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THE ETIOLOGY OF NEURASTHENIA IN
CHINESE-AMERICANS, ITS EFFECT ON

HELP-SEEKING BEHAVIORS, AND PATHS FOR
A MORE CULTURALLY COMPETENT FUTURE

INTRODUCTION

Depression can significantly impair overall functioning and the global preva-
lence of this debilitating disease is increasing every year (Suang & Tohen,
2002); by 2020, depression will be second only to heart disease in account-
ing for the world’s disease burden (WHO, 2009). Depression is associated
with the one of the highest rates of mortality and disability out of all chronic
health conditions (WHQO, 2009). However, there s a cultural group that seems
to be immune to the growing prevalence of depression: the Chinese. On the
whole, the Chinese have a much lower depression rate when compared to
other populations. According to the Chinese American Psychiatric Epide-
miological Study (CAPES), Chinese immigrants and their second generation
descendents in the United States have a 12-month depression rate that is a
third of the national average (Takeuchi, 1998). These findings suggest that
Chinese-Americans are inherently a happy and stable population which has
somehow been able to avoid depression’s debilitating symptoms, as outlined
by the Diagnostic and Statistical Manual (DSM). However it is important to
note that the DSM, which delineates the criteria by which depression is di-
agnosed, is used primarily by a Western psychiatric circle. The DSM symp-
toms of depression, while an effective means for diagnosis in the United
States for mainstream American citizens, are not universal. Just because the
Chinese do not satisfy all the criteria for depression as defined by the DSM,
does not mean that they do not suffer from obstacles similar to those caused
by depression. Chinese Americans are not exempt from the global pattern
of escalating prevalence of depression; it is because of the mistranslation of
Chinese depression symptoms into the language of Western biomedical sys-
tems and the difterences between Chinese and Western modes of appropriate
behavior that the CAPES study identified so few Chinese Americans with
depression.

The CAPES study was well structured and researchers intended to use it
to leam more about the “health and well being” of the considerable Asian
population in America, which will triple by 2025 (Takeuchi, 1998, p. 1407).
The study was conducted in English, Mandarin, or Cantonese on a randomly
selected 1 8-65 year old member of each of the 1,747 Los Angeles based Chi-
nese-American households that qualified for the study. The diagnostic instru-
ment used was the DSM [1I-R, and the interviewees were screened for major
depression episodes and dysthymia, a chronic but less severe form of major
depression. The results for the major depression episodes were striking: the
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Figure 1: Showing the disparities between Lifetime and |2-month ma jor depressive episode rates between Chinese-
Americans and the national American population according to the CAPES and NCS surveys.

lifetime rate was 6.9%, and the 12 month prevalence rate
was 3.4% (see Figure 1). These results were in unusual
contrast when compared to the resulis ol the National
Comorbidity survey, which assessed the overall United
States lifetime ma jor depressive episode rate at 17.1% and
the 12 month prevalence rate at 10.3% (Takeuchi, 1998).
The study implies that the Chinese population in America
is a secure and a content population which is nominally
affected by the obstacles presented by immigration.

THE CHINESE CONTEXT

In contrast 1o the Chinese population’s apparent immunity
1o immigration stress, Chinese adages regarding leaving
their homeland reveal their wary attitudes towards im-
migration. “An tu chung chien” advises one to “dwell
contentedly on one’s native soil, unwilling to be moved
from [one’s] native place,” and “Lo yen kuei ken™ recom-
mends that people should return to their homeland, just
as “the leaves fall and return to the root” (Chu, 1972, p.
319). Obviously the Chinese greatly value their native cul-
ture and these proverbs imply that immigration is unwise.
This outlook on leaving one’s native soil conflicts with
the CAPES data, which suggest that immigration difficul-
ties have little effect on the Chinese-American population.
Psychiatric disorders occur more often among immigrant
populations because of the change in culture. The strain
that results from this change is proportional to the literal
and figurative distance between the cultures (Yeh, 1972).
Because there is such a large difference between many of
the social constructs in China and the United States. the
migration from Chinato the United States is exceptionally
difficult. This shift in environment leads 10 “confusion of
value orientations, difficulty in communication, psycho-
logical isolation, and increased uncertainty concerning
the self and its relation to others™ (Yeh, 1972). The stress
caused by these conflicts between self and society mani-
tests into psychiatric disorders like depression.

Although immigration to a radically different environment
and culture is widely acknowledged as a distressing pro-
cess, the CAPES results still resonate with popular percep-
tions of the Chinese in America. It is common knowledge
that immigration is destabilizing, but still the stereotype
of the unemotional Chinese persists. In a study conducted
in the United States, Chinese-American siudenis were
asked to identify traits they associated with their Chinese-
American peers. Among the characteristics deemed “more
Chinese than American™ were cautious, distant, serious,
reserved, formal, and stable (Ych & Chu, 1974, p. 209).
These traits reflect unfeeling behavior, devoid of both
highs and lows emotionally. [t seems rational that a pop-
ulation that considers itself distant and stable would not
be affected by an emotional disease such as depression.
In accordance with the Chinese-Americans’ perceptions
of themselves, when non-Chinese Americans were asked
to identify traits aligning with Chinese-Americans’ social
style, they listed traits such as stoic and uncompassionate
(Oyserman & Sakamoto, 1997). [f both emic and etic per-
spectives of the Chinese-American culture see the Chinese
population as aloof and removed from emotional matters
even i they have gone through the stressful process of
immigration, it scems plausible that this population, so-
cially or biologically, is immune to emotional disorders
like depression. However, these perceptions of the Chi-
nese American community are superficial. The behavior
and values of the Chinese population does not serve to
confirm the results of the CAPES study because behaviors
have different meanings indifferent cultural contexts. Just
because an individual does not exhibit the key emotive
characteristics of depression as defined by the DSM-1V,
does not mean that they are indifferent or unresponsive to
distressing situations. Expressing a ‘depressed mood’ or
‘low self-esteem” 10 society or even a psychiatrist is not
universally appropriate. It is risky to exirapolate stereo-
types or popular perceptions to rationalize mental health
phenomena.
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Similarly, extrapolating ‘depression’ from ‘suicide’ is
not universal; while suicide may be a good indicator of a
depressed individual in the West, suicides do not always
correlate with instances of depression in China. Howev-
er, suicide in China does suggest intolerable pressure or
extreme dissatist'action with one’s life (Hsieh & Spence,
1981). The current suicide rate in China is 23.2 out of ev-
ery 100,000 individuals (Phillips & Zhang, 2002), which
is 7 more individuals per 100,000 people than the global
average, and 12 more individuals than the United States
average (WHO, 2009). This markedly high suicide rate
in China is inconsistent with the image of the stable, un-
emotional Chinese population living in the United States,
which reinforces the fact that Western perception of a
concept, like suicide, does not universally connote the
same circumstance, like the DSM diagnosable depression.
China’s suicide prevalence seems like a contradiction: the
Chinese are not depressed but they are still committing the
radical act of suicide. This apparent paradox is explained
because the Chinese, when suffering from similar circum-
stances that lead the mainstream American population into
depression, undergo a diff'erent illness experience. For the
Chinese, it 1S not emotional disorders like depression, but
somatic illnesses that were more frequently associated
with suicide (Lin, Kleinman, & Lin, 1981, p. 247)

A somatic illness is a primarily physiological illness ex-
perience. Neurasthenia is a somatic illness characterized
by “bodily weakness, fatigue, tiredness, headaches, dizzi-
ness, and a range of gastrointestinal and other complaints”
(Kleinman, 1986, p 22). Neurasthenia was originally made
popular by American neurologist George Beard in 1868,
and he had coined it the “American Disease” (Kleinman,
1986, pl 6). Ironically, a century later, Neurasthenia is es-
sentially nonexistent in the United States, but accounts
for nearly a third of all ‘psychiatric’ diagnoses at Hunan
Medical College in China. However, it is important to note
that the physicians at Hunan Medical College and their pa-
tients may disagree about categorizing Neurasthenia as a
psychiatric disorder. The etiology of Neurasthenia can be
described in purely physiological terms. Neurasthenia in
China is called “Shen jing shuai ruo™ and several aspects
of its nosology are described in its name. Shen is “spirit™,
and jing are the channels through which the vital energy,
qi, runs. Shen jing, when together, means nervous system.
Shuai means “degenerate” and ruo means “weak”, so that
shen jing shuai ruo is a condition of nervous weakness
and inability to to transmit qi throughout the body (Lee,
1994, p. 153-154). The lack and imbalance of gi causes

a disharmony of vital organs and generates the trademark

symptoms of Neurasthenia (Parker, Gladstone, & Chee,
2001).

SOCIAL AND POLITICAL ETIOLOGY OF NEURASTHENIA

Depression is the most widely diagnosed mental illness
in the West, Neurasthenia is the most widely diagnosed
mental illness in China. Even though Neurasthenia was
once the “American Sickness™ (Kleinman, 1986), it has
waned in Western biomedical systems and flourished in
the Chinese mental health services. Depression, on the
other hand, made up only 1% of the diagnoses in promi-
nent Chinese mental hospitals (Kleinman, 1986). The rea-
son neurasthenia in China was able to avoid a fate similar
to being banished to the appendix of the DSM-1V, as it did
in the West, has to do with the political and social context
ofthe illness.

The first mention of a depression-like illness in Chinese
medical literature was in the early 7th century when a
“prolonged crying syndrome” (Kleinman, 1986, p43)
was described. 1t depicted an illness during which a per-
son’s crying was so intense that gi becomes deficient in
the body, which aligns easily with the modern concept of
neurasthenia. Through its name, the prolonged crying syn-
drome seems to focus on emotional aspects of the iliness
but the Cultural Revolution shifted the values of Chinese
psychiatry. The Cultural Revolution transformed the diag-
noses of mental illnesses. as psychiatry is the “reflection
of objective reality, the concrete conditions of social life”
(Kleinman, 1986, p 30). Neurasthenia was introduced to
China when Chinese psychiatry was still in its beginning
stages (Ming- Yuan, 1989). Unfortunately, the progress of
Chinese psychiatry was immobilized when the Cultural
Revolution, an era of social and political upheaval, oc-
curred (Kleinman, 1986). The government’s closed door
policy kept Chinese psychiatry secluded from innova-
tion in the field from overseas. Mao Zhedong declared
that psychology was “90 per cent useless and that the re-
maining 10 per cent was distorted and bourgeois phony
science™ (Kleinman, 1986, p 859). Depression had been
branded “wrong political thinking” because in the context
of China's *“aroused political energy”, depression con-
noted suspicious “disaffiliation and alienation™ (Klein-
man & Kleinman, 1985, p. 440). With this disapproval of
psychology, it is logical that depression was not widely
diagnosed in China during the Cultural Revolution. The
legacy of Mao’s sentiment continues today when few
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individuals are diagnosed with depression. These condi-
tions of psychiatry’s seclusion and repression allowed for
the condition of neurasthenia to thrive in a “uniquely Chi-
nese psychiatry that combined biomedicine with indig-
enous approaches” (Kleimnan, 1986, p. 34).

There were few Western biomedical physicians during
the Cultural Revolution, and because the handful that did
practice Western biomedicine were primarily engaged in
combating infectious diseases; illnesses characterized by
abnormal behavior, like neurasthenia, were lett up to those
practicing traditional Chinese medicine. Neurasthenia was
corresponded with kidney or heart weakness, and the in-
ability of'the nerves to transmit qi. Likewise, the Cultural
Revolution is seen as depriving the entire social founda-
tion of gqi (Ware & Kleinman, 1992). Chinese neurasthen-
ics often attributed their condition to being victimized by
oppression during the Cultural Revolution, or by being
disillusioned after their dedication to the revolutionary
ideals (Ware & Kleinman, 1992). Dizziness, a symptom
of neurasthenia, symbolized estrangement from the body,
social constructs, and politics. Neurasthenia was a way to
“[justify] withdrawal from stressful situations” and avoid
“being sent down to the couniryside” (Ware & Kleinman,
1992, p. 556) without the implications of depression.

Political prejudices against depression and psychiatric dis-
orders in general coalesced with the paradigms of Chinese
stigma. The Chinese have often been characterized as “ex-
perts at keeping harmony with their environment” (Yeh &
Chu, 1974, p. 200). This discernment is not an accident,
but rather a result of structured training from childhood
emphasizing compliance with the socially acceptable
standards. A Chinese child is “irained to control emotions
that are considered adverse and distuptive to harimonious
social interaction”, and punishment of boisterous behavior
is a salient characteristic of Chinese teaching techniques
which accounts for “the learning of self-control and emo-
tional restraint at an early age” (Tseng & Wu, 1985, p. 10).
While excessive displays of emotions are strictly discour-
aged, these rules do not mean that the Chinese disallow all
expression. Sickness is accepted and physical ailments are
addressed. If a child conveys stomach pain, he or she “will
be given warm soup to eat and tenderly cared for, while a
child who expresses fear will probably be scolded” (Hsu,
1985, p. 105). The interactions between Chinese children
and their elders reflect priorities and expected behaviors
for a Chinese individual not just in childhood, but also
when the individual assumes full adult roles in his or her
interactions with society.

Behaviors taught during a young age carry into adult-
hood and the teachings of Confucius are heavily empha-
sized when first leaming the modes of socially appropri-
ate behavior. Confucian thought, which teaches methods
for maintaining harmony with society, has “never ceased
in its influence on Chinese society” (Tseng & Wu, 1985,
pl0). This continuing line of philosophy accounts for the
reservation and emphasis on conformity in the Chinese
code of conduct by advocating “inhibition and avoidance
of emotional expression™ (Lin, 1981, p. 102). Confician
traditions shape values and expected behaviors of the
Chinese in society and also affect related social experi-
ences like managing mental illness symptoms. The Chi-
nese are trained “not to respond to hazardous stimuli with
excessive emotions” (Lin, 1981, p. 102), which exhibiting
symptoms of depression will violate. Thus, the Confucian
philosophical tradition “legitimates suppression as a psy-
choculturally adaptive coping mechanism™ (Lin, 1981, p.
102), and demonstrates why emotional symptoms of an
illness may be deemphasized and the somatic symptoms
amplified. Neurasthenia is an opportune illness when
considering these social expectations because the patient
reacts to stressful situations in a suitable, physical way.
Symptoms like joylessness would be stifled and manifest-
ed into bodily complaints such as fatigue. A Chinese in-
dividual has laudable character if they are “sober-minded”
and “reasonable” (Weizhen, 1985, p. 54), but looked down
upon if they were “sad;” sadness could potentially pose a
burden on friends and family. Somatized ailments do not
affect disposition and do not impede harmony or the pro-
jection of admirable character.

In Chinese cutture, posing a burden on others is deeply
frowned upon, and one’s actions not only influence the in-
dividual’s image, butthe image of the family. The Chinese
concept of collective responsibility has deeply ingrained
influence on an individual’s behavior, as the family’s ap-
pearance is inseparable from each member of the family.
An individual’s conduct represents “the collective quali-
ties of the family, including the faults or virtues of the an-
cestors” (Hsu, 1985, p. 99). This means that any display of
mental illness is a consequence of a family member hav-
ing done something immoral. Illnesses are expected to af-
fect the body, but if the illness has undesirable emotional
effects such as gloominess or antisocial behaviors, the
family is held responsible. This may be because physical
ailments are clearly linked to biology, but psychological
ailments can be attributed to factors in the environment.
These standards may lead to repression of expressive be-
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haviors because they would encumber family members
with the duty of concealment and also suggest the family
member had erred morally, causing the negative display
of emotion. The dedication to “harmonious relationships
in Asian cultural values™ (Abe-Kim, Takeuchi, Hwang,
2002, p 1186) further underlines the reasons that somati-
zation is present in Chinese medical systems.

The values enforced by the political background of psy-
chiatric stigma and the emphasis on Confucian harmony
within society and family taught during childhood carry
overseas. These principles are ingrained deep within the
Chinese immigrant population; these values do not dis-
solve into mainstream American standards. When asked
to rate statements such as ““l would be embarrassed if my
friends knew I was getting professional help for an emo-
tional problem™ (Fogel & Ford, 2005, p. 472),Asian Amer-
icans had greater stigma beliefs than non-Asian Ameri-
cans in all categories that were analyzed: friends, family,
and employers. This reinforces the concept that Asians in
America have retained their convictions on appropriate
interpersonal behaviors, and that stigma is still influenced
by traditional Asian values. When Chinese-American chil-
dren were presented two pictures: one depicting a group of
children who were similarly dressed, and the other depict-
ing a group of children who had varied clothing, 93% of
the children wanted to join the group with uniform cloth-
ing. This was in marked contrast to the Chinese-American
children’s non-Chinese American peers, out of whom
only 41% chose to join the group of children with uniform
clothing (Wilson. 1974). This demonstrates how deviating
from a uniform, cohesive unit is discouraged in the pop-
ulation of Chinese-American children from a very early
age, just like in China. These studies show that the so-
cial reasons for Neurasthenia’s prevalence as a diagnosis
in China also apply to the Chinese-American population
because Chinese Americans have similar attitudes towards
the Confucian code of conduct and towards stigma regard-
ing mental health.

CHINESE PERSPECTIVES ON PURELY
PSYCHOLOGICAL ILLNESSES

Justasthe reasons behind the continued success of Neuras-
thenia in China resonate within Chinese Americans, sotoo
do the norms of physician-patient behavior. Beyond stig-
ma paradigms, the Chinese culture has established certain
behaviors that are appropriate during patient doctor inter-
actions. The Chinese population clearly presents physical

symptoms to physicians becausethe physicians are able to
diagnose these patients with neurasthenia based on the de-
scribed symptoms. However, because of stigma, different

_ilIness experiences, or appropriate modes of doctor-patient

behavior, emotional symptoms are not as widely reported.
*Amplifying somatic distress and silencing affectivity...
may simply reflect the norms and values of the health care
system” (Lee, 1997, p 116). While this may suggest that
the Chinese patients are manipulating the physicians by
presenting what they believe is more urgent, it also may
mean that the physicians are expecting physical symptoms
to construct their diagnosis. Somatization was sparked by
of the social and political background in Chinese culture,
but it proliferates because it is advantageous in a clini-
cal setting. Somatization is not an intentional rejection
of emotional symptoms, but a “culturally determined idi-
omatic cognitive style that is an initial negotiative tactic™
(Parker, et al., 2001, p 862).This reminds us that although
illness is not an en joyable experience, there are benefits to
being ill, such as exemption from work and other stressful
situations. Accentuating somatic ailments is a “locally ap-
propriate strategy of engaging physicians’ concern” (Lee,
1997, p. 116). To get more substantial treatment, higher
priority symptoms may be emphasized. The Chinese are
not ignorant of purely mental disorders, but “patients re-
port somatic symptoms to professionals because they are
what professionals think are important™ (Ying, 1990, p.
394). [t is not within the Chinese doctor-patient interaction
archetype to discuss feelings and expect attention or de-
sired treatment. Emotional symptoms are underreported to
physicians “in response to perceived situational demands™
(Cheung & Snowden, 1990, p. 285).

Although the Chinese are not unaware of psychologi-
cal symptoms, and it is possible that many of them cater
their symptoms to what they believe will yield the best
treatment, it is evident that physiological symptoms ac-
company psychological ones in the Chinese mental health
paradigm. Because of the concept of organs relating to dis-
position in traditional Chinese medicine, when a patient is
experiencing psychological ailments and knows that his
problems are emotional, his or her “attention is thereby
channeled to preoccupation with the alieged physiological
function of the related bodily organ™ (Lin, 1981, p. 102).
It is reasonable that much of the attention to bodily organs
in Chinese mental healthcare is not a denial of psychiatric
illness or a patient’s manipulation of the physician, but a
belief of actual issues with the associated organ. The organ
may actually be functioning abnormally because oflack of

/25

VOLUME 6 - ISSUE 2. 2010



or accumulation of gi, or the discomfort in the organ may
be because of the patient’s ideas. Regardless of what the
truth is, all neurasthenic patients believed that “their prob-
lems were primarily physical” (Kleinman & Kleinman,
1985, p. 439). The Chinese ideas of somatization should
not be dismissed because it is those concepts that create
the illness, and therefore the shape the illness experience.

IS NEURASTHENIA REDUNDANT?

The value of catering to patient’s expectations versus abid-
ing by strict diagnostic criteria was investigated when two
psychiatrists had independently diagnosed forty patients
with Neurasthenia. The symptoms were then systemati-
cally analyzed using different diagnostic criteria. When
using the ICD-9, 22.2% of the patients were diagnosed
with Neurasthema, and other diagnoses ranged from anxi-
ety to depressive neurosis (Ming-Yuan, 1989). No patient
was left without a diagnosis (see Figure 2). This suggests
that Neurasthenia may be over diagnosed by Chinese psy-
chiatrists who are using the ICD criteria loosely. They
may be catering to the patient’s expectations, or their di-
agnosis may be informed by their experience and norms
in Chinese psychiatry. However, Neurasthenia was not an
option when using the PSE/CATEGO diagnostic tools.
When using the PSE/CATEGO system, the percentage
of patients diagnosed under other treatments increased,
as the patients diagnosed with Neurasthenia were spread
among other categories, but no diagnosis was made for
15% of the patients (see Figure 2). The study therefore
lends a conclusion besides the main one the researchers
highlighted. While the academics who conducted the re-
search emphasized the overdiagnosis of neurasthenia,
their study also showed neurasthenia’s integrity as a rec-
ognized diagnosis. This means that neurasthenia, as a for-
mal category, has its flaws. It may be diagnosed too often
by Chinese psychiatrists, because of cultural norms. Also,
Neurasthenia may encompass symptoms from other ill-
nesses, and that there are cases that are interchangeable
between Neurasthenia and mental illnesses. However, the
study also validates Neurasthenia as a category because
it accounts for 15% of the illnesses that were not able to
be diagnosed when Neurasthenia was not an option. In a
widely cited study in 1982, Kleinman reclassified 87% of
Chinese Neurasthenic patients as cases of Major Depres-
sion according to the DSM [l, even though the patients
“suppressed most of the affective symptoms” (Kleinman
& Kleinman, 1985, p. 436). This suggests that Neurasthe-
niais aresult of poor diagnostic criteria and ill-defined on-

tology, and that diagnoses are too easily influenced by the
patients’ expectations (see Figure 3, page 28). This report
was delved into again 15 years later with the same 1,747
interviews conducted in Chinese-American households in
Los Angeles. [n this study, out ofthe Neurasthenic patients
identified by ICD-10 criteria, 56% of them experienced
“pure Neurasthenia” that did notoverlap with any lifetime
DMS-111 category. The researchers found thatonly 27.7%
of those with Neurasthenia had symptoms that overlapped
with Major Depression (see Figure 3). This is in contrast
to Kleinman’s initial theory, and implies two thoughts.
First, the results of the studies may differ because Chinese
psychiatrists have acknowledged overuse of Neurasthenia
in the past, and the system of the 1997 study used “well-
defined operationalized diagnostic criteria and structured
interviews” (Zhang, Takeuchi, & Lin, 1997, p. 254), Sec-
ondly, it signifies that even when strict categorization is
used, “pure Neurasthenia” was still the most prevalentdis-
order among the Chinese-American population. This chal-
lenges the theory that Neurasthenia is a “masked” form
of depression and that Neurasthenia is just a fagade to be
ignored.

A similar, more gualitative study conducted in 1994 found
that 54% of their Neurasthenic patients could be reelas-
sified under *‘somatoformn disorders™ in the DSM-III-R,
but found that the category did not “capture Neurasthenic
patients’ variegated symptom profile” (Lee, 1994, p. 164).
In addition, they found that Neurasthenia had similar
symptoms to Depression, but differed from depression in
the patient’s primary complaint. This demonstrates that if
coereced to, Neurasthemia can be reclassified under other
labels. However, these labels are not nearly as effective
as having the diagnoses Neurasthenia available because
“somatoform disorder” only provides a snippet view of
the patient’s whole illness experience. If depression is ap-
plied on a Neurasthenic patient, treatment will address the
primary complaints of depression, even though it is the
somatic complaints that are important to the patient.

Studies on the overlap of Neurasthenia with DSM dis-
orders concede that there is substantial overlap between
Neurasthenia and symptoms of other disorders, and that
it is likely that Chinese psychiatrists have over diagnosed
depression in the past. However, they also suggest that
Neurasthenia on its own is a legitiimate category:; it is dif-
ferent from other disorders in its primary complaint and
psychiatrists undermining somatic symptoms to insist
upon psychological ones would distance their patient.
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Breakdown of llinesses
defined by ICD-9

m Neurasthenia m Other Diagnoses

Breakdown of lllnesses
defined by PSE/CATEGO

(without Neurasthenia)
m Other Diagnoses  m Unableto beldentified

Figure 2: Comparison of the different diagnostic systems used on 40 patients that were independently diagnosed
with Neurasthenia by two separate Chinese physicians. The results using ICD-9, which includes Neurasthenia as a
possible diagnosis, and using PSE/CATEGO, which does not include Neurasthenia, are shown.

CHINESE-AMERICAN HELP-SEEKING BEHAVIORS

The Chinese’ attention to physical symptoms, in conjunc-
tion with stigma, affect which, if any, resources they uti-
lize to aid them in dealing with mental health issues. The
Chinese culture’s close-knit family results in them using
family members for support first. Emotional disturbance is
not associated with disease in Chinese culture, and there-
fore the Chinese do not see the need to visit professionals
ifthere is nodisease (Parker, etal., 2001). Toillustrate this,
a vignette of the story of Mrs. Wu, an immigrant who has
a stressful lifestyle and purely psychological symptoms
which meet the DSM depression criteria, was presented
to Chinese Americans. Out of the 30% who described her
as having neurasthenia, three-quarters suggested she get
professional help. Out of those who believed she had a
psychological problem, over two-thirds advised her to
solve the problem within her family or by comforting her-
self. While this may be an effective method of treatment
within an extensive support system, Chinese-American
immigrants do not necessarily have this family network
in the United States. This demonstrates the importance of
allowing the Chinese population their own illness experi-
ence. If the clinician recognizes the Chinese-American’s
symptoms as a legitimate way of coping with stress, he or
she should present interventions in a way that fits the pa-
tient’s somatic explanatory model, because this is “pivotal
in the client’s willingness to accept the diagnosis, to re-
main in treatment, to adhere to the prescribed intervention,
and finally, to recover™ (Ying, 1990, p. 394). [f a Chinese-
American is neurasthenic, and their illness model is en-

dorsed, he or she is likely to seek and uphold professional
help. If the Westemn concept of depression is imposed on
the same individual, with all the contexts and connotations
associated with it in the Chinese culture, they are likely
not to use resources they could benefit from.

The Chinese are underutilizing medical services available
to them, and often do not commit to long-terin treatment
which may be required to properly address their psycho-
somatic illnesses. It is well documented that Asian-Amer-
icans use less mental health services (Cheung & Snowden,
1990). Half of all Asian Americans who do gather the re-
sources and momentum to visit the vastly unfamiliar set-
ting of Western mental healthcare end up leaving after a
single session (Sue, 1997). This demonstrates the incon-
gruity of Chinese and American norins when tackling
health issues, and stresses that cultural competency needs
to be addressed.

The vast dilference between the style of those practic-
ing traditional Chinese medicine and Western practitio-
ners presents another barrier to healthcare utilization by
Chinese-Americans. The Chinese-American population is
used to behaving differently and expecting different be-
haviors from medical enviromnents compared to what the
Western clinical setting entails. Within the Chinese com-
munity, mental health advice generally aligns with the pa-
tient’s ideal solution, patients are able to give gitts to the
medical authority, and this practitioner is allowed to form
personal relationships with the patient (Sue, 1997). With
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Figure 3: Comparison of 1982 and 1997 studies on Reclassification of Neurasthenia, in which the prior eliminated
Neurasthenia as a possibility, and the other acknowledged both DSM illnesses and Neurasthenia as viable.

mental health professionals outside the Chinese commu-
nity, treatment is often a prescription that differs from the
patient’s expected or preferred resolution, a gitt exchange
system is embarrassing for the professional, and the pro-
fessional can only form neutral, technical relationships
with the patient (Sue, 1997). These differences can be
an obstacle to a Chinese-American individual’s comfort
within a clinical setting. A change in mode of conduct can
be destabilizing and confusing; Chinese-Americans “do
not share the values of Western mental health providers”
(Ying, 1990, p 395). When the professional’s advice does
not agree with the patient’s judgment, it is likely that the
patient will terminate follow-ups or seek advice elsewhere.
The formality of mainstream American doctor-patient re-
lationships can make the Chinese-American patient fecl
ignored and dehumanized, especially if the patient is used
to exchanging gifts with the medical authority. With these
differences in mind, the Asian American underutilization
of mental health resources is understandable.

WHAT WESTERN HEALTHCARE
PROFESSIONALS CAN DO

The Chinese-American population would benefit from less
stigma towards psychiatric services so that they start treat-
ment earlier and recover from mental illnesses through
continued efforts from a healthcare provider. In a study
conducted on Chinese-Americans’ perceptions of others’
stigma belief's, the Chinese-Americans were found to hold
strong stigma beliefs and intense fear of rejection based
on their mental illnesses even though few actually experi-

enced a negative response in connection with their mental
illnesses. While about two-thirds of those questioned in
the study agreed that others characterized them as “un-
trustworthy” and “dangerous”, only 11% believed they
may have actually been treated differently on the basis
of their mental illness by healthcare professionals. To ad-
dress this, healthcare professionals need to emphasize that
the actual attitudes of those who interact with the mentally
ill are not as intolerant of the mentally i1l as the Chinese-
American population believes. Mental health specialists
need to paint a better picture ol what happens when an
individual is diagnosed with a mental illness, and how oth-
ers view those who have mental illnesses.

Besides stigma, there are other obstacles that a Chinese-
American must tackle within the Western healthcare set-
ting, like the insular attitudes of some physicians. Catego-
rizing a neurasthenic individua! with depression is largely
ineffective and an ethnocentric practice. Although it is the
role of Western psychiatrists to diagnose the patient, the
patient must be made comfortable with the diagnosis. If a
patientis simply assessed and prescribed medication with-
out explanation, it is an imposition of Western labeling.
The categorization of patients into different iliness roles
has significant repercussions in the clinical setting because
a patient’s iliness experience is an important part of recov-
ery. If a Chinese-American individual is suffering from
Neurasthenia, psychiatric counseling will not help to fully
address their somatic complaints. Even if the root of the
disease is psychiatric, “when physiological functions are
disturbed, the logical methods of treatment become physi-
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ological” (Lin, K-M, 1981, p. 102). This is demonstrated
in a study conducted on Neurasthenic patients, in which
they were administered antidepressant drugs. Even though
87% of the patients experienced “slight” to “substantial’
improvement, very few saw improvement in family,
school, or work problems (Kleinman, 1986). This “lim-
ited effect on illness behavior and social problems associ-
ated with illness” (Kleinman, 1986, p440) is because the
patient did not feel his or her neurasthenic ailments were
attended to. Out of the 87% of patients who saw improve-
ment in their condition, only [1% said their initial condi-
tion was depression at their follow-up appointment, even
though they were told they were depressed and that their
medication was an anti-depressant (Kleinman, 1986). This
study reveals the crucial role a patient’s perception of their
own illness plays in their recuperation. The diagnosis and
treatment must be made clear; physician transparency is
essential to a patient’s full recovery, especially when the
patient is in an alien mode of healthcare.

A step towards accommodating the population of Chi-
nese-Americans, which is rising in magnitude, visibility,
and influence on mainstream American cuiture, would be
to include Neurasthenia in the DSM V. However, Westemn
psychiatrists are reluctant to include Neurasthenia because
they feel it is not well documented enough and that it may
distract psychiatrists from making the correct diagnosis:

“The recent position of American psychiatrists
might be epitomized by the DSM-IV Options
Book, the forerunner of the DSM-IV. This states
that “the availability of this diagnosis may lead
clinicians to use it as a waste basket category, re-
sulting in their overlooking other mental disorders
fe.g., Major Depressive Disorder] and nonpsychi-
atric medical conditions [e.g., anemia]... Because
of the lack of empirical research supporting Neur-
asthenia, it is unlikely that this disorder will be in-
cluded as a separate category in the official clas-
sification.” (Lee, 1994, p. 155)

This demonstrates how Neurasthenia is regarded as a
“lesser” disorder that is not up to the standards of West-
ern psychiatry. The large Neurasthenic population that has
been diagnosed and successfiilly treated by educated Chi-
nese physicians does not seem to yield evidence that is
dependable enough for Western psychiatrists. As for the
claim that Neurasthenia will become a “waste basket cat-
egory”, this is unlikely because of the contrast of Western
doctor-patient interactions with the Chinese model: there
is no cultural context leading to overdiagnosis of Neur-

asthenia among Western psychiatrists. Even if Neurasthe-
nia were used to diagnose illnesses that didn’t fit under
anemia or Major Depressive Disorder, not only would it
be more culturally appropriate, but would yield far bet-
ter treatment than a DSM diagnosis that is lumped under
the broad “somatoform disorder™ category, or worse, “not
otherwise specified.”

CONCLUSION AND IMPLICATIONS

The CAPES data found a very low prevalence rate among
the Chinese-American population in Los Angeles when
compared to the national average. This rate is not a misrep-
resentation and is not inaccurate; the Chinese-American
population is less depressed than the mainstream Ameri-
can population when their illnesses are assessed accord-
ing to the DSM III-R. This implies that despite Chinese
attitudes towards leaving their homeland, and despite the
stresses and obstacles associated with immersing oneself
in a drastically different culture and environment, the Chi-
nese do not yield to the anxiety and do not become ill.
Although the emic and etic stereotypes of the stoic and
unflappable Chinese-American agree with this miscon-
ception, suicide rates in China reveal that the Chinese are
considerably affected when struggling through stresstul
experiences. However, the repression of psychiatry during
China’s political upheaval, Confucian traditions empha-
sizing inhibition, conformity and maintaining face, and
the importance of filial relations dissuading posing a bur-
den on family, all intensified the stigma towards expres-
sion of psychological distress. The shame associated with
mental illnesses caused patients to amplify their somatic
symptoms because it is what physicians were seeking, and
because their attentions were directed towards the physi-
cal ailments. Neurasthenia is important in Chinese culture
because it leads to Chinese-Americans getting treatment
sooner from a medical system that is foreign to them. If
practitioners in the Western biomedical system scoff at the
patient’s explanatory model of Neurasthenia, it only adds
to the mountain of barriers against the Chinese-American
using Western mental healthcare.

It is unfortunate that although Neurasthenia is a very real
illness for Chinese and Chinese-American patients, many
Western psychiatrists do not believe its validity. Some
psychiatrists have the opinion that neurasthenia “stands
in the way of psychiatric progress” (Kleinman, 1986, p.
21). It is clear that those who have this opinion are not
inspired by interactions with those suffering the somatic
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consequences of distressed lives. A patient’s genuine be-
liel that he or she is suffering from fatigue, dizziness, and
other bodily complaints because strain has weakened their
channels for distributing qi is enough to debunk neuras-
thenia as an impediment to psychiatry’s progress. Even if
the patient’s explanation for his or her illness is a culture-
bound belief, it does not undermine the symptoms the
patient is experiencing. Perhaps to some psychiatrists,
neurasthenia is “‘a meaningless concept” (Kleinman, 1986,

p- 21), but to Chinese and Chinese-American patients,
neurasthenia has the profound meaning of being a cul-
turally appropriate outlet for symptoms relating to stress.
Just because the Chinese-Americans aren’t depressed,
their somatic symptoms should not be dismissed because
the depression itself is a background-specific syndrome
and should not be imposed on those unfamiliar with the
DSM’s culture.
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