieus within China. Since the Chinese of the
People’s Republic of China constitute roughly one-fifth of the world’s population, it is
important that the health and worldviews of this group be more thoroughly

understood.

A second major gap concerns the pathologies studied. Much of the previous research
focussed on schizophrenia or other disorders with florid presentations (e.g., bipolar II
disorder or Major Depression-psychotic type) that are most often treated in psychiatric
hospirals. Since non-psychotic major depression is a more frequently occurring problem,

the dearth of research addressing this problem constitutes a major shortcoming.
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Another deficit in the literature is the way in which causal beliefs and help seeking
preferences have been studied. The vast majority of studies have examined these
variables in isolation. Only a minority (e.g., Cheung, 1987 and Ying, 1990, reviewed
above) attempted to systematically measure and link these beliefs and preferences in the

same study.

While much has been done in various discrete contexts, a comprehensive and
encompassing examination is lacking. One of the difficulties is that research on beliefs
and help seeking preferences has generally employed either clinical or non-clinical
layperson samples but not both. Further, there is a paucity of research contrasting the
causal beliefs of laypersons and health care professionals. As Cheung (1987) suggested,
experience with various sectors of the healthcare system may have a significant impact
on lay people’s causal beliefs and help seeking preferences and/or strategies. Similarly, it
is important to understand health care professional’s causal models of depression and to

compare these with those of laypersons.

A further gap in the current literature is an examination of the effect of level of
depressive symptoms on causal beliefs and help seeking preferences. As mentioned
earlier, causal beliefs may influence the choices that depressed individuals will make
regarding appropriate sources of help. Similarly, causal beliefs will influence the advice
that others give to the depressed individual about how to get over depression. Causal
beliefs also influence how depressed individuals are viewed by themselves and by those
around them. If the level of depressive symptoms being experienced by the principal .
sufferer has a significant effect on causal beliefs and help seeking preferences, this may
result in very different causal perspectives being held by the ill individual and those
around him or her. If the individual perceives the cause of his or her depression as

beyond his or her control but those around him or her do not, this can lead to a loss of
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social support. Social support has been shown to be important in minimising the impact
of depression (e.g., Lin, & Ensel, 1984). Further, if the level of depressive symptoms
significantly impacts causal beliefs and/or help seeking preferences, an understanding of
this tmpact is crucial to effective delivery and implementation of care to depressed

individuals.

Another difficulty that has been present all too often in the literature on depression is
the ambiguity of the disorder being presented as ‘depression’. Few studies have provided
a clear and culturally relevant description or definition of depression for their subjects.
This has led to questions about what is actually being measured (see criticisms of the

Rippere studies reported above).

The Current Study’s Contribution
The current research was designed to address many of these gaps in the literature:
¢ First, the study was conducted in China in order to measure causal beliefs and

help seeking preferences within this culture as opposed to those of Chinese

people in other geographical and socio-cultural milieus.

¢ Second, this study is concerned with major depressive disorder rather than some

of the more florid and less frequently occurring psychopathologies.

e Third, the current research employed a less ambiguous and more culmurally
appropriate depiction of depression. This approach was intended to facilitate a
clearer and more focussed understanding of causal beliefs and help seeking

preferences for this specific disorder.
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e Fourth, the current research used multiple sub-samples that were, both within
and across groups, heterogeneous with respect to various independent variables
such as gender, age, education, clinical status and level of depressive symptoms.
These latter two variables were measured in a systematic way to allow contrasts
with respect to the influence of each on causal beliefs and help seeking

preferences.

o Fifth, and finally, the current study also measured the causal beliefs about
depression held by an array of health care professionals in China, to allow a

comparison of these beliefs with those of laypersons.
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Chapter 3 - Methods

Introduction

The current research had three principal aims. The first aim was to define and compare
Chinese lay and professional people’s causal beliefs about depression. The second aim
was to gauge Chinese lay people’s help seeking preferences for the disorder. The third
aim was to determine the impact of experience in the mental health system (clinical
status) and of the severity of depressive symptoms on the causal beliefs and help seeking
preferences of lay people. For several reasons a survey research design was deemed the
most appropriate method to achieve these goals. First, given time and financial
constraints, it was possible to reach greater numbers of subjects using a standardised
questionnaire than by conducting face-to-face interviews. The second, concomitant,
reason is that by reaching greater numbers of subjects one can enhance the
heterogeneity of the sample, which, in turn, enhances the generalisability of the results.
Finally, a survey design provided a degree of anonymirty to the participants. Given the
fact that subjects were being asked questions regarding the sensitive topic of ‘mental
health’ (including their own), it was believed that the survey approach would minimise

biasing effects such as social desirability.

This research combined qualitative and quantitative methods that were informed by a
combination of etic and emic methods in both data gathering and interpretation. While
there already exist several different forms of questionnaires that previous researchers
have used to gauge causal beliefs about psychological problems, it was decided to utilise,
as much as possible, locally derived items to enhance the validity of the questionnaires

and the results derived thereby. Since no similar research had ever been conducted in
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China there were no suitable questonnaires already available. While Luk, & Bond
(1992) had constructed a causal attribution scale for use in Hong Kong, it was believed
that cultural differences between Hong Kong and Beijing might limit the usefulness of
some of their items. Therefore, the current study was conducted in two phases. In the
first phase, focus groups were employed in order to elicit items that could be used to
modify and expand the causal beliefs and help seeking preferences scales. In the second
phase, the questionnaires were administered to the main research sub-samples. This
chapter is devoted to providing a description of the development of the questionnaires
including a discussion of such things as validity and reliability, a delineation of the
methods used to conduct the research and a detailed description of the sample.

Instrumentation

Each questionnaire (see Appendices A & B) began with an introduction describing the
purpose of the study, giving instructions for completing the questionnaire, assuring
anonymity and confidentality, and covering other ethical concerns such as informed
consent, the right to terminate participation etc. Lay subjects were then asked to
complete a brief questionnaire covering demographic information such as sex, age, level
of education, etc. A two-part questionnaire followed this to evaluate causal beliefs and

help seeking preferences. The first part consisted of a vignette® describing the condition

> The vignettes reflected both a “Western’ symptom pattern using core symptom of depression from the DSM-IV, and
an ‘Eastern’ symptom pattern using somatic symptom described by Beard (1869; 1881) and Kleinman (1986) for
Neurasthenia. This was done to compensate for differences in ‘Western’ and Chinese conceptualisations of
depression as described by a number of authors (Fabrega, 1989; Marsella 1980; Kleinman, 1986). The vignettes were
balanced for gender such that half of the questionnaires contained vignertes thar depicted a female and half depicted
a male displaying the symptoms. This was an artempt to test for the effect of stimulus gender on subjects’ ratings.
Subsequent analysis revealed that differences in the labelling of the disorder did arise as a function of the stimulus
gender (more subjects given the female stimulus character indicated thar the problem was ‘depression’ than did
subjects receiving the male stimulus character). This finding will be explored in detail in a separate publication.
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of and symptoms expressed by a hypothetical person suffering from ‘depression’*. This
was followed by a 26 item rating scale of possible causes and a 16 item help seeking
preferences rating scale. Lay subjects were last administered the Chinese Depression

Inventory (Zheng, & Lin, 1991).

As with the lay subjects, professional subjects were first asked to provide demographic
information, however information was also elicited regarding professional factors such
as years of professional education, years in professional practice etc. (see Appendices C
and D). Professional subjects were then given the vignette and were also asked to
provide a name for the problem depicted in the vignette. They then completed the same

causal belief scale used in the lay questionnaire.

In the second half of the professional questionnaire subjects were asked open-ended
questions to elicit information regarding such things as the number of patients they
treated with problems similar to that depicted in the vignette, what they did to treat
such patients, and other treatment related information. Because some clinicians may not
have dealt directly with depressed patients, the questionnaire was arranged in an
alternative response format. In this way, clinicians who had not treated depressed
patients personally were asked to hypothesise about the treatment they would provide
to such patients. The results of this part of the study will be reported in a separarte

publication.

' Subjects were not informed that the vignette describes ‘depression’. Rather, they were asked to indicate what they
believe the problem might be called.
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Development of the Questionnaires
Development of the Vignette

The vignette used as the key stimulus in the research was developed using criteria for
depression drawn from three sources. The first source was a vignette created by Ying
(1990) to study Chinese immigrant women’s explanatory models of, and help seeking
for depression. The second source was the diagnostic criteria for Major Depressive
Episode outlined in the DSM-IV (American Psychiatric Association, 1994). The third
source was the cardinal symptom group for neurasthenia described by Beard (1869;
1881) and Kleinman (1986).

The initial vignette was presented to seven mental health professionals for review. These
included wwo Canadian researchers, a psychologist and a psychiatrist, who are
Chinese/English bilinguals and possess a combined total of over 40 years of experience
conducting research in and about China. Two Chinese psychiatrists with 24 years of
clinical experience collectively also reviewed the vignette. Three Chinese psychologists
reviewing the vignette included one professor with 16 years of teaching experience in
psychology at a leading Chinese university and two clinical psychologists with 12 years

of clinical experience collectively.

These professionals were asked to review the vignette to judge whether it was an
accurate depiction of depression among Chinese clinical populations. In cases where the
reviewers were bilingual (five of the seven), they were asked to compare the vignettes
for semantic equivalence between the Chinese and English versions. Several changes in
Chinese wording, the deletion of two psychological symptoms (relating to guilt and

libidinal functioning) and the addition of one somatic symptom (neck pain) resulted
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from this process. Adjustments were made in the English translaton to reflect the

content of the Chinese version.

Development of the Causal Beliefs and Help Seeking Questionnaires

In creating the lay-beliefs and help seeking questionnaires, a combination etic and emic
approach to scale development was deemed most appropriate. Previous research in lay
beliefs about psychological problems had incorporated rating scales used in other
settings (see for example: Furnham, & Henley, 1986; Henley, & Furnham, 1986; Luk, &
Bond, 1992; Sinclair, 1994). In the latter two cases, this was done to allow cross-cultural
comparisons of causal beliefs. However, the current scale was developed with the notion
in mind that the lack of cultural equivalence in disease concepts (particularly with
respect to psychological problems) may compromise the usefulness of some previously

developed scale items in different cultures.

A decision was made, therefore, to build on and modify existing causal beliefs and help
seeking preference scales by employing focus groups. As mentioned above, the three
focus groups consisted of 10 Chinese volunteers per group. Groups were selected based
on place of residence and general educational level (one rural group, one urban
community group and one group consisting of university students and staff). Within
groups, subjects were recruited based on age and gender. Attempts were made to balance
the groups for gender and achieve as much variability in age as possible. In respect to
this latter criterion an attempt was made to sample as wide a range of ages as possible,
however, as is evident in the detailed sub-sample descriptions below, the age distribution

was truncated in the case of the university student sample.
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Conducting the Focus Groups

In each focus group, participants were given the vignette to read and asked to indicate:
1) the name of the problem

2) what might cause someone to suffer from such a problem

3) what sorts of help might be useful for someone to get over such a problem

In the first part of the focus group process (individual written response phase), each
member was asked to write down, individually, any responses to these questions that
came to mind. During the second part of the focus group process (whole-group verbal
response phase), after recording the written responses on a large flip chart, all members
were asked to discuss responses to each question and to “see if there were any additional
items that may not have occurred to them individually”. For each item generated
through this process, members of the focus group were asked to endorse (by a show of

hands) those items they felt were “plausible’ causes or help seeking resources.

In analysing the focus group responses, any response that was written or endorsed (by
show of hands) by more than 50% of the members of any particular group was included
in the respective scale. Because of the focus groups, several modifications were made to
the two scales. The final version of the causal beliefs retained the original number of
items (26). However, 10 of the items were replaced or modified to reflect the findings

from the focus groups”. The final version of the help seeking preferences scale consisted

¥ It is noteworthy that many of the items from the source questionnaires were retained in either their original form or
in slightly modified form while retaining the original concept. This suggests two very important ideas. First, it
reinforces the validity of the items constituting the source questionnaires in assessing both of the constructs under
study (i.e., causal beliefs and help seeking preferences). Second, it suggests a core of causal beliefs and help seeking
90

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



of 16 items. An open-ended response alternative was included at the bottom of each

scale to elicit idiosyncratic responses.

The Final Form of the Lay Questionnaire
Causal Attribution Scale

The 26 cause attributions was administered to all subjects and include items ranging
from ‘The problem is caused by the person’s genetic disposition’ to “The person is
disturbed by supernatural forces’. Subjects were instructed to ‘Please rate each of the
items listed below as to how important you believe it is in causing someone to suffer
from this problem’ on a five-point Likert-type scale. The scale was anchored by “This
contributor is not important at all’ (zero) and “This is an extremely important

contributor’ (four).

The Help Seeking Preferences Scale

The second part of the questionnaire presented clinical and non-clinical lay subjects with
16 help seeking alternatives (acupuncturist, family member, psychiatrist, etc.). Lay
subjects were asked to ‘Please rarte the items listed below as to how likely you would be
to pursue each alternative if you were experiencing this type of problem’. Items on this
inventory were also rated on a five-point Likert-type scale. This scale was anchored by ‘I
would not seek this form of help’ (zero) to ‘I would definitely seek this form of help’
(four).

preferences that apparently transcend cultural boundaries in that the items constituting the source questionnaires
were constructed and employed in the U.S., Britain, and Hong Kong.
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The Chinese Depression Inventory

Lay subjects were also administered the Chinese Depression Inventory (Zheng, & Lin,
1991). The scale consists of 20 items consisting of Likert-type format involving five
response choices for each item. The scale yields a single indicator score reflecting the

current level of depressive symptoms of the subject.

Development of the Professional questionnaire

The Professional questionnaire was developed with the aid and guidance of Dr. Michael
Phillips. Dr. Phillips is a fluently bilingual Canadian psychiatrist and professor who, at
the time of this study, had lived and conducted research in China for more than 13
years. The questionnaire was structured with a view to eliciting two types of
information; 1) the causal beliefs about depression held by Chinese health care
professionals and, 2) information about their experience with depressed patients and
their approach to the treatment of depression'®. Wherever possible questions were open

ended and phrased so as not to influence responses in any way.

Final Form of the Professional Questionnaire

The professional subjects received a variation of the demographic questionnaire that also
requested information such as the nature of their training/degree, specialisation (if any),
length of time in their occupation, etc. They also read the vignette and were then asked
to name the problem. As with the lay subjects, professional subjects were asked to rate

the causal attributions. Finally, they will be asked to describe in detail the procedure

*® The current discussion is limited to the ratings of causal beliefs by the health care professionals. The other issues will
be addressed in a separate publication.
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they would use to treat/help a person with such a problem, and to provide reasons for

their choice of treatments.

Validity
The literature reviewed earlier suggests that Chinese lay people hold different
conceptualisations of the manifestations of depression from those held by their North
American or Brtish counterparts. Therefore, an attempt was made to enhance the
overall validity of the current study by offering vignettes that describe a symptom
pattern reflecting both the Western ‘psychological’ symptoms and some ‘Eastern’
(somatic) symptoms. This has the further advantage of presenting a more balanced
(psychological versus vegetative) symptom picture with the intent that it created a

minimal biasing influence on subjects’ ratings of the causes of the disorder.

In terms of the causal attributions rating scale, Furnham and Henley (1988), and Luk
and Bond (1992) modified the items derived from the Knapp and Karabenick (1985)
questionnaire. They did this using additional attributions gathered through one-on-one
interviews (with 6 British and 10 Chinese subjects, respectively), expanding the list of
possible ‘causal attributions’ to 26. These procedures enhanced the external validity of
the original 20-item questionnaire designed by Knapp and Karabenick (1985) producing
a more exhaustive and, in the case of Luk and Bond (1992) a more culturally sensitive

instrument for use with Chinese populations.

The current study further enhanced the validity of the causal attributions scale through
a culturally appropriate translation by experienced bilingual Canadian and Chinese
mental health professionals and by employing the focus groups described earlier. In a

similar vein, the items that made up the help seeking preferences scale were emically
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derived. Therefore, they should be a reasonably valid and comprehensive reflection the
actual range of helping alternartives that is relevant in the current Chinese context. As a
final procedure to strengthen the overall validity of the study, subjects were offered the
option to provide any causal attributions or help seeking alternatives that were not

already listed. However, very few subjects provided such responses.

The validity of the CDI was found to be very strong (Zheng, & Lin, 1991). As reported
by Zheng and Lin, the onginal items in the CDI were derived from several sources.
These included items from Chinese versions of other depression scales such as the Beck
Depression Inventory, the Zung Self-report Depression Scale and the Hamilton Rating
Scale for Depression. These authors also derived items from an earlier study of terms
used by depressed patients to express depressive states (Zheng, Xu, & Shen, 1986). As is
mentioned in the limitations section, however, the CDI has never been applied to non-
clinical populations. Thus, its validity under the current research conditions (i.e., with

clinical and non-clinical subjects) was not known a priori.

Reliability
Causal Beliefs and Help Seeking Scales

With respect to the causal beliefs scale, the original 20 items “were designed to tap the
various dimensions of Weiner’s (1980) attributional framework” (Knapp, & Karabenick,
1985, p. 384) regarding the causes of psychological problems. While reliability figures are
not available for this instrument, replications and extensions using the same items
(Furnham, & Henley, 1988; Henley, & Furnham, 1988; Knapp, & Karabenick, 1985)
yielded strikingly similar factor structures. These factor structures emerged despite the

fact that the swdies involved different populations and that different psychological
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problems were used as stimuli in all three studies. Therefore, the basic scale, as used in
non-Chinese populations shows reasonable reliability in terms of the underlying factors.
In contrast, the help seeking preferences scale used in the current study is essentially a

new instrument; therefore, no comparable data were available for this scale a priori.

Ideally, a measure of test-retest reliability would have been desirable (Backstrom, &
Hursh-César, 1981). However, the current scales were intentionally administered only
once to each subject. Therefore, calculating test-retest reliabilities was not an opton. It
was considered that a second administration would not be valid for two reasons. First, as
a matter of ethics, subjects were debriefed about the purpose of the study after
completing the questionnaire, their responses on a subsequent administration would be
biased by this knowledge. Second, it is likely (as was reported to the researcher by
numerous subjects) that subjects became aware of the nature of the disorder under study
because of completing the questionnaire. The current problem reflects a nearly universal
difficulty in psychological measurement. It was perhaps best stated by Cronbach when
he wrote, “Successive measurements of psychological quantities are rarely independent
... because the act of measurement may change the quantity [measured]” (1947, p.2).
Thus, after the first administration of the questionnaires, subjects would no longer be

naive to the study and this would likely bias their ratings on the second administration.

A second factor militates against calculating reliabilities for the current scales. Irems
within each scale were designed to measure divergent concepts within the two domains
(causal beliefs and help seeking preferences). Thus, the heterogeneity of the scale content
does not lend itself to measures of internal reliability such as Cronbach’s Alpha
(Guilford, & Fruchter, 1973). It will remain for future research to examine the

reliability of these scales.
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Chinese Depression Inventory

The Chinese Depression Inventory has been found to possess acceptable reliability. In
their study of the CDI, Zhang and Lin (1991) compared it to a Chinese version of the
Beck Depression Inventory (CBDI) with favourable results. Zheng and Lin reported
Cronbach's alphas, of 0.91 for the CDI and 0.85 for the CBDI. In the current study the
CDI scores yielded a Cronbach’s Alpha of 0.93. The CDI was also evaluated using the
split-half method. The split-half analysis yielded a correlation of 0.75 between forms.
These results suggest that the CDI is a very reliable instrument for measuring depressive

symptoms in Chinese populations.

Research Samples

In a sense, this was a convenience sample in that several factories, community, farming
and seniors’ groups, hospitals and universities agreed to participate in subject
recruitment. In the formal sense, the sampling procedure used was cluster sampling.
Clusters were designed to provide appropriately large and heterogeneous sub-samples®
that differed on the major demographic and other independent variables under study,
while at the same time keeping the sample collection within the realm of the possible

given time and financial constraints®.

With that caveat, within each sub-sample, the sampling technique used was random
sampling. The major criteria for creating the sub-samples were level of education, place
of residence (urban vs. rural) and clinical status. It happened that the sample was very

similar to the general population on many dimensions. However, the primary intent

' In the remainder of the text, sample clusters will be referred to as “sub-samples’ since this more clearly captures the
relationship between the overall sample and the clusters.

# The current research was entirely funded by the author.
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was not to match the sample to the general population. The differences between the
research sample characteristics and the relevant population parameters are discussed

below.

Phase-one Sample: The Focus Groups

The author and two research assistants recruited volunteers in person to participate in
three focus groups. The first group consisted of 10 students attending the universicy
from which the main university sub-sample was drawn. The second group consisted of
10 members of the urban community from which the urban community sub-sample
was drawn. The third group consisted of 10 rural migrant workers residing in the
community from which the urban community sub-sample was drawn. The main
criterion for selection was that the participants not be trained in any mental health
speciality. Each participant was paid a 10 yuan (about $2.00 Canadian) honorarium and

soft-drinks were served free of charge during the focus group sessions.

Phase-two Sample: The Main Research Sample

The main research sample consisted of three groups of Chinese participants. The three
major subdivisions of the sample were comprised of non-<clinical, clinical and
professional subjects. The non-clinical sub-samples” were recruited from two districts in
Beijing and one village approximately 130 kilometres northeast of Beijing. The clinical
sub-sample consisted of inpatients and outpatients of the main Beijing psychiatric
hospitals, and one general hospital offering outpatient psychological services in the

Beijing region. The professional sub-sample consisted of clinicians at non-psychiatric

% Note: In the current context these groups of subjects are referred to as the urban-community sub-sample and the
rural-community sub-sample. However, due to space limitations in tables presented below the urban-community
sub-sample is referred to as the general sub-sample and the rural-community sub-sample is referred to simply as the
rural sub-sample.
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general medical hospitals, psychiatric hospitals, psychological counselling facilities and
members of the Beijing psychologists association. Participants in the main study were
pad a2 5 yuan (about $1.00 Canadian) honorarium prior to completing the
questionnaires. Subjects were informed that they could keep the honorarium regardless

of whether they completed the entire questionnaire.

Sample Size

There were two criteria for selecting the sample size. The first criterion was the sample
size recommendations of Comrey and Lee (1992). As a general rule of thumb for factor
analysis, they suggested that 500 subjects constituted a ‘good’ sample. The second
criterion was the power calculations by Cohen (1992) to provide a power of 0.80 to
detect a medium (f = 0.25) effect size in one-way ANOVA. The optimal sub-sample
size thus determined was approximately 150 subjects per subsample. This allowed for
analyses in which subjects were grouped along the lines of variables such as age,

education, income, locale of residence, etc. within sub-samples®.

Subject Recruitment

General Comments

In all sub-samples return rates were high, ranging from 51% to 100%. As with all survey
research, questionnaires were given to subjects but not returned. It is likely that these
subjects decided to withdraw from the study or encountered some difficulty returning
the completed questionnaire on time. In some instances, examination during data entry

revealed that some respondents failed to complete whole sections of the questionnaire.

2 Results of the ANOVAS using these variables will be reported in separate publications.
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These questionnaires were retained but the data from them was not entered into the

database.

University Sub-sample Recruitment

For the university sample, advertisements were posted outside campus dining halls
where the majority of students and staff take their meals. The posters indicated the
times and location (in the philosophy building, which was also the temporary home of
the psychology department) for questionnaire distribution and collection.
Questionnaires were distributed and collected over a three-day period from July 5% to
July 7* from 9:00 AM to 9:00 PM. One hundred sixty questionnaires were distributed

and all were returned completed.

Urban-community Sub-sample Recruitment

The urban-community sub-sample was recruited through a combination of poster
advertisements and circulars. Advertisements were posted in well-travelled locations
throughout each community and volunteers in their respective areas (i.e., the factory
floor, the seniors’ association, etc.) distributed circulars requesting participants. Four
questionnaire distribution and collection points were established in the two
communities (in ‘storefront’ locations along the main streets). Volunteers also solicited
the participation of patrons visiting these locations over a three-day period from June
10" to June 12%, 1997 from 7:00 AM to 8:00 PM. Two hundred questionnaires were

distributed in this manner, with 102 questionnaires being completed and returned.

Ten volunteers distributed questionnaires to randomly selected households of one of the
factory dormitories. At the time of data collection, the dormitory consisted of 35 six-

storey apartment blocks primarily housing factory workers and their families. Each
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block consists of an average of 40 to 50 apartments. Each apartment was assigned a
number and using a random number table to determine the first apartment to be
canvassed. Residents at every 8 apartment were then offered the questionnaire if they
met the criteria for the lay sample. Two hundred questionnaires were distributed in this

manner with 158 questionnaires being completed and returned.

Rural-community Sub-sample Recruitment

For the rural sample, the data collection point was the Diao Ling village community
hall. Three volunteers distributed and collected the questionnaires in the communiry.
An attempt was made to contact all households in this village of about 800 people.
Questionnaires were distributed and collected over a three-day period from July 25% to
July 27, 1997 from 8:00 AM to 7:00 PM. Two hundred questionnaires were distributed

with 160 being completed and returned.

Clinical Sub-sample Recruitment

The clinical lay sample was collected through direct solicitation of patents by
psychiatrists and clinical psychologists who volunteered to participate in the data
collection. These clinicians were instructed to solicit the participation of patients who
met the diagnostic criteria for depression only (i.e., patients with dual or ambiguous
diagnoses, were excluded). The sample was collected at four hospitals. These included
An Ding psychiatric hospital, Bei Yi (Beijing No. 6 hospital, the teaching hospital of
Beijing Medical University) hospital psychiatric unit, Hui Long Guan psychiatric
hospital, Zhong Ri general hospital psychology unit. Of 160 questionnaires distributed,
between June 10* and August 18, 1997, 143 were competed and returned.

100

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Professional Sub-sample Recruitment

The professional sample was recruited from among the staff of the hospirtals listed for
the clinical sub-sample and from the Hai Dian district general hospital, the Hui Long
Guan county general hospital and the Dao Ling county health services. In the case of
the professional sample, participating practitioners in each setting were requested to
circulate the questionnaire among colleagues who were ignorant of the study’s purpose.
Questionnaires were distributed and collected over a one-month period from August
08* to September 10%, 1997. One hundred sixty questionnaires were distributed with

100 completed and returned.

Description of the Overall Lay Sample

Gender

Table 1 shows the distribution of lay subjects by gender”. The distribution in the
population by the 1990 census was male 50.9% and female 49.1% (State Statistical
Bureau of the People’s Republic of China, 1996)*. Therefore, it was believed that the
sampling procedure was successful in attaining a reasonably representative sample with

respect to gender.

B For some tables thar follow the total sample size reported is less than the actual roral sample size. This is due to the
fact that some subjects left the answer fields of some of the demographic questions blank and, thus, information for
those subjects is not available. The numbers of such individuals are reflected as the value labelled ‘missing’ in the
affected tables.

# For the remainder of the discussion when population statistics for China are provided they are all drawn from this
census report.
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Table 1: Frequency distribution of lay subjects by gender

Valid Cumulative
Subject Gender n Percent Percent Percent
Male 327 48.4 48.4 48 4
Female 348 51.5 51.6 100.0
Total 675 99.9 100.0
Missing 1 1
Total 676 100.0

Age

Table 2 shows the distribution of subjects in the sample by age groups. It is evident that

there is a significantly greater proportion of younger people in the sample than that in

the general population where 15 to 24 year olds constitute 22.26% of the population.

This was because a separate university sample was included. These subjects were

primarily undergraduate students and therefore younger aged individuals were over-

represented.

Table 2: Frequency distribution of lay subjects by Age category

Valid Cumulative
Age Category n Percent Percent Percent
15-24 years 228 33.7 33.9 339
25-34 years 168 249 250 58.9
35-44 years 122 18.0 18.2 77.1
45-54 years 87 12.9 12.9 90.0
55-64 years 39 5.8 5.8 95.8
65-74 years 21 3.1 3.1 99.0
75-80 years 7 1.0 1.0 100.0
Total 672 994 100.0
Missing 4 .6
Total 676 100.0
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The middle three age growups (i.e., from ages 25 to 54 years) are within approximately
one percent of their actuasl population proportions. The actual population proportions
for 55-64, 65-74 and 75-80 age groups are 10.11%, 6.48% and 1.59% (respectively). Thus,
these latter three age categgories are represented in the current sample by approximately

half their respective propor-tions in the Chinese population.

Educational Attainment

As is evident from Table 3, the lay sample is also not representative of the educational
distributions found in thes general population. This, again, is due to inclusion of a
separate university sub-sarmple. When this sub-sample is removed from the total non-
clinical lay sub-sample, the distribution of educational categories more closely
approximates that in the cverall population distribution. The census data indicate that
the distribution individuamls with primary-, middle, secondary school and post-
secondary levels of educati+on in the population is 24.83%, 36.80%, 23.81% and 15.37%

(respectively).

Table 3: Frequency disttribution of lay subjects by Educational

category
Cumulative

Educational Category n Percent Valid Percent Percent
Primary School 65 9.6 9.8 9.8
Middle School 158 234 23.8 33.6
High School 202 299 30.4 64.0
University 181 26.8 273 913
Grad. Degree 58 86 8.7 100.0
Total 664 98.2 100.0
Missing 12 1.8
Total 676 100.0
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Persons per Household

Up to the tme of this writing, a search of the available census data failed to locate
statistics showing a derailed analysis on a district level of the percentages of households
by number of persons . Therefore, it was not possible to determine how representative
(at a district level) the sample was with respect to this statistic. The 1990 national census
indicated that the average number of residents per household in China was 3.70 persons.
The same figure for Beijing was 3.1 persons. The mean number of persons per

household in the current sample was 3.75.

Table 4 shows the percentages of subjects indicating the given numbers of persons
residing in their home. It is evident that the number of 3 and 4 person households
dominated in this sample. This likely reflects the one-child-per-family policy in force in
China. It may reasonably be expected that the vast majority of the 3 person homes
consisted of two parents and one child. It is likely that the number of 4 person homes
also included a member of the extended family (i.e., a member of the grandparental
generation). It can be reasonably assumed therefore that in the average urban household

there were likely two wage earning adults.
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Table 4: Frequency distribution of lay subjects by number of
persons in household

Number in Cumulative
household n Percent Valid Percent Percent

1 19 2.8 2.8 2.8
2 48 7.1 7.1 10.0
3 249 36.8 37.1 470
4 214 31.7 31.8 789
5 99 14.6 14.7 93.6
6 28 4.1 4.2 97.8
7 2 3 3 98.1
8 6 .9 9 99.0
9 2 3 3 99.3
10 4 .6 .6 99.9
18 1 1 1 100.0
Total 672 99.4 100.0

Missing 4 .6

Total 676 100.0

In the rural sub-sample, the majority of subjects (60.6%) reported four or more people
per residence. By contrast, 70.0% of the university sub-sample, 86.2% of the general
community sub-sample and 78.3% of the clinical sub-sample reported four or fewer
persons residing in their homes. It is possible that some of the individuals reporting
significantly high numbers (e.g., >7) of individuals in their household, may have
misinterpreted the question and reported the number of persons in their family (i.e., the
number of persons in their immediate family rather than the number residing in their
home). However, some Chinese families also have family run businesses (e.g.,
restaurants) in which all family members, immediate and extended, may dwell under the
same roof. Since the number of such respondents was small by comparison with the

overall sample, this was not considered as constituting a significant biasing factor.
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Income

Income categories were constructed by dividing the reported total monthly household
income by the number of individuals per household (an approach recommended by
Michael Phillips, personal communication, February, 1997). At the ume of the study
the income for urban workers was approximately 800 to 1,000 yuan per month. Since
the majority of households in urban Beijing consist of dual income couples with one
child, it was decided to set an arbitrary level of income per person in the household at
301 to 500 yuan. This is to say, an average family of 3 should have a total monthly
income of about 900 to 1500 yuan. As is evident from Table 5 somewhat over three

quarters of the sample reported incomes at or below this middle-income level.

Table 5: Frequency distribution of lay subjects by income category

Cumulative
Income category n Percent Valid Percent Percent
Low (0-150) 133 19.7 20.6 20.6
Lower-Middle (151-300) 157 232 243 45.0
Middle (301-500) 203 30.0 31.5 76.4
Upper-middle (501-700) 64 9.5 9.9 86.4
High (701-900) 32 4.7 5.0 91.3
Affluent (>901) 56 83 8.7 100.0
Total 645 954 100.0
Missing 31 46
Total 676 100.0

Marital Status

Table 6 reveals the marital statuses reported by subjects. Again, the inclusion of the
university sub-sample biased this distribution. The 1995 national statistics indicated that
20% of adult Chinese citizens were never married, and 73.22% were married (including
first married and re-married). There was no statistic available showing the proportion of

individuals separated. The reported proportion for divorced people is 0.71% and
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widowed people accounted for 6.07% of the population. Removing the influence of the
university sub-sample only altered the percentages of single to married people in the
sample to 27.3% versus 64.8% (respectively). Thus, after accounting for this influence

the remaining lay sample is still slightly biased in favour of single individuals.

Table 6: Frequency distribution of lay subjects by Marital Status

Cumulative

Marital Status n Percent Valid Percent Percent
single 284 42.0 422 422
married 347 S1.3 51.6 93.8
separated 14 2.1 2.1 95.8
divorced 20 3.0 3.0 98.8
other 8 1.2 1.2 100.0
Total 673 99.6 100.0
Missing 3 4
Total 676 100.0

Locale of Birth

As Table 7 shows, the total lay sample was not consistent with the rural to urban
population distribution in China (approximately 70% to 30% respectively) that existed
at the time of the study. Since there has been a significant migration from rural to urban
areas, many of these new residents being migrant workers, the urban community

sample was designed to account for this.
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Table 7: Frequency distribution of lay subjects by Locale of Birth

Cumulative
Locale of Birth n Percent Valid Percent Percent
urban 342 50.6 50.7 50.7
rural 332 49.1 493 100.0
Total 674 99.7 100.0
Missing 2 3
Total 676 100.0

As noted in the detailed sub-sample descriptions below, the urban community sub-
sample included 100 subjects (40.2%) who indicated a rural place of birth. The rural
community sub-sample consisted of 142 subjects (95.9%) indicating a rural place of
birth. Taking these two (urban and rural) sub-samples together, the urban to rural
distribution in the overall sample of lay people becomes approximately 155 to 242 (39%
to 61%). This distribution more closely approximates the actual urban versus rural

population proportions.

Region of Birth

The distinction between ‘northerner’ and ‘southerner’ is somewhat arbitrary. It is
arbitrary in the sense that there is no formalised way to measure this characteristic
unequivocally. As such, there are no census data available that divide the Chinese
population along north/south lines. However, the distinction is quite clear in the minds
of the Chinese people. The Chinese often view themselves in terms of this dichotomy,
which is conceptualised in terms of the character of the respective regions. Depending
on whom you ask, northerners are characterised as being formal, bureaucratic,
academic, artistic etc., while southerners are characterised as being informal,
materialistic, traditional (read: superstitious), pragmatic etc. Since this dichotomy is such
a salient aspect of self-definition among Chinese people, the decision was made rto

include it as a variable on the questionnaire.
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Table 8: Frequency distribution of lay subjects by Region of Birth

Valid Cumulative

Regton of Birth n Percent Percent Percent
northern 553 81.8 82.0 82.0
southern 121 17.9 18.0 100.0
Total 674 99.7 100.0

Missing 2 3

Total 676 100.0

Detailed Description of the Sub-samples
University Sub-sample

This sub-sample was recruited at Beijing University, one of China’s main university
campuses. The university is a general post-secondary institution, offering undergraduate
through advanced degrees in arts and sciences. Beijing University admits students from
all parts of China. Therefore, this population is relatively heterogeneous with respect to

students’ regional origins and academic disciplines.

The university group (n = 150, 10 questionnaires were rejected) consisted of 82 (54.7%)
males and 68 (45.3%) females. Their mean age was 22.41 years with a range of 18 to 36
years. Their mean level of education was 14.99 years with a range from 10 to 23 years.
There was an average of 4.1 persons in the university households (range 1 to 8). Their
average monthly household income was 1586.83 yuan® with a range of 12.00 to 7000.00
Yuan (4 failed to report income). The distribution of reported marital status was: 141
(94%) single, 8 (5.3%) married (including first and subsequent marriages), and 1 (.7%)
was divorced (none reported separated or widowed status). Eighty-nine (59.3%) students

reported that they were from northern China and 61 (40.7%) reported southern origins.

3 The conversion ratio at the time of writing was about 5 Chinese yuan to 1 Canadian dollar.
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There were 88 (58.7%) urban-born students and 62 (41.3%) reported they werse born in

rural areas.

Urban-Community Sub-sample

The urban-community sub-sample was drawn from the Qing He (pronounceed ‘ching
herh’) and Xi San Qi (pronounced ‘see san chee’) districts of Beijing. A wide range of
people of wvarying socio-economic statuses populates both of these adjacent
communities. The primary employer in Qing He is a relatively large and prosperous
textile mill. Xi San Qi is dotted with many different factories that include smarll private
firms, some larger state-owned enterprises and joint-venture companies. Empeloyment,
therefore, in these two districts is relatively stable, and the communities may be
considered as relatively representative of China’s working middle-class. In additon,
both communities attract a wide variety of commuters and migrant workers. who do
contract work on such things as infrastructure and who operate a thriving service

industry 1n the community markets.

The urban-community group (n = 249, 12 protocols were rejected) consisterd of 105
(42.2%) males and 143 (57.4%) females (1 subject did not report gender). Their mmean age
was 37.16 years with a range of 15 to 79 years (3 failed to report age). Their mzean level
of education was 10.70 years with a range from O to 20 years (3 failed wo report
education). There was an average of 3.5 people in each of the urban households (3 failing
to report) and their average monthly household income was 1863.18 yuan, witkr a range
of 150.00 to 20,000.00 Yuan (4 failed to report income). The marital statuses were
reported as: 66 (26.5%) single, 169 (67.9%) married, 7 (2.8%) reported thuey were
separated and 4 (1.6%) were divorced and 2 reported ‘other’ (widowed) (1 pers.on failed

to report marital status). Two hundred eight (83.5%) reported that they were from
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northern China and 41 (16.5%) reported southern origins. There were 148 (59.4%)
urban-born respondents and 100 (40.2%) reported they were born in rural areas (1

person failed to report in this category).

Rural-Community Sub-sample

Dao Ling village, north-east of Beijing, is a small rural hamlet of about 800 people. Its
economy is primarily agrarian with some light industry. The people of this community
do not consider themselves particularly poor and told the research assistants that to see
poor people “go back and see the people who live in the hills, at least we have clothes to
wear all the ume”. On the other hand, many of the people saw themselves as
economically disadvantaged by comparison with their urban counterparts. Many of the
older residents decried the prevailing situation that saw most of the younger and better
educated among them moving to the city. While there seemed to be a core of long-term
well-established families, as with many small villages (particularly those located near

larger cities), Dao Ling is a community in flux.

The rural-community group (n = 148, 12 protocols were rejected) consisted of 71
(48.0%) males and 77 (52.0%) females. Their mean age was 37.68 years with a range of 15
to 77 years. Their mean level of education was 7.74 years with a range from 0 to 13 years
(3 failed to report education status). There was an average of 3.88 persons per household
(1 failed to report the number of persons in the household) with an average monthly
household income was 719.17 yuan, with a range of 0 to 3000.00 Yuan (3 failed to report
income). The reported marital statuses were 37 (25.0%) single, 97 (65.5%) married, and 2
(1.4%) were separated, 6 (4.1%) reported being divorced and 5 (3.4%) reported ‘other’
status (widowed) (1 respondent failed to report marital status). One hundred forty three

(96.6%) rural respondents reported that they were from northern China and 5 (3.4%)
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reported southern origins. There were 142 (95.9%) reporting rural birthplace and there

were 6 (4.1%) who reported they were born in urban areas.

Clinical Sub-sample

As mentioned above, the clinical sample was recruited from the inpatient and outpatient
population of several psychiatric and one general hospital in Beijing. Because of the
extended length of stay for those patients with comprehensive medical benefits, this was
a relatively heterogeneous sample. For those who can afford it, inpatient treatment is
often provided until patients have fully recovered. Therefore, there was a significant

range in the severity of depressive symptoms reported by this group using the CDIL.

The clinical sample consisted of 129 (14 of the 143 protocols received were rejected)
inpatients and outpatients diagnosed with major depression. Clinical subjects included
69 (53.5%) males and 60 (46.5%) females. Their mean age was 37.87 years with a range of
16 to 66 years (1 failed to report age). Their mean level of education was 12.02 years
with a range from 0 to 21 years (4 failed to report education). Their average monthly
household income was 1561.97 yuan, with a range of 0.00 to 5000.00 Yuan (9 failed to
report income). The analysis of reported marital status revealed 40 (31%) single, 73
(56.6%) married, 5 (3.9%) separated, 9 (7.0%) divorced and 1 (0.8%) reported ‘other’
status (widowed). One subject failed to report marital status. One hundred thirteen
(87.6%) of the clinical subjects reported that they were from northern China and 14
(10.9%) reported southern origins (one failed to report in this category). One hundred
(77.5%) clinical subjects reported being urban-born and 28 (21.7%) reported they were

born in rural locales (again, one subject failed to provide this information).
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Professional Sub-sample

The professional sample was recruited from among the staff of 6 hospitals and 4
university clinics, as well as from a rural setting just outside Beijing. The psychiatric
hospitals included Beijing number 6 hospital (part of Beijing Medical University), An-
Ding psychiatric hospital, and Hui Long Guan psychiatric hospital. The general
hospitals included the Chinese-Japanese Friendship hospital, Guang An Men Traditional
Chinese Medical hospital (housing the institute for research on TCM), Hui Long Guan
community hospital. Members of the Beijing Clinical Psychologists Society also
participated.

The sample consisted of 98 individuals (two protocols of 100 were rejected) representing
8 areas of specialisation. These included 38 general Western medical practitioners (these
included 5 barefoot doctors who classified themselves as Western medical doctors), 15
Traditional Chinese medical practitioners, 2 nurses, 2 acupuncturists, 2 massage
therapists, 24 psychiatrists and 10 psychologists. There were 40 males and 58 females.
The mean age of the professional sample was 34.7 years with a range from 20 to 62
years. The mean educational level was 15.6 years with a range from 8 to 23 years. The
professional sample reported an average of 4.66 years of professional education with a
range from 1 to 11 years. These subjects reported an average of 10.13 years of
professional practice with a range from 0 to 39 years. The mean of their total household
monthly incomes was 2012.50 yuan with a range from 400 to 8000 yuan. There was an
average of 3.34 people residing in the professional households with a range from 1 to 7
people. Their reported marital statuses were 27 single, 70 married and 1 divorced. There
were 33 rural born and the remaining 65 were urban born. Northern-born professionals

were in the majority at 85 with the remaining 13 reporting southern roots.
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Data Collection

Brief screening interviews were conducted to ensure that participants met the inclusion
criteria for their particular sub-sample. For the non-clinical sub-samples (the urban-
community, rural-community and university sub-samples), the participation of one
adult member (over 18 yrs.) of any given household was solicited. They were asked
about the nature of their occupation and the highest level of education they had
achieved. People with occupations or education related to mental health were excluded.
Clinical subjects were selected based on diagnosis given by staff psychiatrists or
psychologists at each facility.

After securing non-clinical lay subjects’ agreement to participate, they were given the
questionnaire in a plain envelope. Non-clinical subjects with a sufficiently high reading
level were given the written package and the option to complete the questionnaire at the
distribution site or at home®. In the cases where the questionnaires were delivered to
the subject’s home they were asked to complete the questionnaire within 48hrs and to
drop it off at the collection site in their respective communities or the volunteer would

offer to return and collect the questionnaire from their home. For low literacy, non-

% Individuals with fewer than 7 years of formal education were offered the option of having the volunteer work with
them to complete the questionnaire. In such cases, the volunteers were instructed to read the questionnaire items
verbatim and to use the literal Likert scale alternatives rather than just the numbers when they read eacn response
alternative. In the university sample, as expected, there were no low literacy subjects. Subjects with fewer than 7 years
of formal education constituted 7.2% of the urban community sample, 29.1% of the rural community sample and
3.2% of the clinical sample. The exact number of individuals requesting and receiving assistance with the questionnaire

was not recorded. However, it may be expected that it was proportional to the numbers of low literacy people in each

group.
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clinical subjects the researchers administered the questionnaire in person at a time and

place convenient for the subject and collected questionnaires after completion.

University participants were allowed to complete the questionnaires in a large room
provided at the university for the purpose of data collection or to complete the form at
home and return it the next day to the data collection room. At each of the urban
community ‘street-corner’ distribution sites a table set up at which the subjects could
complete the questionnaire in private (i.e., tables were situated such that subjects could
not be observed by the public while completing the questionnaire). At the rural
community site, subjects were offered the questionnaire to complete at home or at the
community hall. These questionnaires were collected after completion at the
community hall or returned to the community hall after completion at the subject’s

home.

Clinicians in each clinical setting administered the test materials. As mentioned earlier,
these clinicians were instructed to include only subjects who met the research criteria
for an exclusive diagnosis of Major Depressive Disorder (see definitions of terms). Due
to the very limited number of individuals ‘exclusively’ diagnosed with depression,
clinicians were asked to solicit the participation of all individuals in their respective
facilities that mert this criterion. They were provided with blank copies of the research
instruments, and asked to collect the questionnaires upon completion. Where possible,

clinicians were to arrange for subjects to complete the questionnaire privately.

For the professional sample, partcipating clinicians delivered the professional
questionnaires to colleagues agreeing to participate. The professional subjects were also
requested to complete the questionnaire within 48 hours and to return them to the

individual who gave it to them.
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Treatment of the Data

In additvon to visually screening outr incomplete questionnaires (i.e., questionnaires
within which one or more entire scales were left blank), to further minimise the effect
of response bias, only questionnaires on which the numeric sum of the ratings on each
scale was equal to, or exceeded 5 for any given subject were included in each analysis”.
In the inital analysis, the means and standard deviations were calculated for the ratings
by the total sample -of each of the causal attributions and each of the help seeking

alternatives. These are presented in tabular form for visual inspection.

Subjects’ ratings on the causal atribution scale and the help seeking preferences scale
were then factor analysed®. The procedure consisted of Principal Components analysis
with Varimax rotation using SPSS (version 8.02) for MS Windows. The number of
factors to retain was based on the Scree test (Cattell, 1966, cited in Rummel, 1970),

Components with Eigenvalues greater than 1.0 were retained.

Next, for each lay subject, a ‘Factor Score’ was calculated. This was accomplished by
summing scores for items on which the given factor showed significant loadings (i.e., a
factor loading greater than 0.4). This sum was then divided by the number of items used.
The result was a score for each subject on each of the rotated components of the causal-
belief and the help seeking preference scales that were derived during the factor analysis.
Means and standard deviations of the ‘Causal beliefs Factor’ scores and the ‘Help-

seeking Factor’ scores were examined as a gauge of endorsement for the respective

7 It was felt that such response patterns would be invalid since this would indicate thar the respondent rated none of
the alternatives as important or only a one or two as marginally important. Where this was the case, particular
artention was paid to the open-ended response options offered at the end of both the causal artribution scale and the
help seeking preference scale. The results of these idiosyncraric responses will be reported in a separate publication.

# The factor analysis of the CDI was used primarily as a measure of internal validity. The detailed results of the CDI
analysis will be reported in a separate publication.
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factors. The factor scores were entered into a correlation® matrix using SPSS to examine
g

the relationship between causal beliefs and help seeking preferences.

Each subject was next given a ‘severity of depression’ score based on the level of
reported symptoms using the Chinese Depression Inventory. Using this procedure, each
subject was placed into a discrete category defined by the classification system
recommended by Zheng and Lin (1991). This system classifies individuals with CDI
scores of 0 to 25 as ‘normal’. Those with scores of 26 to 35 are considered to suffer from
‘mild’ depression. Those with scores between 36 and 45 are classified as ‘moderately’
depressed. Finally, those with scores of 46 and above are considered ‘severely’ depressed.
Spearman’s rank order correlations were calculated between severity of depression and
Causal Factor scores, and between severity of depression and Help-seeking Factor scores

as measures of association.

Finally, subjects were divided into categories based on clinical status. This was based
simply on sub-sample membership (i.e., all non-clinical subjects compared to members
of the clinical sample). This procedure allowed for comparisons of causal attributions

and help seeking preferences based on experience in the mental health system.

¥ Stem and leaf plots were examined for normality of the individual Factor score distributions and scarter plots were
examined for linearity berween Cause and Help Seeking Factor scores. Several of these plots revealed non-normal
distributions, and non-linearity between Cause Factors and Help Seeking Factors. Therefore, it was decided to use
Spearman’s rho to calculate correlation coefficients since this statistic is somewhat more robust in the face of such
departures from normalcy and does not necessarily assume linearity of relationship between variables.
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Chapter 4 - Results

The metric used to conduct many of the analyses was the Factor scores. Because of this
and since factor analysis constituted the conceptual model for interpreting the
underlying constructs, the results of the factor analyses are presented along with the

descriptive statistics in each sub-section below.

Question #1: Which attributions do Chinese lay people and professionals rate as
important causes of depression?

Lay People’s Ratings of Causal Attributions
Descriptive statistics for causal attributions scale

Table 9 shows the means and standard deviations of the lay subjects’ ratings on the
causal attribution scale. The rating scale had a range of possible values from 0 to 4 (‘zero’
meaning the given attribution was not at all an important cause, and ‘four’ meaning the
given autribution was definitely an important cause). The natural midpoint of the scale
was a value of 2.0%°. Thus, as a heuristic, those attributions receiving a mean rating of 2
or greater were interpreted as ‘important’ causes of depression. Attributions with mean
ratings between 1 and 2 were considered ‘moderately’ important and those with mean

ratings below 1 were considered as ‘unimportant™! in the aetiology of depression.
P

* An examination of the grand means and standard deviations was conducted. The grand mean for the causal
attribution ratings was 1.51 and the same figure for the help seeking alternatives was 1.49. The mean standard
deviation for the causal attribution ratings was 0.59 and that for the help secking alternatives was 0.78. Therefore,
the current sample may have been slightly conservative in their ratings given these calculations. However, for the
sake of simplicity the classification scheme noted above was adopted and seemed a reasonable and valid approach to
interpreting the results.

3! This heuristic was used with both the causal artributions and the help seeking alternatives.
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Table 9: Means and standard deviations of lay peoples’ ratings of
causal attributions

Causal Attribution Mean Std. Deviation
Genetic predisposition N 1.08
Too educated or affluent 1.40 1.35
Lo status vs expectations 2.42 1.37
Due to menopause 1.81 1.39
Lost someone close 2.09 1.45
Unlucky or predestined .88 1.27
Too many defeats in life 204 1.25
Brain or nervous sys. problem 1.38 1.39
Too poor & unsatisfied with life 1.57 1.32
Lacks IQ or coping ability .82 1.17
Problem in past (upbringing) 1.31 1.25
Neg. influence by media 1.02 112
Intluenced by depressed others 114 1.18
Marital problems 2.19 1.37
Work/study environ. not good 1.68 1.24
Overworked 2.08 1.34
Poor health or low resistance 1.64 1.37
Supernatural beings 54 1.06
Discordant fam. life 208 1.30
Discord co-workers or friends 202 1.29
Lacks willpower, too soft 2.08 1.48
Bad living environment 1.12 1.18
Infected by bacteria or germs 66 [.10
Lacks tormal education .68 i.10
Litestyle odd or different 1.11 L.13
Lacks spiritual beliefs 2.82 1.36

Table 9 reveals that nine attributions were endorsed as important causes of depression.
The four highest rated causes were; 1) the individual lacks spiritual beliefs, 2) the
individual has low status in life versus his/her expectations, 3) the individual is

experiencing marital problems, and 4) the individual has lost someone close.

Three causes were tied for the fifth place position. These attributions were; 1) the
individual lacks willpower (is too soft), 2) the individual is overworked, and 3) the
individual is experiencing a discordant family life. The last two attributions rated as

important causes of depression were; 1) the individual has experienced too many defeats
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in life, and 2) the individual is experiencing discord with co-workers or friends. The
lowest ratings were given to attributions such as the problem is caused by supernatural
beings, the individual is infected by bacteria or germs, and the individual lacks formal

education.

Factor analysis of causal attributions ratings

Table 10 shows the results of the Principal Components analysis of the causal
auributions using Varimax rotatuon. This analysis resulted in a clearly interpretable

seven-factor solution. Overall, the seven factors accounted for 53.02% of the variance.

The first factor, which accounted for 20.83%" of the variance, was labelled ‘Biological -
Faralistic . This factor showed significant loadings on items that were primarily
biological or mystical, but were all ostensibly beyond the individual’s control. These
included items such as; ‘lacks IQ or coping ability’, ‘influenced by supernatural beings’,
‘genetic predisposition’ and ‘brain or nervous system problem’. Interestingly, two other
factors also showed significant loadings on these latter two items. Factor six also loaded
significantly on ‘genetic predisposition’. Factor 7 loaded significantly on the item ‘brain
or nervous system problem’. Because these causal attributions displayed stronger
loadings with, and were conceptually closer to the overall theme of the Biological -
fatalistic factor, their weights were included in the calculation of the scores for this

Causal Factor.

The second factor was labelled “Environmental Stress - Downtrodden’ and accounted
for 8.15% of the total variance. This factor showed significant loadings on items

including causes such as ‘overwork’, ‘working or studying in a bad environment’, and
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having experienced ‘many defeats in life’. This factor included the only other ‘double
loading’ item in the analysis. Both factor 2 and factor 4 loaded significantly on item 20,
‘discord with co-workers or friends’. It’s higher loading with factor 2 may have been
due to the fact that the item included the term ‘co-workers’ which may have led subjects
to associate it with the words ‘overwork’ and ‘working in a bad environment’ both of

which imply work-related difficulties.

Table 10: Rotated component matrix of Lay peoples' ratings of
Causal Attributions

Component
Causal Attribution I 2 3 4 5 6 7
Lacks IQ or coping ability 65 27 0 19
Supematural beings .59 17 20
Unlucky or predestined 58 26 o] .16
Lacks formal education .55 31 .13 a 20
Infected by bacteria or germs 54 16 25 0 19
Genetic predisposition -5 0 20 E3 0
Brain or nervous sys. problem 44 30 0 41
Work/study environ. not good 67 15
Too many defeats in life 59 25 0 23
Too poor & unsatistied with life 26 .56 235 0 22 .16
Overworked .55 24 14 16 36
Discord co-workers or friends Sl 8 46 24 0
Problem in past (upbringing) 23 35 A6 19 27
Lost someone close 73 L 13
Marital problems Ry .23 .73 A3 A3
Discordant fam. life 34 66 25 27
Due to menopause Ry St 0 A2 29
Lacks spiritual beliefs 0 23 71 .19
Lacks willpower, too soft 17 33 61 Q .18
Neg. intluence by media 20 a7 1520
[nfluenced by depressed others 29 13 67
Lifestyle odd or different 26 29 37 35
Too educated or aftiuent A4 76 L1
Low stats vs expectations 26 .13 12 65
Poor health or low resistance A3 s 100 27 21 64
Bad living environment .33 23 .21 A5 45

Extraction Method: Principal Component Analysis.
Rotation Method: Varimax with Kaiser Normalization.

*2 The explained variances reported for each component are those for the rotated solution, not those for the initial
extraction.
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Also of interest with respect to the ‘Environmental Stress - Downtrodden’ Causal
Factor, was that it subsumed one of the two items that failed to show a significant factor
loading (i.e., greater than 0.4) with any causal factor; ‘problem in the past (upbringing)’.
The most likely explanation for this loading, non-significant though it was, is that the

item was perceived as conceptually related to ‘environmental factors’.

The third factor was labelled ‘Family Problems’ and accounted for 5.92% of the toral
variance. This factor included such items as ‘the loss of someone close’ and ‘marital
problems’ and ‘discordant family life’. It is interesting to note that factor 3 also loaded
significanty on the item: ‘the problem is caused by menopause’. Intuitively, one might
expect this item to load most significantly with the “Biological - Fatalistic’ factor, given
its conceptualisation as an inevitable and normal biological consequence of ageing. The
fact that the ‘Family Problems’ factor loaded significantly on this item suggests that
menopause may be perceived as a problem with its chief impact being observed or felt in

the context of the family.

The fourth factor, accounung for 5.33% of the overall variance, was labelled ‘Lacks
Inner Resources’. This factor showed significant loadings on the items; ‘lacks willpower
- too soft (person)’ and ‘lacks spiritual beliefs’, and implied a characterological or
‘philosophical’ deficiency. Focus group participants’ descriptions relating to the first
item suggested a weak or fragile disposition rather than simply a lack of resolve per se.
The term elicited from the focus groups (and used in the questionnaire) suggested an
individual displaying a character similar to the Western concept of the ‘neurotic’
personality. With regard to the second attribution, it is important to note that, in the
context of the focus groups, the ‘spiritual beliefs’ item did not necessarily connote
religious beliefs. Rather, it held a more general meaning that implied having a defining

and sustaining life philosophy that is consonant with a formalised system of guiding
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principles (this could be anything from Christianity or Confucianism to Capitalism or

Communism).

The fifth factor, which accounted for 4.6% of the variance, was entitled ‘Negative -
Depressing Influences’. Attributions on which this factor loaded significandy were;
‘influenced by negative media’ and ‘influenced by depressed others’. Focus group
participants described the ‘media’ item as including television, books, magazines, etc.,
reflecting such things as depressing or sad themes, or depicting suffering. The latter item
suggests that interaction with depressed people may cause or exacerbate depression. This
factor also included the second item on which no factor loaded significantly: “lifestyle
odd or different’. It is possible that subjects perceived that individuals leading an odd or
different lifestyle may gravitate toward, or possess a propinquity with depressed others
in their milieu and/or may have a penchant for negative or depressing themes in their

media choices.

The sixth Causal Factor was labelled “Unfulfilled Aspirations’. This factor accounted for
4.2% of the total variance and included items implying that the individual fell short of
fulfilment or attainment of some lifestyle ideal. This factor loaded significantly on items
including; the person’s ‘actual life status is oo far below his or her expectations’ and
‘s/he is too highly educated or affluent’. Participants in the focus groups suggested that
the former item reflected the reality that some people are assigned to, or achieve,
stations in life below what they may have expected to achieve through such things as
education and/or experience, or through long and dedicated service. The latter item
reflected the idea that some people are very highly educated or affluent and are never
satisfied with their lot in life. In other words, no matter how much they may attain, itis

never enough to satisfy them.
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As mentioned in relaton to the °‘Biological-Fatalistic’ factor, factor 6 (Unfulfilled
Aspirations) also loaded significantly on the item ‘genetic predisposition’. The
association between unfulfilled aspirations and genetic predisposition is not entirely
clear. It is possible that some subjects viewed genetic predisposition more in terms of a
social sense of ‘lineage’ whereby, for example, members of pre-revolution ‘upper class’
families may be perceived as expecting an ‘entidement’ beyond the station they
currently hold in post-revolution China. Admittedly, this is a long conceptual leap.

However, it does address this somewhat anomalous finding.

The seventh and final factor, accounting for 3.97% of the total variance, was labelled
‘Poor Health/Environment’ since it loaded significantly on the following causes: ‘poor
health or low resistance to germs’ and ‘bad living environment’. These items suggest
some deficiency in the individual’s standard of living. As described by focus group
participants these items reflect sequelae of such things as current or childhood
impoverishment. As mentioned in the descriptuon of the ‘Biological-Faralistic’ factor,
the item ‘brain or nervous system problem’ also had a lower, but significant, loading on
the ‘Poor Health/Environment’ factor. One possibility for this secondary loading is
that subjects associated the ‘brain or nervous system problem’ item with the ‘poor
health or low resistance to germs’ item. It is also possible that subjects perceived this
causal attribution as being a consequence of a deficient or impoverished environment

and the significant loading with the ‘Poor Health/Environment’ reflects this association.

Descriptive statistics for Causal Factor scores

Table 11 shows the means and standard deviations of the Causal Factor scores for the
full sample of laypersons. The relatively low standard deviations suggest that there was

fairly high consensus among subjects’ ratings that contributed to these scores.
Yy ug g ) g
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Table 11: Means and standard deviations of Causal Factor scores for
total lay sample

Causal Factor Mean  Std. Dewiation
Biological - fatalistic .81 .68
Environmental stress - Downtrodden 1.88 .86
Family problems 2.04 .99
Lacks inner resources 2.45 I.15
Neg-depressing influences 1.08 .97
Unfulfilled aspirations 1.91 1.12
Poor health/environment 1.38 1.02

In Table 11, it is evident that the ZLacks Inner Resources and the ‘Family Problems’
factors were rated by the overall lay sample as the most important causes of depression.
The standard deviations suggest that there was somewhat greater consensus with respect
to the ‘Family Problems’ versus the ZLacks Inner Resources Causal Factors. The
“Unfulfilled Aspirations’ and ‘Environmental Stress - Downtrodden’ factors also showed
relatively high ratings, although the mean ratings of these Causal Factors did not reach
the threshold for importance. It is interesting to note that the ‘Biological - Faralistic’
cause factor was rated lowest. This would seem to indicate that the ‘depressive’ disorder
depicted in the vignette was not perceived as being of a physiological or a supernatural
nature. It may be surmised from this comparison that the lay subjects surveyed viewed
this as a condition primarily caused by internal non-biological deficiencies combined

with stresses due to discord in the social environment.

Health Care Professionals’ Ratings of Causal Attributions

Due to the small size of the professional sample (98 completed questionnaires), factor

analysis was not considered a valid approach to examining these results (Comrey, &
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Lee, 1992). As such, the discussion of the results of the professional causal beliefs was

limired to an examination of descriptive statistics at the item level.

An examination of Table 12 reveals that, unlike their lay counterparts, professional
subjects rated only seven of the attributions as important causes of depression.
However, there was substantial overlap between the lay and professional endorsements.
Again, using the arbitrary threshold value of 2.0, the three attributions most highly
rated by professionals as causes of depression were; 1) the individual has lost someone
close, 2) the individual is experiencing discord with co-workers or friends, and 3) the

individual lacks spiritual beliefs.

There were two items on which ratings by professional subjects and lay subjects did not
overlap. Professional subjects rated ‘menopause’ as an important cause of depression,
whereas lay subjects rated this item as only moderately important. Lay subjects rated
‘discordant family life’ as an important cause of depression, whereas professional
subjects rated it as only moderately important. However, this latter difference was very
small and the professional subjects’ rating of this causal attribution (1.97) was barely

below the arbitrary threshold for ‘importance’.

The causes rated lowest by professional subjects, for the most part, mirrored those of
their lay counterparts. These low rated attributions included; ‘supernatural beings’,
‘infected by bacteria or germs’, ‘lacks IQ or coping ability’, “lacks formal education’, and
‘unlucky or predestined’. The Chinese health care professionals surveyed rated the
‘genetic predisposition’ and the ‘brain or nervous system’ higher than did their lay
counterparts however differences on the latter item were minor. This lends partial

support to Pearson’s (1993) contention regarding the contrast between lay and

126

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



professional beliefs about mental disorders (i.e., that professionals are more inclined

toward biomedical explanations than are lay people).

Table 12: Means and standard deviations of health care
professionals’ ratings of causal attributions

Std.

Causal Attribution Mean Deviation
Genetic predisposition 107 1.06
Too educated or affluent 1.19 1.26
Low status vs expectations 1.90 1.26
Due to menopause 2.05 1.27
Lost someone close 2.12 1.31
Unlucky or predestined .63 .12
Too many defeats in life 2.04 1.10
Brain or nervous sys. problem 1.48 1.51
Too poor & unsatistied with life 142 I.1s
Lacks IQ or coping ability 45 .86
Problem in past (upbringing) 1.38 1.28
Neg. influence by media 72 94
Intluenced by depressed others 71 99
Marital problems 2.06 1.23
Work‘study environ. not good 1.80 LI5
Overworked 203 1.18
Poor health or low resistance 1.13 1.08
Supemnatural beings .19 .55
Discordant fam. life 197 L6
Discord co-workers or friends 2.12 1.22
Lacks willpower, too soft 1.94 1.26
Bad living environment 92 95
Infected by bacteria or germs 26 74
Lacks formal education 45 91
Lifestyle odd or dilferent .77 .98
Lacks spiritual beliefs 2.09 142

It was interesting to note that, as with lay people, professional subjects also rated
‘genetic predisposition’ quite low as causal in depression. This seems to suggest that
Chinese professionals and lay people alike conceptualise depression differently from the
‘genetic’ diathesis model held by some healthcare professionals in the West.

Question #2: Which belp seeking alternatives for depression are rated most bighly by
Chinese lay people?
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Lay People’s Ratings of Helpp Seeking Preferences
Descriptive statistics for help seeking preferensces scale

Table 13 shows the means and standard deviations of subjects’ ratings of help seeking
preferences. Again, as seen in the standard deviarions, there was significant variability in
consensus among subjects as to their preferencess for the various help seeking alternatives

included in this scale.

It is notable that the most highly favoured sou:rce of help was ‘psychologist’ given the
scarceness of this resource in China. Self-heBp was the second most highly rated
approach to overcoming depression. As would the expected from the literature reviewed
earlier on Chinese help seeking, Friends andl Family members were also rated as
desirable sources of help for depressed personss. The reasons for these ratings will be

explored further in the conclusions and discussior section.

Consistent with subjects’ ratings of causal belietfs, it is not as surprising to see Shaman
and Temple/priest having been rated as low as they were. Also notable was the low
ratung given Acupuncturist. This is counterintunitive given high rating accorded TCM
doctors and with the widespread use of this forrm of help, generally, in Chinese society.
It may be that subjects distinguish between physsicians trained in the full range of TCM
and those whose training is limited to acupunctoure, and eschewed the latter due to the
more limited scope of their knowledge and prasctice. This finding may also reflect the
current reality in China. There are individualss who practice acupuncture (and other
forms of healing) without the appropriate training. Thus, the perception of

acupuncturists generally may be tainted by highly~ publicised cases of such charlatanism.
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Table 13: Means and standard deviations of ratings of help seeking
alternatives for total sample

Help Seeking Alternative Mean  Std. Deviation
Do nothing (hope it goes away) 1.04 1.14
Acupuncturist .94 1.06
Barefoot doctor .66 1.02
Family member 2.46 1.18
Friend 2.55 1.22
Folk healer .39 .87
Herbalist 1.40 1.19
Massage therapist 1.31 1.17
Community health nurse 1.26 1.25
Psychiatrist 1.72 1.52
Psychologist 2.80 1.29
Shaman 37 .93
Self-help (exercise, educ'n) 2.78 I.16
TCM Doctor 1.66 1.31
Temple/priest .63 1.02
Western MD 1.39 1.33

Factor analysis of help seeking preferences

Table 14 shows the result of the Principal Components extraction with Varimax
rotation for lay peoples’ ratings on the help seeking preference scale. The analysis
yielded a clearly interpretable four-factor structure, which accounted for 54.17% of the

variance among ratings of items on this scale.

The first factor, which accounted for 24.25% of the total variance, was labelled
“Traditional/Western medical’. This factor showed significant loadings on help seeking
alternatives that reflected biomedical sources of help. These included the full range of
TCM practitioners and Western medical practitioners. In the context of the Chinese

medical system massage therapists are subsumed under TCM approaches and most
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hospitals and clinics have a department that offers therapeutic massage including
acupressure therapy, which is closely associated with acupuncture. Therefore, it is

understandable that massage therapist would cluster with the other medical specialties.

The second factor was labelled ‘Supernatural/folk’ and accounted for 11.42% of the
total variance. This factor loaded significantly on items that generally reflected a range
of help seeking alternatives that fall outside the mantle of currently accepted therapeutic
practice such as Shaman and Temple/priest. The one exception was the item ‘Barefoot
doctor’. Since subjects were asked to endorse help seeking alternatives specifically with
regard to ‘depression’, it would be expected these ratings reflected their perception of
the efficacy of this form of help with regard to this disorder. Therefore, this loading
may suggest that barefoot doctors are perceived as being ill equipped in the modern
medical sense to deal with problems such as depression. An other possible explanation
for this loading is that, since a large proportion of the total sample was drawn from
urban populations, these subjects may perceive barefoot doctors as being outside the

currently accepted realm of helping resources, viewing them as “folk’ practitioners.

Also with respect to the ‘Barefoot doctor’ item, this was the only double loading item in
the help seeking preference scale. As can be seen in Table 14, the Traditional/Western
medical factor also loaded significantly on this helping resource. This seems to reflect an
ambivalent attitude toward barefoot doctors whereby they are viewed as a formal type

of medical help by some subjects and as a folk resource by others subjects.
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Table 14: Rotated component matrix of Lay people’s ratings of help
seeking preferences

Component
Help Seeking Alternative 1 2 3 4
Herbalist .81
TCM Doctor .79
Western MD 72 -.14 23
Massage therapist 71 22
Acupuncturist .68 .14
Community health nurse .61 .33
Shaman .78
Folk healer .25 .62
Temple/priest .58 .19 12
Barefoot doctor .47 49
Do nothing (hope it goes away) 45 -.10
Friend .87
Family member .19 .73 .19
Self-help (exercise, educ'n) -.15 47 -.38
Psychiatrist .19 .83
Psychologist -.23 .26 .69

Extraction Method: Principal Component Analysis.
Rotation Method: Varimax with Kaiser Normalization.

Interestingly, the Supernatural/folk factor also loaded significantly on the item ‘do
nothing (hope it goes away)’. This may indicate that subjects perceived doing nothing as
a form of “faith’ based healing. Conversely, it may be that, since subjects endorsed doing
nothing in patterns similar to the endorsement of the other items loading with this
factor, these other means of intervention may be perceived as ‘passive’ approaches to

dealing with the problem depicted in the vignette.

The third Help-seeking Factor, which accounted for 10.57% of the total variance, was
labelled “Social support/self-help’. This factor showed significant loadings on the

‘Friend’, ‘Family member’ and ‘Self-help’ helping resources. The meanings of the

131

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



‘Friend’ and ‘Family member® help seeking alternatives items are clear (and ubiquitous

in the help seeking literature) and would be expected to cluster together.

In the context of the focus groups, the self-help item reflected an intentional and active
approach to overcoming depression. Focus group participants suggested that such things
as vacations, exercise classes and taking self-improvement courses (either educational or
avocational) might help depressed individuals by distracting them from their problems,

relieving stress and improving general physical and psychological well-being.

The fact that the family member, friend and self-help alternatives ciustered together may
also reflect the Chinese tendency toward secrecy when psychological problems are
encountered. Limiting one’s attempts at overcoming a problem such as depression to
self-help or sharing it with family or friends would ensure, to greater or lesser degrees,

the non-disclosure of such confidential information.

The fourth factor was labelled “Mental health professional’. This factor accounted for
7.93% of the total variance. The Mental health professional factor loaded significantly
on the items Psychologist and Psychiatrist. Both logic and the literature reviewed on
help seeking for psychological problems among Chinese, suggests that these approaches

to dealing with depression would cluster together.

Descriptive statistics for Help-seeking Factor scores

Table 15 shows the descriptive statistics for subjects’ ratings of the Help-seeking Factor
scores. This table shows that the most highly endorsed Help Seeking factors for
depression were Social support/self-help and Menral health professionals. The results
displayed suggest that while these two categories of help seeking resources were almost

equally rated, there was a somewhar higher consensus among subjects (as reflected in the
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standard deviations) regarding the Social support/self-help factor than there was for the
Mental health professional factor.

Table 15: Means and standard deviations of Help-seeking Factor
scores of total Lay sample

Help Seeking Factor Mean  Std. Deviation
Tradidional/Western medical 1.33 .90
Supernatural/folk .62 .60
Social support/self-help 2.60 .85
Mental health professional 2.26 1.19

With respect to this latter finding, given the difference in the endorsements of
psychiatrist versus psychologist, it is not surprising to see that there was lower
consensus around mental health professionals as preferable sources of help for

depression. The reasons for this finding will be explored in the discussion section below.

Question #3: Is there a relationship between Chinese lay people’s ratings of causal
attributions and those of belp seeking preferences for depression?

Relationship Between ratings of Causal and Help-seeking Factors

As mentoned earlier, Spearman’s rank order correlation coefficients were calculated to
evaluate the relationship berween Causal Factor scores and help seeking preference
Factor scores. As would be expected in any such analysis there were some correlations
that were statstically significant but marginal in their practical significance. A visual
examination of Table 16 reveals that the majority of the correlations between Causal
Auribution Factor scores and Help Seeking Factor scores were significant at the p<.01

level or better.
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Help Secking Factor

Table 16: Spearman Rank Order Correlations for Causal Attribution Factor
Scores and Help-seeking Factor Scores for Lay sample

Mental
Tradidional/Westem Social health
Causal Factor medical Supcmatural/fclk  supportselt-help  professional
Biological - fatalistic Correlation Coefficient 386 <06°** 005 .180**
Sig. (2-tailed) .000 .000 917 .000
N 492 492 492 492
Environmenta{ stress - Correlation Coctlicient 61%* .094* 222e* 145
Downtrodden Sig. (2-tailed) 000 037 000 001
N 492 492 192 492
Family problems Corrclation Coetlicient 73 .180** 215 095+
Sig. (2-tailed) .000 000 .000 .035
N 492 492 492 492
Lacks inner resources Correlation Coefficient 026 -019 253" 164%e
Sig. (2-tailed) 559 672 .000 .000
N 492 492 492 492
Neg-depressing intluences  Correlation Coethicient 181%* 140== RSN 098
Sig. (2-tailed) .000 002 0l4 031
N 492 492 492 492
Unfultilled aspirations Correlation Coetlicient -024 074 213%¢ 066
Sig. (2-tailed) 600 .103 .000 143
N 492 492 492 492
Poor health‘environment Correlation Coeflicient 361%* 303%* 085 082
Sig. (2-tailed) .000 000 060 069
N 492 492 492 492

** Comelation 1s syguficant at the 01 level (2-tailed)

Coerelation 1s sigruficant at the 05 level (C-tasled)

These correlations indicate that there is a strong and, in some cases, predictable
relationship between scores on the Causal Factors and the Help-seeking Factors. These

relatonships will be examined more closely in the discussion section.

Question #4: Is there a relationship between subjects’ scores on the Chinese Depression
Inventory and their ratings of Causal Factors for depression and/or their ratings of
Help-seeking Factors?

134

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Relationship Between Level of Depressive Symptoms and Causal Factors

In order to examine the relationship between the level of depressive symptoms and the
Causal Factors, subgroups were derived based on the subject’s current classification with

respect to scores on the Chinese Depression Inventory.

Table 17: Spearman's Rank Order Correlations between Causal
Factor Scores and Severity of Depression

Severity of’

Causal Factor depression
Biological - tatalistic Correlation Coetlicient 222

Sig. (2-tailed) 000

N 492
Environmental stress - Downtrodden Correlation Coefficient 164**

Sig. (2-tailed) .000

N 192
Family problems Correlation CoetTicient 140

Sig. (2-tailed) .002

N 492
Lacks inner resources Correlation CoetTicient 021

Sig. (2-tailed) 646

N 492
Neg-depressing influences Correlation Coeflicient 128"

Sig. (2-tailed) 005

N 492
Untulfilled aspirations Correlation Coctlicient .062

Sig. (2-tailed) 173

N 492
Poor health/environment Correlation Coefficient 121

Sig. (2-tailed) .0a7

N 492

- Correlation is significant at the .01 level (2-tailed).

As is evident from an examination of Table 17, the level of depressive symptoms
(measured by the CDI) showed significant correlations with the Causal Factors in this
study. The strongest correlation was between depression and scores on the Biological -
fatalistic Causal Factor. Weaker, but statistically significant, correlations were found

between depression and all but two of the other Causal Factors.
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This analysis clearly shows a relationship between the severity of depression and ratings
on the causal auribution scale. To further illuminate this relationship, mean Causal

Facror scores were analysed based on the levels of depressive symptoms.

Table 18: Mean Causal Factor scores analysed by level of depressive

symptoms
Severnity of depression

Normal Mild Moderate Severe
Cause Factor Mean Mean Mean Mean
Biological - fatalistic .72 .73 111 1.38
g‘;"v:;"t‘r‘:c‘!‘:{;ﬁj stress - 1.78 1.96 2.13 2.25
Family problems 1.95 2.10 2.36 233
Lacks inner resources 2.42 2.52 2.49 247
Neg-depressing influences .98 1.32 1.18 1.21
Unfulfilled aspirations 1.86 2.06 1.85 2.09
Poor health/environment 1.29 1.41 1.70 1.67

Table 18 reveals several interesting trends. First, as a general statement those with higher
levels of depression tended to give higher ratings overall to most of the Causal Factors.
These differences were most pronounced with respect to the normal versus the other
three categories of depressed individuals. Although none of the groups rated the
Biological - fatalistic, the Negative - depressing influences or the Poor
Health/Environment Causal Factors highly as causes of depression, moderately and
severely depressed subjects were more likely than members of the other two groups to
do so. The two most severely depressed groups rated the Environmental Stress -
Downtrodden Causal Factor as important whereas the normal and mildly depressed

groups did not.

As might be expected from the overall results of the analysis causal atuibutions

described above, the greatest degree of consensus and the highest ratings were accorded
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the ‘Lacks Inner Resources’ and the ‘Family Problems’ Causal Factors. However, the
non-depressed group’s rating of this latter Causal Factor was below the threshold for
importance. With regard to the Unfulfilled Aspirations Causal Factor, the mildly and
severely depressed rated this as a significant cause, whereas the normal and moderately

depressed groups did not.

These results support the hypothesis that level of depressive symptoms do, indeed,

influence ratings of causal attributions for depression.

Relationship Between Level of Depressive Symptoms and Help Seeking Factors

Table 19 shows the correlations between severity of depression and Help-seeking Factor
scores. All but one of the correlations reached statistical significance. Although in a

practical sense, these relationships were weak.

As was done with the Causal Factors, in order to more clearly illuminate the
relationship bertween Help-seeking Factors and severity of depression, mean ratings for
each Help-seeking Factor were analysed by severity of depression. Table 20 presents this
analysis.
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Table 19: Spearman's Rank Order Correlations between Help-
seeking Factor Scores and Severity of Depression

Seventy of
Help Seeking Factor depression
Tradidional/Western medical Correlation Coefficient .140**
Sig. (2-tailed) .002
N 492
Supematural/folk Correlation Coefficient .166**
Sig. (2-tailed) .000
N 492
Social support/self-help Correlation Coefficient - 127
Sig. (2-tailed) .005
N 492
Mental health professional Correlation Coefficient .035
Sig. (2-tailed) 437
N 492

**. Correlation is significant at the .01 level (2-tailed).

Table 20 reveals a familiar trend with respect to the first two Help-seeking Factors.
While neither of these factors were rated as desirable sources of help, ratings of them
increased with increasing severity of depressive symptoms. The inverse relationship seen
in Table 19 between the level of depression and endorsement of the Social support/self-
help factor is clearly illustrated in Table 20. Although rated somewhat as less preferable
than Social support/self-help, the Mental health factor received relatively uniform

endorsement as a desirable helping resource.
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Table 20: Mean Help-seeking Factor scores analysed by level of
depressive symptoms

Severity of depression

Normal Mild Moderate Severe

Mean Mean Mean Mean
Tradidional/Westem medical 1.23 1.49 1.53 1.47
Supematural/folk .55 .55 .82 1.07
Social support/self-help 2.67 2.50 2.56 2.29
Mental health professional 222 2.39 230 2.22

These results support the hypothesis that the level of depressive symptoms exerts an
impact on ratings of help seeking preferences. However, though the results are
statistically significant this effect appears to be mild in a practical sense.

Question #5: Does clinical status affect subjects’ ratings of Causal Factors for
depression and/or their ratings of Help-seeking Factors?

While the CDI differentiated berween subjects based on their current level of depressive
symptoms, this does not address the question of the effect of treatment history on
ratings of Causal Factors or Help-seeking Factors. Therefore, the data were analysed
based on the subject’s clinical status. This was defined as whether or not the subject was

currently an inpatient or outpatient in active treatment for depression.

Relationship Between Clinical Status and Causal Factors

Table 21 shows the correlations between Causal Factor scores and clinical status. Only

three of the seven correlations reached statistical significance.

Those correlations that did reach statistical significance indicated an inverse relationship.
Clinical status was a dichotomous variable with 0 (zero) indicating non-clinical subjects
and 1 (one) indicating clinical subjects. Therefore, the positive correlations indicate that

clinical subjects rated a given Causal Factor higher than did non-clinical subjects.
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Table 21: Spearman's Rank Order Correlations between Causal
Factor Scores and Clinical Status

Clinical
Causal Factor Status
Biological - fatalistic Correlation Coefficient 019
Sig. (2-tailed) 669
N 492
Environmental stress - Correlation Coeflicient -099*
Downtrodden Sig. (2-tailed) 028
N 492
Family problems Correlation Coeflicient -227**
Sig. (2-tailed) .000
N 492
Lacks inner resources Correlation Coetlicient -083
Sig. (2-tailed) 059
N 492
Neg-depressing influences Correlation Coetlicient -079
Sig (2-tailed) .081
N 492
Untultilled aspirations Correlation Coetlicient -116%*
Sig. (2-tailed) 010
N 492
Poor health/environment Correlation Coeflicient -.074
Sig. (2-tailed) 102
N 192

- Corrclation is significant at the .05 fevel (2-tailed).
**. Carrelation is significant at the .01 level (2-tailed).

Table 22 contains the mean Causal Factor scores analysed by clinical status. The most
pronounced difference is seen in relation to the ‘Family Problems’ Causal factor. This
result indicates that the clinical subjects were less likely to endorse family problems as
important in causing depression than were their non-clinical counterparts. The same,
though weaker, relationship existed between clinical status and the Environmental

Stress - Downtrodden and the Unfulfilled Aspirations Causal Factors.
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Table 22: Lay people’s Mean Causal Factor scores analysed by

clinical status
Clinical Status
Non-clinical Clinical
Causal Factor Mean Mean
Biological - fatalistic .81 .83
Environmental stress -
Downtrodden 191 L71
Family problems 2.14
Lacks inner resources 2.49 2.24
Neg-depressing influences 1.11 .94
Unfulfilled aspirations 1.97 1.64
Poor health/environment 1.42 1.21

These results suggest that while there is an effect of clinical status on ratings of the

Causal Factors it is not as pronounced as the effect of depressive symptoms.

Relationship Between Clinical Status and Help Seeking Factors

Table 23 shows the correlations between clinical status and Help-seeking Factor scores.
All four correlations were statistically significant. Again, given the coding scheme for
clinical status, positive correlations indicate that clinical subjects were more likely to

endorse the given Help-seeking Factor than non-clinical subjects were.

The results seen in Table 23 indicate that clinical subjects were more likely than were
their non-clinical counterparts to endorse Traditional or Western medical resources and
mental health professionals as desirable sources of help in overcoming depression.
Conversely, clinical subjects were less likely than were their non-clinical counterparts to

endorse Supernatural/folk and Social support/self-help as desirable sources of help.

141

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Table 23: Spearman's Rank Order Correlations between Help-
seeking Factor Scores and Clinical Status

Clinical
Help seeking Factor Status
Tradidional/Western Correlation Coefficient 219%*
medical Sig. (2-tailed) .000
N 492
Supematural/fotk Correlation Coefficient -.103*
Sig. (2-tailed) .022
N 492
Social support/seif-help Correlation Coefficient - 134*
Sig. (2-tailed) .003
N 492
Mental health professional  Correlation Coefficient .264**
Sig. (2-tailed) .000
N 492

**. Correlation is signiticant at the .01 level (2-tailed).

*. Correlation is significant at the .05 level (2-tailed).

This finding is reflected in the mean ratings of the Help-seeking Factor scores illustrated
in Table 24. Neither group endorsed Traditional/Western medical or Supernatural/folk
helping resources as sources of help they might pursue in overcoming depression. On
the other hand, both groups indicated that they would utilise approaches that included

social support and/or self-help and seek the assistance of mental health professionals if

faced with depression.
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Table 24: Lay people’s Help-seeking Factor scores analysed by
clinical status

Clinical Status
Non-clinical Clinical

Help Seeking Factor Mean Mean
Tradidional/Western medical 1.25 1.73
Supematural/folk .64 47
Social support/self-help 2.65 2.31
Mental health professional 2.12 2.96

These results support the hypothesis that experience in the mental health system

significantly impacts subjects’ ratings of various helping resources.
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Chapter 5 - Conclusions and Discussion

Several broad conclusions can be drawn from the current research. What the current
study has shown is that there is both a ‘core’ set of causal beliefs and help seeking
preferences that cuts across cultures, as well as a particularly Chinese subset of these
beliefs and preferences. Further, there is a significant effect of current level of depressive

symptoms and of clinical status on causal beliefs and help seeking preferences.

Ratings of Causal Attributions

The current study reveals that Chinese lay people subscribe to a primarily psychosocial,
rather than a biological or supernatural causal model of depression. The high mean
rating found for the ZLacks Inner Resources Causal Factor suggests that the principal
cause of depression is seen as something internal to the individual, though not
necessarily within his or her control. The ‘Lacks Inner Resources’ factor represents

deficits in such things as character and guiding philosophical or religious beliefs.

In this context, one of the more remarkable findings in the current study was the
importance that both lay and professional subjects assigned to a ‘lack of spiritual beliefs’

in the aetiology of depression.

This finding suggests at least two different interpretations. The first possibility is that,
currently, Chinese people see depression as caused by insufficient resort or dedication to
a sustaining life philosophy. In this sense, this finding would reflect the notion that
subjects perceived that the individual depicted in the vignette was deficient in his or her
beliefs and that this led to depression. This would suggest that subjects perceived a role

for enhancement of such beliefs or philosophies in overcoming depression. This is akin
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to the idea that advocated for overcoming neurasthenia that was espoused by the

Chinese mental health establishment during the Cultural Revolution

However, a second possibility is that this finding could reflect a more global attribution
of depressogenicity. It may be that subjects were identifying with and reacting to the
stimulus person’s difficulties and projecting social problems onto it as a way of
identifying how s/he came to be in this condition. In other words, the question arises as
to whether subjects were rating pure causal factors in depression, or were they

identifying conditions in their own milieu that would lead one to become depressed.

In either case, this finding is reminiscent of the assertion by Durkheim (1951) regarding
the relationship berween anomie and suicide™. As mentioned earlier, in the construction
of the causal beliefs scale, focus group participants indicated that the spiritual beliefs
item should not be interpreted strictly as connoting religious beliefs. Instead, they
emphasised a wider interpretation that included any set of guiding principles (including
religious, political, philosophical, etc.). Durkheim referred to a loss of moral and
philosophical rules and beliefs as a key factor in the dissolution of social cohesion that

led to the state he termed anomie.

It is possible that some subjects associated the syndrome depicted in the vignette with a
state of normlessness that many Chinese may be experiencing because of rapid social
change in that country. Old and accepted institutions and values are being dismantled
and viable substitutes have yet to appear to take their place. One of the sequelae of this

anomic phenomenon may be found in the various mainstream and fringe religions that

% Durkheim did not refer specifically to the disorder we know as depression in his writing. However, it is reasonable
to assume that depression is implied as a concomitant of anomie and suicide.
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have gained wider acceptance within the past five to ten years among the predominantly

‘secular’ population of China.

The second component of the ‘Lacks Inner Resources” Causal Factor is the item ‘Lacks
willpower (too soft)’. As mentioned above, the participants in the focus groups said that
this artribution suggests that the individual is inherently weak or fragile in character. In
other words, a person who is prone to excessive anxiety and/or emotional upset. The
individual item analysis indicated that lay people rated this item as important and
professionals rated it as moderately important in the aetiology of depression. This
finding seems to suggest that the Chinese subjects in this study recognised a ‘depression
prone’ personality configuration and rated this highly as an aetological factor in

depression.

This finding also supports those of earlier studies (e.g., Nunnaly, 1961; Arkoff, Thaver
and Elkind, 1966; Sue, Wagner, Ja, Margullis, & Lew, 1976) regarding the importance of
a lack of willpower as a predisposing factor in mental illness. As noted earlier, Sue et al
suggested that the belief that deficits in willpower may cause mental disorder likely

reflects the Chinese emphasis on self-control as a fundamental personal attribute.

Taken together the items that constitute the ZLacks Inner Resources Causal Factor
could also be construed as the first component in the diathesis-stress model of
depression. Beck’s diathesis-stress model of depression (Beck, Rush, Shaw, & Emery,
1979), suggests that early experience may inculcate maladaptive cognitive schemas.
These schemas predispose some individuals to interpret stressful situations in ways that
increase the possibility that they will develop a major depressive disorder in response to

stress. Viewed in this way, Chinese beliefs about the causes of depression could be
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considered as highly congruent with current psychological theories of depression widely

held in the West.

These characterological or philosophical deficits were accompanied by significantly high
ratings on the ‘Family Problems’ Causal Factor. The family problems Causal factor
consisted of the items; loss of someone close, marital problems, discordant family life
and menopause. The family has traditonally been seen as one of the primary forces
undergirding Chinese society. Thus, it may be expected that problems within the family

would be viewed as depressogenic.

The loss of a loved one has long been recognised as one of life’s greatest stressors
(Dohrenwend, & Dohrenwend, 1974). Similarly, marital and family discord and the
artendant loss of support has been recognised for its influence on depression (e.g.,
Brown, 1993). Finally, the question of the aetiological role of menopause in depression
has long been answered anecdotally. The role of hormonal changes inherent in
menopause has not been found to be as significant as the other life stresses that occur at
this stage in human development (for a comprehensive review see, Formanek, 1987).
Nonetheless, all of these factors have been linked to depression either scientifically or in
the popular understanding of the disorder. Thus, again, the high rating accorded the
‘Family Problems’ Causal Factor is consistent with the aetiological perspective held in

the West regarding this disorder.

Professional’s ratings of causes of depression

Professionals rated components of the ‘Family Problems’ Causal Factor as significant
causes of depression. It is interesting that these professionals’ number one rated cause of
depression was the loss of someone close. Again, this is consistent with Western

perceptions of the depressogenicity of interpersonal loss. The comments above in
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relation to this Causal Factor are also applicable to the current discussion of health care
professional’s ratings. Also interesting is the fact that professionals rated components of
both the Environmental Stress - Downtrodden Causal Factor and the ‘Lacks Inner
Resources’ Causal Factors as equally important in causing depression. This suggests two
things. First, as with their lay counterparts, these professionals seem to adhere to a
psychosocial rather than a biological causal model of depression. Second, the similarities
in these ratings suggest that the professional and lay conceptualisations of depression are

quite congruent.

It is also interesting that these Chinese professionals eschewed a biological and/or
genetic interpretation of depression. In the genetic diathesis model, a genetic (or
neurological) predisposition acts in concert with environmental stress to produce
depression. While mental health professionals in the West would likely differ in their
estimation of the effect of genetic predisposition on depression, few would rule it out
entirely. While the current sample of professionals did not rate neurological and genetic
factors as low as did their lay counterparts, their ratings do not suggest that they

perceived an important role for such factors in the aetiology of depression.

Ratings of Help Seeking Preferences

The ratings of help seeking alternatives yielded some surprising and some expected
results. The highest ratings being garnered for ‘psychologist’ and ‘self-help’ requires
further examination. The high endorsement of ‘self-help’ seen in Table 13 is very
consistent with other findings in the literature suggestihg a high propensity toward self-
reliance among Chinese in dealing with problems such as depression (e.g;, Cheung, Lau,
& Wong, 1982). In addition, there is a burgeoning list of popular self-help psychology
books now available in Chinese bookstores. This may have bolstered the perception
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among subjects that self-help is a viable first alternative when trying to overcome

depression.

‘Friend’ and ‘Family member’ followed these as the most highly rated sources of help.
Again, this is quite consistent with other findings regarding the Chinese tendency
toward first consulting family and/or friends when confronting psychological problems
(e.g., Ying, 1991). This leaves the question of the high ratings given psychologists.

That psychologist would be rated highest among potential sources of help for
depression is quite surprising. One possible explanation for this result is that it may have
been a research artefact due to the design of the questionnaire. In acknowledging the
support of the sponsoring department of Beijing university (the psychology department)
on the cover page of the questionnaire, subjects may have been cued to the purpose of
the study. It was possible that a bias was introduced toward psychologists as a function
of this information. However, in addition to the differences based on level of depressive
symptoms and on clinical status, analyses based on factors such as age, education and
urban versus rural residence also yielded significant differences in the endorsement of
psychologist as a desirable source of help. This would seem to suggest that if there was
such a biasing effect it was minimal and/or impacted these endorsements differentially

across the various demographic groups.

A second argument is that if such cueing or priming occurred, one may have expected
that psychiatrists would also have been highly rated as sources of help since they are
both parts of the formal mental health care structure. As most psychologists and
psychiatrists in the West would attest, only a small minority of even highly educated
individuals outside the mental health community have a. clear understanding of the
distinction between these two disciplines. Therefore, it is unlikely that in China, where
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formal mental health services are still a relatively rare commodity, that the average
layperson has a clearer understanding of this distinction. Thus, the ‘cuing’ hypothesis

becomes less tenable as a rationale for this finding,

A second possible explanation for this result may lie in the recent exposure that
psychology has had in the popular media. In addition to the above noted proliferation
of psychological self-help books, in China, at the time the current study was conducted,
there were many magazine and newspaper articles reflecting psychological themes. Also,
during this period there was a popular weekly radio programme during which the hosts,
including psychologists, psychiatrists and medical doctors, answer letters and open-line
calls about psychological problems. Thus, psychology has gained a wider audience and

popularity than it enjoyed in the past.

The recent media exposure that psychology has enjoyed seems to have provided the
discipline with a degree of cachet in modern Chinese society. The author’s personal
experience has been that many people in China invest psychology with an almost
mystical quality. This may reflect an ironic effect of the Cultural Revolution in which
psychology was denounced as an imperialist or bourgeois taboo subject. The result of
years of exile from the Chinese social, cultural and academic landscapes seems to be that
the average Chinese possesses a very limited understanding, and perhaps over-inflated

conceptualisation, of psychology.

This popularisation of psychology may be a factor in the high endorsements it received
as a potential source of help. However, again, this does not explain why psychiatrist did

not enjoy the same ratings as psychologist as a help seeking alternative.
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The higher endorsement accorded psychologist over psychiatrist as a desirable source of
help may also reflect a general aversion to ‘psychiatric’ conceptualisations of problems
such as depression. It may be that the perception of a problem as requiring
psychological intervention is more acceptable than one requiring psychiatric

intervention.

This result could also reflect the causal interpretation of the problem depicted in the
vignette. As was evident in the examination of causal attributions, these Chinese subjects
viewed ‘depression’ as a multi-determined problem involving a primarily psychosocial
aetiology while, at the same time, rejecting biological causal interpretations. Therefore,
depression may be perceived as being more amenable to psychological interventions

than the more biologically oriented psychiatric treatments.

Another related explanation is conrained in the interface between Chinese culture and
language. Blowers (1996) described the derivation of the Chinese term for psychology.
The original term was .0> Ff % ‘Xin Li Xue’ using the character for xin .(> meaning
“heart”. The literal translation of the Chinese term for psychology is “studies of
principles (or logic) of the heart”. The heart is the seat of reason in traditional Chinese
medicine (Lin, 1981). Thus, the modern term refers to the study of mentality. The term
for psychologist .0» H %% # ‘Xin Li Xue Zhe’ (or.{> ¥ E 4 ‘Xin Li Yi Sheng’)
refers to ‘one who studies (or treats) problems of the state of mind’. The term for
psychiatrist is ¥% #8 j5% 4= ‘Jing Shen Bing Yi Sheng’. Literally translated this means
‘doctor of mental illness’. Given the strong stigma attached to mental illness in Chinese
culture, the Chinese term for psychiatrist may convey a more negative connotation.
Therefore, it seems likely that even a person not well acquainted with the differences

between the two disciplines of psychology and psychiatry may, from the characters used

151

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



to represent them, artach a more positive valence to the term psychologist versus a

negative valence to the Chinese term for psychiatrist.

Causal Beliefs and Help Seeking Preferences

In the examination of the degree of association between Causal Factor scores and Help-
seeking Factor scores, there were also some expected and some unexpected findings. It is
not surprising to find that scores on the ‘Biological-fatalistic’ Causal Factor were
strongly correlated with scores on the ‘Traditional/Western medical’ Help-seeking
Factor. Those individuals who perceived that depression was a function of biological
factors would be expected to seek out biomedical interventions. In addition, while it was
not contrary to expectation, it was somewhat surprising to see the magnitude of the
correlation between this Causal Factor and the ‘Supernatural/folk’ Help-seeking Factor.
In fact, this was the strongest correlation in the current analysis. Again, it makes
intuitive sense that subjects perceiving depression as being caused by supernarural

influences would seek out faith based remedies.

The correlation between the ‘Biological-fatalistic’ Causal Factor and the ‘Mental health
professional’ Help-seeking Factor was statistically significant bur relatively weak. Thus,
individuals with a biological or supernatural conceptualisation of depression would be

unlikely to seek out mental health professionals to overcome depression.

This result supports the findings of other researchers (e.g., Ying, 1990, and Cheung,
1987). These studies revealed that individuals holding biological (or somatic)
conceptualisations of mental illness were the least likely to seek the aid of mental health
professionals. Conversely, they found that those who held psychological

conceptualisations were more likely to seek such interventions. If it turns out that rural
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Chinese are more likely to hold such conceptualisations of depression, this constitutes a

significant problem for the effective treatment of depression.

The ‘Environmental Stress - Downtrodden® Causal Factor correlated significantly but
weakly with all of the Help-seeking Factors. This result is interesting in that the items
that constitute this factor are largely global in their impact and relatively stable in the
current Chinese context. ‘Social support/self-help’ was most highly correlated with the
Environmental Stress - Downtrodden Causal Factor. Again, it makes Intuitive sense that
individuals suffering from problems at work, school etc. would seek counsel and solace
from family members and friends. Similarly, where such problems are seen as the cause

of depression, self-improvement and/or distraction are likely to be seen as helpful.

The correlations between the ‘Environmental Stress - Downtrodden’ Causal Factor and
the medical and mental health helping resources were also statistically significant. While
these correlations were rather weak in a practical sense, they suggest two things. First, it
is common in Chinese culture to utilise TCM interventions to boost the body’s defences
under stressful circumstances. Thus, this correlation would seem, in part, to support the
prophylactic and/or restorative role of TCM (Lin, 1981). Second, subjects also saw a
role for mental health interventions in dealing with problems caused by stress induced
by overwork and discord in the social environment. This suggests that at least some
segments of Chinese society are beginning to see a role for mental health professionals in

helping to overcome problems associated with psychosocial stressors.

The ‘Family Problems’ Causal Factor correlated positively with three Help-seeking
Factors. The strohgest_ correlation was with the ‘Supernatural/folk’ Help-seeking
Factor. Weaker, but statistically significant correlations, were also found between the
‘Family Problems’ and the ‘Social support (family-friend)’ and Traditional/Western
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medical Help-seeking Factors. While it makes intuitive sense that individuals
experiencing family problems would seek the counsel of other family members and
friends, and/or trusted medical practitioners, it is less clear why the this Causal Factor
was most strongly associated with Supernatural/folk sources of help. It is possible that
helping resources subsumed within this category (e.g., temple/priest, barefoot doctor,
etc.) provide advice giving or mediating functions in some Chinese communities

(particularly in rural settings).

Also subsumed within the ‘Supernatural/folk’ Help-seeking Factor is the item ‘do
nothing and hope the problem goes away’. Thus, another possible explanation for the
strength of this association is that not seeking outside (or any) form of intervention may
be viewed as the most effective way to deal with family problems. This is consistent

with the Chinese tendency to ‘not air dirty laundry’ with non-family members.

It was also notable that the ‘Family Problems’ Causal Factor was most weakly
correlated with the Mental health professional Help-seeking Factor. This suggests that
subjects viewed mental health interventions as having litde relevance to problems
originating within the family. Since psychology (and to a lesser extent psychiatry) is sull
in its infancy as a helping profession in China, it is not surprising that Chinese subjects
do not recognise the widér role of the discipline in dealing with dysfunction in the

family.

As with the ‘Family Problems’ Causal Factor, the ‘Lacks Inner Resources’ Causal
Factor correlated most strongly with the ‘Social support - self-help’ Help-seeking
Factor. Thus, individuals who are perceived as suffering from constitutional deficiencies
or deficits due to weak or non-existent religious or philosophical beliefs would be
expected to seek help from those closest to them. Similarly, undertaking self-
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improvement or enrichment activites associated with the ‘self-help’ concept are seen as

most helpful in compensating for the problems inherent in this Causal Factor.

The “Lacks Inner Resources’ Causal Factor was also significantly, but less strongly,
correlated with the “Mental health professional” Help-seeking Factor. Tv_/é explanations
may account for this correlation. First, it is possible that subjects saw a remediation role
for mental health professionals in such ‘characterological’ deficiencies. Second, it may
have been that subjects viewed mental health intervention as useful in,a palliative sense,
perhaps by enhancing depression coping stra;tegies rather than affecting change at, for

example, the level of personality restructuring.

Perhaps most interesting with respect to the ‘Lacks Inner Resources’ Causal Factor was
its low and negative correlation with the Supernatural/folk Help-seeking Factor. While
there is no clear conceptual link between a problem such as lacking willpower and
supernatural or folk interventions, at an intuitive le\;el, at least, one may expect that
visiting a temple or a priest would be perceived as helpful in bolstering a lack of spiritual
beliefs. This finding is consistent with that discussed earlier, that members of the focus
groups defined the ‘lacks spiritual beliefs’ item more in terms of philosophical than

religious beliefs.

The Negative-depressing influences Causal Factor did not correlate strongly with any of
the Help-seeking Factors. The strongest relationship was between this Causal Factor and
the Traditional/Western medical Help-seeking Factor. One possible explanation could
be that subjects perceived the influence of these medical practitioners as helpful in
informing persons so afflicted about the impact of such negative influences on their own
mental health. However, since the items that made up this Causal Factor suggest an
element of personal choice (e.g., the choice to associate with depressed people or to
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prefer books, songs and/or television programs with depressing themes), it may be that
subjects’ ratings reflect a sense that nothing but the individual her/himself could counter

these depressogenic influences.

As a cause of depression, ‘Unfulfilled Aspirations’ correlated significantly with only the
‘Social support/self-help’ Help-seeking Factor. It is notable that this is the only Causal
Facror to show just one significant correlation with any of the Help-seeking Factors.
Again, several explanations are possible here. On one hand, it is possible that subjects
viewed the support of family and friends as the only recourse for individuals who may
be depressed because of failure to achieve an expected or desired status in life. This may
be associated with the strong propensity within Chinese families to exert pressure on
their members to achieve higher and higher stations in life (for things such as current
material enrichment and for the maintenance or enhancement of the ‘family name’).
Thus, if the family was the source of the pressure to succeed only they could reduce or
eliminate the pressure. On the other hand, family support and friendship may have been
perceived as providing solace to people depressed over thwarted aspirations. Finally, it
may be that subjects believed that individuals experiencing depression because of
unfulfilled aspirations could resort to personal enrichment (self-help) either to improve

their station in life or to provide distraction in default of unattainable goals.

Next to the Biological-fatalistic Causal Factor, the Poor Lifestyle Causal Factor showed
some of the strongest correlations with Help-seeking Factors. It correlated most
strongly with the Traditional/Western medical Help-seeking Factor and the
Supernatural/folk Help-seeking Factor. In this regard, it would seem logical that
individuals endorsing the Poor health or low resistance component of this Causal Factor

would also endorse either Traditional Chinese or Western biomedical interventions.
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Impact of Clinical Status and Depression

It was clear that the level of depressive symptoms and clinical status were associated
with differences in scores on the various Causal Factors and Help-seeking Factors. The
problem that this raises is that future research must take into account both of these
factors when measuring such beliefs and preferences. If depressed individuals or
individuals with experience in mental health settings give substantially different
responses to questions germane to the treatment of their disorder, this throws the entire
research enterprise with non-depressed individuals into question. Generalisations about
the possible help seeking behaviour of depressed people cannot be made from research
that employs non-depressed samples alone. Similarly, predictions of where first-episode
patients will go for help cannot be made from studies of studies of clinical populations
alone. Cheung (1987) found that the type of setting in ‘which a parient presented had- a
significant impact on the coqceptualisation of their disorder and on the symptoms they

disclosed initally in seeking help.

The current research found similar results. Subjects who had high levels of depressive
symptoms and those who had experience in the mental health system showed a marked
preference for biological causality. On the other hand, persons without such experience
rated psychosocial causes more highly. Compared to non-patients, people who were
current inpatients or outpatients being treated for depression, showea a marked
preference toward mental health professionals and placed less faith in social support or

self-help and vice versa.
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Examination of Factor Structures

It is notable that the current study revealed factor structures for the causal attributions -
-
that were more consistent with those found in studies of Western subjects than in those

of Chinese subjects. Two comparisons will be discussed to illustrate this point.

The factor structure found in the current study is perhaps closest to that derived by
Norcrosss, Prochaska and Hambrecht (1985) in their study of causal attributions in a
U.S. sample. The current study revealed a seven-factor structure using 26 causes whereas
the Norcross et al study found ten factors derived from 60 causes™. The current study’s
Biological - fartalistic factor included content consistent with that found in three of
Norcross et al’s factors labelled: Spiritual determinism, Bad luck and Biological
inadequacies. The current Environmental Stress - Downtrodden factor subsumed’
content comparable to that found in two of Norcross et al’s factors labelled:
Interpersonal conflict and Environmental difficulties. This suggests that while the U.S.
subjects included similar content they differentiated these causal influences along more

discrete lines than was the case for the current Chinese sample.

The current ‘Family Problems’ factor contained content similar to that found in
Norcross et al’s Family conflicts factor. Finally, the current ‘Lacks Inner Resources’
factor contained similar content to that of Norcross et al’s Insufficient effort factor. This
suggests that there are clearly analogous underlying causal dimensions that are parsed in

a similar fashion in both cultures.

By contrast, Norcross et al’s study revealed several factors for which there are no

equivalents in the current findings. These factors were labelled: Maladaptive cognitions,
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Chosen lifestyle and Intrapersonal conflicts. Similarly, the current research revsealed
three factors for which the Norcross et al study conrtained no equivalents. These were
the Negative - depressing influences, the Unfulfilled Aspirations and the Poor
Health/Environment factors. This result suggests that there is a set of causal factors that

is unique to U.S. culture and another set that is unique to Chinese culture.

Paradoxically perhaps, the factor structure derived in the current study was least similar
to that uncovered by Luk and Bond (1992) in their study of Chinese subjects in ¥long
Kong. In that study, the causal attributions resolved into only two factors labelle-d the

Environmental/heredity factor and the Social-personal factor.

It is important to note here that the Norcross et al (1985) study used a sample of
undergraduate students. On the other hand, the Luk and Bond (1992) stﬁdy employed
both undergraduate students and non-student lay people in their study. Further, the
Norcross et al’s subjects were asked to rate each attribution as it related to a personal
problem of their own choosing. Luk and Bond’s subjects rated causal attributions as
they related to ten clearly defined psychological or social problems. Finallwy, as
mentioned, the Norcross et al study employed a larger and different set of causal
attributions, whereas the Luk and Bond study used a set of causal attributions that were
very similar to those used in the current study. Thus, while the sample, the problems
and the causal attributions used in the Norcross et al study differed widely from those in
the current study, there was a greater similarity between the factor structures than

berween that found in the current study and the Luk and Bond study that employred a

* Norcross et al originally began with 92 items in their scale but discarded 32 due to inadequate or complex factor
loadings on these items.
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much more similar sample, clearer problem definitions and a nearly identical set of

L3

causal attributions.

Overall, this result suggests several things. First, it suggests that there are certain core
causal dimensions that seem to cross cultural lines in the case of the Norcross et al (1985)
comparison. However, there is also a set of causal dimensions that are unique to the
cultures studied in that research and the current study. Second, this comparison reveals
that the different cultures defined causality for psychological problems in broader or
finer categories. That the factor structure found in the US study was more similar to
that found in the current research than the factor structure found in the Hong Kong
study also suggests that there may be greater variation within cultures (in this case
Beijing Chinese versus Hong Kong Chinese) than exists across cultures (American

versus Beijing Chinese).

Strengths, Weaknesses, and Limitations of the Study

A major strength of the current study is the large and heterogeneous sample used. This
sample consisted of Chinese from every walk of life and varied significantly with respect
to the main variables in the study (i.e.,, professional versus lay people, levels of
depressive symptoms and clinical status). This sample was also very heterogeneous with
respect to many other variables (age, education, locale of residence and birth, etc.). Space
limitations and the intent of the current dissertation precluded a full exploration of the

impact of these variables. However, these influences will be explored in separate

publications.

Another substantial strength of the current research is its use of a combination of etic

and emic approaches to scale development and analysis, and the use of a locally derived
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and validated instrument (the Chinese Depression Inventory) to measure one of the key
variables (level of depression). This allowed for valid statements to be made about the
causal beliefs and help seeking preferences of the specific population under examination
(the emic component). However, it also allows for more valid comparisons to be made

with findings in other cultures (the etic component).

Finally, the current questionnaires combined empirical and phenomenological question
formats (rating scales and open ended questions). This approaéh has the advantage of
providing an exhaustive exploration of causal attributions, help seeking preferences and
of the treatment of depression in China. This will allow .a future analyses to ask
questions of the current darta set that would otherwise be.impossible, and will allow a

greater breadth and depth of answers.

Bias Associated with Survey Research Designs

As with any survey research design, there is the potential for demand characteristics,
social desirability factors and questionable response sets to bias the data. In as much as it
was possible, these confounds were controlled for in the design, administration and data

entry phases of the research.

In the data entry phase, data from questionnaires with obvious invalid response sets
(e.g., responses that formed diagonal lines or other patterns, or all zero/all four
responses, etc.), or questionnaires in which one or more entire scales were omitted, were

not entered. However, there were few such questionnaires received.

On the covering letter of the questionnaire the name of the sponsoring department
(psychology) of the study was noted as an acknowledgement for their support.

However, volunteers were instructed that, if asked prior to collecion of the
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questionnaires, they were to tell subjects that this was a survey about ‘health’. In these
ways it was hoped that subjects would be less likely to be cued to the nature and
purpose of the study, thus, minimising the likelihood that they would respond in ways
they believed would be desirable in a psychological study of depression.

However, as mentioned earlier, during post-administration debriefings several subjects
indicated that they could guess at of the nature and purpose of the study. This is
inevitable, and harkens back to the words of Cronbach (1947) cited earlier in regard to
test-retest reliability. This quotation bears repeating in the context of the current
discussion: “Successive measurements of psychological quantities are rarely independent

... because the act of measurement may change the quantity [measured]” (p.2).

It was believed that guaranteeing anonymity and by inviting subjects to complete the
protocols in the privacy of their own homes and to return them in an unmarked sealed
envelope would minimise such demand characteristics as social desirability. Low literacy
subjects and some of the clinical subjects completed the questionnaire with the assistance
of a research assistant or clinician. While every attempt was made to minimise demand
characteristics in the study, individual reactions to participation in such a study are

inevitable and can only be mentioned as a confounding factor.

The Design of the Questionnaire

It was intended that subjects be kept as naive as possible regarding the nature of the
study. However, as mentioned earlier, in acknowledging the contribution of the
psychology department to the research on the questionnaire cover sheet, it is possible
that this resulted in a bias toward psychologists as a desirable helping resource. It was
found that there were significant differences in ratings of psychologist based on various

factors (e.g., education). However, the possibility remains that this information could
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have had such a biasing effect. The fact that there were differences in the endorsement of
psychologist across various different demographic and regional groups may only
indicate that this biasing effect differentially impacted groups’ endorsements. Therefore,

future research may benefit from the omission of such potentially biasing information.

A note regarding the design of the questionnaire and instructions to volunteers is
important. Since the current research employed multiple sub-samples and included
vignettes in which the stimulus character was either male or female, it was necessary to
include a coding system to define these variables for data entry purposes. In the upper
right corner of the cover page, therefore, a code was inserted (Mal = male stimulus
character and Fem = female stimulus character). In retrospect this code should have
been indicated in a less obvious fashion. The problem, fortunately, was caught early in
the data gathering phase when it was discovered that volunteers were handing the Mal
coded questionnaires to male subjects and the Fem coded questionnaires to female
subjects assuming that was the purpose of this code. Only ten questionnaires were
distributed in this way and all volunteers were subsequently instructed to distribute the

questionnaires without regard to the subjects’ gender.

Limitations Associated with the Overall Sample

The sampling procedure inevitably excluded large sectors of the population of Chinese
in the People’s Republic of China. Indeed, since the research was conducted in the
region of only one city, the sample could not reflect the wide range of regional
variations that exist in such a culturally diverse nation as the People’s Republic of
China. As a result, the sample was not truly representative of the Chinese population,
and generalisations beyond the population under study must be made with caution.

While this does not represent a major threat in the context of the present exploratory
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study, in scientific terms it remains a threat to external validity and generalisabilicy.
However, every effort was made to make the sample as heterogenecus as possible with
respect 1o variables in the study that may have an impact on causal beliefs and/or help
seeking preferences, such as age, level of education, level of depressive symptoms,

clinical status, professional status, etc.

Self-selection

The selection of subjects based on voluntary participation introduces a ‘self-selection’
bias in the sense that those who agree to participate in the study may differ
systematically in some respect from those who do not agree to participate in the study.
Since it is not valid or ethical to compel participation in research with human subjects,

this was unavoidable and can only be acknowledged as a limitation.

Variations in Symptom Severity of the Clinical Sample

Similarly, the sample, in particular the clinical subjects, may have been biased in favour
of those who are suffering less severe depression. The reason is that it is likely that a
number of those who received a diagnosis of Major Depressive Disorder may have been
wo ill, or for other reasons, unwilling to participate. Again, since it is not possible,
ethical or desirable to compel participation in these cases, this limitation can only be

acknowledged.

Limitations associated with the professional sample

As mentioned, the professional sub-sample was relatively small and this limited the
types of analyses that could be carried out on the data as well as the conclusions that
could be validly drawn from these data. In addition, with the exception of a small group

of rural practtoners, the majority came from large Beijing institutions. Many of these
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pracutioners are exposed to models of psychosocial causality and rehabilitation to a
greater extent than the average physician practicing in China. Therefore, it is possible
that the psychosocial causal model endorsed by this sample is not representartive of the
model of causality held the majority of physicians in China. In this context, however, it
must be remembered that much of the other research that has been conducted in China
finding a biomedical bias among clinicians has involved psychiatric disorders with more
dramatic and/or florid presentations such as neurasthenia (e.g., Kleinman, 1982),
schizophrenia and bipolar disorder (e.g., Pearson, 1993). Further, these investigations
were carried out primarily at psychiatric facilities, which by and large, serve patient
populations suffering from disorders such as schizophrenia, bipolar disorder and
psychotic depression. Therefore, it is possible that the clinicians in the current study
were responding to the nature of the disorder (i.e., major depressive disorder) in their
attributions of causality. However, this is an important limitaton and should be
assessed in future research comparing the ratings that Chinese clinicians would assign to
causes for other disorders (e.g., a comparison between causal models for schizophrenia

and for depression).

Overlap/Ambiguity Between Depression and Neurasthenia

It was not the purpose of this study to examine disorders other than depression. There is
a possibility that the selection criteria for clinical subjects (i.e., only subjects diagnosed
with depression) limited this sample to those depressed patients displaying fewer
vegetative/somatic symptoms, since individuals emphasising these symptoms may have
been diagnosed with neurasthenia. This could have conceivably limited the current
sample to patients with less severe depression. Future studies may incorporate a sample

of individuals diagnosed with depression and another consisting of neurasthenics.
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Low Literacy Subjects

Iniually it was intended to administer audio taped protocols to low-literacy subjects (7
or fewer years of formal education). This approach was attempted during the pilot study
phase. Both low-literacy and high-literacy subjects indicated that this created confusion
and made it difficult to complete the protocols. Therefore, research assistants read the
questions aloud to low-literacy subjects (at their request) during the main data-gathering
phase. This may have increased demand characteristics and social desirability factors. It
was believed that administering the protocols in private would attenuate such biasing.
Only the administration to clinical subjects could not be controlled in this way due to
limitations in control over the administration conditions in the Chinese hospitals. In the
case of the clinical sample, however, only 5 subjects (4% of the clinical sample) reported

having 7 or fewer years of formal education.

The Chinese Depression Inventory

The Chinese Depression Inventory (Zheng, & Lin, 1991) was designed to measure
depressive symptoms among hospitalised clinically depressed patients. Therefore, its
utility for measuring the level of depressive symptoms in non-clinical populations has
not been proven. In addition, since it was not possible (due to financial, time, and other
constraints) to employ non-self-report measures of depressive symptoms (e.g., the
Chinese Hamilton Rating Scale for Depression). Therefore, among subjects of the non-
clinical sample, the current study could not answer questions about the instrument's
validity for use with this population. In as much as the current research was not
intended for this purpose, and that the instrument's validity was tested on clinical
populations by its developers (Zheng, & Lin, 1991), it was judged by the author to be

acceptable for use in the current study.
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Problems Associated with the Vignette

It is possible that the use of vignettes could have biased the results by introducing a non-
neutral symptom picture. The presentation of a mixed (psychological -and somatic)
symptom picture could have influenced the responses of individuals who may have
initally held a conceptualisation of depression that substantally favoured one
orientation or the other. While it was hoped that the current approach would minimise
such biasing effects by providing a balanced symptom constellation, the possibility of

such an influence cannot be overlooked.

The Causal Attribution and Help Seeking Preferences Scales

The causal attribution rating scale used had undergone limited testing in terms of its
reliability. While the factor structures derived from research in similar populations have
been very similar, they have not shown the same consistency when the questionnaire is
used across cultures. Fowever, this could reflect actual culwural differences in

perceptions of causality for mental disorders.

It was likely that the list of alternatives presented was not exhaustive since many of the
26 items in the causal attribution rating scale and the 16 help seeking preferences scale
were borrowed from earlier scales. This could have excluded possible causes and/or help
seeking preferences that were relevant in the context of the People’s Republic of China.
This was remedied to the degree possible by conducting focus groups with three small
samples of Chinese subjects to determine if there are any additional attributions or
preferences that warranted inclusion. As a result, several modifications were made to the
scale. In addition, providing the option for open-ended responses generated other factors

perceived by subjects as important causes and help seeking alternatives.
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Similarly, some subjects may not have endorsed some help seeking resources due to
limited availability of such resources in their community, or they may have been
unaware of the existence of some resources that were avail;:lble. In the former case, this
may suggest that such resources need to be made more widely available. The latter case
suggests the need for community education programmes to expand such awareness. In
either case, this situation was beyond the control of the researcher and impossible to

differentiate in the context of the current study.

The Conceptual Approach

The current study examined help seeking preferences from a ‘subjective’ perspective
(i.e., subjects were asked to rate each resource ‘as if’ they, themselves, were faced with a
similar problem to that depicted in the vignette). This required subjects to make a
(possibly) counterfactual conceptual leap. In other words, they were asked to imagine
that they, themselves, were suffering from depression and to rate the helping resources
accordingly. This approach to measuring help seeking preferences may have created
difficulty for an individual who had difficulty placing himself or herself in the role of a

depressed person.

Some Further Recommendations for Future Research

In addition to addressing some of the shortcomings of the current design listed above,

the following are some recommendations for future research.

The current sample was not representative of the wide variety of cultural sub-groups
that exist within China. It would be informative to conduct a similar study that sampled
(perhaps smaller) groups from various regions of China. In particular, future samples
should include a larger proportion of rural residents. Since they constitute the vast
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majority of the Chinese population, and are believed to be at higher risk for such
problems as depression (see, for example, Phillips, 1998), it is crucial that furure research
is aimed at a better understanding of their particular mental health beliefs, preferences

and needs.

The current vignette was considered to have acceptable face validity as a depiction of
‘typical’ Chinese depression, by a team of mental health professionals. This team
included Chinese psychiatrists and psychologists, as well as Canadian researchers with
vast experience in research about Chinese mental health. It would also be informative to
conduct a further study of causal beliefs and help seeking preferences using different
symptom presentations in the vignette (e.g., contrasting purely psychological, mixed

psychological and somatic, and/or a more ‘neurasthenic’ syndromes).

It would also be interesting and informative to compare these help seeking preferences
from both a subjective and an objective- perspective (i.e., to contrast how subjects rate
helping alternatives for themselves versus how they rate the same alternatives with

respect to another person suffering from depression).

Finally, it would be helpful to conduct a longitudinal study that would assess both
causal beliefs and help seeking preferences of individuals who have not yet reached the
mental health system and contrast these same beliefs and preferences after such
experience. This type of study would be difficult and costly since it would require a
large enough sample of people to capture those subjects who are subsequently treated
formally for depression as inpatients or outpatients. However, this would be the most
definitive way possible to sort out the effect of experience with the mental health system

on people’s causal beliefs and help-seeking preferences.

169

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Summary

The current results suggest that depression and treatment history exert a significant
impact on subjects’ responses to survey questuonnaires such as the one employed in this
study. This fact needs to be taken into account in the design of future studies. This is a
crucial point foi"all future research on mental health because it addresses a fundamental
aspect of the results; are they valid and applicable to the population of interest.
Designing and conducting studies using only university undergraduates is likely to yield
little useful information when the results are to be applied to people experiencing

significant psychopathologies.

This study showed that Chinese lay and professional people hold causal beliefs thar a:re,
for the most part, congruent with those held by their counterparts in the West and by
each other. These relatively complex and sophisticated causal theories can loosely be
defined as ‘psychosocial’ in character. It also revealed that Chinese lay people’s help-
seeking preferences focus on their social support nétwork (family and friends), self-help
and mental health professionals (psychologists). This speaks clearly to the necessity of
public education such that depressed persons and the family and friends of those
suffering from severe depression have more accurate information about the disorder and
know where to turn for help when the condition is beyond their capacity to help.
While psychology was the most highly rated sources of help in the current study, it

remains one of the least available resources in China.

Many authors have referred to the importance of congruence between the explanatory
models of the patient and the pracutioner (e.g., Norcross, Prochaska, & Hambrecht,
1985; Whirtte, 1996). The current research indicated that causal beliefs currently held by
health care professionals and lay people are indeed relatively congruent. The difficulty
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resides in the fact that aside from mental health specialists, few of the professionals in

the current sample had experience treating or knowledge of depression.

There is a very real need to train both more psychologists and to provide training to
primary care professionals in China to recognise and treat depression. In addition, there »
is an urgent need to provide public education about this disorder so that more
individuals who are depressed can access necessary and appropriate sources of help in R

overcoming this disorder.

While it would definitely be helpful to train more primary care health workers in the
identification of depression, the problem resides in what to do once depression is
diagnosed. One approach to treating identified cases is to offer antidepressant
medication. The problem is that for some depressed Chinese patients, pharmacological
treatments are prohibitively expensive. A further difficulty with drug intervention alone

is the duration of their antidepressant effects.

Earlier studies of the efficacy of cognitive, cognitive behavioural and interpersonal
therapies suggest that they are exceedingly effective in treating depression (e.g., Beck,
Rush, Shaw, & Emery, 1979; Weissman, Prusoff, DiMascio, Neu, Goklaney, &
Klerman, 1979). More recent research suggests that these therapies in combination with
pharmacotherapy enhance and extend the antidepressant effect, and significantly reduce

the occurrence of relapse (e.g., Paykel et al, 1999).

Kleinman’s words bear repeating in this context “although antidepressant drugs may
have significantly benefited symptoms, they frequently did not have a major effect on

illness problems. ... This ... demonstrates that medical treatment without significant
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psychosocial intervention exerts only a limited effect on the overall sickness™ (1982, p.

164).

A more sophisticated stance needs to be taken toward targeting interventions at
depression. For those in the community who have no resort to or experience with the
mental health system, there is a need to provide public education. This should focus on
demystifying depression and informing the Chinese public about the manifestations and
realities of the disorder. In addition, there is a need to inform the Chinese public that

there are effective ways to overcome the disorder.

We also need to consider how we intervene in depression through more culwurally
sensitive and appropriate therapies. While professional and l.ay people may hold similar
psychosocial causal models of depression, this stll does not suggest that mainstream
health care professionals have appropriate strategies to intervene in depression from a
psychosocial perspective. It is incumbent on mental health workers, educators and
researchers to lead the way in making culwrally sensitive adjustments to existing
therapies where possible and to derive perhaps entirely new approaches for sub-
populations for whom traditional treatments are ineffective. In the context of the very
limited resources of the Chinese mental health community, this may require the
adaprtation of some of the ‘brief’ psychotherapies combined with pharmacotherapy to
treat acute cases. This type of approach has the advantage of rapid amelioration of
symptoms and could be combined with longer-term supportive therapies to minimise
relapse rates. It is also likely that family interventions and a greater emphasis on

community rehabilitation may help to manage the problems presented by depression.

There is also the problem of depression diagnosed as neurasthenia. Those who invest
themselves heavily in the belief thart their disorder is purely somatic in nature and origin
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do not do well with ‘talk therapies’ aimed at overcoming psychological difficulties. As
Kleinman (1986) showed, such individuals will hold doggedly to this somatic
conceptualisation of their disorder. If pharmacological therapies are not practical due to
cost or other impediments (e.g., intolerance of side effects), it may be helpful to invoke
somato-psychic or body-mind conceptualisations and approaches to treating depression

such as those found in various forms of hypnosis (Yapko, 1992).

All of these factors complicate the treatment of depression in China. Much literature in
cross-cultural psychology (e.g., Sue, Fujino, et al. 1991; Wong & Piran, 1995) has
addressed the need to make therapeutic interventions culturally sensitive and relevant.
The wholesale adoption of therapies successfully applied in other cultures should be
avoided. Appropriate adjustments to therapeutic approaches found to be effective in
treating depression in other cultures (e.g., cognitive-behavioural approaches), or ‘made

in China’ therapies for depression need to come to the fore.

While the picture painted by the World Health Organization (1996) with respect to
depression in China is daunting indeed, the situation is not hopeless. If there is the will
among professionals and governmental agencies the task of tackling depression can and
will bear fruit. With appropriate methods targeted accurately at depression its effects can
be diminished. This will benefit not only individuals suffering from depression and their
families, but the Chinese people as a whole in the form of reduced health burden to
society. The first step is to recognise there is a problem and then to be impelled to

action.
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This questionnaire has three parts that will take about 20 minutes to complete. You will first read story
and then be asked to answer two sets of questions about the story. You will then be asked to complete a
third set of questions about your health over the last week. The information collected in this
questionnaire will be used for a research project that is being conducted with the assistance and
encouragement of Beijing University as part of a doctoral dissertation. The information obtained is
confidential (we do not record your name, address, etc.) so please complete all of the questions according
to what you really believe without consulting other people. Your particpation is completely voluntary;
you may stop completing the questionnaire at any time.

PLEASE FILL OUT THE FOLLOWING INFORMATION ABOUT YOURSELF
(because the information is confidential do not record your name anywhere 1n the booklet):
Age  years

Years of completed schooling _____ years

Number of persons in nuclear family ___ persons

Average total monthly income to nuclear family  yuan

PLEASE PUT A CHECKMARK (¥ ) BESIDE THE APPROPRIATE ITEM:
Gender: Male _ Female

Marital status: Single _ Married __ Separated ____ Divorced Other

Place of birth (type) Urban Rural

Place of birth (region) Northern China __ Southern China
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Section One

Below there is a short story, please read it carefully and then read the instructions and answer the questions
that follow the story.

Mr. Wang has been experiencing some difficulties for the past three months. He reports that during this
period he has been feeling sad for no apparent reason. He tells you that he has been feeling as though his
life has no meaning and he feels hopeless about the future. He says that he has lost interest in doing almost
everything that he previously enjoyed doing including his hobbies. He has been feeling imitable and
sometimes argues with others over small matters. He has become increasingly withdrawn and says he has
no desire to visit with friends or family. He reports that he has had difficulty going to sleep at night and
that often he wakes in the middle of the night and has difficulty going back to sleep. He says that
sometimes he awakens at about four o’clock in the moming and cannot go back to sleep. He tells you
that, although he has not been trying to loose weight, his appetite has been poor and that he has lost about
20 pounds in the last three months. He reports that he has been feeling weak all over and has no energy,
and that even the slightest exertion leaves him feeling so exhausted so that he frequently has to lay down
and rest during the day. He reports that he has had headaches, stomach and back pain but that after many
medical tests his doctor says there is nothing physically wrong with him. As a result of his difficulties he
has not been able to work and his employer has told him to take sick leave until he gets better.

What would you call the problem that Mr. Wong is experiencing? (What is the name of Mr. Wong’s
problem)
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Below are 26 possible causes for Mr. Wang's problems. Circle one number beside each cause to indicate how
important you believe each cause is (please see example below). Answer all of the questions without omitting
any. The meanings of the ratings are as follows:

0 =Not at all important, I = Not very important, 2 = May be important,
3 = Likely important, 4 = Definitely important

Importance of possible causes
Notatall | Notvery May be Likely Definitely
# Possible causes of Mr. Wang's problem: Important | I[mportant | Important | Important | Important
Ex: | If you believe a cause is "Verv important” you would circle the 0 I 2 3
number "4" @
I The problem is caused by his genetic disposition 0 1 2 3 4
2 He is too highly educated or affluent 0 1 2 3 4
3 His actual life status is too far below his excpectations 0 1 2 3 4
4 His problem is due to menopause 0 1 2 3 4
5 He has lost someone very close to him 0 1 2 3 4
6 Mr. Wang is unlucky or predestined to have the problem 0 1 2 3 4
7 | He has encountered many defeats in life 0 1 2 3 4
There is something wrong with Mr. Wang's brain or nervous
8 | svstem 0 [ 2 3 4
9 He is too poor and unsatisfied with life 0 1 2 3 4
10_| He lacks the intelligence or ability to manage things 0 1 2 3 4
His past experience (e.z, upbringing) s different from that of
11 | other people 0 I 2 3 4
He has been mnfluenced by media (eg., books, magazines,
12 | newspapers, ielevision) 0 I 2 3 4
Mr. Wang has had interaction with fiiends having the same
13 | problem 0 1 2 3 4
14 | He is experiencing marital problems 0 I 2 3 4
15 | The environment in which he works/studies is not good 0 | 2 3 4
16 | He has been suffering from a very heavy workload 0 1 2 3 4
His state of health and resistance of the body to gemms is not
17 | good 0 1 2 3 4
18 | Mr. Wang is disturbed bv supernatural beings 0 1 2 3 4
19 | His family life is not harmonious 0 I 2 3 4
He s oot geting along well with herhis friends and/or
20 | colleagues (interpersonal crisis) 0 I 2 3 4
Mr. Wang has a soft personality (1.e., he is not a tough person,
21 lacks willpower) 0 1 2 3 4
22 | The environment in which Mr. Wang lives is not good 0 1 2 3 4
23 | Heis infected by bactena or germs 0 1 2 3 4
24 | He lacks formal education 0 1 2 3 4
His lifestyle is different from that of other people (e.g., eating
25 | habits, sleeping habits, anv peculiar habits) 0 1 2 3 4
26 | He lacks spiritual belicfs 0 1 2 3 4

Please write down any other causes that you may think of which we have not included in our list but that

you believe to be important.
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Section Two

Listed below are 16 different sources of help people may seek if they were experiencing a problem like Mr.
Wang's. Imagine that you encountered the same kind of problem and please rate your preference for every one
of the sources of help. The meanings of the ratings are as follows:

0 =1 definitely would not use this type of help, 1 =I would be less likely use this type of help, 2 = I might try
this type of help, 3 =1 would be more likely to use this type of help, 4 = [ definitely would use this type of

help
Likelihood of using this type of help
Definitely Would be Might ry Definitely
# | Sowrcesof Help would not less likely this type More likelv would
If you thought this was the ’bcst
e m b:i' 4hclp you would circle . 1 , ; @
1 Do nothing, hope it goes away 0 1 2 3 4
2 Acupuncturist 0 1 2 3 4
3 *Barefoot’ doctor ] 1 2 3 4
4+ | Family member 0 1 2 3 4
5 Friend 0 1 2 3 4
6 | Folk healer 0 1 2 3 4
7 Herbalist 0 1 2 3 +
8 Massage therapist 0 1 2 3 4
9 Community health nurse 0 1 2 3 4
10 | Psychiatrist 0 1 2 3 4
11 | Psychologist 0 1 2 3 4
12 Shaman 0 1 2 3 4
Self Help (e.g. exercise, self
13 | improvement courses) 0 1 2 3 4
Traditional Chinese  medical
14 | doctor 0 1 2 3 4
15 | Visitatemple or a priest 0 1 2 3 4
16 | Western medical doctor 0 1 2 3 4

Please write down any other types of help that you may think of which we have not included in our list but
that you believe to be important.

PLEASE PUT A CHECKMARK ( ¥V ) BESIDE THE APPROPRIATE ITEM:
Have you ever experienced a problem similar to Mr. Wang’s? Yes No

If yes, did you get help to overcome the problem? Yes No

If yes, what type of person helped you to overcome this problem?
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Section Three
Instructions: This form has 20 items. For each item there are five alternatives numbered O to 4.
The alternatives are: O = never, 1 = seldom, 2 = At times, 3 = often, 4 = always

Please select the rating for each item that reflects your feelings during the past week including today.

During the most recent week including today
# Item Never | Seldlom | Atumes | Often | Always
Ex: | Alotof things bother me 0 1 2 3 @
1 [ wish [ would just die one day 0 1 2 3 4
2 [ get very worried even about small things 0 1 2 3 4
3 I get very irritable when over small problems ] 1 2 3 4
4 I feel I am a weak person in life 0 1 2 3 4
5 Life has no meaning for me 0 1 2 3 4
6 I feel nervous and alarmed (panic) 0 1 2 3 4
7 I have no interest in the opposite sex 0 1 2 3 4
8 [ feel dumb and inferior to others 0 1 2 3 4
9 When doing anything I feel indecisive (confused) ] 1 2 3 4
10 [ would like to kill myself 0 1 2 3 )
11 [ have no energy atall ] 1 2 3 4
12 [ speak more quietly and talk less than usual 0 1 2 3 4
13 I sleep much less now than usual 0 1 2 3 4
14 [ have no desire (motivation) to do anything 0 1 2 3 4
15 [ feel unhappy, joyless, dissatisfied 0 1 2 3 4
16 I feel uncomfortable in my heart 0 1 2 3 4
17 [ have no interest in things around me (anhedonia) ] 1 2 3 4
18 [ feel nervous and anxious e 1 2 3 4
15 [can'tand don't want to eat 0 1 2 3 4
20 [ feel my body weight is lower than normal 0 1 2 3 4

Thank you for your participation in this study
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Appendix D

Professional subjects questionnaire (English version)
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This questionnaire has two parts. You will first read story and then be asked to answer two sets of
questions about the story. The information collected in this questionnaire will be used for a research
project that is being conducted with the assistance and encouragement of Beijing University as part of a
doctoral dissertation. The information obrained is confidential (we do not record your name, address, etc.)
so please complete all of the questions according to what you really believe without consulting other
people. Your participation is completely voluntary; you may stop completing the questionnaire at any
time.

PLEASE FILL OUT THE FOLLOWING INFORMATION ABOUT YOURSELF (All information is
anonymous, please do not write your name anywhere on the form)

Age  years

Years of completed schooling years

When did you graduate from professional training (if you have two or more professional degrees please list
date for most recent graduation)? : year month

Years of work experience since graduation year
Number of people in your household persons
Average household monthly income yuan

PLEASE PUT A CHECKMARK ( V ) BESIDE THE APPROPRIATE ITEM:
Type of profession: Western doctor ____ TCM medical doctor __ Nurse:
Pharmadist _ Acupuncturist____Massage therapist ____ Psychiatrist
Psychologist ____ other (please specify):

Gender: Male _ Female

Marital status: Single ~ Married ___ Separated ___ Divorced Other
Place of birth (type) Urban Rural

Place of birth (region) Northem China Southern China
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Section One

Below there is a short story, please read it carefully and then read the instructions and answer the
questions that follow the story.

Mr. Wang has been experiencing some difficulties for the past three months. He reports thar during this
period he has been feeling sad for no apparent reason. He tells you that he has been feeling as though his
life has no meaning and he feels hopeless about the future. He says that he has lost interest in doing almost
everything that he previously enjoyed doing including his hobbies. He has been feeling irritable and
sometimes argues with others over small matters. He has become increasingly withdrawn and says he has
no desire to visit with friends or family. He reports that he has had difficulty going to sleep at night and
that often he wakes in the middle of the night and has difficulty going back to sleep. He says that
sometimes he awakens at about four o’clock in the morning and cannot go back to sleep. He tells you
thar, although he has not been trving to loose weight, his appetite has been poor and that he has lost about
20 pounds in the last three months. He reports that he has been feeling weak all over and has no energy,
and that even the slightest exertion leaves him feeling so exhausted so that he frequently has to lay down
and rest during the day. He reports that he has had headaches, stomach and back pain but that after many
medical tests his doctor says there is nothing physically wrong with him. As a result of his difficultes he
has not been able to work and his employer has told him to take sick leave until he gets berter.

Given only the information in the story, what would you call the problem that Mr. Wang is experienaing?
(What is the name of Mr. Wang's problem)
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Below are 26 possible causes for Mr. Wang's problems. Circle one number beside each cause to indicate
how important you believe each cause is (please see example below). Answer all of the questions withour
omitting any. The meanings of the ratings are as follows:

0 = Not at all important, 1 = Not very important, 2 = May be important,

= Likely important, 4 = Definitely important

Importance of possible causes
# Possible causes of Mr. Wang's problem: Notatall | Notvery May be Likely Definitely
Important | Important | Important | Imporrnt | Important
Ex: | If you believe a cause is definitely important you would
circle the aumber "4” 0 1 2 3 m
1 | The problem is caused by his genetic disposition 0 1 2 3 d
2 | He is too highly educated or affluent 0 1 2 3 4
3 | His actual life status is too far below his expectations 0 1 2 3 +
4 | His problem is due to menopause 0 1 2 3 4
5 | He has lost someone very close to him 0 1 2 3 4
6 | Mr. Wang is unluckv or predestined to have the problem 0 1 2 3 4
7 | He has encountered many defeats in life 0 1 2 3 4
8 | There is something wrong with Mr. Wang’s brain or
nervous system 0 1 2 3 4
9 | He is oo poor and unsatisfied with life 0 1 2 3 4
10 | He lacks the intelligence or ability to manage things 0 1 2 3 4
11 | His past experience (e.g., upbringing) is different from that
of other people 0 1 2 3 4
12 | He has been influenced by media (e.g. books, magazines,
newspapers, television) 0 1 2 3 4
13 | Mr. Wang has had imnteraction with friends having the
same problem o] 1 2 3 4
14 | He is expertencing marital problems 0 1 2 3 4
15 | The environment in which he works/studies is not good 0 1 2 3 4
16 | He has been suffering from a verv heavy workload 0 1 2 3 4
17 | His state of health and resistance of the body to germs is
not good o 1 2 4
18 | Mr. Wang is disturbed by supernatural beings 0 2 3 4
19 | His family life is not harmonious 0 1 2 3 4
20 | He is not getting along well with her/his friends and/or
colleagues (interpersonal crisis) 0 1 2 3 4
21 | Mr. Wang has a soft personality (ie., he is not a tough
rson, lacks willpower) 0 1 2 3 4
22 | The environment in which Mr. Wang lives is not good 0 1 2 3 4
23 | He is infected by bacteria or germs 0 1 2 3 4
24 | He lacks formal education o 1 2 3 4
25 | His lifestyle is different from that of other people (e.g.
eating habits, sleeping habits, any peculiar habit) 0 1 2 3 4
26 | He lacks spiritual beliefs 0 1 2 3 4

Please write down any other possible causes that you may think of which we have not included in our List
but that you believe to be important:
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Section Two

Please read all of the questions before beginning to respond. If there is insufficient space to answer any of
the following questions, please continue on the back of the page and mark your response with the
associated question number.

1. In your professional practice during the past 12 months how many people have you seen with problems
similar to Mr. Wang'’s?

Number of persons (If none, please go directly to question 12)
2. Of the persons you saw with this problem, how many did you personally treat for the problem?
persons

3. What specific steps did you take to treat them?

4. How does this type of treatment work?

5. Of the persons you saw with the problem, how many did you refer to other professionals to treat the
problem?

persons (if none go to question 7)

6. To what type of professional did you refer them, and why?

7. Of the persons you saw with this type of problem, how many didn't need any treatment what so ever
for the problem? persons (if none go to question 9)

8. Why didn't they need treatment?

9. Of the persons you saw with this problem who needed treatment, how many didn't receive any
treatment what so ever for the problem? persons (if none go to question 11)

10. Why didn't these people receive the needed treatment?
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11. What kind of treatment did they need?

12. Given only the information in the story, do you think Mr. Wang needs treatment?
No (answer question 13)

Yes (answer question 14)

13. Please explain why doesn't he need treatment:

14. Would you refer Mr. Wang to another professional or treat him yourself? (PLEASE CHECK ONE)

Refer (answer question 15)

Treat (answer question 16)

15. If you would refer him to another professional, to what type of professional would you refer him and
why?

16. If you would treat his problem yourself, what steps would you take to help him and how would these
measures work?
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