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ABSTRACT

The present investigation is one part of a larger transnational

psychiatric study entitled liThe WHO-NIMH Collaborative Project on the

Determinants of Outcome of Severe Mental Disorders. 1I The author's

descriptive study is designed to explore what patients perceive to

be the cause of their severe mental disorder and their reported degree

of control over that cause.

The purpose of the study is to examine the relationship between

each member of a set of independent variables (i.e., gender, ethnicity,

diagnosis, and the mode of onset) and the following dependent vari

ables: (1) the patients' reported perception of the nature of their

disorder; (2) the patients' reported perception of agency reports

explaining the nature of their disorder; (3) the patients' perception

of causality related to the current disorder; and (4) the patients'

perceived degree of control over the cause of disorder.

The combination of independent and dependent variables by a con

ceptual matrix generated 17 hypotheses. In addition to these quanti

tative data, four hypotheses were advanced based upon qualitative data

in the form of descriptive narrative summaries. Twenty-one hypotheses

were tested for significance utilizing the chi square method:

The study sample consists of 99 first-episode psychotic patients

from selected mental health catchment areas on the island of Oahu.

These subjects volunteered to participate in a series of standardized

interviews over a defined period of time. From December, 1978 to

----------- ._-
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April, 1984, clinical and psychosocial interviews were conducted by

psychiatrists and behavioral scientists who were trained according

to WHO standards of performance.

The major findings showed statistically significant ethnic differ

ences in the patients· perception of the nature of their disorder.

Hawaiians and Filipinos were more likely to report a spiritual/magical

disorder than Caucasians and Japanese (X2 = 9.0, P = < .002). Patients

with affective disorders were more likely to report mental disorders

as the nature of their illness than schizophrenic and schizophreniform

patients (X2 = 12.5, P = < .001). ..

In the total patient sample, a greater proportion of patients

reported a cause of di~order than than no cause (X2 = 56.4, P = < .001).

In the context of the patients· narrative summaries reporting their

causal perception of disorder, 87% of the affective disorders reported

events interpreted as psychosocial life stress as the cause of their

mental disorder (X2 = 11.1, P = < .003). In contrast, the narrative

responses by the schizophrenic and schizophreniform patients, inter

preted as bizarre/psychotic ideational understandings of the cause

of their disorder, were found to be statistically significant at the

< .007 level. No significant statistical relationship was found

between the independent variables and the patients· reoorted degree

of control over the cause of their disorder.

This study is aimed at providing beginning knowledge in the area

of causality and the locus of control from the perspective of first

episode psychotic patients.

-------~-- -

This study has been designed to share



information from consumers of psychiatric services, which can be of

use to health care providers for greater in-depth understanding

of the individual experiencing an initial psychotic episode.

------------------- ------ --- - --- ----- ---------- ------
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CHAPTER I

INTRODUCTION

All human beings are continually attempting to describe, under

stand, and predict the world about them. Part of this process involves

the perception and attribution of causality to various events.

Causality refers to the relationship we assign to events to acknowledge

cause and effect responsibilities. Among the many synonyms we use for

"cause" are reason, motive, antecedent and determinant. All these terms

reflect the concept of causality.

Although there a~e considerable historical, developmental,

individual and cultural variations in the types of causal attribution

we assign to events (e.g., rational, supernatural, personal and imper

sonal), the perception and attribution of causality appear to be an

innate capacity of the human mind. The role of causal perception and

attribution has fundamental importance in human adjustment and

survival. It provides us with an opportunity to order our world in

a consistent and predictable manner and thus offers us the chance to

develop a sense of understanding, control and mastery over events.

Without this sense, it is unlikely we could survive since there would

be an absence of regularity and organization among the myriad events

we encounter in our everyday lives.

When confronted with a life-threatening situation such as the rapid

onset of severe mental or physical dysfunction, most human beings

perceive these debilitating symptoms as exerting a powerful and

destabilizing effect upon their sense of personal control. To regain
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control over this major life event, individuals theoretically initiate

an attribution process seeking to identify the nature of the causative

agent and to understand why the illness episode has occurred. This

logical connection between cause and the symptomatic effects of illness

serves as an explanatory device to help us grasp the meaning and

significance of the present deviated condition. Once we perform this

self-evaluation process and label the illness, this new information

conveys a sense of a restored sense of personal control, stability,

and predictability over our lives.

Statement of the Problem

In mental health· programs, the patient's perception of causality

and control of illness has enormous implications for the quality of

communication in the patient/professional relationship, the patient's

illness behavior and recovery process, as well as impacting upon the

health care delivery system. However, inquiry into these areas has

been sporadic and unorganized. This study attempts to fill this

important gap in our knowledge and understanding of the consumer of

psychiatric services.

The study is aimed at providing beginning knowledge in the area

of causality and the locus of control from the perspective of first

episode patients with severe mental illnesses. This exploratory

investigation is designed to examine the relationship between each

member of a set of independent variables (i.e., gender, ethnicity,

diagnosis, and the mode of onset) and the following dependent variables:

(1) the patients' reported perception of the nature of their disorder;

(2) the patients' perception of agency reports explaining the nature

----- ---- ---- ._-_._-- -- --- --- -- - -_.--- .._--------- ------



of their disorder; (3) the patients' perception of causality related

to the current disorder; and (4) the patients' perceived degree of

control over the cause of disorder.

Background to the Problem Statement

3

The patient's perception of causality and control has implications

for the following health-related areas: (1) in the enhancement of the

patient/professional relationship through improved quality of communi

cation; (2) its influence upon the onset to the outcome of disorders;

and (3) its bearing upon the issues of compliance with prescribed

regimens, therapeutic effectiveness of treatment, and the ultimate

resolution of the problem.

Patients and professionals are the fundamental elements in

contemporary health care delivery systems. Crucial to the effective

operation of any health system is the quality of communication shared

between the patient and professional. Patients who seek medical or

psychiatric care are generally concerned with the cause of illness,

symptom relief and the treatment of psychosocial problems generated

by the stress of illness.

Quality communication occurs when a caring professional operates

within a patient-centered philosophy that actively encourages a shared

dialogue among the patient, the patient's family and himself.

Sufficient time is allotted to discuss the nature and significance of

the illness, beliefs concerning the cause of illness, lifestyle

behaviors and other personal factors that may be causally linked to

the present disorder. In turn, the professional openly reveals his

model of treatment and provides an explanation of the problem in an
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easily understandable style. During the interview process, the pro

fessional looks for differences that exist between his and the patient's

view of the problem and the proposed model of treatment. If these

differences are disclosed, the professional openly negotiates with the

patient to reduce these conflicts.

The skilled professional is also aware that patients have come

with important health and human problems about which they have formed

attributions. Individuals affected by the acute onset of severe

psychotic symptomatology generally experience the perception of dramatic

mental, emotional or personality changes. Within the context of these

rapidly shifting personal events, the individual theoretically initiates

an attribution process to determine the cause of the disorder and the

meaning of these changes. Attributions, or the explanations people

hold about the cause(s) of an event, are particularly important here

as they provide the health professional with information to gain a

greater understanding of the meaning of the problem being presented

by the patient. This attributional information can reveal important

insights into the patient's intellectual grasp of the problem, his

cultural beliefs about health and mental illness, and the meaning of

his expressed emotions and manifested behaviors. According to Capra

(1982, p. 335), lito assess the relative contribution of biological,

psychological and social factors to the illness of a particular person

is the essence of the science and art of general practice."

Mental health professionals who practice under the institutional

model of carel are primarily concerned with crisis intervention and

lThe institutional model of care is generally one in which large
blocs of patients and a limited number of professionals share an

------- -
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behavioral management of the patient. Marsella and Higginbotham (1979,

p. 7) have stated that:

Treatment in many mental health centers has become
almost exclusively based upon medications. These
medications may be useful in either lowering or
raising a level of arousal, but they fail to address
the full spectrum of causes that may be implicated
in the etiology, maintenance and enhancement of the
problem.

In another passage by these same authors, they have stated the

following:

Western approaches to mental health should not be
considered as totally useless or destructive. The
major problem appears to be the fact that our'
philosophies and methods have become disengaged from
a meaningful perspective. We speak of mental health
but we give people pills. When we provide psychologi
cal therapies, owe do so in isolation of the everyday
life of the person, ignoring the many social and
community influences which help to maintain behavior.
We have mistaken cure and control, and in the process,
our patients continue to feel isolated and estranged
from their own experience.

At the performance level, the normative communication between the

professional and patient is often an instructional type whereby the

physician orders a routine battery of tests, labels a condition, and

prescribes a standardized form of treatment. The patient's perceptions,

beliefs and attitudes that may be causally linked to the present dis-

order are often overlooked or omitted in the clinical interview and

enclosed, h~erarchical and formally administered life. The profes
sionals perform specified roles and functions defined within the guide
lines of the institution's philosophy, policies, and regulations. The
patient is under the bureaucratic control of the institution and subject
to the rules, sanctions, and judgments by the professional staff. The
physician determines the etiology, diagnosis, treatment and prognosis
of a patient hospitalized for illness. The patient has the right of
the sick role, the right to be protected from abuse and exploitation,
and the duty to cooperate with therapy (Shiloh, 1970, pp. 67-69).
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subsequent data collection activities. Sue (1982, p. 113), commented

that IIcounse110rs tend to respond according to their own conditional

values, assumptions and perceptions of reality without regard for other

views.II Capra (1982, p, 319) noted the following:

The proper valuation of subjective knowledge is surely
something we could learn from the East. Ever since
Ga1i1eo, Descartes, and Newton, our culture has been
so obsessed with rational knowledge, objectivity
and quantification, that we have become very insecure
in dealing with human values and human experience.

One striking difference between Eastern and Western
approaches to health is that in East Asian society,
in general, subjective knowledge is highly valued.
Even in modern scientific Japan, the value of subjective
experience is strongly acknowledged, and subjective
knowledge is considered as valuable as rational
deductive thinking. Thus Japanese doctors can accept
subjective jUdgements--both their own and their patients'
--without seeing them as threats to their medical
competence or their personal integrity.

According to Marsella (1982), an individual's perception of the

cause of illness can have important implications for the etiology,

onset, diagnosis, manifestation, course and outcome of the disorder.

The rationale is that the individual's causal perception of disorder

may influence the patient to behave in particular ways which could

facilitate or interfere with the ultimate resolution of the problem.

For example, if a patient believes his illness is caused by a "curse

on his fami1 y ll placed two centuries earlier, it may be difficult for

attending professionals to obtain support and endorsement for a

prescribed treatment program based upon IIbio10gica1 therapies. 1I

In a cross-cultural clinical interview situation, effective com-

munication between the patient and professional may be seriously

obstructed by differences in culturally based conceptions of health

----------- ------- --- - -- ----- ----- ---- --
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and illness as well as the expressed methodologies to promote the

maximum curative potential. If efforts are not directed to facilitate

communication at the earliest stages of the professional/patient

relationship, then the following outcomes are possible as D. W. Sue

(1982, p. lll) has cautioned:

While breakdown in communication often occurs among
members who share the same culture, the problem can
be worsened among people of different racial and
ethnic backgrounds. Misunderstandings that arise
in cultural variations in communication may lead
to alienation and/or inability to develop trust and
rapport. This may result in early termination of
counseling or treatment as evidenced by studies con
ducted by Sue and McKinny (1975), and Sue, McKinny,
Allen and Hall (1974).

Thus, if patients and professionals have markedly divergent per

ceptions of causality at the diagnostic stage, and discrepant views

about the means of intervention at the treatment stage, these funda

mental differences can lead to several negative outcomes that have great

significance in contemporary health care. These negative health out

comes include patient dissatisfaction with II professional arrogance II

and treatment models, patient non-compliance with prescribed medical

or psychiatric regimens, under-utilization or misuse of health care

facilities, inadequate or incomplete care, patient mistrust and fear.

Whether the nature of the patient's perception of causality of

disorder is physical, supernatural or social in origin, the profes

sional can significantly contribute towards a patient's ability to

mobilize his feelings of control and mastery over the cause of his

disorder. To begin, it is necessary that professionals initiate

communication at the level of the patient's understanding of the meaning

of the illness experience. Communication will be more personally
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meaningful and socially relevant to the p.atient if he is allowed to

"te l l his story" from his own sociocultural perspective and be recog

nized as a unique and valued individual. According to Capra (1982,

p. 355):

The main purpose of the first encounter between the
patient and practitioner, apart from emergency measures,
will be to educate the patient about the nature and
meaning of the illness, and about the possibilities
of changing the patterns in the patient's life that
have led to it. This, in fact, is the original role
of the IIdoctor,1I which comes from the Latin docere
(lito teach ll

) .

Since interpersonal communication between the patient and profes

sional is critical to the overall success of the health care delivery

system, quality communication at the earliest stages of treatment has

major implications for the later stages. D. W. Sue (1982, p. 114) has

commented that lithe ultimate success of cross-cultural counselling

depends upon the counselor's flexibility in using techniques appropriate

not only to the cultural group but to the individual as we1l. 11

For example, professionals who work in an institutional setting

can use the technique of actively eliciting the participation of the

patient and his family in the design of a course of treatment in the

early stages of the planning process. A collaborative approach can

be an exciting and creative process in which standardized models of

care can be modified and tailored to meet the individual's specific

health care needs. A treatment plan that is culturally accommodating

will be more socially acceptable and emotionally gratifying. New

approaches to improve the quality of health services are warranted to

ensure the patient's compliance with treatment and ultimate resolution

of the problem. The ultimate resolution of the problem may include

--------_._--------- ---
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the states of full recovery, restoration to adequate mentaliphysica1

functioning, or acceptance of disabilities and limitations.

Involvement of the patient in decision-making about the treatment

plan in the earliest stages of medical contact is particularly important

to enhance the patient's perception of control. In an institutional

setting, however, the uninitiated patient often finds himself dependent

upon the decisions of others. Upon admission, his perception that he

is no longer in control over his life is reinforced by the following

observations:

The institutional machinery examines, identifies,
and codes him. He is stripped of his possessions
and provided with institutional clothing. He is
given tests of obedience and placed under a strict
surveillance program to teach him how to behave in
his new role.

Particularly during this initial period, the patient's
life is controlled from above by regulations, judgements
and sanctions. He must learn to follow the rules
unthinkingly. (Shiloh, 1970, p. 70)

This dependency role reinforces the sense of a lack of control

and responsibility to problem-solve the issues that caused the disorder

impacting upon his health and life. The mental health professional

usually responds to this type of individual by exercising greater

control over the patient's planning and treatment process as well as

his activities of daily living.

This situation further fosters a cyclical pattern of greater

dependency, emotional detachment, helplessness and depression. These

mood and behavioral manifestations are those most commonly associated

with the hospitalized psychiatric patient. Ozarin (1970) reached the

following conclusion:
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After visiting 35 mental hospitals, the writer has
formed the strong conviction that much of the patholog
ical behavior of patients is the result of their
hospital experience rather than a manifestation of
their mental illness.

Upon discharge from the hospital, the patient who exhibits these

dependent sick role behaviors is generally unprepared to mainstream

into the community and resume his former social roles. He lacks the

cognitive skills necessary for independent decision-making, and the

coping strategies to manage stressful life situations. If the

individual lacks a supportive social network or leads a marginal

economic existence, the prognosis for successful reentry and self

maintenance in the community is generally a poor readjustment. The

common consequences for an individual with an acute psychotic illness

is a series of relapses and rehospita1izations leading to a condition

of chronic dependency. The high recidivism rate of the chronic mentally

ill population in America places a tremendous strain upon shrinking

federal and community budgets as well as upon limited family resources.

In summary, to enhance the patient·s perception of control over

the cause of disorder, it is critical at the outset of hospitalization

that the psychiatric team (i.e., psychiatrists, nurses, social workers,

occupational therapists and others) view the patient and his problems

within the context of his sociocultural environment. According to

Capra (1982, p. 335):

This means that the patient's problems will have
to be put into the broad context from which they
arose, which will include a careful examination of
the multiple aspects of the particular illness by
the therapist and patient. The recognition of this
context alone--of the web of interrelated patterns
which led to the disorder--is highly therapeutic, as
it relieves anxiety and gives hope and confidence, thus
initiating the process of self-healing.
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In addition to encouraging the active participation of the patient and

his family in the early stages of the treatment process, it is important

that professionals elicit unmet expectations from the patient and his

family concerning treatment and resolve these differences. From the

patient's perspective, it is also essential that professionals maintain

a continuous relationship with him and his family until all aspects

of the problem situation have been resolved. It is doubly devastating

for a seriously ill patient to have his lack of control further rein

forced by the absence of a valued and trusted professional.

Thus, a mental health professional can make a positive impact upon

the mentally ill community in American society by empowering his

patients with a sense'of control and responsibility over their problems,

their health and their lives. By restoring hope and confidence through

a style of communication that is nurturant and compassionate, the pro

fessional can mobilize his patient's strengths and energies toward

independent living and subsequent recovery.

This study is about people who experience a severe mental disorder.

It is well known that the highly complex pathogenesis of severe mental

disorders defies a rational cure or simple remedy. Therefore, perhaps

the greatest service that professionals can render to the severely

mentally ill population in American society is to assist them in

actualiZing a quality of life marked by freedom from chronic dependency

upon their families, the health care delivery system and limited

community resources.



12

Significance of the Study

The present investigation is an original contribution to public

health research which has not to date examined the relationship between

the variables of gender, ethnicity, diagnosis and the mode of onset,

and the perception and attribution of causality and control held by

first-episode psychotic patients in Hawaii. Although the social science

and clinical literature is replete with the viewpoints and impressions

of philosophers and healers concerned with the topic of causality, com

paratively little has been reported about the patient/consumer's

perception of causality. Any literary reference to the psychotic

patient's perception of causality and control is primarily anecdotal

in nature.

In earlier paragraphs, the author stated that individuals who

experience severe mental dysfunction theoretically initiate an attribu

tion process to determine the cause responsible for the onset of

illness. Attribution theorists have not addressed this process as it

relates to the individual undergoing a major psychotic illness.

Similarly, social psychologists concerned with the individual's per

ceived internal/external locus of control have not studied this variable

in relation to the distressed individual experiencing the rapid onset

of severe psychotic symptomatology. To this writer's knowledge, there

has not been a systematic investigation of the patient's perception

and attribution of causality and control of illness related to first

episode psychotic patients across cultures.
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The. Specific Research Questions

Since the research literature lacks any precedent for the present

investigation, the formulation of four research questions presented

below is reflective of the exploratory nature of the subject matter.

The specific research questions are as follows:

1. What are the demographic and clinical variations among first

episode psychotic patients reporting their perceptions about the nature

of their disorder?

2. What are the demographic and clinical variations among first

episode psychotic patients reporting their perceptions about the nature

of their disorder giv~n to them by outside agencies?

3. What are the demographic and clinical variations among first

episode psychotic patients reporting their perceptions about the cause

of disorder?

4. What are the demographic and clinical variations among first

episode psychotic patients reporting their perceived degree of control

over the cause of disorder?

Hypotheses Statements

Explorations of the relationship between attribution and the cause

and control of psychiatric disorders have not been a frequent topic

of research. As a result, there is little basis for forming systematic

hypotheses based on previous investigations. In addition, there is

no general body of clinical acumen that has been developed to which

one can turn. In brief, the novelty of the topic places the author

in a position of having to advance hypotheses based on inferences and
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extrapolations of the literature rather than on data which explicitly

address these particular problems. Nevertheless, these are not grounds

to shrink away from hypotheses formulation but merely a need to estab

lish a proper context for advancing hypotheses.

In scientific research the forwarding of a hypothesis is usually

based upon systematic observations or previous research. Researchers

are discouraged from advancing an hypothesis as a wild guess. Typically

when there is no literature, researchers phrase questions or forward

a null hypothesis of no difference. This is done because one expects

the status quo to exist rather than forming directional hypotheses.

The purpose of the present investigation is to examine the

relationship between each member of a set of independent variables

(i.e., gender, ethnicity, diagnosis and the mode of onset) to the

following dependent variables: (1) the patients' reported perception

of the nature of their disorder; (2) the patients' reported perception

of the nature of their disorder given to them by outside agencies; (3)

the patients' reported perception of causality to explain the current

disorder; and (4) the patients' report of the perceived degree of

control over the cause of disorder. These dependent variables cor

respond to questionnaire items 1.8, 1.9, 1.10, and 1.10.14, respectively,

in the Personal and Psychiatric History Schedule, the interview

instrument used in the present study. (See Appendix A.)

A matrix of demographic and clinical variables by the basic outcome

variables yields 16 possible areas in which hypotheses could be

theoretically advanced. The matrix shown below illustrates these

possibilities:
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MATRIX OF INDEPENDENT AND DEPENDENT VARIABLES

INDEPENDENT VARIABLES

DEMOGRAPHICS CLINICAL
I

Gender Ethnicity Diagnosis Mode of
Onset

1. Patient's Perception
of the Nature of the
Problem

~ 2. Patient's Perception
~ of Report Given by
.~ Outside Agencies
~

ItI
>
~
c
~ 3. Patient's Perception
~ of the Cause of
go Di sorder
c

4. Patient's Perception
of Control Over
Disorder

However, any attempt to advance all hypotheses generated by this

matrix would be inappropriate as there is little basis for using wild

guesses to fill all possible areas. Therefore, an effort will be

made to be selective in the choice of the hypotheses based upon those

topics that have some foundation in previous research or clinical

experience.
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Specific Hypotheses

I. The Patient's Perception of the Nature of the Disorder (Number 1

of matrix)

The relationship between the patient's report of the nature of

the disorder (i.e., physical, mental, psychosocial and 'spiritua1/magica1)

to such factors as gender, ethnicity, diagnosis and the mode of onset

yields the following possible hypotheses:

A. Gender

There is no compelling reason based upon logic or the research

literature to expect differences in gender.

Hypothesis 1: There will be no differences between males and

females in patient reports of the nature of their disorder. That is

to say, neither group will report or show significantly greater fre

quencies of indicating that their disorders are physical, mental,

psychosocial or spiritual/magical.

B. Ethnicity

When one enters the area of ethnocultura1 vari at ions in the

patient's perception of the nature of their disorders, there are some

possibilities that relate to the general character or personality

structure of the different ethnic groups used in the study. In

particular, it was felt that there would be no differences in ethnic

groups regarding physical, mental or psychosocial disorders. However,

in the topic of spiritual/magical disorders, it is possible to conclude

that Hawaiians will show a greater frequency of reporting this type

of behavior because of the nature of Hawaiian culture which emphasizes

a greater attachment to and respect for the spiritual world. Similarly,

--------
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traditional Filipino culture stresses a spiritual component in daily

life that could be reflected in the patient's perception of disorder.

To a certain extent, the expectation that Hawaiians and Filipinos will

report a greater frequency of spiritual/magical disorders than

Caucasians and Japanese may be related to social class and low education

within these two groups in the state of Hawaii. However, these groups

did not vary dramatically in the study sample.

Hypothesis 2: There is a relationship between ethnicity and the

reporting of spiritual/magical disorders. If the relationship exists,

Hawaiians and Filipinos are more likely to report a spiritual/magical

disorder than Caucasians and Japanese.

C. Diagnosis

Diagnostically, when one is comparing schizophrenics, affective

and schizophreniform patients, we once again have no basis for indi

cating that any group will evidence differences in the nature of their

disorder. However, it is conceivable that groups which are depressed

because their concomitant symptomatology emphasizes a lot of psychologi

cal symptoms, may construe their problem to be primarily psychological.

Hypothesis 3: Affective patients are nlore likely to report mental

or psychosocial disorders than schizophrenic and schizophreniform

patients.

D. Mode of Onset

The mode of onset is very much a function of the disorder. There

fore, the correlation means that one nlight expect that individuals with

longer-term chronic illnesses will report more biological disease

oriented disorders. As a result, we will expect that individuals with
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a chronic and insidious onset of disorder will report a greater

frequency of physical disorders.

Hypothesis 4: Patients with an insidious onset of disorder are

more likely to report physical disorders and less likely to report

mental or psychosocial disorders than the other onset categories.

II. The Patients' Reported Perception of the Nature of the Problem

Given to them by Outside Agencies (Number 2 of matrix)

Since this particular area, agency reports, constitutes the

patient's recollections, report and interpretation of what agencies

said rather than what had actually occurred, there is little basis for

assuming any group differences. This topic is really a question in

perception rather than a question in actuality. Therefore, the author

is compelled to advance a null hypothesis about the entire area.

If the research were actually able to validate and objectively

determine what agencies were telling them, there would be some basis

for hypotheses. But, in fact, this question is the patient's interpre

tation and recollection of what occurred. This filtration through the

patient's experience and memory, given the presence of their illness,

makes it impossible to arrive at a logical basis for hypotheses.

Therefore, the author will not advance hypotheses that relationships

exist in the data; rather, the author will simply state null hypotheses

and report the findings.

Hypothesis 5: There is no relationship between gender and the

patient's reported perception of the nature of the problem given to

them by outside agencies.
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Hypothesis 6: There is no relationship between ethnicity and the

patient's reported perception of the nature of the problem given to

them by outside agencies.

Hypothesis 7: There is no relationship between diagnosis and the

patient's reported perception of the nature of the problem given to

them by outside agencies.

Hypothesis 8: There is no relationship between the mode of onset

and the patient's reported perception of the nature of the problem

given to them by outside agencies.

III. The Patient's Perception of Cause to Explain the Presence of

Disorder (Number 3 of matrix)

The third major area of exploration is the patient's perception

of cause in relation to gender, ethnicity, diagnosis and the mode of

onset. A patient1s perception of cause asks the patient to indicate

what they feel is the basic etiological factor in their particular

illness. It is expected that a greater proportion of psychiatric

patients, regardless of illness, will report a cause for their illness

rather than no cause at all. The presence of an illness does not

prevent individuals from construing or attributing a cause to their

problem.

Hypothesis 9: In the total patient sample, a significantly greater

proportion will report a cause of disorder rather than no cause.

A. Gender

It is expected that there will be gender differences. Females

will report more psychosocial or lifestyle causes to their disorders

than males. This is, in part, a function of differences in sex roles

--- --------
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and the fact that there are implications that women tend to be more

psychologically oriented in their interpretation of their life

experiences than males.

Hypothesis 10: Females will report more psychosocial or lifestyle

causes for their disonders than males.

B. Ethnicity

It is expected that Hawaiians and Filipinos are more likely to

report supernatural causes of disorder than Caucasians and Japanese.

There is no empirical or logical basis to support the contention that

there will be differences among the four ethnic groups choosing somatic,

psychosocial or lifestyle causes for their disorders.

Hypothesis 11: rhere is a relationship between ethnicity and the

reporting of a supernatural cause of disorder. If the relationship

exists, Hawaiians and Filipinos are more likely to report a supernatural

cause of disorder than Caucasians and Japanese.

C. Diagnosis

Diagnostically, it is conceivable that schizophrenics and those

with schizophreniform disorders will report a greater frequency of

supernatural causes than either somatic or psychosocial causes.

Affective disorders may report a greater frequency of psychosocial

causes. In addition, affective patients, particularly the depressives,

may feel so physically weakened that they report that their cause is

somatic.

Hypothesis 12: Schizophrenics are more likely to report a super

natural cause and less likely to report a psychosocial or somatic cause

of disorder than affective patients.
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D. Mode of Onset

When the mode of onset is rapid and acute, the individual is more

likely to report a somatic cause rather than something which is related

to their lifestyle unless a distinct event is identifiable. Because

of this conflict, there are no grounds for assuming that one particular

category will be dominant.

Hypothesis 13: There is no relationship between the mode of onset

and the reporting of a specific category of cause to explain the

presence of a disorder.

IV. The Patient's Perception of the Degree of Control over the Cause

of Disorder (Number 4 of the matrix)

The first issue regarding the patient's perception of control is

the proportion of people who feel that they have control versus those

who have no control over their psychotic disorders. It is felt that

there will be a significantly greater proportion of people, regardless

of gender and ethnicity, who will report that they have no control over

their disorder because of the extent of confusion, disintegration and

disorientation which developed. However, within the context of the

psychotic experience, clinically many do feel that they have very good

control over what is happening to them. They understand their world

and what is happening to them when others do not.

A. Gender

There is substantial evidence judging from the research literature

on the locus of control that males will report a greater frequency of

control than females.
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Hypothesis 14: Males are more likely to report being in control

over the cause of disorder than females.

B. Ethnicity

Hypothesis 15: There is a relationship between ethnicity and the

reporting of being in control over the cause of disorder. If the

relationship exists, Caucasians and Japanese are more likely to report

being in control over the cause of disorder than Hawaiians and Filipinos.

C. Diagnosis

Hypothesis 16: Diagnostically, affective patients will report

greater control over the cause of disorder than schizophrenics and

schizophreniform patients.

D. Mode of Onset

Individuals with a longer chronic course of onset feel that they

have more control than those with a rapid and acute onset. Since a

rapid onset is such a shocking and precipitous experience, the

individual is likely to feel out of control as the psychosis develops.

Hypothesis 17: Patients with an insidious onset of disorder are

more likely to report being in control and having a greater degree of

control over the cause of disorder than the other onset categories.

V. The Patients' Narrative Summaries of Perceived Causes that Lead

to the Onset of Disorder

The conceptual matrix and accompanying hypotheses presented thus

far deal exclusively with quantitative data collected during the four

and-one-half-year course of the study. In addition to the quantitative

data, qualitative data in the form of descriptive narrative su~~aries

were also obtained from the patient sample. At the conclusion of the
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interview dealing with the patient's perception of causality and control,

the patient was asked to give a narrative description of the perceived

causes in his/her life experience that led to the onset of psychotic

illness.

A content analysis of 99 narrative summaries was conducted to

classify the qualitative responses into four broad categories: (1)

no explanation, (2) psychosocial life stress, (3) biology/heredity,

and (4) bizarre/psychotic ideation. A verbatim report by each patient,

excerpted from the Personal and Psychiatric History Schedule, is pro

vided in Appendix D.

Since there are no empirical grounds to expect demographic and

clinical differences in relation to the patient's narrative summary

of perceived causality, a null hypothesis will be applied to this entire

research area. The reason for presenting this qualitative data is for

descriptive purposes only.

Hypothesis 18: There is no relationship between gender and the

patients' narrative summaries explaining the cause of their disorder.

Hypothesis 19: There is no relationship between ethnicity and

the patients' narrative summaries explaining the cause of the disorder.

Hypothesis 20: There is no relationship between diagnosis and

the patients' narrative summaries explaining the cause of their disorder.

Hypothesis 21: There is no relationship between the mode of onset

and the patients' narrative summaries explaining the cause of their

disorder.

In summary, the introductory chapter has been a presentation of

the problem within a sociocultural context and its research significance.



In addition, the author has focused upon the specific research

questions to be studied and the 21 hypotheses driving the present

investigation.
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CHAPTER II

THE LITERATURE REVIEW

Introduction

Archaeologists who excavate the ruins of ancient civilizations

frequently unearth objective evidence of the disease history of mankind.

Fossilized remains of human skeletal tissue lend testimony to the age

lessness of acute and chronic diseases that continue to beset man in

modern times. Since man's survival is dependent upon his successful

biological and psychological adaptation to the natural environment,

one may conclude that~he extinction of the world's once-flourishing

cultures can be attributed in part to their inability to respond

adaptively to environmental changes. Given the harsh realities of human

existence through the ages, it is not surprising that the phenomena

of health and disease have captured the imagination of the world's

greatest theorists and engaged the attention of the common people in

their everyday lives.

Since the beginning of recorded medical history 2500 years ago,

mankind has created countless concepts in an attempt to understand,

predict and control the advent of disease. To accomplish these aims,

man has explored the most efficacious means to promote and maintain

a healthy state of functioning. When confronted with the occurrence

of life-threatening diseases, man has adopted the necessary inter

ventions to prevent its recurrence. This cumulative effort over the

past millennia has resulted in numerous theories of illness causation;
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methods of treatment built upon th~se explanatory causal models; and

the establishment of radically different healing systems.

Characteristic of each sociocultural milieu, the prevailing health

system represents an institutionalized body of knowledge, beliefs,

attitudes and practices that have evolved through centuries of natural

istic observation and "trial and error II experimentation. Psychodynami

cally, this shared system of beliefs and behaviors symbolize culturally

evolved adaptive mechanisms that serve to ensure man's continued

survival and optimal functioning in society. According to Kleinman

(1980, p. 24), lithe main function of a healing system is to integrate

health-related components of each culture: i.e., the cultural/symbolic

meaning of illness shared by the indigenous population; the norms

governing choice and evaluation of treatment; and the socially con

structed statuses, roles and institutional settings that have become

legitimized by each society. II In another passage (1980, p, 26),

Kleinman states that "in every culture, the experience of illness, the

patient's response to it, the practitioners treating it, and the social

i nst i tut ions related to it are all systemati ca11 y interconnected. II

One of the world's greatest medical anthropologists, George Murdock,

discovered that "most of the world's inhabitants ••• find themselves

in much closer agreement with the medicine man than with the man of

medicine" (Murdock, 1980, p. xiii). In his analysis of the geographic

distribution of the major cultural conceptions of illness causation,

he clearly demonstrated that the explanations of illness current among

most peoples of the world have little in common with those recognized

by modern medical science and relate more closely to the ideology of

primitive religion (Murdock, 1980, p. 3i.
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Traditional medical systems, whether Oriental or Western,

scientific or shamanistic, modern or Paleolithic, socialize a particular

theory of illness causation that is generally consistent with a

society's unique interpretation of the way reality is believed to be

structured within its cosmological frameworks. Each of the great

medical traditions existent in the world today--the Oriental, Unani,

Ayurvedic and Western systems--attribute the cause of mental and

physical disorders to different forces and agents. In addition to the

great traditions of medicine, virtually every culture has developed

a series of folk assumptions about the cause of disorder. These

assumptions often include references to dietary, spiritual, magical

or emotional traumas..

In many of the world's healing systems, it is believed that the

ills of the body and mind are merely symbolic representations of an

underlying disturbance within the "spirit" or "soul" of the sufferer.

Many tribal non-Western societies use models of supernatural causation

to explain the advent of a disease, or a cure. Malignant forces are

blamed for the occurrence of disease, accident or death; benign forces

are credited with effecting a cure. According to Kleinman (1980, p.

72), "an individual's entire conception of medicine and illness and

therefore particular symptoms is mediated by the world view and cultural

context of the individual."

In a critical review of the cross-cultural literature in anthro-

po1ogy, psychology and other related disciplines, Marsella (1982, p.

378) has stated that:

All systems of psychotherapy and healing can be grouped
around four orientations which are: (1) physiologically
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based (e.g. rest therapy, massage therapy, exercise
therapy, acupuncture); (2) psychologically based
(e.g. meditation, imagery, problem-solving); (3)
socially based (e.g. family or group involvement,
social reintegration); and (4) supernaturally based
(e.g. exorcism, prayer rituals, divination, possession
states). These orientations represent the basic
explicit and implicit causal logic that characterizes
a given system within a given culture.

To better understand the causal logic underlying the development of

radically different conceptual frameworks of healing, it is helpful

to recognize two modes of cognition--the inductive and deductive modes.

Intuitive and rational forms of consciousness are recognized as the

characteristic properties of the mind. Rational thinking is linear,

focused and causal analytic. It belongs to the realm of the intellect

whose function it is to discriminate, measure and categorize. This

type of deductive reasoning tends to be fragmented. In contrast,

intuitive knowledge is based upon a direct, non-intellectual experience

of reality arising from an expanded state of awareness. It tends to

be synthesizing, holistic and non-linear. "Holistic" in this sense

refers to an understanding of reality in terms of wholes whose

properties cannot be reduced to smaller units. This mode of cognition

is inductive.

For example, both Chinese and Western medical systems have utilized

deductive and inductive modes of cognition in the early history of their

conceptual development. However, traditional Chinese medicine has con-

sistently relied upon inductive and synthetic methods in their healing

techniques. In contrast, the Western medical tradition has radically

evolved towards a deductive approach to healing dating from the

seventeenth century. In Western culture, the emphasis is placed upon

---------------------
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"rational" models of causality in which cause-effect relationships are

established through specific procedural steps like the "scientific

method." In this instance, it is assumed that events are related

through a series of impersonal determinants which can be understood

through "objective" investigation. Scientists frequently speak of

"discovering" the principles by which the universe works or operates.

However, in other cultural traditions, assumptions about the nature

of the universe differ and models of causality are based upon personal

ized views of events which have distinct "meanings" and "implications"

for the individual. As a result, the culture may endorse "subjective"

approaches and intuitive judgments which have little relationship to

"logic" and "rationalfty" as defined in the Western world.

Since Western culture is dominated by rational thought, scientific

knowledge is considered the only acceptable kind of knowledge.

Intuitive knowledge or awareness which may be just as valid or reliable

is generally not recognized. Often we fail to realize that our per

ceptions of health and disease are part of our Western cultural heritage;

but may not be the only "correct II explanation or the only II r ealll answer

to the questions of "What is wrong with me?1I or IIWhy did this happen

to me?1I posed by the sick person. IINon-rational ll explanations also

play an important role in the healing process.

Complementary to Marsella's four orientations of psychotherapy

and healing are the universal healing factors synthesized by Frank

(1961), Kiev (1964), and Torrey (1972). Prince (1976) has summarized

these factors as including the following: (1) the special relationship

between the healer and patient; (2) the shared world view; (3) the

------ ------
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expectant hope of the patient; (4) the naming of illness; (5) the

attribution of cause; (6) the prescription of treatment by the healer;

and (7) the central role of suggestion. Centrally important to the

present discussion is the person's attribution of the cause of the

illness.

When an individual experiences a major life event such as an

episode of serious mental or physical illness, his perception of

causality is conditioned by sociocultural beliefs and highly individu

ated subjective reactions. From the individual's phenomenological

perspective, his perception of disease causation may be attributed to

such diverse etiologies as an invasion of pathogenic microbes, the

infliction of malign magic through sorcery or witchcraft, or a state

of imbalance created by the disruption of one's "chi." The range of

causal perceptions across the world's cultures is considerable. There

are differences in the perceived source of causality (e.g., supernatural

versus natural), in the processes used to arrive at causal conclusions

(e.g., logic, sequential versus contextual, irrational), and in the

perceived locus of causality (e.g., internal versus external).

In a summary of the cultural effects impacting upon an individual's

perception of causality, Marsella (1981, p. 7), has stated the following:

(1) Culture influences the patient's perception of the
problem's causes and consequently its behavioral dis-
play; (2) Cultures vary with regard to their interpreta-
tion of causal mechanisms--research in medical anthropology
indicates that spiritual, familial, situational, biological,
psychological, and other mechanisms are operative across
cultural boundaries; (3) Cultures vary with regard to
the stressors and coping mechanisms which mediate every-
thing from the onset to the outcome of disorder.
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Thus far, it is evident that the most important source that determines

man's perception of disease causality is the cultural milieu.

In brief, causal perception and attributional processes may be

summarized as follows: (1) All human beings have the capability to

perceive causal relationships among events; (2) This capability mediates

an individual's adjustment to the world; (3) There are considerable

individual and cultural variations in the models of causality used to

perceive the relationship among events; (4) Models of causal perception

and attribution vary as a function of epistemological orientations;

(5) Epistemological orientations vary as a function of the locus (i.e.,

internal versus external), the source (i.e., natural versus super

natural), and cognitive processes (i.e., rational, logical, sequential

versus contextual, irrational) involved in arriving at causal conclu

sions.

While the cultural milieu strongly influences an individual's

perception of disease causality, it also has implications for the

individual's perception of control. For example, Hansen's Disease and

venereal diseases have meanings that often extend far beyond their

physical effects; their significance within a culture does not seem

to change even though the treatment of these diseases has been

drastically altered by pharmacological advances. The universal metaphor

of "cancer" conveys personal meanings of disease in the world of the

sick as well as the healthy. The striking effect of this word personi

fies a dreaded illness without hope and the inevitability of losing

control over one's life.

Overshadowing the catastrophic illness of cancer, is the communi

cable disease known as "AIDS" or Auto-immune Deficiency Syndrome •

._-_._----
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Public health officials are acutely aware of the public's emotional

outcry to prevent and control the spread of AIDS. The fear of this

disease has pervaded the whole spectrum of contemporary American society.

This health issue has become a socia1 t mora1 t political t and sexual

issue as well. lacking a vaccine or cure at the present timet the

individual who experiences the rapid onset of AIDS is dramatically

confronted with the inevitability of his or her own death.

Cast into the hospital world of physicians and nurses t the

individual with a serious disease is impotent in the midst of a strange

and complex environment whi1e t at the same timet he needs to maintain

the hope of survival. The patient quickly learns that dignity is the

privilege of the healthYt and self-respect requires a constant struggle.

Control in this world is in the hands of others. Cassell t a physician t

has stated the following:

If I had to pick the aspect of i11nes that is most
destructive to the sick t I would have to choose the
loss of control. Maintaining control over oneself
is so vital to all of us that one might see all the
other phenomena of illness as doing harm not only
in their own right but doubly so as they reinforce
the sick person's perception that he is no longer
in control.

Thus t to a degree that varies with the severity of
the illness or the perception of its severity, tem
pered by personal experience and the cultural milieu t
the sick person becomes disconnected from the worldt
experiences a loss of the sense of omnipotence and
a failure of reason t and loses control over his own
existence. (1980 t p. 45)

Paralleling the devastating effects of these disease entities are

the effects produced by a severe mental disorder. The diagnosis of

------ - --- -- --- -- ------ - -- -_. --------- _._---- -------
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"schizophrenia" and other psychoses1 precipitates a life-altering

experience that has a profound impact upon and implication for an

individual's quality of life and survival. For the individual experi

encing severe psychotic symptomatology during the onset of a first

episode disorder, his perceived loss of personal control is indeed

profound.

Clinically, the individua1's loss of personal control may be mani

fested in any of the following ways: (1) the sudden onset of auditory

or command hallucinations that usurp control over his ability for

independent decisions and actions; (2) the acute onset of religious,

political or persecutory delusions that assume control over his identity

and personality; (3) the rapid onset of uncontrollable impulses, mood

lability or bizarre behaviors that are dangerous to himself and others;

and (4) the uncontrollable onset of pressured speech, marked by

incoherency and tangentiality, which is unintelligible to others in

his social network.

lFor the purpose of the present discussion concerning psychotic
disorders, an abridged version of the definition of a "psychotic
episode" formulated by the World Health Organization (1980) is as
follows:

A psychotic episode is a period of symptomatology in
which the presence of at least one of the following
symptoms can be ascertalned: (1) Hallucinations
(any modality); (2) Delusions (any content); (3)
Confusion or disorientation; (4) Stupor or mutism;
(5) Severe psychomotor excitement; (6) Marked manic
affect; and (7) Severe depression.

In the later Methodology chapter, a more detailed operational
definition of a "psychotic episode" delineating the criteria for
inclusion/exclusion of subjects in the present study will be presented.

---~---
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While most human beings establish their orientation to the world

according to time, place and person, the psychotic individual may

suddenly experience global disorientation or loss of his everyday

reference points. Generally speaking, the psychotic individual shows

evidence of the cognitive inability to filter out extraneous stimuli

which interfere with his making logical cause-effect connections between

events. As a result of his sudden loss of former powers of logic and

reason, the individual may find himself unable or unwilling to summon

his will to cope with or exercise control over rising levels of fear

and anxiety exacerbated by the illness. To the uninitiated individual

suffering from the onset of severe psychotic symptoms, his everyday

world of reality may b~ perceived as a chaotic stream of meaningless

and unconnected events resulting in overwhelming confusion, uncon

trollable emotional states, social disorganization and threatened

survival.

Severe mental disorders in American society are highly stigmatized.

It evokes fears of institutionalization, permanent loss of one1s social

and occupational roles, and loss of control over one's life. Once an

individual assumes the role of a mental patient, he often feels power

less to combat negative stereotypes or social images associated with

this role. When confronted with social rejection, this type of

individual commonly reacts by exhibiting withdrawal behaviors leading

to social isolation.

Thus, the components of the illness experience viewed from the

patient's perspective may be summarized to include the following factors:

(1) the prevailing belief system in the patient's sociocultural environ

ment; (2) the patient's perception of the severity of illness; (3) the

------ - - ~-
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patient's perception and attribution of causality; and (4) the patient's

perception of control including (a) a threatened loss of connectedness

to the world, (b) a loss of a sense of personhood, and (c) ultimately

a loss of control over one's existence or survival.

In providing a theoretical foundation for the concepts of causality

and control, the present chapter contains both general and specific

background information. The first portion deals with general informa

tion which includes a discussion of the following topics: (1) the

philosophical basis of the concept of causality viewed within historical

and contemporary perspectives; (2) the important role of causality and

control in the models of the health care process dealing with health

and ill ness behavi or; o( 3) a presentation of attri buti on theory and its

framework for understanding the concept of causality; and (4) the

individual's perceived internal-external locus of control derived from

personality theory.

The middle portion of this chapter focuses more specifically upon

the demographic and clinical differences in the individual's perception

and attribution of causality and control. In particular, the variables

of causality and control will be discussed in relation to the following

areas: (1) the perceptual differences in gender; (2) the perceptual

differences in ethnocu1tural world view and causal models of illness

held by Native Hawaiians, Japanese, Caucasians and Filipinos; and (3)

the perceived differences among the diagnostic categories of schizo

phrenia, affective disorders and schizophreniform disorders.

Since there is no available research literature concerning the

mode of onset in connection with the concepts of causality and control,
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the author is unable to present the reader with any research findings.

However, the mode of onset variable will play an important role in the

latter chapter of this paper.

The final portion of the Literature Review provides preliminary

background information dealing with the present transnational

psychiatric investigation entitled "The World Health Organization (WHO)/

National Institute of Mental Health (NIMH) Collaborative Project on

the Determinants of Outcome of Severe Mental Disorders."

Historical Perspectives

Causality has long been a topic of interest to philosophers in

the Western world. T~e famous Greek philosopher, Aristotle (384-322

B.C.), was one of the first to discuss the concept of causality. He

suggested that there were four types of causes: material, formal,

efficient and final. As a result of causality, Aristotle believed the

universe was an orderly phenomenon that could be understood through

rational thought. This position was challenged by the Greek philosopher,

Sextus Empiricus (ca. 300 B.C.), who belonged to a group of philosophers

known as Skeptics. Skeptics articulated the philosophy that man cannot

know the "truth" and thus, efforts to establish a systematic set of

beliefs about reality were doomed to failure. Sextus Empiricus believed

causality is a product of the mind rather than a "real" relationship

to the universe. In other words, we assign causality to events but

"actual" causal relationships do not exist.

While Greek philosophers debated the nature of causality in

relation to the universe, Greek physicians argued the nature of

causality in connection with disease. Hippocrates, the "Father of

---------



37

Medicine" in the Western word (460-370 B.C.), revolutionized medical

thought among his contemporaries during the Age of Pericles. He

determined that disease was not caused by divine retribution, the

invasion of demons, or a disturbance of evil spirits. Rather, he con

tended that disease was a natural phenomenon developed in accordance

with natural laws. His extraordinary insights into the true nature

of disease led to his reconceptualization of an alternative causal model

of disease; i.e., from supernatural to natural causation to explain

the pathogenesis of disease.

According to Hippocrates's teachings, the physician should have

a profound knowledge of the biological phenomenon of life in health

and disease and be abl-e to recognize the logical relationship between

cause and effect. The biological phenomena of life, referred to by

Hippocrates, included both mind and body. He stressed the importance

of the inductive method to arrive at a rational clinical diagnosis based

upon real knowledge derived from systematic observation of the patient,

a descriptive recording of the patient's signs and symptoms, and a con

scientious analysis of findings. Hippocrates's theory of natural

disease causation led to the development of treatments that were

naturally based; i.e., nutrition, exercise, herbal remedies, massage

and others. These concepts and methodologies laid the foundation for

the establishment of Western scientific medicine.

lhe debate on the nature of causality continued through the ages.

Rene Descartes, the famous philosopher and mathematician of the

seventeenth century, introduced the most far-reaching scientific

simplifications which exerted a profound effect upon medical thought.

He presented the assumption that all human beings consist of two

---~----
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entities, the body and the mind. Descartes' mind/body dualism asserted

the belief that the body and mind, linked during life, are profoundly

different from each other. He claimed that since the mind is a direct

expression of G-d,2 its nature cannot be understood by science. In

contrast, he taught that the body is a "machine" whose structures and

operations fall within the province of human knowledge.

Mechanistic views of reality required the belief that the world

was based on repeatable cause-effect relationships. However, these

views were not readily accepted. For example, Henri Louis Bergson,

the French philosopher, noted reality is characterized by great

unpredictability, and where there is no regularity there can be no

cause.

The debate on the nature of causality soon became a source of

argument between German ideological philosophers like Immanuel Kant,

and British philosophers like John Stuart Mill. The debate centered

around the issue of whether causality is a quality of reality or whether

it is a product of the human mind.

The Western mode of deductive thought led to a biomedical paradigm

of healing which expresses a shared set of assumptions or world view.

These assumptions, derived from these historical influences and opera

tive within Western society today are as follows: (1) there is a

dichotomy between the mind and body; (2) medicine is rational and

scientific and therefore deals with the substantial body; (3) for an

2Traditional Jewish orthodoxy disallows reference to the sacred
to be stated on an impermanent substance such as the present paper.
Therefore, the author1s usage of the word G-d will appear in its
hyphenated form.
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effect, there must be a cause; and (4) medicine as a science is

measurable and repeatable.

The classical biomedical paradigm, rooted in the Hippocratic

philosophy of medicine, is based upon the supposition that for a disease

to occur (the effect), there must be a rational and logical cause.

Dating from the Age of the Scientific Revolution of the seventeenth

century, the evolution of the scientific paradigm in medicine became

reductionistic and mechanistic in nature. From the Western heritage

of scientific knowledge and technological traditions, the establishment

of modern scientific medicine became founded upon causal models of

disease, which implies the existence of a logical cause-effect relation

ship as our system of explanation.

In essence, central to the development of modern scientific

medicine in our society has been the concept of causality. Our way

of conceiving disease reflects our culturally evolved, philosophically

based explorations into the nature of causality. Therefore, the

scientific paradigm predominant in our culture today considers as

"real" that which can be easily measured, and as "unreal" that which

cannot be easily measured. What cannot be mathematically or empirically

manipulated is considered "irrational" or "subjective" by the scientific

paradigm.

The Western physician would generally argue that non-Western forms

of medicine are essentially based upon practical experience gleaned

from centuries of naturalistic observation. Lacking a "scientific"

basis for their healing concepts and techniques, they do not lend them

selves to scientific evaluation. The practices of acupuncture, imagery,
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herbology, faith healing, altered states of consciousness, and numerous

other treatments cannot be scientifically measured for effectiveness

and therefore are minimally recognized by the Western orthodox medical

establishment.

Contemporary Perspectives

While philosophers have long debated whether the roots of causality

reside in properties of the universe or within properties of the human

mind, contemporary behavioral scientists have focused more on studies

of the development of causal perception and attributional processes

and studies of the locus of causal attribution.

The development of causal perception and attributional processes

has been the major interest of researchers like Jean Piaget and Heinz

Werner. These theorists suggested that causal perception and attribu

tional processes develop according to different stages from the time

of infancy to early adulthood.

Yet another group of theorists within the field of social

psychology have sought to understand causal perception and attribution

from the perspective of social perception. To understand the importance

of the patient's perception of cause, it is useful to examine several

models of the health care process. Initially, an important distinction

must be made between the concepts of "illness" and "disease."

"Illness" Versus "Disease"

Kleinman (1980, p. 72) has defined "disease" as "any primary mal

functioning in biological and psychological processes." In contrast,

II i 11 ness" is referred to as "the secondary psychosocia1 and cul tura1
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responses to disease; e.g., how the patient, his family and social net

work react to his disease." In his cross-cultural studies of healing,

Kleinman has compared the differences in interest between physicians

in the West and indigenous healers in Taiwan.

Ideally, clinical care should treat both disease and
illness. Up until several decades ago, when their
ability to control sickness began to increase dramati
cally, physicians were interested in treating both
illness and disease. At present, however, modern
professional care tends to treat disease but not
illness; whereas, in general, indigenous systems
of healing tend to treat illness but not disease.

Illness, therefore, refers to the psychosocial experience and

meaning of perceived disease. It involves processes of attention,

perception, affective.response, cognition and valuation directed at

the disease and its manifestations; e.g., symptoms and role impairment.

It also involves the interpersonal communication related to the disease.

Illness is, therefore, the shaping of disease into behavior and

experience. The first function of the health system, according to

Kleinman, is the construction of illness from the disease, thereby

providing the context for explanation and control. The patient's per

ceptions, causal explanations, perceived control and quality of inter

personal communication constitute the major thematic issues of this

paper.

Kleinman, a physician and anthropologist, has been an outspoken

critic of the Western health care system. He is particularly concerned

with professional specialists in the health sciences who have been

slow in accepting a more holistic and culturally based view of the

health care system. Kleinman has offered a number of reasons for this

slow acceptance. Initially, there is the ingrained ethnocentrism and
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scientism that dominates the modern medical and psychiatric professions.

This bias toward a reductionistic biochemical model of medicine has

resulted in a lack of emphasis upon the social aspects of medical

practice to the detriment of medicine in general. Secondly, another

bias which has prevented the acceptance of a cultural concept of

medicine is the tendency of many health professionals in developing

societies to restructure the health care delivery system in their

countries by imitating the model of health care in the technologically

advanced societies. Lastly, Kleinman has emphasized the long-standing

tendency of clinicians to treat healing as though it were a totally

independent, timeless, and culture-free process.

Kleinman (1980, pp. 72-82) has distinguished five core clinical

functions that are found in health care systems: (1) The cultural

construction of illness as psychosocial experience; (2) The establish

ment of general criteria to guide the health care seeking process and

to evaluate treatment approaches that exist prior to and independent

of individual episodes of illness; (3) The arrangement of particular

illness episodes through communicative operations such as labeling

and explaining; (4) Healing activities per se, which include all types

of therapeutic interventions, from drugs and surgery to psychotherapy,

supportive care, and healing rituals; and (5) The management of

therapeutic outcomes, including cure, treatment failure, recurrence,

chronic illness, impairment and death.

According to Kleinman, "sickness as a 'natural' phenomenon is

cast into a particular cultural form through the categories that are

used to perceive, express and valuate symptoms" (Kleinman, 1980, p. 72).

--------_._--- --
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The patient's perception and attribution of symptoms and illness

causation playa key role in the construction of the illness episode.

Suchmanls Model of Health Care

Suchman proposed a model of the health care process based upon

the social factors associated with illness. These social factors

include the attitudes, values and knowledge of the patient as well

as group interaction and behaviors related to the illness. Illness

behavior, according to Suchman, involves five different stages. The

symptom experience stage is the determination by the individual that

something is wrong. He subdivided the symptom experience stage into

three aspects: (1) the experience such as pain, discomfort, perception

of change of appearance, or felt debility; (2) the cognitive interpre

tation which the individual applies to the symptoms; (3) the emotional

response such as fear or anxiety that accompanies the experience and

cognitive interpretation. The individual IS perception and attribution

of causality of illness is an important factor in the health care

process at this stage. Clinically, the perceived mode of onset (e.g.,

sudden or insidious) will be part of the patient's cognitive interpre

tation as to the cause of the illness.

Suchman's second stage, the assumption of the sick role stage

refers to the potential patient who begins to seek symptom alleviation,

information and advice, and temporary acceptance of his condition by

his family and social network. The lay referral system is a source

of attributional information at this point. At the medical care con

tact stage, the individual seeks a diagnosis and a prescribed course

of treatment from a professional rather than a lay source. At this
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stage and the following~ the perception of the cause of illness plays a

role in determining which symptoms are communicated to the health pro

fessional and how they will be communicated. At this point, the

professional's and patient's cultural conceptions of illness causality~

the nature and significance of the patient's diagnosis~ and the

modality of treatment need to be openly negotiated. Otherwise~ the

health care process will terminate at this stage or be met with non

compliance at a later stage.

In the dependent-patient role stage, the individual transfers

control to the physician and agrees to follow a prescribed treatment.

The degree of the patient's perceived internal/external locus of con

trol will playa role.at this stage. In particular, it will help

predict whether a patient will assume a dependency role (e.g.~ the

cause of illness is external and outside of one's control) or an

independent role (e.g.~ the cause is internal and within one's control

to remedy). In personality theory~ the patient with an "external"

locus of control is more likely to surrender control and responsibility

to the professional and assume a dependent and passive role. There

fore~ it is important for the health professional to recognize the

difference between patient compliance and patient dependency. Again~

whether or not a patient "agrees to follow a prescribed treatment" will

be dependent upon the quality of the professional/patient relationship

and shared agreement concerning culturally relevant treatment models.

The final stage is the recovery or rehabilitation stage. At this

point the individual decides to relinquish the patient role and either

resumes his former role of a healthy individual or adopts a new role

of chronic invalid or an individual in long-term rehabilitation.
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Throughout the five stages of Suchman's model of the health care

process, the patient's perception of causality and locus of control

are important variables from the onset to the outcome of illness.

The patient's attribution of causality will be aided by lay information

from the patient's social network.

Fabrega's Decision Theoretic Model

Fabrega (1973) formulated a decision theoretic model of illness

behavior based upon the information that is evaluated and acted upon

by the person during an episode of illness. Fabrega has postulated

nine stages involved in the hea1th-i1lness-medica1 treatment cycle.

In Stage 1: Il1n~ss Recognition and Labeling, the individual

applies his taxonomy of illness to himself. The person recognizes

that an undesirable deviation exists in his biological, social or

phenomenological systems. In Stage 2: Illness Disva1ue, the individual

performs a self-evaluation to establish the meaning and significance

of the illness. In this evaluation, the person is believed to use

information derived from current and past value systems. The possible

dimensions of disva1ue include: (1) presumed danger to life inherent

in the illness; (2) the degree of discomfort associated with the ill

ness; (3) the degree of disability; (4) the degree of moral discredit

ation related to the illness; and (5) the degree of sociopsycho1ogica1

passivity engendered by the illness.

Stage 3: Treatment Plans refers to the individual's available

treatment plans that can be implemented for purposes of combating

illness. In Stage 4: Assessment of Treatment Plans, the individual

estimates the likelihood that a treatment plan will alleviate a
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disva1ue of illness. Stage 5: Treatment Benefits is when the

individual calculates the potential benefits associated with various

treatment plans. In Stage 6: Disva1ues of Illness, the person computes

the costs associated with treatment. These cost factors include time

lost in implementing actions, money, and potential loss of personal

control.

Stage 7: Net Benefits or Utility is when the cost of each treat

ment plan from Stage 6 is subtracted from the potential benefits that

can be derived from each plan (Stage 5). Stage 8: Selection of Treat

ment Plan shows the person using a set of decision rules to determine

which treatment plan to implement. By the final stage, Stage 9: Set

up for Recycling, the results of the decision are assessed and evalu

ated, and Stage 1 may be subsequently reentered.

The patient's perception and attribution of causality is an

important factor in many of the stages of Fabrega's decision theoretic

model. In particular, this psychosocial variable plays a role in the

following stages: (1) Stage 1: Illness Recognition and Labeling, (2)

Stage 2: Illness Disva1ue, (3) Stage 3: Treatment Plans, (4) Stage

4: Assessment of Treatment Plans and relevance for Stage 5 to Stage 9.

The patient's perception of control influences Stages 2-9.

The Health Belief Model

The Health Belief Model was developed in the 1950s by social

psychologists at the U.S. Public Health Service for the purpose of

understanding "the widespread failure of people to accept disease

preventatives or screening tests for the early detection of asympto

matic disease" (Rosenstock, 1974, vol 2, p. 329). According to Maiman
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and Becker (1974), the basic components of the Health Belief Model

were derived from psychological and behavioral theory (e.g., theories

of learning, attitude and motivation). The Model has been applied

to patient's responses to symptoms (Kirscht, 1974), and in compliance

with prescribed medical regimens (Becker, 1974). Generally speaking,

the Health Belief Model has been used to describe three types of

behavior: (1) health behavior undertaken in the absence of symptoms;

(2) illness behavior undertaken in the presence of symptoms; and (3)

sick role behavior undertaken when symptoms have been diagnosed.

Health behavior has been defined as "any activity undertaken by

a person who believes himself to be healthy for the purpose of pre

venting disease in an asymptomatic stage" (Kas1 &Cobb, 1966, p. 246).

According to the Model, preventative health behavior with respect to

a particular disease can be predicted on the basis of four specific

dimensions: (1) Perceived susceptibility of the disease or the person's

subjective perception of the risk of contracting a condition (i.e.,

personal vulnerability, resusceptibi1ity, belief in the diagnosis).

(2) Perceived severity of the disease or the person's feelings con

cerning the seriousness of contracting the illness (or leaving it

untreated). This includes a person's evaluation of both medical and

clinical consequences (i.e., pain, disability and death) and social

consequences (i.e., effects of the condition on work, family life,

and social relations). (3) Perceived benefits of preventative action

or the particular course of action likely to reduce the disease threat.

(4) Perceived barriers to preventative action refers to the negative

aspects of a particular health action which may act as impediments
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to undertaking a recommended action (Rosenstock, 1974, vol. 2, pp.

330-332). Rosenstock has commented that the "combined levels of

susceptibility and severity provided the energy and force to act and

the perception of benefits (less barriers) provided the preferred path

of action" (Rosenstock, 1974, vol. 2, p. 332).

Janz (1984) described health behavior in the following way: "A

kind of cost-benefit analysis is thought to ·occur wherein the individual

weighs the actions of effectiveness against the perception that it may

be expensive, dangerous (e.g., side effects, iatrogenic outcomes),

unpleasant (e.g., painful, difficult, upsetting), inconvenient and

time-consuming" (Janz, 1984, vol. 11(1), p. 2). Later it was felt

that some stimulus was·necessary to trigger the decision-making process

or the so-called "cue to action." Janz (1984) describes the "cue to

action" to be either mass medical communications or interpersonal

interactions. Most recently, it has been assumed that diverse

demographic, sociopsychologica1 and structural variables might, in

any given instance, affect the individua1·s perception and these

indirectly influence health-related' behavior (Janz, 1984).

King (1982) proposed an attributional approach to the traditional

Health Belief Model. She argues that the Health Belief Model and other

models of health and illness behavior neglect the attributional element.

King theorized that the health beliefs in the Health Belief Model them

selves may be preceded by another set of cognitive processes that

operate directly on health beliefs and thereby indirectly on health

behavior. These processes are suggested to involve causal explanations

of illness or as "illness attributions." She describes illness

----------------_._- --
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attribution in two ways: i.e., as an explanation of what the patient

has or what he thinks is "wrong." Illness attributions are highly

subjective and represent the patient's individual interpretation of

an illness or symptom. She suggests that illness attributions be

thought of as "folk models" or "lay theories" of illness. According

to King, the attributional approach has two purposes: (l) health

beliefs might themselves be determined by attributions and (2) the

prediction of health behavior might be significantly improved by com

bining health beliefs with illness attributions. She highlights one

research example by Lindsay-Reid and Osborn (1980) who found that

subjects failed to adopt a program of exercise to reduce the risk of

heart disease partly b~cause this is a multicausal illness for which

other preventive action might have been considered more appropriate.

They suggest that being at risk for a condition perceived as multi

causal may decrease the subject's perception of the benefits of any

single preventive measure. In brief, King suggests that health beliefs

might be affected not only by causal explanations of illness but also

by attributional information. She further shows the general relation

ship predicted between causal explanations, attributional information,

health benefits and health behavior in the schema shown in Figure 1.

In correspondence to King's model, the present research deals

with the following areas: (1) the explanations of illness perceived

by severe mentally ill patients; (2) the differences of gender per

ceptions and variation of ethnocultural beliefs about health and ill

ness influencing causal explanations; (3) the patient's attributional

information influencing causal explanations and health beliefs; and
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Causal Explanations

Attributional
Information

~Health

Health
Behavior

Benef;ts~
Figure 1. Predicted Relationships Between Attributions, Health

Beliefs and Behavior (Source: King, 1982, p. 292)

(4) the resultant health behaviors compelled by these variables. Since

the patient1s perception of the cause of illness can have important

implications for the etiology, onset, diagnosis, manifestation, course

and outcome of disorder, this variable is an essential factor in all

the above models of the health care process. In all the models

presented, the patient1s perception of causality and control are

crucial to the first stage of the health care process, continue through

the treatment stage, and directly relevent to the outcome of recovery

or chronicity. Since the perception of symptom severity and accompany

ing causal attributions are essential to the first stages of the health

care process, it is essential to the process as a whole.

The application of attribution theory to the Health Belief Model

has been but one of numerous topics of research undertaken by social

psychologists in recent years. The following section of the Literature

Review is a summary of the recent developments in attribution theory

which will serve as the theoretical framework for understanding the

individual's perception and attribution of causality and locus of

control.
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Attribution Theory

In recent years attribution theory has come to dominate research

in social psychology. At the present time attribution theory consists

of a wide collection of disparate writings and observations about the

causal inference process. To date, there is no unified body of

knowledge that neatly fits into a monolithic theory of attribution.

Originally conceived by Heider (1944), "attribution theory" refers

to the process of perceiving causal relations in behavior. Heider's

early paper on phenomenal causality emphasized the human motive to

stabilize the perceived environment by appropriate cause-effect assign

ments. In 1958 he developed a "naive psychology" of attribution which

sought to identify the manner in which the average person might seek

to comprehend the behavior of another person. In day-to-day social

interaction settings, Heider's attribution theory enables the perceiver

to discover the underlying regularities that enhance stability, pre

dictability and control over one's world. Modifications in Heider's

thinking were subsequently made by Jones and Davis (1965), Kelley

(1972, 1973, 1983), and Weiner (1974).

Similar to Heider's interpretation of attribution theory, Jones

and Davis's "correspondence inference theory" is based upon external

events or acts, specifically on the effects which result from an action.

"Correspondence" refers to the degree of matching that takes place

between an act and an underlying personal characteristic or disposition,

e.g., the individual's actions matched to the belief he has about how

the action should be performed. An inference is correspondent only

to the extent that it characterizes the actor's standing as high or

low on an attribute in relation to the average person.



52

Causal explanations, like health beliefs, have their own antece

dents which Kelley outlined in 1967. He suggested that people generally

use three types of information in order to make causal attributions.

This information combines in different ways to lead to attribution

in terms of either the person, the stimulus, or the circumstance.

Consensus information concerns the degree to which other people behave

similarly in the same situation. Consistency information concerns

the degree to which an individual IS behavior has been consistent in

similar situations in the past. Finally, distinctiveness information

concerns the degree to which an individual responds similarly to other

kinds of situations.

In recent years the research in attribution theory has expanded

to a point where it incorporates virtually any human judgment made

within a social context. For example, research in attribution theory

has been linked to achievement motivation (Weiner &Kukla, 1970),

attribution of criminal responsibility (Azjan, 1973; Kaufman, 1979),

perceived internal/external locus of control (Rotter, 1966; Phares,

1976), illness attribution and the Health Belief Model (King, 1982),

self-perception theory (Bern, 1967, 1972), and many other important

areas of human functioning.

Within the body of literature in social psychology devoted to

attribution theory lies the conceptual framework for understanding

the perception of causality. The broad focus of attribution theory

concerns the processes through which an individual assigns cause to

an event, act or occurrence and subsequent behaviors. An individual IS

perception of causality represents an attempt to understand cause

effect relationships that underlie and give stable meaning to the
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shifting surface of events. Identifying the cause of an event gives

it II meaning ll since causal knowledge of an event acts as a means of

ordering the environment in terms of consistency, prediction and

control. IICause" refers to anything such as an event, circumstance

or condition that brings about or helps bring about an effect. Under

this rubric, there are IIdeterminants which playa powerful role in

fixing the effect and "occasions" or "circumstances" which serve as

"precipitating ll causes in conjunction with other underlying causes

of long standing. A "determinant" may be the single cause of an effect

but a IIprecipitatingll cause is usually one of several causes con

tributing to an effect.

A common theme of attribution theory concerns the way people

perceive the temporal flow of life events to be structured causally.

One group of attribution theorists indicate that people often think

in terms of chains and networks of causes. Some examples of causal

structures are the following: (1) one cause is' seen to lead to an

effect which itself becomes the cause for a further effect; (2) several

causes are seen jointly to determine a single effect; (3) a given cause

may give rise to different effects; (4) two factors affect each other

in a circular causal relationship; and numerous other possible types

of causal structures. Kelley (1983, p. 351) has stated that lithe

common person's understanding of a particular event is based on the

perceived location of that event within a temporally ordered network

of interconnected causes and effects. 1I

Currently in the attribution literature, researchers have dis

tinguished between the major properties of causal structures which
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include the following: (1) patterning (simple/complex), (2) direction

(past to future), (3) extent (proximal/distal), (4) components of

varying stability/instability, and (5) features that are actual or

potential. The central proposition by researchers is that focal

events are understood, explained and evaluated in terms of their

location within a perceived causal structure. In the average person's

causal structure, simple one-to-one connections (e.g., one cause leads

to one effect) are distinguished from complex, multiple connections

(e.g., several causes converge to produce an effect; one cause has

many effects). Certain patterns are interpreted largely in terms of

simple causation (i.e., a person or stimulus) while others are inter

preted as reflecting complex causation (i.e., concerning both the

person and the stimulus). The assumption that people distinguish

between simple and complex causation is the basis of Kelley's theory

of causal schemata.

Kelley (1971) proposed that some phenomena are interpreted in

terms of multiple sufficient causes (any of several causes acting

singly can produce the observed effect) and other phenomena in terms

of multiple necessary causes (several causes must operate jointly to

produce the observed effect). Wimer and Kelley further

differentiated between simple and complex causes by stating that

"simple causes are those which are more complete explanations and are

sufficient to account for the event's occurrence, whereas complex

causes are those which are partial explanations embedded in a more

intricate web of causality" (Wimer &Kelley, 1983, p. 350).

Data by Lochel (1983) shows that common people distinguish causes

that are close to the focal event from that which are distant from
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it. In their explanations for success and failure, Lochel found that

adult students mention not only the proximal factors such as mood and

effort, but also distal ones such as the teacher's style of instruc

tion, or choice of test questions which are responsible for their

performance. Distal versus proximal causes are also given by adult

respondents for negative behavior in close interpersonal relationships.

Kelley et al. (1976) found that the respondent's current state or

characteristics (proximal) are sometimes explained by reference to

antecedent causes such as background, upbringing, present family or

peer pressure, and the partner's provocations. People commonly under

take activities because they are enjoyable, i.e., having proximal or

immediate consequences, or they have more remote or distal consequences

(i.e., to make an impression on someone or to derive a desired response

from another).

Building upon Kelley's work, Cowrie (1976) provides evidence about

cardiac patients' perceptions of the causes of their heart attacks.

Commonly he found a causal structure in which earlier causes led to

later ones; subsequently these causes converged and interacted to

produce the final focal effect. In particular, patients did not begin

to offer a causal explanation with the event (heart attack) itself

but always placed it in historical context of anytime from a few hours

to many years. Patients commonly related the cause to be due to

previous operations, problems with adolescent children, job stresses,

or past marital difficulties.

The average person understands that the temporal flow of life

events is not experienced as a simple ordering but as reflecting an

underlying causal organization. Kun (1978) found that the temporal
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order of things played a role in children's causal judgments. Michotte

(1963) found this also to be true in adults' perception of causality.

These researchers found that an individual's perceived causal structure

is ordered temporally from the past, through the present and into the

future. In most instances a focal event is seen to be both the result

of one or more pre-existing causes and one of the antecedents for real

or potential subsequent effects. As a result, focal events located

in the past often draw their meaning as much from their perceived con

sequence as from their perceived antecedents. Most authors have

suggested that behavior seen to be under a person's control tends to

be explained in terms of goals (future state) in contrast to behavior

that is seen to be reactive or impulsive which is explained in terms

of past or present causal factors.

The perceived causal structure includes conceptions of actual

or real causes and causal links and of potential causes and causal

links. "Actual" refers to the reality as understood by the perceiver,

in particular, the perceiver's beliefs about what were and what are

the actual causes and interconnections. "Potential" refers to the

perceiver's conception or imagination of past, present or future

causes. The average individual has ideas about what has actually led

to what as well as ideas about past events that may have led to present

events or what in the future might lead to what events. The causal

structure of the future is wholly potential, which is constructed by

and existing in the perceiver's imagination. In real life, for example,

one may experience the emotion of relief knowing that one has avoided

potential dangers. If the potential represents opportunities lost,

one feels deep regret.
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The material presented thus far represents a descriptive analysis

of causal structures, which serves as a theoretical framework for the

patient's perception of causality. Beyond these properties, the per

ceived ca~sa1 structure also involves types of causes associated with

persons, the physical and social environment (e.g., problems, oppor

tunities, etc.) and with particular stimuli such as goal objects,

barriers, personal motivations and other characteristics. Although

this line of thought represents the current mainstream of attribution

theorists concerned with an individual's perception of cause, there

are others who reject this approach. Abelson's (1976) concept of

"scri pts" is still very popu1ar among attri buti on researchers. Abe1son

describes a "script" as "a limited chain of vignettes stored as a

unit" (Abelson, 1976, p. 296). With experience one comes to expect

or anticipate an entire script when just exposed to a part of it.

Thus, an individual does not have to process cognitive1y all the

information that is given in a situation. This reduces "cognitive

strain," according to Abelson.

Perhaps the most popular contemporary research on causality

involves the concept of "locus of control." This concept was suggested

by Julian Rotter (1954, 1966), based upon his personality theory,

"expectancy reinforcement theory." Within the context of this theory,

Rotter formulated the concept of the internal-external locus of

control. "Internal control" refers to people's belief that reinforce

ments (i.e., goal attainments) are contingent upon their own actions

and that people can shape their own fate. Lefcourt (1982) described

those with an internal locus of control to be more resistant to

pressure or manipulation from others; in particular, they are more

---------------------
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discriminating about the kinds of influence they will accept from

others. Lefcourt (1966) and Rotter (1966, 1975) found that high

internality correlated with the following attributes valued in American

society:

(a) greater attempts at mastering the environment,
(b) superior coping strategies, (c) better cognitive
processing of information, (d) lower predisposition to
anxiety, (e) higher achievement motivation, (f) greater
social action involvement, and (g) placing greater value
on skill determined rewards. (Sue, 1981, p. 76)

II External control II ,refers to people's belief that reinforcing

events or outcomes occur independently of their actions and that the

future is determined more by chance and luck. Lefcourt (1982)

described external individuals as being less able to persuade others

and are more easily persuaded by them. Early research on interna1

external locus of control found that minority ethnic members, women

and lower-class people scored higher on externality or possessed less

desirable attributes (Stricklund, 1973; Hsieh, Shybut &Lotsof, 1969;

Sanger &Alker, 1972). For example, Sue (1981) described the situation

of a counselor who encountered a minority client expressing a high

external orientation. The minority client who expressed such sentiments

as lilt's no use trying ll or lIyou shouldn't rock the boat ll was interpreted

by the counselor as expressive of an individual who was inherently

apathetic, procrastinating, lazy, depressed or anxious about trying

(Sue, 1981). Later research showed these findings to be incomplete

and inaccurate, because, for minorities in America, external control

takes on a far wider meaning. Levenson (1974) refined the concept

of external control by suggesting that it be divided into externality

related to impersonal forces (chance and luck) and those ascribed to
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cultural forces and other powerful ones. Chance and luck are generally

considered to operate equally across situations for everyone. From

a minority perspective, cultural forces may be viewed by a particular

ethnic group as acceptable and benevolent. In this situation,

externality is viewed positively.

To illustrate this point, Hsieh, Shybut and Lotsof compared the

differences among high school students representing Anglo-Americans

from Illinois, American-born Chinese from Chicago, and students from

Hong Kong. Their results are reported in the following passage.

The uindividua1-centered" American personality is associ
ated with a culture that emphasizes the uniqueness,
independence, and self-reliance of each individual. It,
among other things, places a high value on personal out
put of energy for solving all problems; pragmatic
ingenuity; individualism, that is, self-reliance and
status achieved through one's own efforts; power or
ability to influence or control others .•• Life
experiences appear to be largely a consequence of one's
actions. In contrast, the "situation-centered" Chinese
personality is associated with a culture where kinship
and emphasis on status quo are stressed•.•. Luck,
chance and fate are taken for granted in life, which is
.•• full of ambiguity, complexity, and unpredictability
.•• Life situations may be viewed as being largely
determined by circumstances outside one's control.
(Hsieh, Shybut &Lotsof, 1969, p. 122)

Thus, the cultural orientation of the more traditional Chinese

tended to elevate external scores. In essence, the external orienta-

tion of the Chinese is highly valued and accepted.

The major focus in the literature dealing with the locus of

control is the issue of powerlessness. "Powerlessness" is defined

by Sue (1981, p. 76) as "the expectancy that a person's behavior cannot

determine the outcomes or reinforcements he/she seeks." Mirels (1970)

feels that a strong possibility exists that externality may be a

function of a person's opinions about prevailing social institutions.
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For example, lower-class individuals and Blacks are not given an equal

opportunity to obtain the material rewards in Western culture. In

this case, externality may be seen as a malevolent force. Gurin's

(1969) research indicates that although Blacks may have adopted the

general cultural belief about internal control (i.e., the Protestant

ethic), they find it cannot always be applied to their own life situa

tion because of racism and discrimination. To Native Americans,

accepting the world (harmony) rather than changing it is a highly

valued lifestyle. Their cultural values that dictate an external

orientation may be compounded by their historical experience of

prejudice and discrimination in America. Sue (1981) states that this

may be true for other"ethnic groups as well, e.g., Asian Americans

and Puerto Ricans.

The locus of control concept is regarded as a generalized form

of illness attribution (King, 1982, p. 290). The belief in personal

control or lack of control has been correlated with both physical and

mental illnesses. "External" individuals have been shown to be less

active in trying to solve mental illness problems. In recent years

scales have been developed that measure a person's perceptions of an

internal or external locus of control in specific types of situations.

The Health Locus of Control Scale was developed to measure the extent

to which people believe their own behavior or other factors control

their health (Wa11ston &Wa11ston, 1981). A scale for alcoholism was

designed to measure the degree to which alcoholics take responsibility

for their drinking or attribute it to external factors (Worell &

----------_._---------- - -- - ----------------_._-----_.
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Tumilty, 1981). According to Watson (1984, pp. 81-82), the individual's

perceived internal/external locus of control holds great importance

in everyone's life.

The belief that one does or does not have control over
important life events can be an enduring self-attribution.
Believing that you can control events increases the
chances that you will try to do so, and therefore
increases the chances that you will succeed. On the
other hand, if you believe that you cannot control events,
you will not try to do so. Thus, one's belief'in either
an internal or external locus of control can be a self
fulfilling prophecy.

Causal attributions, therefore, were originally distinguished in terms

of internal/external dimensions; i.e., the cause of an event or behavior

was attributed to either the person (internal) or the circumstances

(external).

In later years, Weiner (1979) further differentiated between

stable causes (fixed and lasting) and unstable causes (variable and

fleeting). In Weiner1s writing, he shows that in their interpretation

of success and failure, subjects distinguish the stable causes of

ability and task difficulty from the unstable causes of effort and

luck. His classification scheme concerning the determinants of achieve-

ment behavior also involved the locus of control. For example, ability

attribution was stable with an internal locus of control; attribution

of task difficulty was stable with an external locus of control; effort

attrib4tion was unstable with an internal locus of control; and luck

attribution was unstable with an external locus of control. As a

result, a successful outcome by a previously unsuccessful person is

likely to be attributed to luck rather than ability (externally caused).

An unsuccessful outcome by a highly successful person may be attributed

---------------------------- ------
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to a lack of effort on a particular test (internally caused) rather

than task difficulty.

Research on perceived locus of control among psychiatric patients

and other maladjusted individuals reveals that they were more external

than normal controls (e.g., Cromwell, Rosenthal, Shakow, &Zahn, 1961;

Shybut, 1968; Lottman &DeWolfe, 1972; Fontana, Klein, Lewis &Levine,

1968; Duke &Mullens, 1973). The results suggest that mental disorders

may be associated with beliefs that one is unable to control the causes

of the disorder. However, there is still a need for research concerned

with the perceived causes of mental disorders and the relationship

of these causes to demographic and clinical variables.

Yet another developing research area in attribution theory

relevant to the present investigation concerns "self-perception theory."

Bem's theory of self-perception (1972) suggests that we infer our

attitudes by looking at our own behavior and the situation in which

it occurs. We look at ourselves as we look at other people, assigning

causes to events and making attributions about our behavior. According

to Bemis theory, an observer and the person performing a behavior will

infer that person's attitude in exactly the same way. When there is

no clear situational cause for someone's behavior, we assume it

reflects the person's true attitude. Bern's self-perception theory

holds that we apply this same attributional rule to ourselves.

In summary, our social behavior is based in large part upon our

knowledge of the interpersonal world and that knowledge is obtained

through attributional processes. Our attributions and misattributions

play an important role in our everyday lives. If we understand how

----------------- ---- ----------
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these processes function through further research, it will help us

to become more accurate perceivers of our own actions and of the

behavior and attitudes of other people.

The Literature Review thus far presented has been an overview

of some of the historical and contemporary perspectives concerned with

the topic of causality. The historical perspective traced the

philosophical debate over the nature of causality in relation to the

properties of the human mind versus properties of the universe. Accom

panying this viewpoint was the nature of causality in connection with

disease, in particular, the supernatural versus natural causal models.

The health care process was described through the models of Suchman,

Fabrega, Rosenstock, and King et al. These models provide a framework

for the important role of the patient's perception of causality and

control in relation to illness and health behavior. The contemporary

perspective also focused upon the patient1s perception and attribution

of causality and locus of control embedded within attribution theory.

The final portion of the Literature Review will be concerned with

the perceptual differences in causality and control characteristic

of various groups included in the present study. More specifically,

the individual's perception and attribution of causality and control

will be discussed in connection with the following demographic and

clinical variables: (1) the perceptual differences in gender; (2)

the perceptual differences in ethnocultural tradition/affiliation among

Part-Hawaiians, Japanese, Caucasians and Filipinos; (3) the perceptual

differences of attribution of control among diagnostic categories

including schizophrenics, affective disorders and schizophreniform

----------------- ----



64

disorders. To this writer's knowledge, the mode of onset of illness

in relation to the patient's perception of causality and control has

not to date been systematically examined nor reported in the literature.

Prior to a discussion of the specific ethnocultural groups

represented in the study sample, it is necessary to preface their

beliefs with some introductory remarks concerning the cultural con

ceptions of mental illness. In addition, a conceptual framework

representing different world views dealing with the loci of control

and responsibility will be presented.

Cultural Conceptions of Mental Illness

The greatest emphasis in the ethnomedica1 literature is on folk

theories of illness causation. These indigenous explanations of i11-

ness are common sense interpretations to describe the illness

experience. Symbolically, folk theories of illness provide cultural

meaning and social significance to the illness episode. According

to White (1982, p. 82), "Causal inferences have long been the 'back

bone' of folk theories of illness." Marsella (1982) has emphasized

that a folk theory of illness is a primary factor in mental health

research and practice. In another passage (1982, p. 4), Marsella

stated that:

Research in this topic is essential for progress in
answering fundamental questions about the universality
and culture-specificity of aspects of mental disorder,
its comprehension in human knowledge systems, and its
significance for individuals and social communities.

Generally speaking, as soon as people recognize mentally disturbed

behavior, they try to explain its nature and cause. Explanations are
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influenced by a people's world-view, cultural conceptions of mental

illness, medical sophistication, and the nature of the disturbed

behavior (Tseng &McDermott, 1981). To illustrate the wide array of

possible conceptions of mental illness across cultures, a typology

of theories of mental illness causation will be presented. The purpose

is to provide a conceptual framework of causality; moreover, it will

serve as a preview of the various concepts of causality incorporated

into the "Personal and Psychiatric History Schedule," the standardized

instrument used in the present research investigation. The classifi-

cation scheme developed by Clement (1932) and reprinted by Tseng and

McDermott (1981, pp. 30-33) will be featured. Clement has stated that

various causal attribations concerning mental illness fall in four

categories: (1) supernatural explanations, (2) natural explanations,

(3) physical-medical explanations and (4) socio-psychological explana

tions. Clement's typology is presented below.

The Supernatural Explanation

This explanation finds the cause in a supernatural power. The

supernatural, according to Clement, is involved when a disorder results

from:

(1) Spirit Intrusion/Possession. A spirit, god, demon or ghost
of man or animal enters into the body of the oatient.

(2) Soul Loss. The soul is somehow lost and illness results.
The soul may wander away or be stolen by spirits during sleep,
sneezing or fright.

(3) Divine Wrath. Illness is caused, in non-Christian contexts,
by gods who become angry after they are treated irreverently.
In many Christian beliefs, illness, mental or physical, was
thought to be punishment for moral transgression. The cause
effect association has by no means been forgotten.

----------------- --- -- --- ---
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(4) Sorcery/Black Magic. Sickness is caused by way of a
sorcerer's (or w1tch 's or magician's) spell.

(5) Violation of Taboo. A supernatural power inflicts the dis
order as pun1shment for breaking a taboo or cultural rite.
Incest, stealing, or eating forbidden foods are all taboo
violations apt to cause illness.

Natural Explanations

Natural explanations stem from the basic assumption that under-

lying principles of the universe govern all nature, including man's

life, behavior, and health. If illness, mental or physical, misfortune

or great unhappiness occurs, the cause is thought to be:

(1) Disharmony of the natural elements. It is believed that the
human body conta1ns several bas1c elements. Harmony of these
elements is essential for health; disharmony causes sickness,
physical or mental.

(2) Incompatibility with natural principles. It is believed that
the phys1cal env1ronment man creates should be in harmony
with natural principles or forces. When the environment is
incompatible with such forces, sickness, mental distress,
or misfortune resu1t~

(3) Noxious factors in the environment. Any natural element,
such as w1nd and water, 1S thought to be cause for mental
illness. Factors that could be attributed to natural forces
or subject to human influence, such as poison, starvation,
gluttony are included.

Physical-Medical Explanations

The focus of physical-medical explanations shifts to the patient

himself. Although precipitating causes may be external ones, such

as injury or bacteria, the disorder is viewed as originating from the

individual. In folk therapy, within this reasoning, no search is made

for a supernatural agent or for a natural force, such as heat or cold.

The reasons for illness are considered physical or physiological; the



67

illness is thought of as a disease entity in itself. A particular

disorder may be thought to result from:

(1) Physical-physiognomy problems. The anatomical/physical
characterlstlcs of the face, skull, palm, or body build are
believed to be cause of the disorder. This belief is found
among Chinese fortune-teller-healers who "read" facial
features.

(2) Physiological imbalance or insufficiency. A badly balanced
diet; exhaustl0n; or inappropriate activity, especially in
sexual life, is said to cause physiological disturbances which
result in mental disorders. Loss of energy through sexual
activity has been held responsible for psychiatric conditions
in both the Orient and Western world.

(3) Disease. Inborn or acquired pathologies cause mental ills.

Sociopsycho1ogica1 Explanations

In the sociopsycho1ogica1 view, mental disorder is a psychological

reaction to the stress of internal or external maladjustment. An

American patient may attribute the cause of his mental disorder to

poor character or lifestyle habits, personal anxieties or inadequate

living space.

The concepts and explanations thus far presented often overlap

or coexist in the same society. In other settings, one explanation

of illness may be prevalent. For example, in the Hindu view of health

and sickness, harmony or balance has always been prominent (Opler,

1963). The concepts of "yin" and "yang" (male and female, hot and

cold, positive and negative principles) permeate traditional Chinese

and Korean ideas about well-being. In reference to misfortune, Denko

(1966) suggested that when a society has high standards of personal

conduct and responsibility, misfortune might be attributed to punish

ment for not living up to these standards. In a society which believes
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that external forces shape personal action, misfortune is apt to be

blamed on spirits or other external causes.

The four categories of causal attribution of mental illness

developed by Clement will serve as the conceptual framework for the

major dependent variable of causality. In the subsequent discussions

of mental illness causality among the four ethnocultural groups in the

present study, reference will be made to Clement's model. The next

section of LIterature Review materials will be a continuation of an

earlier discussion dealing with the locus of control, the second major

dependent variable in the study. A structural model of the internal

external locus of control and its allied concept, the locus of respon

sibility, will be pre~ented from a world view perspective. Of particu

lar importance are the views held by the majority and minority ethnic

groups in America. Application of the locus of control model by Sue

will be made in the later sub-sections dealing with the four major

ethnic groupos in Hawaii included in the present investigation.

World Views and the Loci of Control and Responsibility

As earlier indicated, Rotter's internal-external locus of control

dimensions has been applied to two world views. Based upon past

learning experiences, the locus of control may rest with the individual

or reside with some external force.

Jones and other attribution theorists (1972) have reported another

dimension in world outlook, referred to as the 1I1ocus of responsi

bility.1I The locus of responsibility measures the degree of responsi

bi1ity or blame placed upon the individual or system (Sue, 1981). For

an example, Sue (1981) has used the case of Blacks whose lower standard

---------------- ---- ----------
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of living may be attributed to their personal inadequacies or short

comings (i.e., blame the individual), or the responsibility of their

plight may be attributed to racial discrimination and lack of oppor

tunities (i.e., blame the system).

Jones et al. (1972) used such terms as "person-centered" or

"person-blame" to show the degree of emphasis placed on the individual

as opposed to the system in the formation of life orientations. Sue

(1981, p. 78) has described the differences in life orientations:

Those who hold a person-centered orientation (a) emphasize
the understanding of a personls motivations, values,
feelings and goals, (b) believe that success or failure
is attributable to the individual's skills or personal
inadequacies, and (c) believe that there is a strong
relationship between ability, effort and success in
society. In essence, these people adhere strongly to
the Protestant ethic that idealizes "rugged individual
ism." On the other hand, "situation-centered" or "system
blame" people view the sociocultural environment as more
potent than the individual. Social, economic, and
political forces are powerful; success and failure are
generally dependent on the socioeconomic system and not
necesssarily personal attributes.

Caplan and Nelson (1973) pointed out that the causal attribution

of social problems in Western society tends to hold individuals

responsible for their problems. According to Sue (1981), this approach

has the effect of labeling racial and ethnic minorities who differ

in thought and behavior from the larger society as "deviant. 1I

Sue (1981) has conceptualized a model representing these two

psychological orientations--the locus of control and the locus of

responsibility. She contends that these two orientations are indepen

dent of each other. In her model, both orientations may be placed

on a continuum in such a manner that they intersect and form four

quadrants as shown below in Figure 4.1: (l) the internal locus of

._--------------- ---- -----
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control/internal locus of responsibility (IC-IR); (2) external locus

of control/internal locus of responsibility (EC-IR); (3) internal locus

of control/external locus of responsibility (IC-ER); and (4) external

locus of control/external locus of responsibility (EC-ER). Each

quadrant represents a different world view or orientation to life,

i.e., Western and Third World orientations.

Locus of control

Internal

I

IC-IR
IV

IC-ER
Locus of responsibility Internal-----+------person

External
system

II

EC-IR

External

Source: D. W. Sue (1978), pp. 25, 422)

III

EC-ER

Figure 2. Graphic Representation of World Views

Although Sue claims that the locus of control and responsibility

are independent, there is no available evidence that she has tested

the orthogonality of these four orientations. The writer feels that

these concepts are not synonymous yet not independent. Rather that

they are closely associated conceptually and interdependent. However,

Sue's model is being presented for its descriptive value in providing

._----------------- ._--- ---------------
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insights into the different world views held by various minority

cultural groups in our society and their unique perceptions of the

locus of control.

The Internal Locus of Control (IC)/Interna1 Locus

of Responsibility (IR)

The first quadrant in Sue's model represents the IC-IR world view

exemplified by individuals in American society. As previously men

tioned, the high internal personal control individual believes he is

the master of his own fate and that his actions affect the outcomes.

Similarly, this type of individual with a high internal locus of

responsibility attributes his current status and life situation to

his own unique qualities; success is due to one's efforts and the lack

of success is attributed to one's own shortcomings. Stewart, Danielian,

and Festes (1969) have described five American patterns of cultural

assumptions and values. According to Sue (1981) these are the "building

blocks" of the IC-IR world view and typically guide our thinking about

mental health services in Western societies. The five systems of

assumptions are described by these authors in the following way:

1. Definition of Activity: Western culture stresses
an activity modality of "doing," and the desirable
pace of life is fast, busy, and driving. A "being"
orientation that stresses a more passive, experi
ential, and contemplative role is in marked contrast
to American values (external achievement, activity,
goals, and solutions). Existence is action and not
being. Activism is seen most clearly in the mode
of problem solving and decision making. Learning
is active and not passive. American emphasis is
on planning behavior that anticipates consequences.

2. Definition of Social Relations: Americans value
equality and informality in relating to others.

--- _.~- ------_.---------~ -
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Friendships tend to be many, of short commitment,
nonbinding, and shared. In addition, the person's
rights and duties in a group are influenced by one's
own goals.

Obligation to groups is limited, and value is placed
on one's ability to actively influence the group.
In contrast, many cultures stress hierarchical rank,
formality, and status in interpersonal relations.
Friendships are intense, long term, and exclusive.
Behavior in a group is dictated by acceptance of
the constraints on the group and the authority of
the leader.

3. Motivation: Achievement and competition are seen
as motivationally healthy. The worth of an individual
is measured by objective, visible, and materialistic
possessions. Personal accomplishments are more
important than place of birth, family background,
heritage, or traditional status. Achieved status
is valued over ascribed status.

4. Perception of the World: The world is viewed as
di stinct 1y separate from II humankind II and is physi ca1,
mechanical, and follows rational laws. Thus the
world is viewed as an object to be exploited, con
trolled, and developed for the material benefit of
people. It is assumed that control and exploitation
are necessary for the progress of civilized nations.

5. Perception of the Self and Individual: The self
is seen as separate from the physical world and
others. Decision making and responsibility rest
with the individual and not the group. Indeed, the
group is not a unit but an aggregate of individuals.
The importance of a person's identity is reinforced
in socialization and education. Autonomy is encour
aged, and emphasis is placed on solving one's own
problems, acquiring one's own possessions, and
standing up for one's own rights. (Sue, 1981,
pp. 81-82)

The IC-IR characteristics enumerated by Stewart et al. epitomize

the Western approaches to psychotherapy. Mental health professionals

generally share the world view that clients must assume major

responsibility for their own actions. Self-help approaches are designed

to help the client improve his own lot in life. White middle-class
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professionals and patients usually occupy this quadrant; however, the

same therapy approach may not be appropriate for the minority patient.

Diaz-Guerrero (1977) showed evidence that to be actively self-assertive

is more characteristic for Anglo-Americans than Mexicans. In the

Mexican sociocultural tradition, self-assertion is usually indicative

of a maladjustment problem. In essence, mental health professionals

who represent this world view, according to Sue (1981, p. 83) "are

often so culturally encapsulated that they are unable to understand

their minority client's world view."

The External Locus of Control (EC)/Internal Locus

of Responsibility (IR)

The term "margi na1 man" was fi rst coi ned by Sonequi st ('1935) to

describe a person who finds himself/herself living on the margins of

two cultures and not fully accommodated to either. Jones (1972) feels

that Western society has practiced a form of cultural racism by imposing

its standards, beliefs and ways of behaving on minority groups. Sue

(1981, p. 83) has summarized the characteristics of marginal individuals

who possess a bicultural membership:

Marginal individuals deny the existence of racism; believe
that the plight of their own people is due to laziness,
stupidity, and a clinging to outdated traditions; reject
their own cultural heritage and believe that their
ethnicity represents a handicap in Western society; evi
dence racial self-hatred, accept white social, cultural
and institutional standards; perceive physical features
of white men and women as an exemplification of beauty;
and are powerless to control their sense of self-worth
because approval must come from an external source.

The key issue for individuals who fall into this world view is

the dominant-subordinate relationship between two different cultures
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(Clark & Clark, 1974; Freire, 1970; Sue &Sue, 1977). Ambivalence

is created in the minority individual when he tries to adjust himself

to the group possessing the greater prestige and power to avoid

inferiority (Sue, 1981).

The implications for the mental health professional in counseling

this type of marginal individual are quite complex. Initially, the

white mental health professional may be perceived as more competent

and preferred than professionals of the patient's own race. Sue (1981)

has reported that EC-IR minority patients find that focusing on their

feelings is very threatening. In particular, the patient does not

want to reveal the presence of self-hate nor rejection of his own racial

or cultural heritage.- If the mental health professional is not aware

of the socio-cultura1 dynamics of the patient's life, he may unwittingly

perpetuate the belief in the superiority of the dominant culture.

Sue (1981, p. 85) has recommended the following therapy approach:

A culturally sensitive counselor needs to (1) help the
client understand the particular dominant-subordinate
political forces that have created this dilemma and (2)
help the client to distinguish between positive attempts
to acculturate and a negative rejection of one's own
cultural values.

The External Locus of Control (EC)-External Locus

of Responsibility (ER)

Sue (1981, p. 86) observed that "a person high in system-blame

and external control feels that there is very little one can do in

the face of such severe obstacles as prejudice and discrimination."

The examples she uses to express the inequities and injustices of

racism are those suffered by Asian Americans, Blacks, Chicanos, Native

----- -~~ ~ ~- --~ ---------
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Americans and Puerto Ricans in the areas of housing, employment, income

and education. The typical world view response of this type of

individual may be manifested as having "given Up" or as an attempt

to placate those in power.

According to Seligman (1975), severe forms of oppression may

result in "1earned he1plessness." Seligman believes that individuals

exposed to prolonged helplessness (e.g., underemployment, unemployment,

poor quality of education, poor housing) via prejudice and discrimin

ation may exhibit passivity, apathy, and poor motivation. In turn,

they may fail to learn that there are events which can be controlled

(cognitive disruption), and may show anxiety and depression. Seligman

observed that when minorities learn that their responses have minimal

effects upon the sociocultural environment, a phenomenon results which

could be equated with an expectation of helplessness. Many individuals

have given up their attempts to ever achieve their personal goals.

Those whose mode of adjustment is to placate others in power

silently retreat in their suffering for fear of retaliation. The

placater uses such phrases as "Don't rock the boat" or "Keep a low

profile." Passivity is the primary reaction of the placater.

The white middle-class mental health professional described in

quadrant 1 may perceive this type of individual as lacking in courage

and ego-strength. Sue (1981) advises that a culturally aware profes

sional can utilize the following approaches that would help the patient:

(a) to teach them new coping strategies, (b) to have them experience

successes, and (c) to validate who and what they represent.

--- ---_ .._-----------
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The Internal Locus of Control (IC)-External Locus

of Responsibility (ER)

The prototype of this world view may be epitomized by members

of the "Third World Movement," i.e., Asian Americans, Blacks, Chicanos,

Native Americans and others. Minorities who share common life experi

ences of oppression have formed alliances to deal with racism and dis

criminatory practices in society. Pride in one1s racial and cultural

identity is highly stressed. These individuals are high on internal

control and believe in their own ability to shape their own lives if

given an opportunity. They are realistic in their perception that

external barriers of discrimination and exploitation block their path
.

to an attainment of goals; therefore, many individuals in this group

stress collective action and are likely to participate in civil rights

activities and militant groups (Sue, 1981).

Accordi ng to Sue (1981, p. 90), "i n many respects these c1i ents

pose the most difficult problems for the IC-IR white counselor."

Frequently, challenges to the counselor's credibility and trustworthi

ness are likely to be raised by these clients. Sue further states

that:

The counselor is likely to be seen as part of the Estab
lishment that has oppressed minorities. Self-disclosure
is not likely to come qUickly, and, more than any other
world view, clients with an IC-ER orientation are likely
to playa much more active part in the counseling process
and to demand action from the counselor.

The above presentations concerning Clement's concepts of mental

illness causation and Sue1s framework of the loci of control and

responsibility were selected to lay a broad foundation of these research

variables from a cultural standpoint. The following four sub-sections

---------------- -- ----------------_.--
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of the Literature Review are more narrowly focused upon the cultural

conceptions of mental illness held by the major ethnocultural tradi

tions involved in the present study: the Native Hawaiian, Japanese,

Caucasian and Filipino groups. It is recognized that the unique cul

tural concepts adopted by these four specific groups are not confined

within the frameworks presented by Clement and Sue. Rather, it is

expected that individuals included in the study will report a mixture

of causal models to explain the presence of a severe mental disorder.

As earlier mentioned, this premise is based upon the reality that,

on the island of Oahu, acculturation into the dominant culture, inter

marriage and bicultural offspring, an interchange of ideas and other

social factors may be"responsible for a cultural mixture of causal

explanations reported by the same individual. On the other hand,

research has shown that in times of severe psychosocial distress,

individuals may revert to their native culture to obtain answers to

questions "why" and "how" a severe psychotic illness has occurred.

Broadly speaking, the causal models of mental illness to be presented

are contrasted along the lines expressed by Marsella (1982, p. 23).

Western explanatory models (both popular and professional)
tend to locate the causes of mental disorder within the
individual psyches, and particularly with the self as
the unitary social actor. In contrast, comparable Asian
and Pacific models give proportionately greater weight
to interdependent somatic processes, supernatural forces
and social relations as causal agents.

Interspersed in these various accounts of mental illness causation

held by different ethnic groups in Hawaii will be the application of

Sue's internal/external loci of control and responsibility. Again,

strict adherence to Sue's model will not be enforced since it is assumed
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that the various ethnic groups have been exposed to similar social

learning imposed by the dominant Western culture; i.e., the Protestant

ethic in schools, the mass media, and so forth. In other cases, the

more ethnically traditional subjects may express the sentiments more

reflective of their native world view.

Native Hawaiian Conceptions of Mental Health

Native Hawaiians are highly attuned to the nuances of psychosocial

functioning among people as indicated by the works of na kupunas

(priests or masters)," historians, and ethnographers (Higginbotham,

1985). The concepts of illness and psychosocial functioning are

intimately interwoven with traditional religious beliefs and their

world view of nature.

The Psychic Realm of the Hawaiian Cosmology

The traditional Hawaiian world view of nature represents an

intricate belief system based upon the harmonious interrelationships

between man, his extended family (ohana), the physical environment,

and the surrounding affective or symbolic realm populated by spirits

and gods. Phenomenologically, Hawaiians believe that the entire

universe operates by natural forces that are inherently harmonious

and orderly. The psychic realm of nature in the Hawaiian cosmology

is a world dominated by spiritual beings whose invisible presence in

Hawaiian life are as evident or "real" as physical events. Both the

psychic and physical realms are perceived as complementary and mutually

sustaining. The Hawaiian1s relationship to nature is one in which

phenomena are not merely viewed but affective1y experienced. Handy
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and Puku1i (1958, p. 93) have described the Hawaiian ethos underlying

their perception of psychic relationships:

A Hawaiian1s openness with the living aspect of native
phenomena, that is, with spirits and gods and other
persons as souls, is not correctly described by the word
rapport, and certainly not by such words as sympathy,
empathy, abnormal, supernormal, or neurotic; mystical
or magical •••• It is just a part of natural conscious
ness for the normal Hawaiian--a IIsecond sense ll

•

[encompassing] every phase of sensory and mental con
sciousness.

In a recent paper presented at the Pacific Island Mental Health

Research Conference in Honolulu (August, 1985), Higginbotham reviewed

the findings of different researchers concerning the II psychic realmll

of the Hawaiian cosmology. According to Higginbotham, all elements

of nature are reflective of psychic forces and are regarded as con

scious and animate. There is no clear distinction made between the

animate and inanimate; the rock and land are born and grow exactly

as peop1e and plants (Handy, 1927). Hei ghton (1971) found that respon-

dents in a native Hawaiian community did not distinguish between man

and nature, between one1s own body and the rest of the environment,

or between things living and non-living. Johnson (1983) reported that

a person1s soul (kino wailua) could leave the body and wander at night.

Higginbotham1s inclusion of Heighton's description of the Hawaiian's

animistic beliefs are particularly relevant to understanding Hawaiian

behavior.

The living world envisioned by Hawaiians is a form of
animism which seems to determine to a great extent how
Hawaiians act or do not act. Traditionally termed mauli
ola, meaning that the essence of life is present in every
part of the world, the principle still seems to form
a basis for understanding Hawaiian behavior. Each part
of nature is considered to have a personality which
operates under its own will and is related in some way
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to human beings. Older individuals were frequently
observed talking to trees and plants while working in
their gardens and yards. Sometimes the respondents
would praise the trees and plants and encourage them
to grow and bear fruit. At other times they would scold
and threaten them with some form of punishment.
(Heighton, 1971, pp. 21-22)

Dualism and Kapu

Higginbotham has also presented an excellent review of the 1iter-

ature pertaining to the Hawaiian concepts of "dualism" and "kapu. 1I

According to Higginbotham (1985, p. 29), "the second organizing feature

of the Hawaili cosmology is dualism." Higginbotham quoted a passage

by Handy (1927) which states the following:

Nature is ordered by opposites that balance and comple
ment each other to make up a unit. Positive aspects
of dualism included: the nature superior; the sacred
and divine; the psychic; the superior power (mana); the
male principle; light; life; and so forth. rne-negative
side of dualism included: the nature inferior; the
common and unsacred; the physical; the passive, receptive
female principle; darkness; destructive influence; and
death. (Higginbotham, 1985, p. 29)

Higginbotham (1985, p. 29) states that "the sharp operation of

the universe according to the male and female principle is still

evident." Heighton (1971) observed that young boys are separated from

girls and participate in groups of the same sex; older men tend to

sit together and away from women. Heighton (1971) further observed

that some Hawaiian words, kinship terms and all the objects of the

natural and supernatural world are distinguished by sexual character-

i sties.

Higginbotham (1985, p. 29) stated that "Dualism is evident in

Hawaiian reverence of mana, supernatural power of sacred spiritual
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beings, and the effort to prevent pollution (haumia) and reattain a

state of purity (ma1ema1e) if one is polluted." Heighton (1971, p,

56) observed the following:

Hawaiians still believed that anything which came from
inside the human body was highly charged with mana and
with the personality of the individual. Such thTngs
as feces, urine, spittle, discharge from the nose, and
menses are polluting. Traditionally, people disposed
of them carefully because they were the best bait for
sorcerers to use. (Heighton, 1971, p. 26)

The sacred laws of kapu were derived from the principles of

dualism. Kapu controlled all aspects of individual and community life.

Handy's definition of kapu signified that which was psychically

dangerous and hence needed to be set apart and avoided (Handy, 1927).

In a related passage by Handy, he offered the following description

of the kapu laws:

Divine elements needed to be separated from the common
and corrupt to preserve their mana; the corrupt required
isolation to safeguard the div~and the common. The
common rea1m--the ground of humans and natural objects-
provided the setting where the superior and inferior
united in a balance. Any disturbance of this equilibrium
in an individual, either by a surcharge of mana or by
a loss of the natural endowment of mana, coura-affect
the individual disastrously. ----

According to Johnson (1983), kapu and secular law arose to inhibit

the negative transference or loss of available and necessary mana.

Humans who came into contact with sacredness or corruption required

restoration to the normal psychic balance before mingling with others.

This required the removal of kapu to break intimate contact with the

sacred (Higginbotham, 1985). Handy (1927) observed that purification

to remove defilement by physical contact with such things as a corpse

was conducted through rituals of fire and water.

------------------------------------ --- --
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Hawaiian Conceptions of Causality

'Aumakua, ancestral guardian gods, were believed to punish by

sickness all infringements of tabu (sacred prohibitions). Kamakau

(1971, p. 95) stated that prior to Western contact, all illnesses were

mali 'aumakua or spiritual in source. Handy and Pukui (1972, p. 115)

confirmed this by stating that IIfor Hawaiians the ultimate cause of

all illnesses, and even for accidents was psychic. 1I Native Hawaiians,

therefore, developed lI an acute psychic sensitivity to detect discord

in their relationship with the spirit realm and thereby protect them

selves from disaster ll (Higginbotham, 1985, p. 30).

Heighton (1971) found the following classification of disease

used by older Hawaiians in Nanakuli, a rural community on Oahu: (1)

mali haole or mali malihini (white man's or stranger's disease) and

(2) mali kamalaina (native disease). Mali kama1aina is subdivided

into mali laumakua (supernaturally caused disease) and mali kino

(naturally caused disease). These distinctions determine the type

of treatment one seeks. For mali haole one goes to a Western-trained

physician; for mali 'aumakua, spiritual help; and for mali kino, an

Hawaiian herb specialist.

Illnesses that arise in the psychic realm are reflective of an

imbalance with one's relationship to the spirit world. Personality

disturbances or emotional abnormalities that are not directly attribut

able to physical cause were believed to emanate from evil psychic

conditions from outside the body such as: malimai waho, caused by

sorcery or a curse or from within the family; and mali loko, due to

quarrels or grudes. Handy, Pukui and Livermore (1934) stated that
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psychic measures to discover the cause of the problem included dreaming

(moe luhane), clairvoyance in trance (hihilo), divination (hoi ailona),

and the practice of spirit mediumship (haka). If the illness is deter

mined by the kahuna to have been caused by a spirit, the kahuna will

conduct an exorcism ritual. If the illness is believed to be caused

by disturbed relationships within the family unit or sent by an

offended 'aumakua, the kahuna can conduct the holoponopono, or family

gathering for problem-solving or seeking forgiveness for a transgres-

sion.

Inappropriate behavior or uncontrollable emotions manifested by

a member of the Hawaiian kinship group are considered serious threats

to group unity and harmony within the Hawaiian social structure.

Jealousy (li1i) is considered the most destructive emotion creating

much interpersonal conflict and social disruption. Disregard for the

sacred laws of kapu, according to Higginbotham (1985), was an infringe

ment (ha1a) of naturels order that exposed the person and close associ

ates to all the evil influence of nature. Of particularly grave

concern is the belief in the power of words aimed at another member

of the society through malicious gossip, teasing, sarcasm and negative

thoughts. These types of behaviors can result in "retributive come

back" where one's negative or insincere thoughts and verbalizations

"come right back to you" in the forms of illness, misfortune or even

death (Ito, 1982). Ito (1982, p. 156) describes this mechanism that

serves as a means of social control in Hawaiian society.

The Hawaiian symbolic system of retributive comeback
expresses the culture theme of the importance of keeping
social relationships in a positive or neutral mode.
When social relationships become negative, the originator

--------------------
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of that condition is open to retributive comeback in
the form of illness, injury, misfortune, or death. One
can directly suffer the retributive comeback or it can
hit an innocent party. The conditional forms for
retributive comeback are negative and insincere words,
thoughts or actions. The cause of retributive comeback
is the hurt and pain suffered by the object of the nega
tive or insincere forms of transgression.

Handy, Pukui and Livermore (1934, pp. 5-6) have enumerated the

possible causes of illness arising from the psychic realm:

Malevolent influence working from without may be simply
concentrated spite (mana'o 'ino), hate (mainaina), or
jealousy (lili) in the heart-oT another person working
directly ana-telepathically; it may be a disgruntled
ghost (lapu), an offended nature spirit (kupua), a spirit
guardian-r'aumakua) or ancestor (kupuna kanur-who has
been hired to klll; or it may be the wltherlng, burning,
or soul-extinguishing power of concentrated suggestion
emanating from someone who practices the black art
(Ianalana) for"pay.

Today native Hawaiians continue to recognize the interactive

forces between the physical and psychological aspects of functioning

that may bring forth illness. They have developed an extensive lexicon

of terms to express various forms of inappropriate behaviors as well

as the manifestation of severity of these behaviors. In reference

to severe mental disorders, the Hawaiians have commonly used the

following terms: (1) delusion and mania caused by spirit possession

(akua noho or ma'i kipa) is referred to as luluahewa; (2) to be "out

of one's mind" due to sickness or intense excitement is termed olaulau.

Ho'omulemule is used to describe the first symptoms of insanity.

'Olohewa means demented or deranged; nahoa refers to intense mental

agony; hehena is used to describe someone who is insane, raving mad,

possessed or a maniac. Numerous other terms describe an individual

------------ ---- -------------
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who is alcoholic, brain damaged, mentally retarded, epileptic or speech

impaired.

In summary, Native Hawaiian conceptions of mental illness causa

tion occupy three categories in Clement's model; i.e., the natural,

supernatural, and sociopsycho10gica1. The supernatural subcategories

include: (1) spirit intrusion/possession (e.g., auka noho or mali

kipa); (2) soul loss (e.g., kino wai1ua); (3) divine wrath (e.g.,

ma'i 'aumakua or kupua); (4) sorcery/black magic (e.g., ma'imai waho

and 'ana 'ana); (5) violation of a taboo (e.g., haumia or "pol lut ton"},

Under the category of natural explanations, Native Hawaiians believe

that physical and mental illnesses are caused by either disharmony

of the natural elements or incompatibility with natural principles.

Sociopsychological causes or stress from internal or external maladjust

ment may be due to numerous etiologies. For example, ma'i 10ko

(quarrels or grudes), mana'o 'ino (concentrated spite) or 1i1i

(jealousy) .

Within the context of Sue's model of the loci of control and

responsibility, the Native Hawaiian world view may be represented by

quadrant II; the external locus of control/internal locus of responsi

bility. The prototype of the IImar gi na1 man ll is symbolic of this

category. The Native Hawaiian Health Needs Study (December, 1985)

reported that IImany Native Hawaiians, regardless of their socioeconomic

position, have a sense of marginality, and a sense that they do not

belong in the mainstream of contemporary American 1ife ll (A1u Like,

1985, p. 56). One of the authors of this report has enumerated the
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contrast between the traditional and the Western ways of life which

have provoked numerous acculturation stresses for Native Hawaiians.

It has been difficult to reconcile the Western emphasis
on individuality with the Native Hawaiian emphasis on
group welfare. It has been difficult to reconcile the
Western emphasis on individual achievement and competi
tion with the Native Hawaiian emphasis on group achieve
ment and social harmony. It has been difficult to
reconcile the Western emphasis on an autonomous self
structure and psyche with the Native Hawaiian emDhasis
on an unindividuated self which seeks meaning and purpose
from harmonious relationships with the social and physical
environment and the spiritual sphere. (Marsella, Mental
Health Task Force Report, Alu Like, 1985, p. 56)

From a mental health standpoint, many Hawaiians have manifested

social withdrawal, depression, resignation, passivity and helplessness

in dealing with their disadvantaged position in income, employment,

health and education. Others have used violence, substance abuse,

or other means to act out their anger and resentment (Marsella, Alu

Like, 1985). Table 2.1, prepared by the Kamehameha Schools/Bernice

Pauahi Bishop Estate (July, 1983), illustrates the under-representation

of Native Hawaiians in higher education and professional occupations

and over-representation in areas such as welfare, unemployment and

crime statistics.

Utilization of mental health services by Native Hawaiians is

reportedly very low. Recent research by Higginbotham (1985) revealed

that when professionals were asked their perception of clinical

acceptability and utilization of mental health services by Native

Hawaiians, the dominant response was that their services "were avoided

like the plague."

In a clinical interview situation, the Hawaiian psychiatric patient

may express the concept of causality within the context mentioned above
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Table 2.1

Key Social Indicators: Statistical Comparison
Between Hawaiian Adults and Adults Statewide

State
Population

Hawaiian
Population

Less than High School Education
College Degree
Unemployed
Near or Below Poverty
Insufficient Income for Family Size
Professional, Technical,

Managerial
Welfare Recipients
Income Less Than $4,OOO/Year
Median Income
Criminal Offenders

24%
16%

4%
16%
22%

27%
15%
26%

$7,400
.5%

30%
5%
6%

23%
35%

19%
22%
31%

$6,900
1.2%

of Total: Prosecutions
Authorized--62% Native Hawaiians
Incarcerated--47% Native Hawaiians
Juveniles on Probation--41% Native Hawaiians
Adults on Probation--35% Native Hawaiians

Source: The Kamehameha Schools/Bernice Pauahi Bishop
Estate, Native Hawaiian Educational Assessment
Project, Flnat Report, July, 1983, p. 24.

to explain the onset of a severe mental disorder. Since most Hawaiians

today are of mixed ethnicity, some may borrow different concepts from

other ethnic traditions to identify factors causative of their severe

mental disorder. Some of these concepts may be derived from the

theories of illness contained within East Asian medicine, particularly

the Chinese and Japanese traditions.
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On the island of Oahu, Oriental herb shops abound displaying a

vast pharmacoepia of natural remedies to improve one1s Itchi ll or

vitality. Acupuncturists, massage specialists, temple healers and

fortune-tellers serve a cross-cultural clientele. The concepts of

IIki,1I Ityin-yang lt or IIhara ll have widespread usage in the local vernacular

due to the popularity of numerous forms of martial arts from Asia

available to all ages and ethnic groups.

The following section focuses on the Japanese conceptions of

health, illness and causality. Since the onset for an initial

psychotic episode generally occurs in the mid-teens to mid-twenties,

most of the subjects included in the study sample are third-generation

Sansei. This generation is one in which the dominant American value

system has been inculcated in the young. However, many of their

parents (second-generation Nisei) and their grandparents (first

generation Issei) continue to uphold traditional Japanese medical

traditions. As caretakers of the young, their ideas have influenced

the present generation's conceptions of health and illness, perceptions

of causality, and health behaviors. Research conducted independently

by Kleinman (1976) and Marsella et ale (1973) has shown that:

Both Chinese and Japanese patients tend to present
somatic complaints rather than psychological complaints,
when suffering from problems which would be labeled as
predominantly in the domain of mental illness by bio
medical practitioners, with much greater frequency than
patients from Western cultures. For such patients their
physical complaints are the "real" illness which should
be cured. It appears, therefore, that medical theory
and practice, cultural norms, and the individual experi
ence and labeling of illness are in a mutually reinforcing
feedback system. (Marsella, 1982, p. 220)

-----------------_. --- ------- - ------. --------
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Japanese Conceptions of Health and Illness

The philosophical foundation of classical Chinese medicine

originated from Taoism and Confucianism and was later infused with

Buddhist thought. Chinese medicine and Buddhist philosophy arrived

in Japan in the fifth and sixth centuries; in subsequent centuries,

both traditions underwent modifications in accordance with Japanese

cultural ideals. Classical Chinese medicine is known in Japan as

kanp6, the Chinese method. It is built upon beliefs that define

health and illness according to a unitary world view. Man is conceived

to be a microcosm of the macrocosmic universe; in other words, the

rhythm of the cosmos intimately affects the functioning of the human

body. Within the context of this belief system, health is present

when there are: (1) a finely balanced and rhythmic working of the

body; (2) a good adjustment of the body to its physical environment;

and (3) a harmonious relationship between bodily functions and emotions

so that order is present (Sivin, 1975). Illness represents disorder,

and the activities and explanations that people use to deal with ill

ness represent an attempt to restore order and control. Gaw (1982,

p. 18) has stated the following:

This concept of health, based on theories universal in
natural philosophy, is emphatically ecologic, dynamic
and holistic. It integrates somatic, psychologic, social
and ecologic phenomena into a unitary conceptual system.
Emotions are expected to be appropriate in intensity
and quality to specific situations but also in harmony
with the daily and seasonal cycles of nature.

The key concepts in kanp6 are in-yo (yin-yang), ki, and hara.

The terms yin and yang were adopted as designations for the polar

aspects of interrelated phenomena. In modern times, "yang corresponds
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to all that is active, expansive, centrifugal, aggressive, competitive

and negative; yin implies all that is structive, substantial, contrac

tive, centripetal, responsive, conservative, positive ll (leslie, 1976,

p. 65). This classification of all phenomena constitutes the theoreti

cal framework of East Asian medicine. The circular lines of the yin

yang symbol of life never intersect or end; rather, they represent

contradictory and complementary life forces in a perpetually evolving

re'lationship. These interrelationships can also become nonsynchronous

leading to accident, illness, and death. lock has emphasized the

importance of the yin-yang principle in the life of man.

Man, as part of the cosmos, and hence possessing yin
and yang qualities, is therefore viewed dynamical~

Withlnlthe healthy human body, a physiological and
psychological equilibrium should exist; social relation
ships should take the form of harmonious exchange and
one1s relationship with nature in all its forms should
be one of adjustment to the continuous cycle of change.
Illness occurs when balance is not maintained with the
total environment. (lock, 1982, p. 217)

The concept of ki is a hypothetical system of energy thought to

form a means of communication between part of the body and between

the body and the environment. According to locke (1982, p. 217), lilt

is postulated that there is a continual exchange of ki between the

body and environment thus enhancing the view of the human body as a

microcosm. II In one of lock1s mental health studies in Japan, she

reported that:

There was 100% agreement that a popular saying "yamai
wa ki kara ll (illness comes from ki) is a valid statement
and that this means that one1s psychological state
affects one1s physiological system. (lock, 1982, p.
221)
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The abdomen, hara, in Japanese, has long been considered the center

of the body corresponding to the heart in Western culture (lock, 1982,

p. 224). In research by lock and others, respondents stressed the

connection between one's emotional state and the abdominal region where

anxiety becomes physically manifest. Hara has many everyday usages

in the Japanese language to express emotion. The examples offered

by lock (1982, p. 226) include the following expressions:

The literal translation of hara ga tatsu is "hara
stands Up," which means lito be angryli; s1m1larly:-nara
no okii translates literally as "hara is big" and means
lito be generous." Some expressio'iiSthat convey the idea
that hara is the emotional center of the body are as
fol10'W'S': "He is an honest man in his hara," that is
"at heart II (kare wa hara no naka wa sho:rn<T na hito desu);
to have a black hara means lito be black-hearted,1i li ev11, "
or "wicked" (haraguroi hito).

In the Japanese system of medicine, therefore, illness is seen

as a process rather than a disruptive event. Health and disease are

viewed as part of a continuum with the dynamic properties of being

sensitive to change from biological, social and environmental factors.

To restore a balanced life, emphasis is placed upon physical exercise,

a balanced diet, having a supportive social network, the practice of

meditation, and having a purpose in life.

Japanese Conceptions of Mental Health
and Perceptions of Causality

In the Japanese view of mental illness, emotional disturbances

or personality problems are not regarded as the original cause of

disorder but as a contributing, mediating, or final cause among many

interactive forces (Lock, 1982, p. 222). Within the context of such

---------------------~
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a philosophy, mental and physical disorders, as viewed by Lock, are

essentially caused by a disruption in relationships.

Sickness ••• is not seen so much in terms of an in
truding agent, although this aspect of disease causation
is acknowledged, but rather due to a pattern of causes
leading to disharmony. These causes can be environmental,
social, psychological, or at the physiological level.
The function of diagnosis is not to categorize a patient
as having a specific disease, but to record the total
body state and its relationship to the macrocosm of both
society and nature as fully as possible•..• the model
allows explanations for the benefit of the patient to
be in broad psychosocial and environmental terms which
are readily understandable and cognitively acceptable.
These explanations can be used by the patient to account
for the occurrence of suffering in the context of his
or her own life history at that moment ••• Therapy
is designed to act on the whole body--removal of symptoms
is not considered adequate as all parts of the body are
thought to be interdependent--in this sense the model
is holistic. , •• It is believed that the functioning
of man's mind and body is inseparable •••• (Lock,
1982, p, 367 )

Popular explanatory constructs in East Asian medicine are char-

acterized as "somatopsychic" in contrast to the "psychosomatic" mode

of reasoning. This somatopsychic reasoning is rooted in the assumption

about the direction of causality linking physical and psychological

complaints. Lock's assessment of East Asian medicine shows:

a reductionistic somatopsychic emphasis of long historical
standing such that for all problems, even where social
and psychological components in disease causation are
readily acknowledged, the physical mainifestations of
illness are the focus of treatment.

In contemporary Japanese society, traditional values still pre~

dominate. One of these beliefs is that one's mental or physical

illness, or negative ki state, will be transient and that one should

simply endure the situation (Lock, 1982, p. 368). This attitude

towards illness, life and death is captured in the central concept
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of mujo which penetrates into every facet of Japanese thinking. Mujo

refers to impermanence and change in all things; it is the fact that

nothing abides but it is intended as a positive term. It is part of

the Zen Buddhist conception of apprehending change and ephemerality

in all things: i.e' 9 experience, relationships9 love9 illness 9 and

plans that are all of necessarily short duration. Therefore 9 an

episode of severe psychotic illness may be perceived as one event in

an entire pattern of changes experienced by the individual. The

Japanese9 therefore9 perceive illness as an inevitable part of life

and temporarily disruptive to the social order.

Takeo Doi (1971) has stressed the concept of amae as the key to

understanding Japanese-behavior. According to Doi (1971 9 p. 7):

The Japanese term amae refers 9 initially to the feelings
that all normal inrants at the breast harbor toward the
mother--dependence 9 the desire to be passivelY, loved9
the unwillingness to be separated from the warm mother
child circle and cast into a world of objective "reality."
The basic premise is that in a Japanese 9 these feelings
are somehow prolonged and diffused throughout his adult
life 9 so that they shape, to a far greater extent than
in adults in the West, his whole attitude to other people
and to "reality."

There are numerous terms in the Japanese language to describe

neurotic and psychotic forms of mental illness. In Doi's viewpoint 9

these conditions are caused by the pathology of amae or disruption

in emotional interdependence in one's adulthood. Perhaps the most

common type of patient treated by Morita therapists are those whose

symptoms are referred to in Japan as shinkeishitsu. Literally, this

term refers to nervousness; in general usage it is applied to patients

who complain of various physical symptoms such as headache9 palpita

tions, fatigue or distension of the stomach yet in whom examination
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shows no physical abnormality. The same term is sometimes used for

patients, who, apart from physical symptoms, complain strongly of

feelings of fear, apprehension or shame (Doi, 1971, p. 101).

Seishinbyo is the modern term for psychosis; originally, the term

was kichigai or breakdown of the spirit. Generally speaking, there

are numerous concepts to describe an individual who is morbidly

depressed, deranged, or maladapted socially. Within Japanese society,

there is a stigma attached to some problems of mental health.

Hayashida (1975), Namihara and Sanches (1977), and Yoshida (1972)

reported that:

While stigma is necessarily attached to psychosis, less
florid mental aberrations are not considered shameful,
but rather as inevitable, at times. Such patients are
merely at the extreme of a normal scale, and therefore
deserving of careful attention, and the best type of
care for such problems is thought to be treatment of
the physical complaints.

Within the framework of Clement1s model, the Japanese conception

of mental illness occupies three categories of explanation: the

natural, physical-medical, and sociopsychological. In reference to

the natural explanation, the sub-category of disharmony of the natural

elements, particularly a negative ki state, is perceived as causative

of mental illness. A second sub-category, incompatibility with natural

principles, is captured in the Japanese cosmology of "man as micro-

cosm of the macrocosmic universe." Mental illness is seen as a result

of a pattern of interactive forces (i.e., environmental, social,

physiological) culminating in emotional disturbance. Man is viewed

holistically and treatment is designed to treat the "whole person."
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Physical-medical explanations refer to the Japanese identification

of such factors as a badly balanced diet, exhaustion, and inappropri

ate activity causing physiological disturbance. In turn, this dis

turbance results in a mental disorder. Rogers and Izutsu (1960, p.

96) have offered an explanation as to why the Japanese somaticize all

illness.

The concern for proper behavior and the stigma against
mental illness are probably two explanations for the
general tendency of the Japanese (as compared to
Caucasians) to somatize all illness and to deny the
possibility of an emotional component. Being lil1" is
a legitimate, socially acceptable manner of getting care;
consequently, patient's complaints are usually physical.

Clement's sociopsychological explanations refer to the Japanese

interpersonal framework that stresses positive attributes (mental

health) versus negative attributes (mental illness). Of particular

concern to the Japanese are the following attributes: (1) interpersonal

relationships versus personal autonomy; (2) mastery versus incompetence;

(3) achievement versus alienation; (4) positive cooperation versus

in-group competition; (5) social harmony versus discord or violence;

(6) affiliation versus isolation or separation; (7) nurturance versus

deprivation; (8) appreciation versus shame or degradation; and (9)

pleasure and satisfaction versus suffering or ennui (DeVos, 1984).

According to DeVos (1984, p. 164), the Japanese find ultimate satis

faction in "belonging" through the following ways:

This sense of belonging can shift from one that is
realized through a quasi-religious reverence for the
family as an enduring corporate entity to more secular
ized ideas of the establishment of groups or occupational
relationships through which one can realize, as the
Japanese term it, shiawase--comfort, contentment, and
happiness defined 1n very material terms.
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In Japan, the Japanese sense of duty and obligation is highly

internalized; this sense of responsibility towards others is central

to the Japanese character. DeVos (1984, p. 178) has described the

Japanese attitude towards external social controls:

Social constraints so very evident in external patterns
of social control in Japanese society are also internal
ized, albeit with some costs in terms of personal tension
for most Japanese; and additional costs, in terms of
suppression of personal needs, for Japanese women.
Behavior, if not thought, remains in harmony with the
external reinforcements of social control in Japanese
society. Japanese socialization tends to legitimize
authority rather than raise issues about autonomy.

Since Sue's model of locus of control concerns minority world

views in America, the Japanese Sansei in Hawaii may be categorized

as occupying quadrant"four: the internal locus of control and external

locus of responsibility. Maretzki and Nelson (1969, p. 173) have com

pared the differences among three generations of Japanese in Hawaii

in terms of the issue of responsibility:

We suggest that Nisei parents continue to have expecta
tions for their first-born, derived from traditional
Japanese values, which differ for children born subse
quently. Sansei children generally experience less
economic deprlvation and, as a result, less parental
pressure to contribute to the family welfare than did
their parents. Because their Nisei parents have achieved
so much more economic security-ana-social respect than
had the immigrant grandparents, Sansei children may have
grown up with less consistent parental pressure toward
responsibility and achievement than did their Nisei
parents. At the same time, Sansei children may have
enjoyed greater indulgence in a more affluent environment
than did their parents. The combination of less pressure
toward responsible behavior, even through still valued
and held up as ideal by parents, and an increased indul
gence, may have brought about more inconsistency in the
training of Sansei children, particularly the eldest,
than the Nisel had experienced in their childhood.
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In summary, it is expected that the Japanese patient will employ

an explanatory system and set of symptoms that stress somatic function

ing. Therefore, treatment that is considered acceptable is where

emphasis is placed upon bringing a change at the somatic level which

helps to bring one's emotional state into balance. Therapy that aims

towards change at the personality level (e.g., psychoanalytic tech

niques) is not highly regarded. Sue and Morishima (1982, p. 33)

explained that Western approaches are avoided by Asian-Americans in

general:

Since professional mental health treatment often stresses
insight-oriented approaches that require self-disclosure
of "morbid" (that is, disturbing and embarrassing
thoughts), Asian Americans may avoid Western forms of
mental health ~reatment and seek medical treatment for
emotional problems.

The literature suggests that the Japanese will report internal control

over the cause of a mental disorder; on the other hand, the Sansei

Japanese of Hawaii may attribute responsibility to outside forces.

The second Asian group to be discussed is the Filipino ethnocul

tural tradition. Their concepts of health, mental illness causation,

and their perceived internal-external locus of control will be the

topics included in the following section.

Filipino Conceptualizations of Mental Illness

Similar to the variability of concepts of mental t l lness held

by different generations of Japanese in Hawaii, the same holds true

for the Filipino-American. The concepts of mental illness and there

fore causality will differ between those who are traditional versus

those who are more sophisticated and Westernized. To the traditionally
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oriented Filipino, mental illness is seen as some form of penalty for

misdeeds committed by the patient or by members of his family. The

illness is perceived as a form of "spiritual unrest meted out to the

individual through the agency of G-d or some malevolent, vengeful

spirit" (Kim, 1973; Smith, Kline &French, 1978; Tseng &McDermott,

1975; Wittkower &Warnes, 1974). Lott (1976, p. 57) has stated that

one of the traditional beliefs among Filipinos that transcends cultural,

economic and regional differences is "a strong supernatural orientation,

a strong faith in divine justice, and the inevitability of retribution."

Lott reiterated a common Filipino saying: "Man proposes, G-d dis-

poses" (Lott , 1976, p. 57).

Singer and Aranet~ (1967) observed that another way in which

Filipinos conceptualize mental illness is hereditary weakness. The

assumption here, according to Araneta (1982, p. 65) is that "in certain

families, persons reaching a certain age and having to assume certain

responsibilities will start to weaken and develop hypochondriacal

symptoms."

Araneta has identified several other common concepts of mental

illness which are: (1) mental illness is a manifestation of physical

disease, especially brain disorders, menstrual disorders and diseases

of the liver; (2) mental disorders are a result of sexual frustration,

sexual excess or unrequited love (Araneta, 1982, p. 66). Among

Westernized Filipinos, Araneta states that:

In conformity with their self-concept and adherence to
the cult of Western rationalism, this group conceptual
izes disordered behavior as being in the realm of a
specialized field of medicine. (Araneta, 1982, p. 66)

------- ---- -
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Other researchers have focused upon traditional Filipino beliefs

and attitudes that predispose an individual to psychiatric difficul

ties. The concept hiya translates into a sense of deep shame.

Marsella (1974, p. 67) has defined hiya in the following passage:

Hiya ••• is really a much more intense and well-defined
emotional experience with tremendous social implications,
so that when one is referred to as walanghiya it means
that the person is without shame, lacks the capacity
to be socialized, and therefore deserves isolation and
exclusion.

In its more severe forms of manifestation, hiya may culminate in the

following behaviors described by Marsella (1974, p. 67):

As a result of conditioning to a social control by the
experience of a deep sense of shame, members of this
group experienced failures more keenly and were driven
to suicide, o~ amok behaviors, otherwise referred to
as juramentado. This is characterized by a person who
has been shamed, running wild and killing people who
may have contributed to his having been reduced to this
position of shame, expecting to get killed in the process.

Related to the concept of hiya is the concept of amor propio.

The important stresses affecting the Filipino arise out of inter

personal relationships, especially difficulties that threaten his

strong sense of amor propio, or self-esteem. Sechrest (1969, p. 312)

has stated that:

The Filipino's self-esteem is extremely important to
him, and for him there is a constant risking of it in
situations that would be regarded as impersonal or trivial
in other societies. Filipinos are easily humiliated,
and they regard humiliation as an especially unpleasant
experience.

In day-to-day social interactions, care is taken to preserve one's

self-esteem and the esteem of others. Guthrie (1961) has described

one Filipino attitude that has strong implications for an individual's

locus of control. Bahala na or "optimistic fatalism" approximates



100

the expression, "what will be will be." Events are controlled outside

the individual and therefore he need not worry too much about them.

For many behaviors in Filipino society, emphasis is placed upon the

importance of external or social controls, e.g., chaperones while

dating. Another related attitude expressed by some Filipinos is the

feeling that one has no control over one1s destiny; good fortune is

interpreted as merely good luck with the inevitability that it will

disappear.

Bu1atao (1969) has referred to the Westernized Filipino as one

who has a "split-level personality." His argument is that most

Filipinos, especially those who are urbanized and live in the West,

have two distinct thought and behavior patterns. On one level is the

"deep down" personality that retains an integrated system of elements

that are "pre-democratic, pre-industrial and pre-Christian." The top

level of the Filipino personality consists of the ethics, ideals,

philosophies and theologies of the West. Bu1atao insists that these

elements have been learned on a verbal level but have not been

experienced in their existential reality. These two levels of

functioning, according to Bu1atao, have been organically fused into

one but exist as a "split-level personality."

Filipino Conceptions of Causality

Folk theories of mental disorder in the Philippines place consider

able emphasis upon the importance of physical stress as causative of

their mental disorder. Sechrest (1963, p. 67) reported that "it is

common to find psychopathology of very serious proportions explained
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in terms of such stresses as going hungry, working too hard, or being

cold." Similar to the Japanese patient, the Filipino is likely to

attribute the cause of his/her severe mental disorder to organic

factors. While experiencing an acute psychotic episode, it is not

unusual for this type of patient to focus upon the somatic level of

functioning.

Lieban's (1967) study of malign magic in the Philippines demon

strated a wide prevalence of sorcery and witchcraft beliefs and

practices among its citizenry. Shamanistic folk healers, mananambals,

attribute the causes of illness to be either "natural" or "super-

natural." Natural causes are those attributed to physical or psychic

phenomena of the everyday world and not initiated by a spiritual being,

sorcerer or witch. Supernatural causes are those ascribed to sorcery,

witchcraft, possessive or neglected ancestral spirits, a curse from

G-d, or abuse of one1s elders or the natural environment. The attribu-

tion of an illness to sorcery is both a medical and social interpreta

tion of an event. The cause of a victim's malady is believed to be

a magical attack and the magical attack is ascribed to social conflict.

Filipinos, therefore, perceive sorcery as the cause of illness or

death with the antecedent of these events to be the state of their

social relationships.

Jocano separates disease etiologies for his Tagalog area into

three categories: supernatural, natural and innate. According to

Hart (1978, p. 89), Jocano's disease etiologies were defined in the

following way:

Innate disorders are those illnesses traced to heredity,
psychic experiences (auditory, visual, haptic and

------------ _ ..._- --_._. --- -- ._- --
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mephitic phenomena), blood composition, etc. Mental
disorders that Jocano classifies as of innate origin
for Tagalogs are blamed on both natural and supernatural
etiologies among Cebuan Filipinos, e.g. heredity, spirits,
sorcery, etc.

In addition to Bulatao, other researchers have been particularly

concerned with the cultural factors influencing difficulties in accul

turation that may be causative of severe psychiatric problems

experienced in Western nations. Marsella and Gordon (1973, p. 67)

have reported their observations:

As a result of strong family ties and strong reliance
on interdependence within the kinship structure, members
of this group were not prepared to establish other forms
of social organizations in the absence of a family
patriarch. This resulted in loss of sentiment for
obtaining social order, love, a feeling of belongingness,
and physical security, and resulted in culturally incon
gruent acting-out behaviors and in affective disorders.

These same authors have described factors responsible for the develop

ment of lI a passive personality pattern II characteristic of some accul-

turating Filipinos:

As a result of long years of subservience and conformity
to the omnipotent powers (G-d and the white man), a
passive personality pattern characterizes this group,
thus interfering with their securing recognition for
economic security or effective expression of hostility.
(Marsella &Gordon, 1973, p. 67)

This factor, according to Opler (1956) accounts for the high incidence

of "catatonic confusional states and depression."

The most research attention in recent years has been focused upon

the second and third generations of Filipinos, particularly the Filipino

adolescent. Kim (1973, p. 57) has outlined the mental health problems

of this special group.

------- ~-~- -------~---------
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The Filipino adolescent has the special problem of forming
an identity, a problem that involves a conflict between
school and peer influence against family and tradition
and a struggle between individual autonomy (a character
istic of this culture) as opposed to a definition of
self in terms of membership in a greater social group
or family. Contrary to the previous observations that
Asian adolescents are in general conforming, respectful
of authority, and generally docile, rebellious and dis
ruptive behaviors are now being observed quite frequently.

In Clement's model of mental illness explanations, the traditional

Filipino belief system would embrace all categories; i.e., the super-

natural, natural, physical-medical and .sociopsychological. Under

the supernatural category, a mental disorder may be the result of the

following factors: (1) spirit intrusion/possession (e.g., ingkantos);

(2) divine wrath (e.g., a curse or retribution from G-d, neglect of

one's elders, or abuse of the natural environment); (3) sorcery, "black

magic," or witchcraft.

Natural explanations include: (1) disharmony of the natural

elements (e.g., excessively wet or dry body); (2) incompatibility with

natural principles (e.g., hostile environmental forces responsible

for sickness, mental distress, and misfortune); and (3) noxious factors

in the environment (e.g., exposure to wind, cold drafts). Physical

medical explanations refer to recognition of the following: (a)

physiological imbalance or insufficiency due to irregular habits, over-

work, hunger or faulty diet; and lb) inborn or acquired pathologies

are causative of mental disorders (e.g., liver, brain and menstrual

disorders).

Soc1opsychological explanations usually stem from interpersonal

stress threatening amor propio or self-esteem resulting in hiya or

shame and embarrassment. Other common conflicts involve status versus
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modesty and suppression of individuality. In the Philippines, personal

status is strongly valued; however, boastfulness is devalued. The

social consequences of boastfulness is being ignored by one's peers.

Suppression of individuality in the Philippines often leads to accul

turation difficulties in the United States which stresses self-assertion

and self-reliance.

Pakikisama, or getting along harmoniously, underlies the goal

of social relationships among Filipinos. According to Ponce (1980,

p. 162):

Pakikisama, as a value, favors avoidance of direct con
frontat10n that could lead to open and violent aggressive
behaviors. Intermediate forms of aggression, expressed
by various culturally shaped means, are common: metaphors
or analogies of speech, humor, blaming of others, and
gossip are the milder forms. Ostracism and sorcery are
some of the more severe traditional ways.

In reference to Sue1s locus of control framework, Filipinos in

Hawaii may be said to share the same quadrant as the Native Hawaiians:

i.e., the external locus of control and the internal locus of respon

sibility, symbolized by the "marginal man." Forman (1980, p, 177)

has compared the basic similarities between the Native Hawaiian and

Filipino cultural emphases.

This similarity between Hawaiian and Filipino notions
of human dignity and accomplishment, with identical
emphases on affiliation and interpersonal harmony, sug
gests that the passage of time alone will do little more
for Filipinos in Hawaii than it has done for Hawaiians.
The "wait your turn" theory of adaptation that sometimes
appears to characterize the host society's attitudes
toward Filipinos is gravely flawed when scrutinized from
this Hawaiian perspective.
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In summary, the average Filipino may have difficulty recognizing

and acknowledging emotional factors as a basis of problems. Forman

(1980, p. 180) states that:

For them it is easier to present "a touch of the flu,"
or a "headache," or "punishment from G-d," or from
"spirits," rather than depression touched off by problems
with anxiety, anger or self-esteem. They may feel that
to acknowledge emotion is a sign of weakness, and for
a man a lack of manhood. It may be difficult for them
to comprehend how such intangibles as emotions could
result in very tangible somatic manifestation such as
loss of appetite, loss of weight, and sleeplessness.

The clinical approach suggested by Forman (1980) is to avoid

emphasis on Western approaches to therapy (i.e., communication, inter

personal relations, and introspection) until a solid rapport has been

established. Rather, the mental health professional should stress

problem-solving strategies to help manage difficulties with child-

rearing, job-seeking, and substance abuse behaviors.

A Synopsis of Similarities and Differences in Beliefs

From this brief overview of the major concepts of mental health

and illness causality, it is evident that a wide variation of beliefs

and attributions is held by the Native Hawaiian, Japanese, and Filipinos

included in the study. The Literature Review, thus far, suggests the

following: (1) The explanatory model of illness causation used by

some Native Hawaiians is expected to be within the realm of super

naturally caused disease. In particular, reference to a supernatural

event or relationship with a spiritual being may be factors identified

as causative of their mental disorder. (2) Asian-Americans--the

Japanese and Fi1ipino--are more likely to believe that mental illness
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is caused by organic factors and the expected lexicon to be used to

describe this condition will be expressed in terms of somatic com

plaints.

(3) Depending upon the degree of acculturation and adoption of

the concepts contained in the dominant biomedical model in this

society, Filipinos, for example, are less likely to utilize super

natural models of causation to explain the onset of disease, particu

larly in the presence of Western health professionals. (4) Common

to all the ethnocu1tural groups discussed thus far is the primary

stress of maintaining harmonious interpersonal relationships with

members of their in-group. The Japanese, Hawaiian and Filipino patient

may identify social factors as primarily causative of their mental

disorder; i.e., poor intimate interpersonal relationships, poor

character of lifestyle habits such as drug or alcohol abuse, low

motivation to seek employment, etc. (5) Heredity and biological

factors are recognized by all groups as being predisposing factors

causative of a mental disorder.

Since the subjects included in the "Other" ethnocultural category

are small in number and represent a wide diversity of cultures, their

cultural conceptions of mental health and illness causation will not

be discussed as a major heading in the Literature Review. Generally

speaking, the American Indian, Southeast Asian groups and Micronesian/

Polynesian subjects hold a wide range of causal conceptions of mental

illness categorized within Clement's model. Additionally, they

represent different degrees of acculturation; uphold a mixture of

native religious/secular beliefs concerning illness causation; and,

--------------------------------
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as sub-groups within their native homelands, express regional dif-

ferences in their conceptions of causality. Their collective responses

will be reported in the later Methodology chapter.

Within the framework of Sue's locus of control/responsibility,

the Native Hawaiian and Filipino occupy the "marginal man" category;

the Sansei Japanese are representative of the internal locus of

control/external locus of responsibility.

The final portion of the Literature Review section pertaining

to the cultural conceptions of mental illness causality will focus

on the Western psychiatric and psychological constructs identified

by "Caucasians" as causative of mental disorders.

Western Conceptions of Mental Illness and
Attributions of Causality

The concept of "mental illness" as a contemporary biomedical con-

struct originated from Western European ideas. The evolution of this

concept was a product of complex historical, cultural and social

factors unique tD Western European society. Some of these major

factors dating from antiquity have been identified by Fabrega. To

explain why and how this idea developed in Western Europe, Fabrega

(1982, p. 46) has stated the following:

(1) The development of the idea of an inner entity or
force "behind" human action, termed mind, psyche, etc.
as opposed to the body; (2) The emphasis of the Greeks
(especially Plato) on the rational and irrational, and
the equating of the latter with "disease"; (3) The
Hippocratic emphasis on natural causes of disease, and
in general, the heavy somatic emphasis of Graeco-Roman
medicine (i.e., that so-called mental illnesses or
symptoms were caused by physical disorders); and (4)
The creation of administrative structures that empowered

------- ---- --------_._-----_.- - _.-
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individuals to represent others who were mentally dis
abled in a court of law.

During the Renaissance period of Western Europe, "insanity" and

"madness" were commonly equated with witchcraft and other demonological

explanations. Throughout the course of European history, the

etiological explanations for mental illness have involved many diverse

theories. These categories include humoral, chemical, natural and

supernatural theories as causative for severe mental disorders.

Contemporary approaches to mental illness are an outcome of

important social consequences that developed in Western societies.

Fabrega (1982, pp. 44-45) has summarized these factors:

(1) The social" stigma attached to madness and insanity;
(2) the handling of the mentally ill as a separate class,
needing formal protection or hospitalization; (3) the
various reforms in the kinds of treatment given the
hospitalized insane, culminating in humane and medical
treatment; (4) the slow evolution of separate medical
disciplines dealing with mental-brain disorders,
eventually in the creation of neurology and psychiatry;
(5) the development of psychoanalysis and the increased
emphasis given to the unconscious and irrational; and
(6) the growth in the understanding-explanation of human
social behavior leading to a blurring of the line between
normal health versus abnormal-ill.

In Western cultures, explanations of insanity have generally been

linked to rationality (or irrationality) culminating in the current

belief that psychiatric illnesses are the result of a physical dis-

turbance in the functioning of brain structures. The biomedical

approach towards understanding psychiatric illness is presented below.

In biomedical theory, a psychiatric illness is currently
explained as the outcome of distinctive kinds of disease
processes which produce neurotransmitter changes in sub
cortical centers of the hemispheres of the brain and/or
lead to aSYmmetries in hemispheric control mechanisms.
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Such changes are held to physically alter the regulation
and control of behaviors subserving cognition, action,
affect, and/or attention. (Fabrega, 1982, p. 47)

The above passage represents the organicist viewpoint in

psychiatry. The logic of this model claims that all psychiatric ill

nesses can be reduced to physical substrates of functioning as causa

tive of mental disorders. Accordingly, treatment is either by

biochemical means or electro-convulsive therapy to correct the condition

at the physiological level. The organicists hold the view that

psychiatric illnesses are, in essence, culture-free phenomena that

occur independently of sociocultural and other environmental factors.

Despite the preponderance of the evidence linking psychiatric illnesses

with cultural factors; the strict organicist would not recognize these

findings as valid evidence. An organically oriented psychiatrist who

assigns the diagnosis of "schizophrenia" would be apt to explain the

cause of psychotic illness to the patient and his family as originating

from a "biochemical imbalance," a "brain lesion" or related factors.

The cultural conceptions of mental health and illness causation

presented thus far have emanated from a Protestant European world view.

The Protestant Reform Movement of northern Europe instilled a world

view that is practical, empiricist and non-magical. Gaines (1982,

p. 181) has described this particular world view and its implications

upon psychiatry:

In Protestant Europe's world view, the physicalist,
empiricist tendencies find expression as the world of
wonders is obliterated. Explanations are sought in the
tangible, empirical world. The Kraepelinian notion of
a biological seat of mental disorders reflects the German
cultural notion of social classification wherein the
essential individual differences are thought to be
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biological. In this empiricist view of the classifica
tion of social actors, mental illness and cultural/ethnic
identity have a common empirical physical basis.

Another world view from the European continent involves the

radically different Mediterranean Latin cosmology. Many southern

European groups who have long been adherents to Roman Catholicism,

have developed different cultural conceptions of illness. According

to Gaines (1982, p. 180), "fundamenta1ist and Catholic groups share

the belief in a magical, enchanted world •.• where illness is con

ceived as having either natural or supernatural etio10gies." Examples

of the Old World beliefs that have been transported to the Americas

are provided by Gaines.

So we see that in Mexican-American groups, illness, either
physical or psychological, has a supernatural or preter
natural (e.g., evil eye) origin. Mexican and Mexican
American beliefs were derived from Spanish folk medicine,
itself a variant of older pan-Mediterranean beliefs and
practices (e.g., humoral pathology). Strikingly similar
beliefs are found among separate but culturally close
ethnic groups, such as Puerto Ricans, Haitians, Italians
and others.

The preceding paragraphs have touched upon the Protestant European

conceptions of mental illness that lead to the construction of a

psychiatric model adopted by the American psychiatric community. This

professional clinical model was presented for the purpose of providing

a preliminary background in answering one of the research questions

under investigation: What do mental health professionals tell first

episode psychotic patients about the causes of the latter's disorder?

The assumption here is that the Caucasian sample and members of other

ethnic groups are likely to report their perceptions of the profes-

sional's attributon of causality to such factors as a biochemical
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imbalance of the brain, physiological or anatomical dysfunction.

Similar to other ethnic groups, the Caucasian patient may choose

"genetics" or "heredity" factors from either professional or lay

theories of illness perceived to be causative of their mental disorder.

Other professionals may only provide the vague description of "mental

illness" to the patient to identify their current circumstances without

further elaboration or clarification as to what this means or why it

has occurred.

Although heavy emphasis has thus far been placed upon the

. organicist viewpoint representing the mainstream thought among members

of the orthodox psychiatric establishment, many psychiatrists and other

mental health profess~onals represent a more balanced perspective.

Such professionals have incorporated a social science model into the

biomedical model providing a far greater context in which to understand

the total life situation of their patients. These professionals

actively elicit information concerning psychosocial and environmental

factors impacting upon the individual. The explanations they provide

for the patient as causative of their mental disorder may be expressed

as physical and mental stress from overwork or family pressures;

difficulties in acculturation with the attending socio-economic,

language and discriminatory problems in the new society; or other

personalized factors responsible for the onset of illness. Members

of each sociocultural group in the study sample are likely to report

those perceptions that are personally meaningful and socially relevant

to their total life context. According to Sue and Morishima (1982,

p. 101):

------- -----
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If asked what causes mental disorders the majority of
mental health professionals would generally agree on
a diathesis-stress conceptualization. This refers to
constitutional factors such as heredity and physiological
variables as well as life experience such as broken homes,
childhood traumas, or exposure to noxious stimuli. These
factors interact to produce mental disturbances. It
is presumed that individuals who have physiological
abnormalities or weaknesses, encounter severe stress,
or have few resources with which to cope are particularly
vulnerable to mental disturbance.

The authors have not shown any evidence to support their contention

that the "majority" of mental health professionals would respond in

this manner. Therefore, the writer does not agree that this viewpoint

is as prevalent among the psychiatric community.

Although the factor of religion was not selected as one of the

major independent variables in the study, it may prove to have a con

tributory role in influencing the responses of the subjects. Since

27% of the sample are Roman Catholic, "charismatic" Catholic or related

denominations, many of the Caucasians (and Latinos placed in the

"Other" ethnic category) may be inclined to identify spiritual or

supernatural factors as being causative of their mental disorder.

For example, the geographically widespread bel ief in the "evi1 eye."

An additional 34% of the sample were those representing various

Christian denominations, e.g., Lutherans, Calvinists, Methodists and

other northern European religions whose world view may have influenced

their perception of mental illness causality. In this highly moralistic

tradition, the individual's concept of the "self" may be perceived

as being responsible for the onset of a mental disorder. Guilty pre

occupations, moral rigidity, failure to achieve goals (often unreal

istically high), self-deprecatory attitudes are often associated with
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this type of individual. The cultural prototype is the white Anglo

Saxon male (Sue &Morishima, 1982, p. 216). The "WASP" individual

included in the study sample will be discussed in succeeding paragraphs

within the context of the "self" and severe depression.

Various denominations of Buddhism included in the study sample

(10%) represented traditions from Southeast Asia and Japan. The

Mahayana Buddhists from Vietnam attributed causation to "ghosts" and

other evil forces; others gave different reasons for the factors

triggering a psychotic episode. There were no subjects representing

the faiths of Judaism, Hinduism or Islam. The remainder, 28%, reported

"no religion."

A second major domain for the care and treatment of the mentally

ill population in Western societies is the professional discipline

of psychology. Psychologists have long used personality constructs

to explain the genesis of psychopathology. Central to these constructs

is the concept of the "self" which, according to Marsella (1982, p.

362), "is inexplicably linked to the definition, experience, and

expression of mental disorders. It is the total person that experiences

mental disorder and not a neurosynapse or an isolated psychological

conflict. II Fabrega (1982, p. 45) has summarized the interrelated

factors of an individual's theory of illness and the "self":

An individual's theory of illness and of self, which
impact on one another and are complementary, strongly
influence how an underlying psychiatric disease condition
expresses itself psychosocially or in psychiatric illness
generally. This means that (1) an individual's repre
sentation or attributions about illness, illness causes,
mental functioning, symptoms, etc. together with (2)
an individual's representation or attributions regarding
personhood (e.g. volition, self-control, boundaries of
the self, social responsibility, etc.) playa critical

------ ---~--- --_. -- ------~---
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role in how the underlying psychiatric disease process
is expressed in behavior, how it unfolds, how it is
handled, how long it lasts, and indeed how it is shunted
about in the social system.

In Western societies the concept of the "self," termed the

"individuated self," has developed over centuries of Judeo-Christian

and scientific traditions. The individuated self is characterized

as being autonomous, self-sufficient and detached from others. In

essence, this type of individual perceives himself to be superior in

comparison to all else in his cosmology. As a result, the Western

perception of the self has evolved towards an "objective" epistemology

in how we interpret ourselves and our reality.

When this individual becomes depressed through life stresses or

other causes, he feels detachment, alienation and isolation from his

world. The individual expresses his depression existentially through

commonly repeated abstractions such as: "1 1m no good," "I donlt trust

my emotions,1I "1 1m better off dead. 1I The feelings are loneliness and

despair; the voice is flattened and facial features are expressionless.

There are vegetative signs of lethargy, lack of appetite, insomnia

and slowed thoughts. Oftentimes there are somatic complaints to express

feelings of depression with a focus upon bodily functions: i.e.,

elimination (constipation) and secretions (acne). In truth, the

patient's Itself" is separate from his surroundings and the people

attending to him. The depressed Caucasian male in this example

illustrates a culture-bound language, meaning and manifestation of

depression. The causative factors for severe mental illness reported

by this type of patient may be attributed to a failure to maintain

intimate interpersonal relationships; poor character (e.g., Ita bad
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apple") or lifestyle habits (e.g., substance abuse, overwork, lazy

or unmotivated).

In the non-Western world the "non-individuated self" is defined

in terms of man in relation to his cosmology (e.g., his family, com

munity and the natural universe). Harmony among all these vital

elements is considered to be "supreme," rather than the individual.

Non-Western peoples have developed a "subjective ll epistemology in that

emotions are "private" and problems are resolved through the use of

"imagery" or pictures. For example, the Zen Buddhists of Japan con

ceive of the entire world of phenomena as a place where one can observe

and meditate upon impermanence and death. The concept of mujo or

impermanence and change in all things, is symbolized by nature; i.e.,

cherry blossoms, mists and snow. A link is implied between the obser

vation of ephemerality in the world and the development within one's

self of sensitivity and sensibility. Observation comes to be joined

with appreciation. In this process there comes into being a concern

for truth and beauty. The theme of eternal nature is very vivid in

the Japanese mind; nature imparts a sense of immortality as it survives

after one's death.

The Japanese, Filipino, Native Hawaiians and many other groups

define the "self" in relation to the "other." Marsella (l982, p, 15)

has reported the differences between Americans and Indians in the use

of constructs to explain the cause of a problem.

Researchers found that American subjects make greater
use of individuated ("ego-centric") constructs, such
as personality attributes, in their accounts while the
Indian accounts show more evidence of context-specific
and relational ("socio-centric") features of interaction.
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Ito (1978, p. 30) has described the concept of the "self" in the

context of the Hawaiian culture.

For Hawaiians, the Self is intimately linked to the
affective quality of one's relationships with Others.
In addition to humans, Others include natural and super
natural objects since Native Hawaiians will deal inter
personally with elements in their natural world. The
affective quality of a person's relationships will
determine how others view him or her and how they will
interact with and respond to that person. Self is a
socially interactive concept tied to correct social
behavior (hana pono) between Self and Other. Correct
social behav,or~ased upon the Hawaiian ideal of ex
tending one's Self in generous, sincere aloha to cooperate
with and mutually aid, kokua, Others. The negation of
this ideal, and a transgression of affect, is found in
greedy, jealous behavior which is self-centered and
retentive.

Depression in the non-Western world is most commonly manifested
.

through somatization expressed in metaphorical terms (e.g., "I have

snakes living in my stomach"); or in spirit-world terminology (e.g.,

"Someone has stolen my chi, my karma, my soul"). While suicide is

often a logical consequence to the existential depression suffered

by the Western patient, suicide in the non-Western world is virtually

nonexistent other than the ritualized forms of sepukku practiced in

the Japanese culture.

Returning to Clement's model of the causal conceptions of mental

illness, "Western" explanations from the Protestant tradition will

occupy two categories: i.e., physical-medical and sociopsychologica1

explanations. Under the physical-medical category, both professional

and lay persons believe the following factors to be causative: (1)

physiological imbalance or insufficiency due to faulty nutritional

habits (e.g., undernourishment or eating too much or too little of

a particular food); (2) biochemical imbalance of the brain due to
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endocrine, circulatory or other systems in the body; (3) faulty

biological functioning due to disease, brain disturbance or injury;

and (4) heredity (e.g., "born that way," "got it from my mother," or

"my uncle was like that").

Under sociopsychological explanations, mental disorder is seen

as a psychological reaction to the stress of internal or external

maladjustment. Internal stress may be attributed to poor intimate

interpersonal relationships or family life (e.g., "unhappy family life,"

"spouse ruined my health," "love disappointment ll
) . Another cause may

be seen in the patient's character or lifestyle (e.g., "I worry too

much," "overwork," "fatigue," "too much sex," "no sex"). A cause may

be seen in substance"abuse (e.g., "drinks too much," "smokes too much

marijuana, II "sniffs paint," "abused cocaine (or hallucinogens").

Still others may feel that the cause of a mental illness was due to

a specific precipitating event such as a divorce, death of a child,

failed grades in college and dismissal from an academic program, or

numerous other reasons. The American housewife may credit her mental

disorder to "too many children to care for," an "indifferent husband,"

"inadequate living space," "not enough money to run a household" or

personal anxieties. The "working mother's" problems are compounded

by job-related stresses and extreme time demands placed upon her.

In relation to Sue's model of locus of control/responsibility,

the Protestant Western world view would occupy quadrant 1: the high

internal locus of control and internal locus of responsibility. In

essence, this philosophy places a high value on personal resources

for solving all problems; self-reliance; pragmatism; individualism;
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status achievement through one's own effort; and power and control

over others, things, animals, and forces of nature. Democratic ideals

such as lIequal access to opportunity," IIliberty and justice for all,1I

IIG-d helps those who help themselves," and "fulfillment of personal

destiny,1I all reflect this world view. The individual is held respon

sible for all that transpires. Constant and prolonged failure or the

inability to attain goals lead to symptoms of self-blame (depression,

guilt and feelings of inadequacy). Most middle-class white members

of American society fall into this quadrant (Sue, 1981).

The next section of the Literature Review will deal with the second

major independent variable in the study--gender. In particular, gender

perceptions of illness, attribution of causality and the locus of

control/responsibility will be the topics of discussion.

Gender Differences in the Perception of Illness,
Attribution of Causality and the Locus of Control

Research has shown that men and women show significant behavioral

differences in ability and performance. For example, women as a group

outperform men on tasks of verbal ability and men as a group outperform

women on visual-spatial and mathematical tasks (Macoby & Jacklin, 1974).

Men and women also show differences in their achievement behavior;

research has shown that there tend to be more women underachievers

than men (Raph, Goldberg &Passow, 1966). One explanation is that

women and men are motivated by different needs and that for women,

affiliative needs become more important than achievement needs (Hoffman,

1972). Schaffer (1981) explains that the performance of males and

females is evaluated differently. Another explanation is that social
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skills and interpersonal success are important for women as achievement

goals and men place higher value on academic endeavors and competitive

sports as achievement goals (Schaffer, 1981). Given the behavioral

diversity of males and females in many performance areas, it is reason

able to expect that gender differences play an important role in

illness behavior as well as in the perception and attribution of

causality and locus of control in relationship to mental illness.

To begin, gender differences in illness behavior will be the initial

topic of discussion.

Gender Differences in Illness Behavior

Health surveys in the United States have consistently shown that

females have higher rates of illness, disability days, and health

services utilization than do males. On the other hand, males have

higher rates for some chronic conditions, for injuries and for major

disability due to chronic conditions (Verbrugge, 1979). Nathanson

(1975) observed that women report more symptoms of both physical and

mental illness (excluding all illness, disability and utilization of

services associated with pregnancy and childbirth) and use physician

and hospital services at higher rates than men. Simultaneous to the

above research findings, other research has revealed that the life

expectancy of women significantly exceeds that of men. The apparent

contradiction between the higher rates of morbidity and lower rates

of mortality for females has stimulated a great deal of debate and

further research on gender differences in health and health behavior.

Verbrugge (1979, p. 65) noted that "genetic factors and risks due to
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social roles and lifestyles probably cause higher male morbidity, but

illness and reporting behaviors inflate female morbidity."

In the current literature there are four major frameworks used

to account for observed differences in health status: (1) biological

differences between males and females; (2) differences in socio

psychological stress levels to which men and women are exposed; (3)

differences in the behavior and lifestyles of men and women; and (4)

institutionalized sex roles. Several explanatory hypotheses have been

advanced based upon these frameworks. The "nurturant role" hypothesis

forwarded by Gove and Hughes (1979, p. 132) states that:

Women as compared with men, typically have more role
obligations that require constant ongoing activities
vis-a-vis thetr spouse, children and others (such as
parents) living in the home and ••• these obligations
can interfere with self-care and have a negative effect
on one's health.

The "role compatibility" hypothesis states that at an early age,

men are socialized to be self-reliant and tolerant of pain; women learn

that it is acceptable to be expressive about their discomforts and

be dependent (Lewis &Lewis~ 1977; Mechanic, 1964). This results in

an inhibition of illness and sick role behavior among men and facili

tates such behavior among women. Verbrugge (1979, p. 63) has reported

additional sex differences in illness behavior.

As a result of childhood health socialization and adult
role obligations, men and women may differ in (a) per
ception of symptoms and evaluation of their severity,
(b) willingness to talk about symptoms with spouse or
friends, (c) ability to verbalize symptoms, (d) valuation
of good health, (f) information about health and health
services, (g) perceived efficacy of cutting down one1s
activities, treating oneself, or seeking medical care
when ill, and (h) time available to take curative health
actions.
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The above passage introduces another relevant hypothesis, the

"symptom perception" hypothesis. Symptom perception may be the most

important factor accounting for gender differences in medical care

utilization. Men seem to be less perceptive of subtle symptoms than

women (Mechanic, 1978; Phillips &Segal, 1969). Hibbard and Pope (1983)

found that perception of symptoms and an interest and concern for health

are the primary variables which contribute to gender differences in

utilization rates. The above presentation has been primarily concerned

with physical illness and symptoms. The following section will show

that the same may be said regarding mental illness and symptoms.

Gender Differences in Mental Illness

Gove and Tudor (1973) reported that in our society, women have

higher rates of mental illness than men. After examining statistical

rates of mental illness in different psychiatric facilities, these

researchers found that women have higher rates than men for psychoses

and neuroses, but men have higher rates than women for brain syndromes

and personality disorders. Schaffer (1981, p. 223) reported that:

Surveys from psychiatric and psychological clinics
indicate that women remain in psychotherapy longer than
men and that women are prescribed significantly more
medication for the treatment of emotional symptoms.
(Abramovitz, et al., 1974; National Disease and
Therapeutic Index, 1970)

Several other investigators have suggested that the different diagnosis

and treatment of women and men may relate more to the attitudes and

biases of the clinicians than to actual differences in severity of

disturbance for the sexes (Linn, 1971; Stein et al., 1974). For

example, Schaffer (1981, p. 223) noted tpat lithe majority of women



122

who ask for help in career counseling are regarded as having emotional

problems rather than career difficulties, whereas men who ask for career

counseling are regarded as needing vocational and educational guidance."

A1-Issa (1980, p. 183) has forwarded four hypotheses to explain

the higher rates of mental illness among women than men. As mentioned

earlier, women may report illness more often than men because it is

more culturally acceptable for them to be ill. Secondly, the sick

role is more compatible with female than with male role responsi

bilities. Thirdly, "social roles are imputed with differential power,

and because the female role implies less power than the male role,

women are more vulnerable to the ascription of madness and hospital

ization" (Al-Issa, 1980, p. 183). Finally, the "stress hypothesis"

suggests that because the female role is more stressful than the male

role, women tend to have more illness.

Gove (1972) and Gove and Tudor (1973) suggested that marriage

is more stressful for women than for men. Women are often confined

to a single major societal role and have fewer alternatives. The role

of housewife holds an invisible status leaving the woman to ruminate

on problems. If a married woman works, she is often confronted by

the fact that her job does not allow her to maximize her abilities;

in addition to her outside job, she usually must manage the household.

In general, women find their position in American society to be more

frustrating and less rewarding than do men.

Kessler, Brown and Broman (1981) found that women are better able

to translate nonspecific feelings of distress into conscious recogni

tion that they have emotional problems. Men, they found, are less

likely than women to interpret symptoms associated with depression

----------- ----------- -_._--------------
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and low general well-being as signs of emotional problems. Horwitz

(1977) used data from interviews with 120 patients at a community mental

health center and found that women in treatment were more likely than

men to recognize perceived psychiatric problems, to discuss these

problems with other people, and to enter treatment voluntarily. In

addition, Horwitz found women twice as likely as men to define problems

as being emotional in nature.

The overwhelming evidence shows that women have higher rates of

depression than men. The lack of power inside and outside the home

and feelings of helplessness commonly lead to depression. Radloff

and Munroe (1978) found that women who pursue advanced education, high

status career, and high income, or women who remain unmarried, have

a relatively low level of depression. Therefore, the literature

suggests that role obligation, stress, the tendency to report symptoms,

and social and economic power are factors playing a role to explain

sex differences in mental illness.

Gender Differences in Causal Attribution and Locus of Control

Since American society places great value upon achievement, many

attribution theorists in social psychology have studied gender differ

ences in the need for achievement (Raph, Goldberg & Passow, 1966;

Atkinson &Feather, 1966); attribution of achievement behavior (Deaux,

1976); fear of success (Tresseman, 1974; Hoffman, 1974; Zuckerman &

Wheeler, 1975); expectations and self-esteem (Deaux &Ferris, 1974;

Crandall, 1975; and Stake, 1976). Differences in socialization

practices and traditional sex role patterns playa major role in

explaining gender differences in attribution behavior.

-------------------------------- ------ ---
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Investigators have concluded that there is a tendency for men

and women in our society to be rated unequally for equivalent per

formance (Schaffer, 1981). Deaux and Taynor (1973) found that highly

competent men were rated more positively than highly competent women

by both sexes; additionally, low-competence men were rated more nega

tively than low-competence women. Feather and Simon (1975) found that

there is a tendency for successful women and unsuccessful men to be

judged negatively by other people in our society since men are

"supposed" to achieve and become successful and women are "not supposed II

to be successful, particularly in IImasculinell endeavors.

While success and failure by both sexes are judged differently

by people in our society, the causes of achievement behavior are per

ceived as different by both sexes (Schaffer, 1981). For example, when

both men and women are successful on the same task, other people

attribute men's performance to skill and ability (internal attribution)

but attribute women's performance to luck (external attribution)

(Deaux &Emswi11er, 1974). In studies where failure conditions were

described, a woman's failure was explained by lack of ability and hard

work (internal attribution). In contrast, a man who fails was

described as a victim of bad luck or unfair conditions (external

attribution). Schaffer (1981, p. 68) summarized Deaux's findings in

the following passage:

When women succeed, it is because they are lucky or try
harder, but they are not seen as having the same degree
of ability as men, and when women fail it's because of
their inability. Men, on the other hand, are seen as
more capable than women, and when they succeed it's
because of their abilities. When they fail, however,
external explanations are given such as bad luck or task
difficulty.
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There appears to be few differences between how others attribute

success and failure to both sexes and how men and women make self-

attributions. In general, men who are successful tend to attribute

their success to ability and effort, whereas women attribute their

success to task ease or chance (Schaffer, 1981). When men fail, they

attribute failure to bad luck or task difficulty; in contrast, women

tend to attribute failure to lack of their own ability to do well.

In essence, women are reluctant to take credit for success but they

are more willing than men to blame themselves for failure (Deaux, 1976).

The consequences for women1s willingness to accept personal blame,

according to Deaux, can be detrimental for future performance. In

a related passage by Deaux, Schaffer (1981, p. 69) stated that:

A man or women who attributes success to a stable internal
factor such as ability is likely to feel that successful
outcomes are under his or her control; as a result, the
individual will approach a new achievement situation
with confidence. In comparison, the man or woman who
attributes success to external factors such as luck or
task ease and failure to internal ones such as lack of
ability may feel reluctant to strive for success in new
situations.

In studies dealing with self-esteem, there are no reported signif

icant differences between the sexes; however, there are consistent

differences between the sexes in specific areas that require self

confidence (Deaux, 1976). Studies have shown that men consistently

predict they will perform better than women and report they have done

so even though in the majority of situations men and women do equally

well (Crandall, 1969; Feather, 1969). Both authors reported that women

tend to underestimate their future performance and to feel they have

done worse than men even though they have performed equally well.
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These comparative studies in gender perceptions and attitude are

the product of institutionalized sex roles in our society. Many of

the attributes described for men and women are predisposing factors

for the onset of mental illness. For example, most women in our

society are apparently socialized to blame themselves for failures

and disappointments rather than to blame external circumstances or

other people. They often feel powerless and helpless to change their

lives leading to feelings of frustration over blocked goals and depres

sion. In contrast to American society, other cultures have upheld

traditional views of sexual equality and women share a more cooperative

role with men (Leavitt, 1971). In particular, Asian women in Burma,

Thailand, Laos, Vietnam, and the Philippines have a wide range of

educational and economic opportunities. Political leadership and

economic power are more equally distributed between the sexes than

is true for Western nations. Leavitt has especially cited the

situation in Burma where women retain full equality with men; according

to the Burmese constitution, men and women are equal citizens by law.

In contrast to cultures with traditional views of sexual equality,

many other male-dominated societies in the Latin and Arab world uphold

long traditions of inherent male rights disallowing any attempts by

women to change the "status quo. II In reference to Japanese-American

women, Schaffer (1981, p. 202) observed the following:

First generation Japanese-Americans emphasize sex-role
differences including male authoritarianism and female
submissiveness. Japanese women and children are often
required to unquestionably obey their husbands and
fathers. Emotional reserve is expected of both sexes.
Even in third-generation families, comparisons of
Japanese-Americans and other Americans indicate that

------------------ ---
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the Japanese-American women and men are less aggressive,
more conforming, and more aware of status differences.
Yanagida (1979) found that assertiveness training with
Japanese-American women is extremely difficult because
of traditional Japanese cultural proscriptions that
require women to be submissive, deferent, and subservient.

In other traditional societies in America, women have emerged

showing higher self-esteem, internal control and greater coping ability.

Howard (1974) studied the coping strategies of women in a Hawaiian-

American community. While confrontation avoidance is a prime mechanism

in traditional Hawaiian culture, women in one community who manifested

high self-esteem, internal control and a weak need for social approval

adopted a confrontive coping strategy when involved in conflict. This

confrontive option for women appears to be influenced by exposure to

white middle-class "haole" culture. According to Howard (1974, p.

130), "for them, high self-esteem and internal control seem to be

significant preconditions for relying upon a confronting coping

strategy."

In summary, our culture rewards "masculine" endeavors with status,

powerand.money; little recognition is given to "feminine" roles of

being a housewife and mother. In the absence of independent achieve

ment, many women measure their self-worth from the responses of other

people and tend to label their position in society as "inferior."

Women's strong affiliative needs versus competitive needs may encourage

overidentification with others and discourage a sense of self as a

separate person. In the prevention of mental illness, it is essential

that women experience feelings of ongoing self-esteem, a sense that they

are able to ~ontrol their world, and to have confidence that other

alternatives are available to them. In the prevention of mental
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illness for men, the same preconditions hold true; particularly for

those who are heavily invested in the cultural norms of achievement

and success and have failed to reach their goals.

The final segment of the Literature Review chapter will focus

on the third major independent variable in this study--diagnosis.

In particular, the diagnostic differences in causal attribution and

locus of control will be discussed. The diagnoses of "depression"

and "schizophrenia" will be highlighted; at this stage of research,

little has been studied concerning "schizophreniform disorders" in

the attribution literature.

Diagnostic Differences in Causal Attribution
and Locus of Control

Seligman (1975) formulated the theory of "learned helplessness"

to describe an insidious attributiona1 style common to depressed

individuals. "Learned helplessness" is a phenomenon that involves

a failure to cope with problems, a decrease in intellectual abilities

such as learning or thinking, and an increase in negative emotions

such as fear, anxiety and depression (Seligman, 1975). Miller and

Seligman (1973, p. 62) stated that "depression in this model is a

specific cognitive distortion of the perception of the ability of one's

own responses to change the environment, rather than general

'pessimism.'" According to Seligman's model, when people experience

prolonged feelings of a lack of control over stressful life events,

they make attributions to try to explain the situation to themselves.

These attributions are considered to be critical to one's mental
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health. Seligman has enumerated three general categories of attribu

tions which are: (1) internal-external attributions, (2) stab1e

unstable attributions, and (3) global-specific attributions. (The

internal-external and stable-unstable attributions were described in

earlier segments of the Literature Review.) In global-specific

attributions, the individual attributes a lack of control to either

global (e.g., this happens in all situations) or specific (this happens

in this situation) causes.

Watson (1984, p. 377) has described the common verbalizations

characteristic of each style of attribution:

(1) Internal attributiona1 styles: "I can't control
this and it·s entirely my fau1t."

(2) External attributional style: III can't control
this but it's not my fault; it·s due to other
persons or circumstances."

(3) Stable attributional style: "I can't control this
because I'm not smart enough."

(4) Unstable attributiona1 style: III can't control
this because I've not been getting enough sleep
lately. II

(5) Global attributional style: "I'm incompetent at
everything. II

(6) Specific attributional style: III really fall apart
on math tests. 1I

Seligman's theory of learned helplessness suggests that depres

sion is likely to follow helplessness in people who have an insidious

attribution style--particularly those who attribute negative events

to stable, global and internal causes (Abramson, Seligman &Teasdale,

1978). Watson's (1984, p. 377) example of the depressive attribution

style is expressed in the following way: "I can't control this because
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of my personal failings (internal), which always pops up (stable) no

matter what I do (global)." The consequence of this attribution style

is a drop in performance, low expectation in ability to control

stressful events, a lowering of self-esteem and the onset of depression

(Watson, 1984).

In later applied research by Seligman, Rapps, Reinhard, Peterson

and Abramson (1982), these researchers tested male veterans hospitalized

in a medical center. Their findings supported Seligman's insidious

attribution style commonly manifested by depressives. More specifi

cally, Seligman et ale (1982, p. 108) reported the following results:

Unipolar depressed patients viewed the causes of bad
events as much more internal, stable and global than
non-depressed·schizophrenics and non-depressed medical
patients. We suggest that such an attributional style
predisposes individuals to depression and maintains
depressive symptoms once they are present. Accordingly,
interventions to change this insidious attributional
style may prove valuable in the therapy of depression.
(Beck, Rush, Shaw &Emery, 1979)

In opposition to Seligman's theory, Phares (1972) found that

depression is present in people (1) who possess a strong generalized

expectancy that outcomes are their own responsibility and (2) who do

not expect to attain goals or outcomes. Rotter (1973) felt that the

relationship between pathology and locus of control occurs when

"internal" and "external" individuals show extremist tendencies. Both

extreme internals and extreme externals tend, in Rotter's view, to

be maladjusted. For example, both groups have very low expectations

for success in attaining goals: i.e., the externals feel they are

powerless to improve their lot and become depressed; internals are

depressed because of guilt and responsibility felt over their incom

petence or lack of ability (Phares, 1976).
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Clinical depression is most often associated with anger, hostility

and self-destruction. Williams and Nickels (1969) reported that

externality is related to suicide-proneness. Abramovitz (1969) found

that externals report more feelings of anger and depression. Phares

(1976) found that low-esteem individuals tend to score as externals.

Watson (1984) concluded that the attribution of loss of control, what

ever its cause, is correlated with depression.

Although the nature and causes of schizophrenia remain obscure,

Lottman and DeWolfe (1972) found that schizophrenics with poorer pre

morbid adjustment patterns and longer history of social inadequacy

and failure are more "external" than reactive schizophrenics (e.g.,

schizophreniform disorders) and non-schizophrenic psychiatric patients

(e.g., affective disorders). Shybut (1968) noted that long-term,

severely disturbed patients are significantly more external than short

term, moderately disturbed individuals. Thus far, research has

indicated that more extreme pathology is related to greater externality

(Phares, 1976).

Some attribution theorists have focused their research upon the

delusional system characteristic of the schizophrenic patient. To

begin, the average person utilizes the attribution process to explain

his world; often he uses social consensus to validate his attributions.

Sarnoff and Zimbardo (1961) observed that when persons are involved

in shameful experiences, they avoid seeking the opinions of others.

For many individuals, effective social comparison often cannot take

place because there are no individuals available who can provide

adequate information or if the comparison process is personally
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painful. Stuart and Va1ins (1971, p. 138) have related the lack of

social consensus to paranoid delusions:

The failure or inability to use social consensus to check
shameful evaluations can lead to self-ascriptions of
mental abnormality and personal inadequacy that can be
profoundly debilitating. Under conditions in which no
one else shares the individual's experience he is apt
to distrust other people, and left alone he may develop
incorrect and seemingly bizarre interpretations of his
experiences. In the absence of social consensus, unusual
feelings or events may be explained by delusional systems
--a symptom characteristic of the paranoid schizophrenic.

A paranoid schizophrenic may not only make erroneous self-attributions

but also misinterpret the behavior of others toward himself. For

example, under the stress of a new job, such an individual may make

errors, incur criticism from new co-workers, and find himself upset

and tense on the job. As a result, self-attributions of inadequacy

are commonly made, which become particularly damaging to the individ

ual's self-esteem. If the individual begins to decompensate, he may

misattribute his supervisor's close attention to his work; i.e., the

supervisor's concerned looks are misinterpreted as angry stares

threatening to the individual's safety. The individual may rationalize

his supervisor's "staring" behavior as synonymous with a crime syndicate

boss plotting to kill him. Accordingly, he may explain his own fearful

reaction as instinctive to his self-survival. The lay person would

interpret this type of explanation as "crazy"; similarly, the profes

sional would label this type of reasoning as a "thought disorder" or

"paranoid delusion." Attribution theorists, however, view delusional

systems as explanatory devices that are not pathological but merely

the results of the patient's attempt to understand certain phenomena

(Va1ins &Nisbett, 1971). According to these authors (1971, p. 141),
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the cognitive activity by which patients arrive at delusions or explan

ations is similar to that employed by non-patients and scientists:

The intelligence of the particular patient determines
the structural coherence and internal consistency of
the explanation. The cultural experiences of the patient
determine the content--political, religious or scientific
--of the explanation. In brief, a delusion is a
hypothesis designed to explain unusual perceptual
phenomena and developed through the operation of normal
cognitive processes.

The traditional biomedical view to explain the presence of the

schizophrenic·s delusional system is to attribute the cause to bio-

chemical impairment, malfunction of the central nervous system or

sensory apparatus. Social psychologists tend to believe that other

mechanisms are operative to produce the development of paranoid

delusions. The attributionist view to explain the schizophrenic

delusional system is summarized by Valins and Nisbett (1971, p. 141):

A schizophrenic may make his dispositional interpretation
in perfectly logical ways, but because of a lack of social
consensus for the observed effect or an inability or
unwillingness to seek social comparison agents he may
arrive at the erroneous belief that there was a relatively
unique, personal cause for the observed effects. A
schizophrenic may suffer in one or more of the following
ways for his erroneous causal attribution: from depres
sion and anxiety caused by an unfavorable view of the
self; from a consequent exacerbation of the very symptoms
that gave rise to the attribution; from an increasing
distance and sense of difference from his fellow men.

While faulty attributions may be a source of emotional disorders,

attributionists feel that all aspects of the treatment situation enter

into the patient·s attribution processes. Drugs, conversations between

the therapist and patient, the shifting elements of the patient's life

situation are, according to Val ins and Nisbett, IIfair game for the

patient·s attributional processes." Additionally, "change or lack
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of change, improvement or worsening are effects whose causes the patient

is likely to try to infer" (Valins & Nisbett, 1971, p, 142). These

authors have noted that knowledge of the attributions patients are

likely to make should be helpful to the practitioner who wishes to

maximize treatment effects (Valins &Nisbett, 1971).

Summary of the Main Literature Review

The independent variables selected for the present investigation

include gender, ethnicity, diagnosis and the mode of onset. In other

types of research studies, these explanatory variables have illustrated

powerful comparative differences in the research topics under

investigation. More i~portantly, these measures were chosen since

they have not been explored in relation to the patient's perception

of causality and control. The dependent variables of the patient's

perception of causality and control were selected as the substance

of the present study since they represent important and previously

unexplored areas of human functioning.

The first portion of the Literature Review chapter was a summary

of some of the major research findings having relevance for the

specific variables involved in the present investigation. The

independent variables of gender, ethnocultural tradition/affiliation,

and diagnosis were discussed in relation to the dependent variables

of the individual's causal perception and attribution of mental dis

orders and the locus of control. The variable of ethnocultural

tradition/affiliation was developed within the context of Clement's

cultural conceptions of mental illness and Sue's model of the cultural

world view regarding the internal-external loci of control and
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responsibility. Subsequently, the four major ethnocultural groups

involved in the present study were featured in terms of their culture

specific conceptions of mental illness, attributions of causality and

their perceptions of the locus of control.

The variable, gender, was approached from the standpoint of the

comparative differences between men and women in the areas of illness

behavior, mental illness, causal attributions and the locus of control.

The third variable, diagnosis, was described within the conceptual

framework of attribution theory. Highlighted were the types of causal

attributions made by individuals with schizophrenic and depressive

disorders. The primary focus dealt with the following two areas:

(1) the insidious attrtbution style of depressives and the internal

locus of control; and (2) the attribution process involved in the

delusional system of schizophrenics and the external locus of control.

Since virtually little has been researched concerning schizophreniform

disorders per se, this writer will extrapolate from the research study

by Lottman and DeWolfe (1972) placing schizophreniform disorders midway

between the depressive's internal locus of controi and the schizo

phrenic's external locus of control. As mentioned earlier, the mode

of onset, the fourth independent variable in the study, has not to

date been systematically examined in the research literature. There

fore, there are no pertinent research findings to review concerning

the mode of onset in relation to the dependent variables under con

sideration in the present study.
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Background to the Present Investigation

Introduction

In establishing a proper context for the present study, the final

portion of the Literature Review chapter will be a presentation of

background information concerning the WHO/NIMH worldwide investigation

of severe mental disorders. This information will include a discussion

of the following topics:

1. Formal recognition by national leaders and the World Health

Organization that the worldwide prevalence of severe mental disorders

constitutes a major public health problem in most societies;

2. The historica) development of the WHO Mental Health Division's

research program and its overall goal and objectives;

3. The socioeconomic, health and human "costs" of severe mental

disorders impacting upon individuals, families and communities;

4. The basic conceptuai and methodological issues and problems

confronting contemporary mental health research with particular

emphasis upon schizophrenia and depression;

5. A review of the major research findings over the past several

decades by psychiatric epidemiologists, sociologists, and others con

cerning severe mental disorders both nationally and internationally;

and

6. A review of the findings of the WHO International Pilot Study

of Schizophrenia which serves as the theoretical and practical point

of departure for the present WHO/NIMH Collaborative Project on the

Determinants of Outcome for Severe Mental Disorders.
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Historical and Economic Considerations

Since World War II, international health bodies, government leaders

and health planners have been slow to recognize the existence of world

wide mental disorders. As a result, the problems of incapacitating

functional disorders such as schizophrenia have been relegated to an

historical position of low priority of national importance as compared

to physical disorders and other health-related problems. Today we

are witnessing the folly of our past neglect in terms of the magnitude,

complexity and socioeconomic costs of mental illnesses confronting

each society.

In recent years member states of the World Health Organization

have begun to recognize the mental health problems of their countries

and have requested urgent action by the WHO in the field of mental

health. A number of resolutions have been adopted by the World Health

Assembly, the Regional Committees and the WHO Executive Board. These

resolutions have led to the formation of the WHO Mental Health Research

Program established in the early 1960s.

In the period of 1975-1977, the WHO mental health program under

went a reorganization as a result of which "a new image of mental health

has emerged •.• which stresses the public health and social aspects

of mental health" linked to three main concerns: "(1) To prevent or

reduce psychiatric, neurological and psychosocial problems including

those related to alcohol and drug dependence; (2) To increase effec

tiveness of general health services through appropriate utilization

of mental health skills and knowledge; and (3) To develop strategies

for intervention based upon an increased awareness of mental health
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aspects of social action and change" (Sartorious, 1978, p. 202). The

major goal of the research component of the WHO mental health program

is the acquisition of new knowledge to facilitate achievement of these

objectives.

A review of the psychiatric literature devoted to the topic of

schizophrenia reveals a plethora of information pertaining to clinical

descriptions and case histories, theoretical models of causation and

treatment, pharmacological prescriptions, behavioral approaches and

rehabilitative techniques. Recent developments in the major areas

of schizophrenia research include investigations in diagnosis, genetics,

biochemistry, psychophysiology, cognition, and family studies, to name

but a few. Research contributions from the perspectives of anthro

pology, biology, sociology and ecology have broadened the base of our

knowledge and enriched our understanding of this disorder. Inter

nationally, more respect for the human rights of the mentally ill have

developed, including restrictions on the experimentation of psychiatric

patients.

Although notable progress has been made, the sum total of the

world's knowledge regarding this ubiquitous, deteriorating and chronic

condition remains limited. In the theoretical area of schizophrenia

causation, numerous causal models are currently in use. Marsella

(1981, p. 2) has commented upon their limitations:

These models are limited by problems in equipotentia1ity
(i.e., the same cause leads to different disorders),
equifina1ity (i.e., different causes lead to the same
disorder) and multi-causality (i.e., the final disorder
is influenced by formative, precipitative, exacerbative
and maintenance forces).

---------------------- ---
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Today key questions concerning the etiology, onset, manifestation,

treatment, course and outcome of severe mental disorders remain

unanswered. Although there is a current lack of knowledge regarding

many ramifications of schizophrenia, we do know that this condition

is responsible for untold suffering of patients and families; that

it yields poorly to Western approaches of treatment; and that it drains

significant portions of scarce resources available for health programs

in Western nations.

Among international researchers in mental health, it is common

knowledge that there is a lack of reliable statistical data concerning

the incidence and prevalence rates of mental disorders worldwide.

Relatively low rates 6f incidence (reported by some countries) have

been estimated to be 0.1-0.3/1000 population internationally. However,

the total number under treatment remains high (Schwab &Schwab, 1978,

p. 234). On a country-by-country basis, particularly those in the

Third World developing countries, there is a critical lack of data

concerning the incidence and prevalence of psychiatric illnesses.

The far-reaching implications of this lack of data is to delay

or obstruct appropriate health action to develop and implement needed

health services in the world's underserved population areas. Critically

needed by government policy makers and health planners is the avail

ability of accurate baseline data determining the numbers affected

by mental disorders and the overall rates of illness. If this essen

tial information remains unknown to those empowered to actualize needed

changes, many of the world's untreated psychotic population will not

have access to psychiatric care to alleviate their suffering.

------ - - --
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On a global scale it is estimated that millions of psychotic

individuals remain untreated because services are either unavailable,

inaccessible or non-affordable to most of the world's population.

In geographic population areas where traditional mental institutions

have been imported from the West and established in developing com-

munities, the stigmatizing role of being labeled a "mental patient"

engenders a common response of avoidance of these facilities until

there is absolutely no other recourse. Dr. Norman Sartorius, Director

of the W.H.O. Division of Mental Health, has stated that "the hidden

burden of incapacitating functional psychotic illnesses is rapidly

becoming visible and tangible, bringing into sharp relief the inadequacy

of the traditional mental hospital in providing an acceptable answer"

(Sartorius, 1978, p. 3:204). Sartorius further summarized the

current world situation:

The lack of resources and the insufficiency of services
are unlikely to be rectified in the foreseeable future;
and significant changes in the strategy, organization,
and provision of care for the mentally ill must (and
already do) take place in many countries. In the process
of planning, implementation, and evaluation of new
approaches to the care of the mentally ill, we lack data
concerning their numbers, the forms of illness, the
determinants ot thelr dlsabll1ty, and the reasons tor
thelr relapse. (Sartorlus, 1978, p. 3:206)

Today functional psychotic disorders such as schizophrenia are

a major public health problem in most societies and a serious cause

of disability and distress to individuals, families and communities.

On the individual level, the "costs" of psychotic illness include a

loss of contact with reality; loss of economic productivity; a

dependence upon family and community resources; a poor prognosis towards

recovery (in Western nations); and lack of a cure but access to the
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external means of "control" of symptoms, particularly through pharma

cological means.

"Disability" is one of the most important issues common to both

public health and mental health professions. Both disciplines are

seeking to clarify how impairments caused by a disease incapacitate

a person and lead towards disability. Disability can result from a

physical or mental illness (or the interaction of the two) affecting

the individual's performance of social roles that lend structure and

offer fulfillment to one's life. At the community level, disability

affects an individual's integration into the larger social network

reinforcing feelings of social isolation and loneliness, alienation

and depression. For tne newly discharged patient from a psychiatric

institution, reintegration and resocia1ization with members of the

community are of utmost importance for an individual's rehabilitation.

Social isolation for this type of individual is part tcul er ly destruc

tive as it rekindles anti-social attitudes or eccentricities of behavior

which serve to prolong the illness phase, halt the process of remission

and ultimately obstruct recovery.

Para11 eli ng the personal "costs" to the i ndivi dual sufferi ng from

illness and disability are the overall financial costs of the health

delivery system impacting upon our nation's economy. In our society

escalating costs of the medical sector on our economic system have

dramatically increased the public burden to finance the health delivery

system. In 1960 health care expenditures in the United States totaled

27 billion dollars, an average of $146 per person and comprised 5.3%

of the Gross National Product. By 1983 the expenditures on health

---- -----------
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grew to a staggering $355 billion, an average of $1,459 per person,

or 10.8% of the G.N.P. (Gibson, Levit & Lazenby, 1984). Concurrent

with the burgeoning costs of the medical sector are the rising direct

and indirect costs of caring for the mentally ill population in our

society. In 1975 there were 32 million Americans with mental disorders

inclusive of alcohol and drug-dependent illnesses. The United States

Department of Health, Education and Welfare (1980, p. 18) reported

that "these costs (including health, alcohol and drug treatment, other

direct costs, and the indirect costs of lost production) have been

in 1975 at $43 billion from alcohol abuse, $10 billion from drug abuse,

and $31 billion from mental illnesses."

To counteract this unchecked growth in public investment in health

care, government policy makers have stressed the need for cost

containment and accountability on the part of health care providers.

It has become increasingly imperative for health professionals to pro

vide the public with a high quality of care that is the most efficient

and cost-effective possible.

The benefits from the vast growth of the medical establishment

have been remarkable technological advances in surgical techniques,

emergency life-saving procedures and chemotherapeutics. In recent

decades great strides in medical research to combat communicable and

chronic diseases have dramatically altered one1s chances of survival.

Public health research and practice hold an exemplary record nationally

and internationally in the areas of health promotion, disease preven

tion, primary health care in developing countries, environmental safe

guards, quality control of consumer products, and occupational health,
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to name but a few. Perhaps the greatest contribution by the public

health profession in our society is its caregiving response to the

highest-risk groups in our nation; i.e., the elderly, the poor, the

physically and mentally impaired, disadvantaged mothers, infants, and

children, refugees, immigrants and other needy groups.

Comparatively little research effort, however, has been directed

towards understanding the consumer of public health, medical,

psychiatric and social services. Most importantly, it must be

recognized by health professionals, planners and community leaders

that it is the consumer who determines when to seek services, which

problems or symptoms require services, the type of practitioner chosen

to solve the problem, "and whether or not he or she feels satisfied

with the quality of services delivered. Fundamental to these critical

health decisions and subsequent help-seeking behavior is the individ

ual's perception of causality and attribution of his illness. When

the individual experiences the onset of illness, his cultural beliefs

and the attributional information provided by family or neighbors at

any given time will condition his response towards identification and

labelling of the condition.

For example, a person may perceive that the cause of his illness

to be naturally-occurring (e.g., somatic, emotional or social) or

supernaturally-based (e.g., sorcery, angry ancestral spirits, or witch

craft). The attribution of the illness, viewed in the context of his

sociocultural perspective, may be ascribed to the physical/mental

stress of overwork, divine retribution for a destructive act, hereditary

factors, breaking of a sacred taboo or a universe of possible reasons.
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The individual's resultant help-seeking behavior will be the selection

of the field of knowledge or specialization area believed to solve

the problem (e.g., biology, psychology, theology, sorcery); the choosing

of an appropriate practitioner (e.g., physician, psychologist, clergy

man or traditional healer); and utilization of the corresponding social

institution (e.g., hospital, church or temple), It becomes apparent

that the consumer1s decision making about the cause and attribution

of illness can influence the use of health services and the expenditure

of health-related funds.

In summary, the above presentation has dealt with the following

areas: (1) the historical and economic considerations underlying the

present study; and (2) "the implications for the patient's perception

of cause and attribution of illness on the health delivery system.

Further background materials will include some of the major conceptual,

methodological and epidemiological problems involved in cross-cultural

mental health research. In the final portion of the background state

ments, these problems will be discussed within the context of the

International Pilot Study of Schizophrenia, the first international

collaborative study investigating severe mental illnesses.

Conceptual, Methodological and Epidemiological Considerations

The field of cross-cultural research has been defined by Triandis

(1980, p. 35) as "the empirical study of members of various cultural

groups who have had significant and identifiable experiences leading

to predictable and theoretically important, similarities and differences

in behavior." The benefits of cross-cultural research lie in its

ability to improve theory development and better conceptualization
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of important research variables. In particular, cross-cultural research

can often identify a universal core of meaning of a theoretical con

struct (i.e., the "etic" approach) as well as variations of the meaning

of the constructs in different cultures (i.e., the "emic" approach).3

Culture has an important influence upon the attributes of individuals

and their behaviors such as perception, cognition, motivation, inter

personal interactions and group dynamics. Cross-cultural researchers

who have produced findings in these areas have enriched our under

standing of ourselves in comparison to our counterparts in other socio-

cultural settings.

One of the major aims of cross-cultural mental health research

is the study of the determinants of psychopathology. However, if one

undertakes a critical review of the cross-cultural literature in

psychology, psychiatry and anthropology, it readily becomes apparent

that these disciplines are fraught with controversy over fundamental

conceptual and methodological issues. One of the basic limitations

to cross-cultural research in mental health is the lack of a universally

3According to Triandis and Berry (1980, p. 11):
These two terms, initially proposed by Pike (1954/1966)
are derived from two special approaches in linguistics
of phonemics and phonetics. Phonemics focuses on sounds
which are employed within a single linguistic system;
phonetics emphasizes more general or even universal
aspects of language. By dropping the root (phon), the
two suffixes (emics, etics) become terms which are appli
cable to this local versus universal distinction in any
discipline. By analogy, emics apply in only a particular
society; etics are culture-free or universal aspects
of the world (or if not entirely universal), operate
in more than one society.
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accepted concept and definition of severe mental disorders such as

"schizophrenia" and "depression." To conduct valid cross-cultural

research, one of the preconditions for comparison between cultures

is the necessity for conceptual equivalence.

Historically, the concept of "schizophrenia" has captured the

interest and imagination of the world's most notable theorists and

healers during the past 2,000 years. Compared to other diagnostic

classifications of severe mental disorders, no other concept has

generated more intense study or created greater confusion for

researchers, clinicians, patients and families than the concept of

"schizophrenia." Marsella (1981, p. 4) has acknowledged that "the

fundamental problem confronting psychiatry and other mental health

disciplines is the conceptualization of schizophrenia." Since the

concept of "schizophrenia" is a "sociolinguistic term of our own

creation," Marsella (1981, p. 5) has questioned its present value.

The term schizophrenia has become problematic because
its multiple meanings no longer serve a worthwhile
function in our lexicon. The concept of schizophrenia
now connotes virtually every conceivable pattern of
psychotic behavior and implies every conceivable pattern
of etiology available to us in the mental health dis
ciplines. The fact that the concept of schizophrenia
embraces so many etiologies, displays, courses, and out
comes indicates that its heuristic value is questionable.
There is a need for specifics to replace the generality.

To illustrate the inherent difficulties in defining the concept

of "depression," Marsella (1980, p. 238) has stated that: "From the

time of Hippocrates' description of ' me1ancho1ia' to the present time,

'depression' has been used to define a mood, a symptom, and a syndrome

of disorder." Similar to the concept of schizophrenia, the diagnosis

of depression has generated bewilderment among researchers,

--------------------
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practitioners, patients and their families. The lack of a unified

concept for both conditions reflects the gaps in our knowledge concern

ing the cause, manifestation, and treatment of these disorders. Not

unexpectedly, these conceptual problems become compounded when cultural

boundaries are crossed. In his cross-cultural studies of depression,

Marsella (1980, p. 238) articulates how one's cultural orientation

may affect the meaning and expression of this disorder.

It may well be the case that depression is a disorder
of the Western world and is not universal. Or, perhaps
it would be more accurate to say that depression is a
disorder associated with cultures that are characterized
by particular epistemological orientations. Specifically,
cultures which tend to "psychologize" experience. In
this instance, experiential states become labelled and
interpreted psychologically and this adds to the com-

. ponents of depressed mood, guilt, self-depreciation and
suicidal ideation. At this level, the experience of
depression assumes a meaning which is clearly different
from that associated with a purely somatic experience
of the problem.

This passage underscores the fundamental differences in language,

meaning and manifestation of depression across cultures. When

experienced mental health researchers apply the concept of depression

in their cross-cultural research, they are aware of the existence of

conceptual equivalence across some sociocultural traditions and exten-

sive inequiva1ence across others. Accompanying this variation will

be cultural differences in the symptom expression, course and outcome

of this disorder. For example, the symptoms reported by a depressed

patient from Denmark will not be the same for a comparable individual

in Japan. Hypothetically, differences can be expected in a Japanese

patient's perception of cause and control when measured against a

similar patient in Denmark. Therefore, it is the responsibility of

---_.----------_._--
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the researcher to seek and discover the local meaning of the concept

of depression within the cognitive system of the people and groups

being compared. Similarly, local understanding of what constitutes

the "normal" versus "abnormal" baselines of behavior must be obtained

before a legitimate definition and subsequent comparison can be made.

The concept of "mania" as a distinct entity has also been

problematic for cross-cultural mental health investigators. The reason

for this is that mania most often occurs superimposed upon or alter

nating with cycles of depression. Mania has been classified under

the diagnostic category of the "bipo1ar disorder" (in Western nations),

characterized by one or more manic episodes that lead eventually to

a depressive episode. -Between these two extremes of mood and behavior,

there is a period of relatively normal functioning. Given the unique

quality of mania, the incidence and prevalence of this disorder is

unknown and perhaps never will be known.

Similar to the cross-cultural behavioral scientist in mental

heal th, the psychiatric epidemiologist is also confronted by: (l)

the lack of a unified concept of schizophrenia, depression and other

major psychiatric illnesses; and (2) the lack of standardized instru

ments for reliable identification and assessment of patients in

different cultures.

Despite these unresolved conceptual and methodological issues,

there have been numerous surveys performed by mental health researchers

to study severe mental illnesses across cultures. Some investigators

in Western nations have reported findings from studies conducted over

the past few decades.
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In Western society, the psychotics, mental retardates,
and those with severe neuroses and major personality
disorders constitute 12-15% of the population, but about
an additional 50% have been judged or diagnosed as having
some type of psychiatric disorder in at least three major
studies--Nova Scotia, Manhattan, and Sweden. (Schwab
&Schwab, 1978, p. 307)

Schwab and Schwab (1978, pp 303-304) have reported the prominent

results of their epidemiological surveys in Western nations. Included

in their findings are the following factors: "(1) The prevalence of

mental illness is inordinately great and seems to have increased since

1950; whether the incidence has increased is unknown at this time.

(2) Improvements in facilities and services are associated with

increased utilization and the increased utilization produces concern

whether there is an apparent or actual increase in mental illness.

(3) Mental disorders can be found universally, although their frequency

varies from culture to culture and their manifestations are tinted

by a specific culture's customs and beliefs; there is no 'mental health

utopia. I (4) Mental illness, like other diseases, is selectively,

not randomly distributed in the general population. This has been

observed since the days of Hippocrates and confirmed epidemiologically

by modern researchers. (5) Mental illness is more common in lower

socioeconomic strata in Western society except in Sweden. (6) Large

numbers of the mentally ill never receive treatment, a fact reported

by investigators in Scotland, the United States and Denmark. (7)

Stressors and adverse life experiences are definitely, but not con

sistently, related to increased risk for mental illness."

Over the past decades the United States has also reported an

increased prevalence of mental disorders. The contributory factors
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are believed to include the following: (1) the lengthened life

expectancy resulting from biomedical advances and improvement in the

quality of socioeconomic life placing an individual "at risk" for a

longer period; (2) the increased number of treatment facilities (begun

during the IICommunity Health Movement ll in the 1960s); (3) the changing

attitudes towards mental illness; (4) the development of office

psychiatry; and (5) the use of antipsychotic medication (Schwab &

Schwab, 1978, p. 304).

In other prevalence-based surveys, research findings in 1978

reported that "three million elderly Americans are needing health care

primarily for arteriosclerotic, senile, and other degenerative brain

diseases" (Schwab &Schwab, 1978, p. 305). Although we do not know

whether the incidence of mental illnesses is increasing in the most

vulnerable age groups (approximately 15-30 years of age), there are

indications that a possible rise in mental disorders are affecting

the younger population.

Dramatic societal changes in the United States--the
culture of violence--and the shifting of the age base
for suicide and homicide toward the younger age groups
indicate a possible increase in the frequency of mental
disorders, such as depression. (Schwab &Schwab, 1978,
p. 306)

Many international researchers in mental health have been con-

cerned with disorders of depression. There have been numerous

epidemiological surveys conducted by researchers to study depression

across cultures. The upshot of these surveys have shown a marked

skewing of prevalence of depression toward the Western nations as com-

pared to virtually non-existent cases of depression reported by
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non-Western societies. The approaches used have been to study

"treated" and "untreated" cases. Marsella (1980, p. 243) has

critiqued these methodological approaches in the following passage:

Thus, epidemiological investigations concerned with
depression across cultural boundaries are faced with
a number of methodological problems which appear to
obviate much of the previous research. The limitations
in the treated case approach and untreated case approach
make it impossible to arrive at any substantive conclu
sions regarding the "true" prevalence of depression
across cultures. The added problem of variation in the
expression and meaning of depression across cultures
suggests that new conceptual approaches are warranted.

In the establishment of large-scale transnational psychiatric

studies, mental health researchers have been primarily concerned with

resolving the basic conceptual and methodological issues inherent in

mental health research. Efforts have been directed and progress has

been made in the following areas: (1) the formulation of a unified

conceptual framework for schizophrenia, depression and other major

psychiatric illnesses; (2) the development of standardized instruments

for reliable assessment of patients in different cultures; (3) the

establishment of reliable case-finding procedures to be used by

psychiatric epidemiologists; and (4) the rigorous training of

investigators in interviewing techniques and the administration of

instruments. This standardized training approach is designed to ensure

comparable observations by researchers representing both developed

and developing countries.

Spearheading this effort, the World Health Organization launched

the first transnational psychiatric investigation of schizophrenia

entitled the "International Pilot Study of Schizophrenia" or the IPSS.

------_._-----------_._-- -- - ---------. -----------
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Recognizing the inherently complex pathogenesis of schizophrenia and

other major psychotic illnesses, the WHO adopted a multi-model approach

in its worldwide investigation. The IPSS established the foundation

of utilizing biological, clinical, epidemiological, ecological and

sociocultural models in its study. This pioneering investigation was

designed to lay the scientific groundwork for future studies of

schizophrenia and other major psychotic illnesses. The above-mentioned

conceptual and methodological issues will be discussed within the con

text of this pilot study since it was the forerunner of a later project

upon which this dissertation is based.

In 1966 the IPSS began its investigation in nine countries: China,

Colombia, Czechoslavakia, Denmark, India, Nigeria, the USSR, the United

Kingdom and the United States. The study was coordinated by the WHO

and jointly funded by the WHO, the National Institute of Mental Health

in the U.S., and nine field research centers. In addition to the con

ceptual and methodological issues previously stated, the aims of the

IPSS were related to substantive issues about schizophrenia. In par

ticular, the IPSS was designed to explore whether schizophrenic

disorders exist in different parts of the world; to identify similar

ities and dissimilarities between patients diagnosed as schizophrenic

in the different centers; and to investigate whether the course and

outcome of schizophrenic disorders differ from country to country.

The 1,202 patients, in the age range of 15 to 44, were selected in

accordance with screening criteria which excluded cases of gross organic

cerebral pathology, chronic conditions of long duration, sensory

defects and mental retardation. A decision was made in favor of an

---- -- - --- -- ------ - - - - -- _.-
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incidence-based sample; patients were selected in the early states

of their illness and evaluated as closely as possible to the point

of their first contact with any sort of service or helping agency and

followed up over a defined period of time. A prevalence-based sample

was rejected since it was likely to include individuals differing

according to previous length of illness and duration of exposure to

treatment and psychosocial environmental influences. Each patient

was given a detailed clinical and social evaluation at the point of

intake; a full assessment was repeated two years and five years after

inclusion.

The IPSS contributed evidence of the occurrence of similar

syndromes of schizophrenia and other functional psychotic illnesses

in all the cultures represented in the study. However, one of the

striking findings of the follow-up stage of the project was the con

trast between the initial symptomalogical similarity of the patients

diagnosed as schizophrenic, both within and across cultures, and the

extremely varied forms of course and outcome of the disorder over the

subsequent fi ve years. A combi ned index of II overa11 outcome" was based

on the pattern of course, the total duration of the psychotic episodes,

the quality of the remission when it occurred, and the degree of social

impairment. The findings demonstrated that, as a group, the patients

in the three developing countries--Nigeria, India and Colombia--had

a significantly better outcome than their counterparts in the developed

countries.

The following statements by Waxler (1979, 3:147) highlight the

major WHO research findings: (1) Schizophrenia is significantly more
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prevalent in the lowest status occupations and in the poorest areas

of the largest cities; (2) The level of emotional involvement, negative

or critical in nature, with the family is related to the probability

of relapse or rehospitalization of the patient; (3) The nature of the

specific behavior manifested in severe mental disorders that are per

ceived by the community as most "deviant" or most disturbing differs

across ethnic groups; and (4) The course of severe mental disorders

is more favorable in the cultures of "developing" countries than those

of the "developed" countries.

In her own research, Waxler (1979, p. 3:144) provided further

evidence that lithe prognosis for schizophrenia is much better in non

industrial than in industrial societies." In a follow-up study of

schizophrenic patients living in a peasant society in Sri Lanka, Waxler

found that:

The five-year outcome for these patients is consistent
with the WHO samples followed in Nigeria and India, for
example, and consistently different for schizophrenic
patients followed in industrial societies such as
Denmark, USA, U.K., and the USSR.

In addition to her comparison of national differences in prognosis

for schizophrenia, Waxler proposed a new theoretical model to explain

these differences in the following passage:

To explain cultural differences in prognosis, we proposed
a theoretical alternative to the medical model of disease,
social labelling theory, that attribute good prognosis
to cultural factors such as the traditional system of
beliefs, structure of the treatment system and family
norms. (Waxler, 1979, 3:144)

Waxler1s final statements emphasize the cultural contrast between

societies that prevent or promote final recovery.
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In modern industrial societies, expectations and beliefs
about.menta1 illness and the operation of the treatment
program serve largely to alienate schizophrenic patients
from their normal roles and thus to prolong illness.
In contrast, beliefs and practices in non-industrial
societies encourage short-term and quick return to
normality. Cultural differences in prognosis, then,
may be the result of culturally based self-fulfilling
prophecies. (Waxler, 1979, 3:144)

The follow-up study to the IPSS was entitled the WHO/National

Institute of Mental Health (NIMH) Collaborative Project on "The

Determinants of Outcome of Severe Mental Disorders" or Outcome

Project. The Outcome Project continued to use the multi-model approach

initiated in the IPSS to study the commonalities and differences of

severely disturbed mental patients worldwide. The Outcome Project

took the significant ~nd practical findings of the IPSS, Waxler's

research, and other studies as its point of departure aiming to verify

them and explore their implications. One of these implications was

recognition of a lack of knowledge concerning the areas of causality

and control involved in the determinants of severe mental disorders.

It is believed by the WHO international researchers that the

patients' reported similarities and differences regarding the variables

of cause and control will add new knowledge of the subjective factors

determining the onset of psychopathology. These new "clues" concerning

the role of the patients' perception of cause and control are aimed

to provide a means towards improved theory development in these

historically unexplored areas of human functioning.

The aim of the present study is to provide an original contribution

of knowledge in the areas of the patient's perception and attribution

of cause and control during the onset of a first-incidence psychotic

episode. The subject matter was determined by the lack of data in
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the following areas: (1) the determinants of mental disability

reported by the patients; (2) gender, ethnic, diagnostic and mode of

onset differences in the perception of cause and control among the

psychotic population; (3) the first-in-lifetime consumer of psychiatric

sservices reporting the professional's attribution of cause to the

patient's illness. The purposes of the present investigation are as

follows: (1) to provide contributory knowledge, in a small way, to

help facilitate the overall goal and objectives of the WHO mental

health research program and (2) to provide new knowledge to the

professional community in mental health.

The preceding paragraphs have been a presentation of the

historical, economic,·conceptual, methodological and epidemiological

considerations underlying the present investigation. The following

chapter will focus upon the methodology used in the present study.



CHAPTER III

METHODOLOGY

The WHO-NIMH Collaborative Project
On the Determinants of Outcome of Severe Mental Disorders

The WHO-NIMH Collaborative Project on the Determinants of Outcome

of Severe Mental Disorders (or WHO Outcome Project) was the second

transnational psychiatric investigation of severe mental disorders

coordinated by the WHO and funded jointly by the WHO and National

Institute of Mental Health in the United States and 12 participating

field research centers~ The WHO Outcome Project was designed in 1975

76. The first patients included in the study were assessed in 1978.

The 12 field research centers participating in the Project included:

Aarhus, Denmark; Agra and Chandigarh, India; Cali, Columbia; Dublin,

Ireland; Honolulu and Rochester, U.S.A.; Ibadan, Nigeria; Moscow,

U.S.S.R.; Nagasaki, Japan; Nottingham, United Kingdom; and Prague,

Czechoslovakia. As a follow-up project to verify the findings of the

IPSS described earlier, the Outcome Project was established to con

tribute new knowledge about the nature and prognosis of psychotic

disorders in different cultures. The WHO investigators were particu

larly concerned with searching for predictors and determinants of the

course of psychotic disorders and exploring the environmental and

biological factors which may influence the development of these

disorders.
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The major objectives of the Outcome Project are to use standardized

research instruments and interview procedures to determine the macro

social variables (i.e., community ethnography, community demographic

profile, medical resources); microsocial variables (i.e., family

structure, social support, family communication); and individual

variables (i.e., psychiatric history, life stresses, personal vulner

ability) involved in the etiology, expression, disability, course

and outcome of mental health problems. The present research investiga

tion on the patient's perception and attribution of causality and

control is part of the larger WHO Outcome Project concerned with

individual psychosocial variables impacting ~pon mental health.

Honolulu was selected as one of the field research centers by

WHO Headquarters in Geneva. This determination was based upon the

fact that Hawaii is a multi-ethnic and multi-cultural society providing

a natural "laboratory" for conducting cross-cultural research. Lum

et ale (1979) has summarized the cultural factors why Hawaii has been

the site for many cross-cultural research studies.

As a community, Hawaii is cohabited mainly by Asian/
Pacific groups of Japanese (32%), Chinese (6.5%), Korean
(1.7%), Filipino (14.1%), Hawaiian and part-Hawaiian
(13.2%), and Samoan (0.5%), in addition to the Caucasian
group (27.5%). All of these Asian/Pacific groups do
retain some of their original traditional cultural
heritage, but at the same time share a common language,
English, and utilize the same mental health facilities.
Thus, Hawaii provides a unique setting for multi-ethnic
study minimizing the potential methodological difficul
ties and biases which are frequently encountered in
cross-cultural investigation.

Sue (1982, p. 43) has also commented on the ways in which Hawaii

is an ideal location to conduct research on Asian Americans:
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Over 60% of the population is composed of Asian and
Pacific Island Americans; there is a substantial repre
sentation of different ethnic groups; the population
includes recent immigrants as well as generations of
Hawaii-born Asian Americans; location of subjects for
follow-up studies is facilitated by the limited mobility
of subjects on the islands.

Geneva Protocols Concerning Ethical Issues, Staff Training
and the Criteria Used for Selection of the Catchment Area

In December, 1978, the Honolulu Field Research Center was estab

lished at Queen's Medical Center, Honolulu, Hawaii. Institutional

approval was obtained to conduct research on human subjects.

The WHO Mental Health Division Ethics Committee on Research

formulated a series of protocols concerning the issues of confi

dentiality, informed cbnsent, and the voluntary status of all

participants in the international study. These ethical issues will

be briefly discussed in the following paragraphs.

Informed Consent

Individuals who met the screening criteria for inclusion in the

study were initially contacted by the WHO Project coordinator. The

coordinator explained the purposes of the WHO-NIMH Research Project's

worldwide investigation of severe mental disorders to the individual

and/or parent/guardian. Those agreeing to participate in the study

were asked to take part in a series of interviews administered by a

psychiatrist and a behavioral scientist at specified time intervals:

(1) at the earliest medical care contact stage (i.e., the index

episode), and (2) at one, two and three year follow-up. In addition,

the subject agreed to be briefly interviewed during the first year

by telephone at three, six and nine month intervals.
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Consent Form

All subjects included in the study sample were asked to sign a

consent form issued by the World Health Organization. The consent

form was witnessed by the project coordinator and a member of the

Queen's Medical Center in-house staff. In the case of minors, the

parent's or guardian's signature was also obtained. Interviews did

not proceed until the patient received an informed consent and signed

a WHO consent form. The project coordinator also informed the attend

ing physician of the patient's willingness to volunteer in the study.

Their verbal consent was obtained allowing the index episode interviews

to proceed.

Confidentiality

The subjects included in the study were reassured that strict

rules of confidentiality would be followed by all WHO staff members.

It was explained to them that only WHO staff members would have access

to their file stored in a locked cabinet; that all their interview

materials would be provided with a WHO code number. The subjects were

also informed that all research materials from the Honolulu Center

would be submitted to Geneva Headquarters for a final analysis of the

world data and publication of the findings. The subjects were told

that their true identity would remain unknown to the Geneva staff and

therefore would not appear in any printed form.

Voluntary Status

Participation in the study was voluntary. Subjects were not

given remuneration for their voluntary participation other than small
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funds for public transportation for those travelling long distances

from the Windward coast to Queen1s Medical Center.

The subjects could withdraw from participation in the study at

any time. Those individuals who did withdraw were considered cases

"lost to follow-up."

Training of the WHO Project Staff

A rigorous training program was implemented to instruct psychia

trists, research associates, and assistants in the development of

skills necessary to conduct research; i.e., interviewing techniques,

administering interview instruments, and other data collection

activities. Reliability exercises between psychiatrists were

frequently conducted. Similarly, these exercises were also conducted

between the research associates. These exercises were conducted at

all international field research centers to ensure that these staffs

were conducting research according to WHO standards of performance.

The Criteria Used for Selection of the Catchment Area

Geneva Headquarters determined that the principal investigators

and project staff at each field research center select a catchment

area of at least 250,000 population representing both urban and rural

communities. The catchment areas selected were required to have avail

able mental health facilities and services. The population within

each community must have a representative sample of the local popula

tion in terms of sociocultural, economic, and other demographic

features.

In summary, the Honolulu Field Research Center is unique in its

ability to provide comparative clinical and psychosocial data on

--- ------------
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diverse groups who share a common public culture yet retain an

identification with traditional, non-Western ways of life. The catch

ment area selected for participation in the WHO Outcome Project is

described in the following section.

The Setting of the Present Investigation

Geographically, Hawaii is the most isolated archipelago in the

world. Located in the northern tip of the Polynesian triangle, it

lies at great distances from its nearest neighbors. Discovered and

settled in approximately A.D. 500 by Polynesian explorers, Hawaii was

brought to the attention of the Western world in 1778 by the Englishman,

Captain James Cook.

Within a few years of this discovery, missionaries, merchants

and seamen from Europe and America settled in Hawaii. Many of these

settlers turned from their original pursuits to take advantage of the

available agricultural opportunities. The development of sugar and

pineapple plantations required a strong labor force. Beginning in

the l850s, workers were imported in large numbers from Asian countries

and in smaller numbers from European nations. By 1900 Hawaii became

a territory of the United States. In 1959 it became the last of the

50 states to be admitted into the Union. Today, the State of Hawaii

is a composite of its Polynesian, Oriental, European and Western

heritages.

The WHO Outcome Project's catchment area is located on Oahu, one

of the seven inhabited islands of Hawaii. Although Oahu occupies only

10% of the state's total land area and ranks third in size, it contains
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80% of the population and is the commercial and government center of

the islands. Perhaps for these reasons Oahu is often interpreted to

mean, in Hawaiian, lithe gathering place. 1I However, this translation

is linguistically uncertain since its actual meaning has been lost

in ancient Pacific history.

The catchment area itself is composed of two districts based upon

census tracts designated by the state mental health system. The

entire state is divided into eight such mental health districts, five

of which are located on Oahu. The two catchment areas included in

the present study are Diamond Head, named for the extinct volcano which

serves as its notable landmark, and Windward, identifying its

geographical location along the entire Windward coast of Oahu (Figure

3, Map of Catchment Area).

Diamond Head (census tracts 1-45) is an area of 13 square

kilometers (51 miles2) occupying less than 10% of the island of Oahu.

The Diamond Head catchment area is bounded by Nuuanu Stream in the

west, the Koolau mountain range in the north, Makapuu Point in the

east, and an expanse of the Pacific Ocean in the south. Comprised

of 241,186 people, it has 27% of the state's population at a density

of 12,000 persons per square kilometer (4,633 persons per square mile)

(SHPDA 1978: SHP 6.30). Diamond Head is approximately 19 kilometers

long (12 miles) from the eastern tip of Oahu to the downtown area of

the state's capital city, Honolulu. In width, Diamond Head ranges

from 3 to 6 kilometers (2-4 miles). Although it is a distinctly urban

and suburban area, it is bordered on the south by publicly accessible

beaches, including the famous one at Waikiki, as well as many parks

for public recreation.

------------.:---_--- ---- -----------~ --
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The Diamond Head catchment area consists of 14 districts, all

of which are considered part of metropolitan Honolulu. As might be

expected in an area of such high population density, there are no

agricultural areas. The 14 major districts are as follows:

District Census Tracts

1. Aina Haina-Koko Head
2. Diamond Head-Kahala
3. Kaimuki
4. St. Louis-Wilhelmina Rise
5. Palolo
6. Waikiki

7. Moiliili-McCully
8. Punahou
9. Manoa

10. Makiki
11. Kewalo
12. Downtown Honolulu

13. Punchbowl-Pauoa
14. Pacific Heights-Nuuanu

1, 2, and 3
4, 5, and 6
7, 8, 13, and 14
9 and 28
10, 11, and 12
17, 18, 19, 20, 21,
and 22
23, 24, and 25
26 and 27
29, 30, and 31
32, 33, 34, and 35
36, 37, and 38
39, 40, 42, *51, *52,
and *57
41, 43, and 44
45 and *46

*Considered part of the district but not in the Diamond
Head catchment area. The western boundary of this
tract includes the Pali Highway, a main north-south
artery and a "natural" man-made boundary line.

The Windward catchment area (census tracts 101-113) consists of

347 square kilometers (134 square miles) occupying 23% of Oahu. It

stretches approximately 64 kilometers (40 miles) along the Windward

shore, bounded in its length on one side by the Pacific Ocean and on

the other by the Koolau mountain range. Although these largely

uninhabited mountains, which rise sharply to 1,219 meters (4,000 feet)
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can be crossed at two midpoints and around either end, they form a

psychological, if not geographical boundary between the Windward area

and the City of Honolulu. In contrast to Diamond Head, its 116,038

people represent 13% of the state's population at a density of only

2,235 persons per square kilometer (863 persons per square mile) (SHPDA

1978: SHP 6.30). (Figure 4, Map of Census Tracts.)

Windward communities are separated by finger-like ridges,

undeveloped lands and agricultural areas of varying size and configur

ation depending upon the distance from the mountains to the sea.

Windward Oahu is further divided into two judicial districts of

Koolauloa and Koolaupoko. The district of Koolaupoko includes the

suburban towns of Waimanalo, Lanikai, Kaneohe, Heeia and Kahaluu.

Koolauloa (to the north) includes Kaaawa, Punaluu, Hauula, Laie, and

Kahuku. Windward District is a mixture of modern and traditional

neighborhoods. Residential areas cluster around the major towns along

the coastal areas. When urbanization took hold in the 1960s, Kailua

and Kaneohe expanded to become the second and third largest cities

of the state. The shorelines leading away from Kaneohe to the north

shore are dotted with dilapidated old plantation-style housing.

Generally speaking, Windward is less developed than Diamond Head.

Together, Diamond Head and Windward represent both the rural and urban

aspects of Hawaii and contain most of the features considered essential

in a social description of life in the state. The combined population

of both catchment areas is over 350,000 people.

Administratively, these two catchment areas are under the juris

diction of the State of Hawaii and the City and County of Honolulu.

----- ----------------
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There is no municipal government in Hawaii; rather, there are state

and county.· governments. All health services, social services,

criminal correction facilities and educational programs are administered

by the state with a centralized system based in Honolulu.

The population of Hawaii has three features of significant

interest: its growth, the sources of its growth, and its ethnic com

position. The state's population has grown at a rapid rate with an

increase of approximately 11% between 1970 and 1975. Within the catch

ment area, the growth has been somewhat smaller, with Diamond Head

at 6.5% and Windward at 9.1% (SHPDA 1978: SHP 6.33). Any significant

population increase within the catchment area exacerbates the housing

shortage anywhere on t~e island of Oahu. Similarly, a major population

increase adversely affects the opportunities for employment. Between

1960 and 1975 the rate of growth for Hawaii was twice that of the

entire nation and thus placed a great strain upon the state's resources.

A notable proportion of the population increase within the past

several years is attributed to migration. Almost half of the civilian

population growth in hawaii between 1970 and 1978 resulted from in

migration (Data book, 1979, p. 11). Most of these people originated

from the Continental United States. In addition, Hawaii has the

special distinction of absorbing a large percentage of immigrants and

refugees from other countries. In 1973, 8.1% of the state's population

was foreign immigrants while the national average was only 2.2%. In

recent years the two largest groups that have emigrated from Asia are

from the Philippines and Korea. In 1974 Filipinos represented 52%

of the total number of immigrants; Koreans constituted 17% (SHPDA 1978:

------
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SHP 6.38). A high percentage of immigrants is probably from Samoa;

however, since they are officially recognized as American citizens,

no count is kept of their numbers.

In terms of residence, a 1976 study found that approximately 82%

of the aliens live on Oahu. These include both recent arrivals and

those who came many years ago but have never become citizens. Thirty

four percent reside in Diamond Head, the area with the highest number

of immigrants on the island; 5.9% settle in Windward, the area with

the lowest number of immigrants (SHPDA 1978: SHP 6.39).

Hawaii's multi-ethnic resident population represents a rich mosaic

of cultures and traditions in the state. Table 3.1, tabulated by the

State of Hawaii Mental" Health Division Ethnocultural Task Force (May,

1982), illustrates the ethnic distribution of the state and the two

catchment areas.

Historically, Hawaii has embraced people from Polynesian, Oriental,

European and American traditions and continues to encourage all groups

to live harmoniously. Although there are conflicts between the various

ethnic groups such" as charges of discrimination in hiring practices,

occasional clashes in the schools, and considerable stereotyping of

one another, there is little overt fear or violence.

One of the key factors in this benign situation is the lack of

a majority group in the state. Every ethnic group is able to claim

some experience as a minority. Today, the newer immigrants of all

ethnic groups often experience the most serious problems and encounter

prejudices from in-group members as well as out-group members.

-------- - --- ---
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Table 3.1

Ethnic Distribution of the State, Diamond Head and Windwarda

Hawaii Population (1979)
Total Statewide Diamond Head Windward

Ethnic Group N % N % N %

Caucasian 226,551 25.7% 61,470 25.9 44,971 39.7
Japanese 217,851 24.8 89,123 37.6 16,043 14.2
Part-Hawaiian 174,751 19.9 27,710 11.7 30,974 27.4

Filipino 95,667 10.9 4,140 1.7 2,342 2. 1
Chinese 38,625 4.4 19,783 8.3 4,003 3.5
Korean 14,052 1.6 10,074 4.3 810 .7
Samoan 11,520 1.3 2,470 1.0 203 .2
Black 7,912 .9 1,106 .5 101 •1
Puerto Rican 3,716 .4 531 .2 86 •1
Other/Unknown 89,404 10. 1 20,571 8.7 13,718 12. 1

Total 880,051 100.0 236.977 26.9 113,249 12.9

aBernard Ostrowski, Selected Ethnicity Data 1979-1980. Ethnocultural
Task Force, State of Hawall Mental Health Dlvlslon, May 1982.

Social interactions in substantially integrated neighborhoods,

schools and places of employment have weakened rigid boundaries between

ethnic groups. There has also been a consistently upward trend in

the number of intermarriages. For the past 20 years, the rate of out

marriage has been higher than 30% (Lind, 1967, p. 1980); by 1978, it

was 37.9% (Department of Health, 1978, p. 5).

Hawaii is not a Umelting potU where ethnic differences are over

looked. Rather, a person mentioned in c.onversation·i.s fr~quently

-------------------_.
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described by his or her ethnicity and there is a general openness in

identifying one's ancestry. The extent to which individuals keep track

of their heritage has resulted in people reporting that they are, for

example, "Hawaiian, German, English, and Chinese." In all official

statistics, such people are counted as "Part-Hawaiian." The extent

to which an individual identifies with a particular group is quite

variable. It is not uncommon for a person of mixed heritage to be

considered a member of one group but to attribute a special skill to

his inheritance from another. For example, a person who is labeled

Hawaiian and therefore stereotyped as "unambitious," may make a success

ful business transaction and jokingly attribute this to "the Chinese

in me." This example 'illustrates the difficulty frequently encountered

by researchers to classify the inhabitants of Hawaii into distinct

ethnic categories.

Social and Statistical Description of the Catchment Area

Within the relatively short time span since the Hawaiian Islands

became exposed to commercial enterprise, they have changed from a

subsistence-based to an industrial-based economy. The major sources

of income for the entire state in 1977, listed in order of importance

were: visitor expenditures ($1.8 billion), defense expenditures ($1.09

billion), sugar production ($227 million) and pineapple production

($162 million) (Data Book, 1978, p. 189).

The catchment area includes the famed tourist beach at Waikiki

where most of the tourist expenditures are made. It also includes

several military installations, the largest of which are the Kaneohe

Marine Corps Air Station and Bellows Air Force Base, both located on
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Windward Oahu. The third major source of income, agricultural produc

tion, is also represented on the Windward side of the catchment area

where the climate is slightly cooler than the rest of Oahu.

Ethnicity is an important consideration in an economic description

in Hawaii; however, its exact role in determining income and occupation

has not been clearly demonstrated. Members of all ethnic groups can

be found in most occupations but there are c1usterings in specific

types of jobs and places of employment. For example, state civil

service jobs are held mainly by Japanese, Chinese and Koreans in

numbers disproportionate to their representation in the total popula

tion. Partly because of the high cost of living, Hawaii has a higher

proportion of females employed or seeking employment than any other

state in the nation.

Housing

One of the most striking facts about housing in Hawaii is that

no ghettos exist as compared to the Continental United States. As

various ethnic groups arrived in Hawaii, they settled in distinct

neighborhoods. This pattern was determined by either plantation policy

to separately house laborers imported from different countries or some

times as a matter of preference.

The Hawaiians and Part-Hawaiians who have been the most dispersed

group in their place of residence are the ones who also may live in

specially segregated communities. Within the site of the present

investigation, there are two areas managed by the Hawaiian Homes Com

mission designated under a 1920 act of Congress to provide leasehold



173

housing to persons with 50% or more Hawaiian blood. While not

demarcated physically from the surrounding residences, these Hawaiian

Homelands are locally recognized as distinct neighborhoods.

The cost and availability of housing are chronic problems in

Hawaii. In the past decade housing has been expensive and in limited

supply. The 1978 State of Hawaii Data Book reports that the vacancy

rate for the year on Oahu was only 1.5%. The Sunday Star Bulletin

and Advertiser (January 13, 1980) quoted a report from the Hawaii

Housing Authority State Plan which stated the following:

Hawaii holds the simultaneous distinction of having a
higher cost of living, higher housing production costs,
and lower wage levels than the rest of the United States.
Honolulu's family housing budget exceeds the urban
average by 46%" at the low budget level, by 27% at the
intermediate level, and by 37% at the high level.

There do not appear to be any forecasts to alleviate the housing

shortage or to reduce housing costs in the foreseeable future. The

catchment area in the present study shares the basic problems reported

above for the state as a whole.

The Diamond Head area, at the southeastern tip of the island,

has a suburban community of single family dwellings. Moving toward

the city proper, one passes through the wealthiest neighborhoods in

the state populated by large and luxurious homes. Located nearby are

the high-rise condominiums and hotels of Waikiki. Interspersed between

the condominiums of the city are neighborhoods with small older homes

occupied by low and middle income apartment dwellers. Within Honolulu

it ;s not uncommon to find a combination of condominiums, apartments,

and single family dwellings mixed together within a radius of a few
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blocks. The Windward area also has a similar mixture of dwellings

ranging from low to high status in economic value.

In summary, housing is expensive and in limited supply throughout

the catchment area. Although housing is generally rated as being

"good" by housing authorities, this varies according to neighborhood.

Housing consumes a major portion of a family's income and constitutes

a major problem for the people who must rent or buy a dwelling.

Education

Education in Hawaii is unique for the United States. The public

school system for grades one through 12 is :centralized at the state

level and not dependent upon local communities for financial support

or policies. Therefore, there are standardized statewide curricula

and equality in capital expenditures for each school and student.

In the year 1977-78, approximately 80% of the state1s students were

enrolled in the 228 public schools, while the remainder were in the

128 privately operated ones (Data Book, 1978, p. 57).

In addition to public schooling, the state has a pUblic university

and four private four-year colleges, all of which are located within

the catchment area. Also available within the boundaries of the catch

ment area are three of seven public twu-year community colleges (which

provide vocationally oriented courses), and several technical and

industrial schools.

Data from 1978 show that within the catchment area, 71% of those

aged 25 years or more had completed at least 12 years of school (SHPDA

1978: EH1.7, WW1.8). There are, however, variations from this average
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by subarea. For example, the entire Diamond Head area has a slightly

higher percentage of high school graduates; the two Windward districts

have lower percentages. More specifically, Koolauloa has a higher

percentage of immigrants from other Pacific Islands; and Waimanalo,

a lower income residential area, has lower averages.

In summary, the catchment area is reflective of the state as a

whole in terms of education attainment which is fairly high. The area

has derived benefit from the influence in having all the state1s

private colleges and one university located within its boundaries.

While there are people who do not speak the major language, this is

a relatively small percentage of the catchment area's population.

A large number of thes~ individuals are over 65 years of age. The

above description of the WHO Outcome Project's catchment areas was

derived in part from papers prepared by Patricia Snyder, Honolulu staff

consultant anthropologist (1982).

The Study Sample in Comparison to the Larger Community

To provide a broad context in which to interpret the findings

of the study, the ethnic distribution of the study sample was compared

to the population statistics of the state and the catchment area (i.e.,

Diamond Head and the Windward coast). The statistics from 1979 were

chosen to correspond with the first year of the WHO Project's initial

case-finding period.

The ethnic distribution of Caucasians, Japanese, and Hawaiian/

Part-Hawaiians in the mental health catchment area was quite different

from the statewide distribution. Table 3.2 illustrates that approxi

mately half of the state's population of Caucasians and Japanese reside

--------_.-------_ .._-_.
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in the mental health catchment area. In comparison to the catchment

area, the ethnic distribution of the study sample appears to be under

represented by the Japanese. Although there is a small number of

Filipinos included in the study sample, they appear to be over

represented when compared to the mental health catchment area.

The under-representation of the Japanese subjects included in

the sample may be attributed to several possible reasons. (1) It is

well-documented that Asian American groups under-utilize mental health

services nationally. (2) If one of their members experiences a severe

psychotic episode, Japanese families will generally utilize mental

health services when the individual can no longer be maintained in

the home. It is not uncommon for a Japanese family to care for the

mentally ill at home for long periods of time. (3) In the normal

distribution of the state population, the Japanese may not, in fact,

be as severely psychotic as other ethnic groups in proportion to the

population. This possible situation may be explained by the general

cohesiveness of the Japanese community, better social networking, and

access to available resources which help to reduce stress.

The ethnic distribution of first admissions to the State Mental

Health Division shows that the statewide ethnic distribution of

Caucasians and Japanese are quite different from the catchment area

distribution. In comparison to the catchment area percentages for

first admissions, the study sample is relatively similar. However,

the Japanese sample is slightly under-represented and the Filipinos

are slightly over-represented. (See Table 3.3.)



Table 3.2

Ethnic Distribution of the State'athe Catchment Area,
and the Study Sample (1979)

State Population In the Catchment Area Sample

N % N % N %

Caucasian 226,551 (26) 106,441 (47) 30 (38)
Japanese 217,851 (25) 105,166 (48) 19 (24)
Hawaiian/ 167,180 (19) 57, 120 (34) 20 (26)Part-

Hawaiian
Filipino 95,665 (11 ) 6,482 (7) 9 (12)

aBernard Ostrowski, Selected Ethnicity Data (1979-80).
Ethno-cu1tura1 Task Force, State of Hawall Mental
Health Division, May, 1982.

Table 3.3

First Admissions to the State Mental Health Division
by Ethnic Groupa (January-June, 1980)

Total Cases In the Catchment Area Sample
N % No % Yes % N %

Caucasians 668 (50) 447 (70) 201 (30) 30 (38)
Japanese 184 (14) 122 (66) 62 (34) 19 (24)
Hawaiian/Part-
Hawaiian 323 (24) 261 (81) 62 (19) 20 (26)

Filipino 174 (13) 159 (91) 15 ( 9) 9 (12)

aSernard Ostrowski, Selected Ethnicity Data (1979-80).
Ethno-cu1tura1 Task Force, State of Hawaii Mental
Health Division, May, 1982.
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Criteria for Inclusion in the Study

One of the WHO protocols directing case-finding procedures in

all field research centers required that all subjects included in the

world sample meet specific criteria. These screening criteria were

written in the Screening Schedule which, together with definitions

of items and instructions on its use, served as the principal instru

ment in case-fi nding.

All individuals selected for inclusion in the study met the

following criteria:

1. Age between 15-54;

2. Residence of at least six months within the two catchment

areas in the year preceding the initial examination;

3. Evidence of the presence, in the preceding 12 months of at

least one of the following overt psychotic symptoms: (a) hallucinations

or pseudo-hallucinations in any modality, delusions (any modality),

qualitative thought or speech disorder, qualitative psychomotor dis

order, or gross behavioral abnormalities representing a break in the

person's previous pattern; or (b) at least two of the following

abnormalities suggestive of psychotic disorder: loss of interests,

initiative and drive leading to deterioration of performance, onset

of social withdrawal, episodic severe excitement, purposeless destruc

tiveness or aggression, episodic or persistent states of overwhelming

fear or anxiety, gross and persistent self-neglect.

4. Absence of clinical evidence of organic cerebral brain dis

order; severe or moderate mental retardation; central nervous system

damage due to alcohol or drug abuse, manifest in encephalopathy, with

or without polyneuritis.

~---- ----------
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5. First-in-lifetime contact with any helping agency (psychiatric,

other medical or non-medical) within the last three months occasioned

by problems associated with the symptoms and behaviors enumerated under

criterion #3.

Reasons for These Criteria

Although there have been numerous cross-cultural investigations

of psychotic disorders, all have had serious methodological limita

tions, which have constrained the accuracy of findings. Foremost among

these limitations has been the mixing of chronic patients with acute

patients in their sampling methods. Their findings were inconclusive

in that chronic patients had been "contaminated" by long-standing

disorder, institutionalization, medication side effects (i.e., tardive

dyskinesia), iatrogenic illness and other socially induced elements

that have altered clinical pictures.

The symptomatology criterion was designed to identify subjects

with psychotic symptoms (criterion #3) who had not had prior lifetime

contact with any helping agency (other than an initial contact three

months prior to being identified by the WHO Project staff) for their

psychotic symptoms (criterion #5). To ensure accuracy of the patient's

or professional's report that the present episode was a first-in

lifetime psychotic experience, the WHO Project staff scanned past

admission records at the major clinical intercept points. This

generally included a retrospective search of six months or more to

check whether the patient's name had been registered at any facility.

This also included the patient's use of different surnames if recently

married; those from different countries who had several surnames used



180

interchangeably; and those who used different "aliases" to avoid

detection by criminal authorities.

The age range criterion was designed to exclude individuals whose

symptoms might indicate childhood schizophrenia at one end of the life

span or early stages of presenile or senile dementia at the other end.

The residency requirement defined a demographically heterogeneous

population area. The length of six months residency ruled out tourists

or transients undergoing an initial psychotic episode who would not

be available for follow-up studies.

The Process of Inclusion in the Study Sample

To illustrate the. process in which an individual became a subject

in the study sample, it may be instructive to provide a hypothetical

example of "Mr. X." The scenario surrounding the life of Mr. X does

not refer to any subject included in the study nor to any patient in

which the writer has come in contact.

Mr. X, a 30-year-old divorced construction worker,
lives in a quiet residential neighborhood in Diamond
Head. In recent days, Mr. X has experienced headaches
and "hearing voices" warning him of imminent "danger."
Attributing these voices to an "overworked imagination"
and perhaps a "ringing in the ears" due to over-exposure
to loud on-site construction noise, he decides to go
to an audiologist for an examination. Although the
audiologist reports negative results, Mr. X continues
to hear "voices."

On the way home by bus from the audiologist's office,
Mr. X is acutely aware that other passengers on the bus
are staring at him. The passengers' whispered conver
sations are perceived as part of a plot to harm him.
When he arrives at his destination, several other
passengers get off the bus with him. Mr. X is convinced
they are following him home. The "voices" warn him that
they represent the source of imminent danger.
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Mr. X takes a circuitous route home to avoid detection
by the lIenemy" (i.e., bus passengers). He quickly enters
his home, barricades all the doors with furniture, locks
the windows, disconnects the phone, and waits for the
enemy lI attack. 1I He takes his household revolver and
carefully scrutinizes the neighborhood for enemy encroach
ment. He hears II voices" from his neighbor's house
speaking in Russian. He is now convinced that the
strangers on the bus have joined a IIcommunist conspiracyll
with his neighbors to kill him. His neighbor's house,
he quickly realizes, is the IIheadquartersll of the enemy.

Mr. X hears II gunfire ll coming from his neighbor's
house and pounding IIfootsteps ll surrounding his home.
In self-defense he returns gunfire at his neighbor's
home. Mr. X knows he must singlehanded1y stop the
Russian infiltration of his neighborhood and preserve
the American way of life.

The police arrive, break into Mr. XiS house, and dis
arm him. The uniformed Honolulu police are perceived
to be Russian military officers. Mr. X physically
resists their ~ttempts to subdue him, handcuff him, and
make him their II captive. 1I Being outnumbered, Mr. X is
overpowered and brought struggling to the police car.
He yells at the police that they are the KGB sent to
spy on him, brainwash, and recruit him into their ranks.

The police arrive at Queen's Medical Center emergency
room. Mr. X is convinced that the enemy has brought
him to KGB interrogation headquarters where he will be
brainwashed, tortured and maybe killed. Mr. X, although
handcuffed, continues to valiantly resist his captors.
The emergency room physician, the IImastermind ll of the
whole conspiracy, orders that Mr. X be transferred to
the locked in-patient psychiatric facility under police
escort for emergency sedation.

Kicking and struggling on the ward, the enemy, under
the guise of "nurses ll and IIdoctors,1I bring him to a room,
lay him on a bed, apply leather restraints to his limbs
and torso, and give him an injection. Mr. X knows that
he is now a prisoner and cannot escape. He fights the
effects of the medicine which he knows is sodium pentothal
designed to make him tell all his IIsecrets" and be used
to brainwash him. Within 15 minutes, Mr. X is asleep.

Once sedated effectively, Mr. X is later interviewed by the

attending physician and psychiatric nurses. Mr. X does not remember

the preceding events that led to his hospitalization. The mental



182

health professionals will record in the patient's admission records

his demographic characteristics, his mental status upon admission,

past psychiatric symptomatology and medical condition.

The WHO Project coordinator, in her twice daily routine of screen

ing admission records to the in-patient facility, would determine

whether or not Mr. X met the eligibility criteria for inclusion in

to the study sample. The coordinator would then contact the attending

physician for further details to help confirm if Mr. XiS psychotic

episode was a first-in-lifetime experience. If there is no evidence

of a previous psychiatric history and no other reason to exclude Mr. X

from the study sample, the Project coordinator would seek agreement

from the attending physician to approach Mr. X about the purposes of

the WHO-NIMH Research Project and enlist his cooperation to participate

in the worldwide study.

Case-Finding Procedures

WHO Headquarters in Geneva established a series of protocols to

be used in the epidemiology case-finding period from December, 1978

to December, 1982. One of these protocols required that the Honolulu

Project team, under the direction of the principal investigator,

identify and contact all mental health services and agencies in the

catchment area considered to be the likeliest sites of contact by

potential study subjects.

Thirty-two clinical sources were chosen as intercept points during

this initial case-finding period. The clinical pool of hospitals

and out-patient clinics included the following facilities: (1) Queen's

Medical Center, (2) Hawaii State Hospital, (3) Makiki Mental Health
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Clinic, (4) Diamond Head Mental Health Center, (5) Castle Memorial

Hospital, (6) Straub Hospital and Clinic, (7) Kahuku Medical Center,

(8) Ka1ihi-Pa1ama Clinic, (9) Trip1er Army Medical Center, (10) Univer

sity of Hawaii counselling services, (11) Windward Brigham Young

University Clinic, (12) St. Francis Hospital, (13) Kokohead Clinic,

(14) Kaiser Permanente-Windward, (15) Kaiser Permanente-Hono1u1u, (16)

Windward Mental Health Clinic, and (17) Hawaii Kai Clinic. In addition

to these facilities, 15 psychiatrists and psychologists in private

practice served as part of this clinical pool. These professionals

specialized in the treatment of psychotic disorders; therefore, they

were considered most likely to come into contact with those suffering

from the onset of a first-episode psychotic disorder.

Non-mental health professionals, services and agencies as well

as traditional healers were not directly contacted since they were

not likely to encounter or treat first-episode psychotic patients.

If these non-psychiatric sources did come into contact with such an

individual, it was likely that these professionals and local healers

would refer the severely psychotic individual to one of the psychiatric

intercept points for emergency treatment. At the medical care contact

stage, they would be identified by the WHO Project team. Although

not part of the clinical pool, one subject was identified while

incarcerated at the Oahu County Correctional Center or OCCC.

Queen's Medical Center, a private general hospital in Honolulu,

functions as a major psychiatric in-patient facility and out-patient

psychiatric clinic on the island of Oahu. For residents in the

Windward area, Hawaii State Hospital is the major in-patient and
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out-patient psychiatric facility. These two hospitals, the Makiki

Mental Health Clinic and Diamond Head Mental Health Clinic served as

the major clinical sources of study subjects. Over the initial four

year case-finding period, none of the remaining facilities were a

source of subjects. Most commonly, these facilities would refer a

psychotic patient for treatment at either Queen's Medical Center or

Hawaii State Hospital.

In adherence to the WHO protocol regarding case-finding procedures,

admission records at the four major intercept points were scanned daily.

In Queen's Medical Center, the project coordinator scanned the

admission records of the in-patient facility twice daily; a research

assistant screened the emergency room records for potential cases who

might not have been admitted. Research associates screened the in

patient and emergency room records at Hawaii State Hospital as well

as the admission records at the two out-patient facilities. The

remaining facilities and private sources were contacted weekly.

The percentages of actual cases included in the study sample from

the major intercept points are illustrated in Table 3.4. A month-by

month tally of records screened from all clinical sources in the initial

case-finding phase, the reasons for exclusion of cases from the study,

and those subjects included in the study are shown in Table 3.5. The

total sample of 79 subjects reflects those individuals identified and

evaluated during the epidemiology case-finding period from December,

1978 to December, 1982. These records were tabulated by Susan Arkoff,

WHO Project Coordinator.
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Table 3.4

Clinical Sources of Subjects Included in the Study Sample

Clinical Sources Frequency

Queen1s Medical Center 65
Hawaii State Hospital 15

Makiki Mental Health Clinic 10

Diamond Head Mental Health Clinic 9
Private referrals 6
Othera 1

Total 106

arefers to the Oahu County Correctional Center

Percent

61

14

9

8
6
1

100.0

At the end of the three year epidemiology case-finding period,

the catchment area was broadened to include the island of Oahu. From

January, 1983 to April, 1984, an additional 27 subjects were screened

and evaluated for inclusion in the study sample. The monthly distribu

tion of records screened, the reason for individuals excluded from

the study and those included in the study did not vary significantly

from the initial case-finding period. The total records screened at

the conclusion of the study was over 28,000 records. A monthly

average of 367 records were scanned for potential subjects to be

included in the study. Of those screened, 106 subjects or less than

1% (.43) met the inclusion criteria and were admitted into the

sample.
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Monthly Distribution of Records Screened. the Reasons for Exclusion
in the Study Sample. and Those Included in the Study Sample

(December. 1978 to December. 1982)
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M.D.
Month Screened NCA HX HiS Untraceable Age OBS Declined Included

Dec. '75 60 6 45 3 0 5 1 0 0
Jan. '79 56 12 34 5 2 1 2 0 1
Feb. '79 172 27 62 72 2 7 2 0 1
Mar. '79 282 42 89 134 5 7 4 1 3
Apr. '79 234 49 79 86 3 14 2 1 2
May '79 182 57 48 71 0 4 2 0 4
June '79 204 76 30 83 8 4 3 0 2

July '79 268 96 60 92 4 14 2 0 4
Aug. '79 440 180 107 125 9 19 0 0 4
Sep. '79 385 156 82 101 3 38 4 1 0
Oct. '79 421 143 90 132 11 38 5 2 2
Nov. '79 466 131 • 91 191 10 31 12 0 2
Dec. '79 556 115 96 258 7 62 18 0 3
Jan. '80 530 84 124 269 4 33 16 0 4

Feb. '80 525 101 93 270 5 40 16 0 2

Mar. '80 470 69 76 259 6 42 18 0 2
Apr. '80 502 57 100 291 5 32 15 2 2

May '80 495 36 105 297 8 34 15 0 3
June '80 462 68 82 267 1 35 9 0 0
July '80 490 72 89 288 1 30 10 0 3
Aug. '80 420 52 56 274 5 24 9 0 1
Sep. '80 402 60 68 234 1 28 11 0 1

Oct. '80 478 54 115 248 9 33 19 0 5
Nov. '80 428 69 99 199 5 32 24 0 1
Dec. '80 412 61 105 193 10 30 13 0 0

Jan. '81 398 49 90 205 7 21 26 0 0
Feb. '81 361 59 74 180 5 30 13 0 1
Mar. '81 453 90 61 219 5 31 27 0 0
Apr. '81 394 62 78 205 3 29 17 0 1
May '81 413 62 74 221 2 35 19 0 1
June '81 381 46 71 230 4 21 9 0 0
July '81 348 45 68 197 2 16 20 0 3

Legend:

I.CA = Not Catchment Area
HX = History
NS = No Symptoms

OBS = Organic Brain Syndrome
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Table 3.5 (continued) Monthly Distribution of Records Screened, the Reasons for
Exclusion in the Study Sample, and Those Included in the Study
Sample (December, 1978 to December, 1982)

M.D.
Month Screened NCA HX N/S Untraceable Age OBS Declined Included

Aug. '81 372 51 99 171 1 29 21 0 1
Sep. '81 331 62 65 155 2 12 35 0 0
Oct. '81 334 44 74 179 3 10 24 0 1
Nov. '81 331 40 59 203 0 15 14 0 1

Dec. '81 392 60 52 249 0 15 16 0 2

Jan. '82 341 30 78 199 0 12 22 0 1
Feb. '82 304 30 70 167 1 13 23 0 2
Mar. '82 494 69 110 265 1 10 19 0 3
Apr. '82 330 49 83 162 0 5 31 0 1
May '82 406 40 96 213 0 12 45 0 1
June '82 375 15 109 205 0 12 34 0 1
July '82 365 12 130 186 0 14 23 0 1
Aug. '82 356 11 99 181 0 19 46 0 2

Sep. '82 251 12 91 97 0 31 20 0 2
Oct. '82 312 6 101 151 1 31 22 1 1
Nov. '82 297 7 85 166 0 11 28 0 1
Dec. '82 324 9 109 166 1 9 30 0 0

Total 17938 2633 4051 9034 161 1081 816 8 79
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The Case-Finding Objective

The objective of the case-finding process was the identification

of every resident of a given catchment area in the age range of 15-54

who at any time in the past three months had made a first contact with

any helping agency because of problems suggesting the presence of a

psychotic illness. Case-finding protocols required that subjects be

selected in the early stages of their illness; be evaluated as closely

as possible to the point of their first contact with a helping agency;

and be followed over a defined period of time.

The Results of Case-Finding Procedures

At the conclusio~ of the case-finding period, 106 subjects were

included in the Honolulu sample. Fifteen individuals who passed the

screening criteria refused to participate in the study. These

individuals were not significantly different in demographic character

istics from those who agreed to participate in the study.

A retrospective search for missed cases or "l eakage" yielded an

estimate of no more than 10-15% missed cases during the course of the

study. Therefore, 85-90% of the universe of first episode psychotic

individuals who came to the attention of mental health agencies and

professionals during the four and one-half years of the study were

identified.

In summary, the subjects included in the study represent a treated

incidence sample. Individuals experiencing an initial psychotic episode

who did not come to the attention of public and private clinical sources

were not identified. Individuals who might have experienced an initial

._-----_. ---_.
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psychotic episode and did not receive emergency treatment are unknown

to the WHO Project team. The WHO protocols did not include a house

by-house search for untreated cases who may have met the criteria for

inclusion into the study sample.

The Study Sample

The 106 subjects were first episode psychotic cases volunteering

to participate in the WHO-NIMH Collaborative Project on the Determinants

of Outcome of Severe Mental Disorders (NIMH Grant SR-12-MH-31016-0l).

During the epidemiology case-finding period, all subjects were from

the two mental health catchment areas of Diamond Head and the Windward

coast. These sites were carefully monitored to identify all first

episode psychotic patients who came to the attention of public and

private mental health professionals and agencies during the period

of December, 1979 to December, 1982.

At the conclusion of the first phase of the epidemiology case

finding period, the latter phase of case-finding broadened to include

the island of Oahu. From January, 1983 to April, 1984, 27 subjects

were included in the study sample. Their place of residence did not

differ significantly from the original catchment areas that defined

the first 79 subjects included in the study sample.

The study sample represents 85-90% of the universe of first episode

psychotic patients biased only in terms of their contact with public

and private mental health professionals and agencies and willingness

to volunteer. The traditional definition of a IIrepresentative sample ll

would imply that the present sample of first episode cases are repre

sentative of a larger population of first-episode psychotic cases with

--------_._------_ .._---
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similar demographic and clinical characteristics. However, the tradi

tional focus does not apply to this study. Rather, in this instance,

the focus is shifted to one in which the study sample represents 85

90% of the universe of all first episode cases identified within the

defined geographical and temporal limits.

Of the total sample of 106 subjects included in the study, seven

subjects refused to complete their index episode evaluation. More

specifically, they completed their initial clinical evaluation by the

WHO psychiatrist but refused to return to the hospital for the index

psychosocial assessment by a behavioral scientist. The reason most

commonly given for their withdrawal from the study was either the

patient's expressed wi~h to socially and psychologically distance him

self or herself from recent hospitalization in a mental institution.

Therefore, the study sample will refer to 99 patients who completed

both the index clinical and psychosocial assessments. The seven

patients who withdrew from the study were considered lost to follow-up.

The demographic and clinical characteristics of the study sample are

presented in the Findings chapter.

The Research Design

The present investigation is a descriptive study based upon

structured and semi-structured clinical interviews conducted during

the evaluation of the patient's index episode. This exploratory study

is designed to examine the relationship between each member of a set

of independent varibles (i.e., gender, ethnicity, diagnosis and the

mode of onset) to the following dependent variables: (1) the patients'
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reported perception of the nature of their disorder; (2) the patients'

reported perception of outside agency reports explaining the nature

of their disorder; (3) the patients' perception of causality to explain

the current disorder; and (4) patients' report of their perceived degree

of control over the cause of disorder. These outcome variables

correspond to questionnaire items 1.8,1.9.1.10 and 1.10.14, respec

tively, in the Personal and Psychiatric History Schedule (see

Appendi x A).

The combination of dependent and independent variables (conceptual

matrix. p. 15), yielded a research design in which 17 hypotheses state

ments were generated. In addition to this quantitative data, four

hypotheses were advan~ed based upon qualitative data in the form of

descriptive narrative summaries. These narratives consist of the

patients' verbatim descriptions of their perceptions of causality which

led to the onset of severe mental dysfunction. This portion of the

interview corresponds to the statement under PPHS questionnaire item

1.10.14 (see Appendix A). Therefore, the 21 hypotheses to be tested

are based on the patients' reports and analyzed according to the major

demographic and clinical variables used in the study by descriptive

and inferential statistics.

The Operational Definition of the Major Variables
Used in the Study

The independent variables used in the present investigation include

gender. ethnocultural membership/affiliation, diagnostic and mode of

onset differences among the subjects who participated in the study.

--- --------_._--
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The operational definitions of these major demographic and clinical

variables are as follows:

"Gender"

The term "gender" refers to the subject's self-report of their

male or female status. (One transsexual, biologically a female, was

categorized as a "female.")

"Ethnocultural Membership/Affiliation"

Given the geographical setting of the island of Oahu used in the

study, it is recognized that mutual influence and interpenetration

has occurred among some groups since they share the same locale, and

interact with each otrrer. The net result of this multi-racial and

multi-ethnic interaction within this society has been the emergence

of a "local" lifestyle pattern. While the designation of "local" some

times refers only to non-Caucasians and does not have clear referents,

its use is indicative of some blending of the various cultures into

a new entity. There is considerable sharing of foods, non-English

words, and customs, such as most people following the Japanese pattern

of removing their shoes before entering a home. There is also a local

dialect of standard English commonly called "pidgin English," learned

by most children regardless of ethnicity.

"Ethnocultural membership/affiliation" refers to the classifica

tion of four major ethnic groups and one mixed ethnic group included

in the study sample. The principal investigator of the WHO-NIMH

Research Project in Honolulu determined that these five groups will be

---------------------"------------
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categorized in the following manner: "Caucasian," "Japanese," "Part-

Hawaiian," "Filipino" and "Other Ethnicities."

Using the approach adopted by U.S. census takers, the concept

"ethnicity" refers to the respondent's self-identification or member

ship with a particular ethnic group. According to Draguns (1982, p.

56):

Self-identification is expressed through an interest
in, and association with, various ethnic activities;
this involves ancestral dress, food, customs, values,
historical heritage, and leisure activities.

The terms "ethnocultural membership/affiliation," "ethnic," "ethnicity,"

"ethnocultural," and "cultural" will be used interchangeably and

synonymously in this study reflecting this self-identification

criterion.

The terms "Native Hawaiian," "Hawaiian," or "Part-Hawaiian" will

refer to all descendants who can trace their ancestry to the aboriginal

races inhabiting the Hawaiian Islands previous to 1778, regardless

of blood quantum. Conceptually, the definition of "Native Hawaiian"

has been problematic for researchers, U.S. census takers, legislators,

educators and others. A compilation of the current definitions of

what constitutes a "Native Hawaiian" is presented in Table 3.6.

"Caucasian" refers to those respondents who self-identify with

the Caucasoid racial group. These subjects were either born in Hawaii

or migrated from the U.S. Mainland.

"Japanese" refers to those subjects who self-identify with the

Japanese ethnicity and participate in Japanese lifestyle behaviors.

Ogawa (1973) has argued that the influence of local cultures is so

strong in Hawaii that many Japanese-Americans identify with living
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Table 3.6

Definitions of Native Hawaiians

Agency

State Department
of Health

The Kamehameha Schools

1980 U.S. Census

Hawaiian Home Lands

Office of Hawaiian
Affairs

Definition Used

Person having any amount of Hawaiian blood
by identifying at least one parent to be
Hawaiian or Part-Hawaiian.

Person reported to be Hawaiian on his/her
birth certificate and on at least one of
his/her parent's birth certificate.

Person who reports to be Hawaiian (se1f
report) .

Any person who can trace his/her ancestry
to pre-Cook (1778) island inhabitants,
provided he/she possesses half or more
Hawaiian blood.

Any person who can trace ancestry to island
inhabitants prior to 1778, regardless of
blood quantum.

Source: A1u Like, 1985, p. 5.

in Hawaii and only secondarily with being Japanese or American. The

subjects included in the study sample were primarily third-generation

Sansei, born of Japanese parentage. Several others were native-born

to Japan who recently migrated to Hawaii for marriage or educational

purposes.

"Filipino" refers to those subjects who self-identify with the

Filipino ethnicity and follow a Filipino lifestyle. Given the

prevalence of Chinese and European Spanish strains within the Filipino

stock in the Philippine Islands, most of the Filipinos included in
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the study sample reported this racial mixture. The Filipino subjects

were primarily second or third generation Filipinos whose parents had

emigrated to Hawaii to work as plantation laborers. Several Filipino

subjects were native-born in the Philippines and recently emigrated

to Hawaii for educational purposes.

Because of the relatively large proportions of Asian Americans

from diverse Asian groups in an island state where no majority group

(in numbers) now exists, there is likely to be an "Asian American"

identity (Ogawa, 1973). Morishima (1978, p, 8) has defined "Asian

American" to include the following diverse groups: (1) descendants

of immigrants from China, Japan, Korea, the Philippines, Southeast

Asia (e.g., Thailand, Vietnam, Laos); (2) immigrants from those areas

in Asia; and (3) children of mixed marriages where one of the parents

is Asian or American.

The "Other Ethnicities" category refers to small numbers of sub

jects who self-identify with either an ethnic sub-group of the United

States population (e.g., Native American Indian) or with their country

of origin: e.g., Korea, China, Vietnam, Laos, Puerto Rico, Micronesian

and Polynesian Islands--i.e., Tonga, Samoa, and Palau. This group

represents those who are either native-born to Hawaii, have migrated

from the U.S. Mainland, or recently arrived holding immigrant or refugee

status. The "Other Ethnicities" group is also composed of the following

types of subjects:

1. Individuals who represent a bi-racial ethnicity and follow

a dual lifestyle. For example, subjects whose self-identification

includes membership in two major ethnic categories in the study (e.g.,
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Caucasian/Japanese) or self-identification with one major ethnic group

and one "Other Ethnicities" category (e.g., Japanese/Chinese).

2. Individuals whose self-identification was indeterminate and

who followed a "local" lifestyle pattern. For example, those with

multi-racial origins and pluralistic lifestyles who expressed no

affiliation toward one group or lifestyle over another.

Given the wide cultural diversity of this group, the "Other

Ethnicities" category will be eliminated in the ethnic analysis of

the dependent variables; i.e., only the four major ethnic groups will

be utilized. In the data analysis concerned with gender, diagnosis

and the mode of onset, the "Other Ethnicities" category will be used.

"Diagnosis"

IIDiagnosis ll or IIdiagnostic category" refers to three major

groupings of severe mental disorders: (1) IIschizophrenias," (2)

"affective disorders," and (3) IIschizophreniform disorders. 1I These

groups, determined by the principal investigator of the WHO Outcome

Project, are broad categories encompassing 24 different diagnoses.

The diagnosis assigned to each subject by the psychiatrist or

psychologist was based upon the clinical descriptions contained in

the Diagnostic and Statistical Manual of Mental Disorders, 3rd edition,

or the DSM-III. The DSM-III is not recognized internationally as the

definitive reference by psychiatrists and other mental health profes

sionals to classify mental disorders. Rather, it is primarily utilized

by the American psychiatric community and is slowly gaining popularity

with its European counterparts. The European psychiatric community

has traditionally used the International Classification of Diseases,
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9th edition, or the ICO-9. In Hawaii the WHO psychiatrists who

diagnosed each subject in the Outcome Project, assigned a diagnostic

category using both the OSM-III and lCO-9. However, for the purposes

of this study, only the OSM-Ill system of classification will be used.

In the opinion of the WHO research staff, the OSM-III offers more com

prehensive and definitive diagnostic criteria as the basis for an

assignment of diagnosis.

The categorical grouping of "schizophrenias" will refer to dis-

orders with the following essential features:

The presence of certain psychotic features during the
active phase of the illness, characteristic symptoms
involving multiple psychological processes, deterioration
from a previous level of functioning, onset before age
45, and a deterioration of at least 6 months. The dis
turbance is not due to an affective disorder or organic
mental disorder. At some phase of the illness, schizo
phrenia always involves delusions, hallucinations, or
certain disturbances in the form of thought. (OSM-II1,
1980, p, 181)

The first category of "schizophrenias" in this study refers to a specific

diagnosis assigned to each subject. The sub-categories of schizo

phrenias refer to the following designated DSM-III diagnoses and

diagnostic number:

(1) Schizophrenia, Paranoid (DSM-III 295.10, 295.30,
295.31, 295.32, 295.33, 295.60, 295.61)

(2) Schizophrenia, Chronic and Undifferentiated
(OSM- II I 295.60)

(3) Schizophrenia, Residual (DSM-III 295.61)

(4) Schizophrenia, Undifferentiated (DSM-III 295.91
and 295.92)

(5) Schizophrenia, Schizo-Affective (DSM-III 295.70)
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The second category, "affective di sorders," refers to the fo11 ow-

ing essential features defined by the DSM-III (1980, p. 205):

A disturbance of mood, accompanied by a full or partial
manic or depressive syndrome, that is not due to any
other physical or mental disorder. Mood refers to a
prolonged emotion that colors the whole psychic life;
it generally involves either depression or elation.
The manic and depressive syndromes each consist of
character symptoms that tend to occur together.

This broad category specifically refers to the diagnoses assigned to

subjects in the study which include the following:

(1) Major depression (DSM-III 296.23 and 296.24)

(2) Bipolar, Manic (DSM-III 296.40, 296.42, 296.44,
and 296.46)

(3) Bipolar, Depressed (DSM-III 296.50 and 296.53)

(4) Manic Episode (DSM-III 296.60, 296.62, and 296.64)

The third category, "schizophreniform disorders," is defined in

the DSM-III (1980, p. 199) in the following passage:

The essential features are identical with those of
schizophrenia with the exception that the duration,
including prodromal, active and residual phases, is less
than six months but more than two weeks. Schizophreniform
Disorder is classified outside the category of Schizo
phrenic Disorders because evidence suggests a greater
likelihood of emotional turmoil and confusion, a tendency
toward acute onset and resolution, more likely recovery
to pre-morbid levels of functioning, and the absence
of an increase in the prevalence of Schizophrenia among
family members compared with the general population.
The six-month criterion has been chosen because several
studies indicate that this is the best single way of
differentiating these two disorders to maximize the
difference in their external correlates.

For the purposes of this study, "schizophreniform disorders" will

include three specific sub-categories of diagnoses given to the sub-

jects. These sub-categories include the following:
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(1) Schizophreniform Disorder (DSM-III 295.40)

(2) Brief Reactive Psychosis (DSM-III 298.80)

(3) Atypical Psychosis (DSM-III 298.90)

In most cases, a minimum of two psychiatrists or a psychiatrist and

a psychologist were used to arrive at diagnostic judgments for each

subject included in the study.

"Mode of Onset"

The other major independent variable in the study, clinical in

nature, consists of the "mode of onset. 1I The "mode of onset" variable

refers to the self-report by respondents describing the experiential

mode or style of incipient illness that led towards a major psychotic

episode. The WHO Outcome Project defines the different sub-categories

of the mode of onset in the following ways:

(1) Clearly sudden onset; one or more psychotic symptoms
appeared within days (up to a week); previous
psychiatric symptoms can be safely excluded;

(2) Precipitous onset of one or more psychotic symptoms
(within days, up to a week) but previous existence
of other non-psychotic symptoms likely or uncertain;

(3) Acute onset; psychotic symptoms developed over a
period of up to one month; previous psychotic
symptoms can be safely excluded;

(4) Acute onset; psychotic symptoms developed over a
period of up to one month; previous existence of
other, non-psychotic symptoms likely or certain;

(5) Insidious, slow incremental development of psychotic
symptoms over many months;

(6) Informant could not draw a clear demarcation line
between health and mental illness (no clear-cut
psychotic symptoms described). (Personal and
Psychiatric History Schedule, p. 8)
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The term "onset" will be used synonymously with "mode of onset"

in this study.

"Cause" and "locus of Control"

The dependent variables used in the study are the concepts of

"cause" and "1ocus of control." "Cause" refers to anything such as

an event, circumstance or condition that brings about or helps bring

about an effect. Under thi s broad umbre 11 a, there are II determi nants II

which playa powerful role in fixing the effect and "occasions" or

"circumstances" which serve as "precipitating" causes in conjunction

with other underlying causes of long standing. A "determinant" may

be the single cause of. an effect but a "precipitating" cause is usually

one of several causes attributed to an effect. Among the many other

synomyms used for cause are "reason," "motive," or "antecedent." All

these terms reflect the concept of causality. "Causality" is therefore

defined as the relationship we assign to acknowledge cause and effect

responsibilities.

The "locus of control" concept is generally viewed as a relatively

stable characteristic that persons carry with them from situation to

situation. It usually describes an individual's beliefs and behaviors

and differentiates those who have an "internal" versus "external" per-

ceived locus of control. This concept emerged from Rotter1s social

learning theory (1976, p. 40) and is defined by him in the following

way:

When a reinforcement is perceived by the subject as
following some action of his own but not being entirely
contingent upon his action, then, in our culture, it
is typically perceived as the result of luck, chance,

------- -----
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fate, as under the control of powerful others, or as
unpredictable because of the great complexity of the
forces surrounding him ••• we have labeled this a belief
in external control. If the person perceives that the
event is contingent upon his own behavior or his own
relatively permanent characteristics, we have termed
this a belief in internal control.

Constitutive Definitions of Major Terms

Although the concept of IIperceptionll is neither a dependent or

independent variable per se, it will be used frequently within the

context of this dissertation. The constitutive definition of the term

IIperceptionll will refer to the ability to recognize, observe, compre

hend or be aware of an event, circumstance or condition grasped by

the mind through the senses. Through the act of perceiving, the

individual forms a specific idea, concept or impression through insight

and intuition.

The term lI at t r i but i onll is also not a specific research variable

but is closely related to the concept of causality. Attribution refers

to lI an inference we make about the cause of an event or about a person's

disposition or personal f ty" (Watson, 1985, p. 479). As ment.toned

earlier, IIcausalityll is the relationship we assign to acknowledge cause

effect responsibilities. Attribution theory is defined as "theories

about how people assign causes to events, and how they make inferences

about the cause of events ll (Watson, 1985, p. 479).

Procedures of Data Collection

The setting of the index episode evaluation generally took place

in the WHO conference room at Queen's Medical Center. The index

episode evaluation, the main focus of the present paper, consisted

-- --------- ._-- ------------
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of two interview sessions. The initial clinical evaluation was con

ducted by the WHO psychiatrist who administered the Present State

Examination (PSE)t the Diagnostic and Prognostic Schedule (DPS)t and

the Psychological and Impairments Rating Schedule (PIRS) during a taped

interview. This initial clinical evaluation was generally completed

in one hour.

The second interview session during the index evaluation was a

psychosocial assessment of the patient by the behavioral scientist.

This interview was most often scheduled the day after the initial

clinical evaluation and lasted approximately two hours. The behavioral

scientist used the following interview materials: the Personal and

Psychiatric History Schedule (PPHS)t the Disability Assessment Schedule

(DAS)t and the Life Events Schedule (LES). Upon completion of all

the above interviews t the raw data from each schedule was transcribed

on a score sheet to be submitted to Geneva Headquarters; i.e. t aPSE

score sheet t a PPHS score sheet t etc.

The final portion of the data collection activities during the

index episode was preparation of a comprehensive narrative summary

of the patient by the behavioral scientist. This final narrative

summary consisted of all the major findings contained within the inter

view schedules rated by the psychiatrist and behavioral scientist.

These coded summaries, also submitted to Geneva, included the following

information: (1) a physical and demographic description of the patient,

(2) the patient's mental status at the time of the interviews, (3)

the patient's presenting symptomatology in specific detail, (4) the

patient's life circumstances preceding the onset of psychotic
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symptomatology, (5) the patient's and his family's medical and

psychiatric history, (6) premorbid signs of incipient illness (i.e.,

maladjustment at home or school during childhood and adolescence),

(7) the assigned diagnostic category, medication prescribed by the

Queen's attending physician, and the course of psychological treatment

planned for the patient by the Queen's psychiatric staff. These

materials comprised the subject's file of coded records pertaining

to the index episode evaluation. Although not part of the data base

used for the present study on causality and control, the index evalu

ation also included several sub-studies conducted for subjects who

met highly specific criteria. These sub-studies were also part of

data collection activi~ies throughout the course of the four and one

half years of the study.

Follow-up Data Collection Activities

Although the Project's follow-up studies do not have major

relevance for the present investigation on causality and control, these

activities constitute the major portion of the data used by the WHO

in their study of the course and outcome of severe mental disorders.

Therefore, these activities will be briefly described.

Following the index episode evaluation, the behavioral scientist

who interviewed the patient established brief telephone contact at

three, six, and nine months intervals. These telephone interviews

consisted of questions that dealt with the subject's readjustment to

former social roles, compliance with out-patient programs and medica

tion regimes since discharge from the hospital, the presence of residual

symptomatology, or any new problem interfering with rehabilitation.
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These follow-up phone calls of newly discharged patients sometimes

revealed that the patient discontinued treatment unilaterally and was

experiencing some mental decompensation. The behavioral scientist

would recommend that the subject contact his physician and report these

symptoms. If the subject was too ill to do so, the behavioral scientist

would obtain permission from the patient to intercede on his behalf

and contact the physician for him.

At other times, these follow-up phone calls disclosed information

that the subject perceived that he was no longer held in esteem by

his family or social network. These socially isolated individuals

would generally express pleasure at receiving a phone call inquiring

about their welfare and to simply chat. The behavioral scientist would

encourage these subjects to be patient with their families and

relatives, to make new social contacts at work or school, and join

community activities.

One-, Two- and Three-Year Follow-up Studies

The one-year follow-up interview was scheduled on the anniversary

date of the index episode evaluation. The same battery of interview

instruments was repeated by the psychiatrist and behavioral scientist

who interviewed the patient during the index episode. The one exception

was the follow-up version of the Personal and Psychiatric History

Schedule (PPHS), the data source for the present investigation of

causality and control. This follow-up instrument was a different

questionnaire than the Index PPHS. The follow-up PPHS was designed

to collect data concerning the previous year's symptomatology and

readjustment to former social and occupational roles. Therefore, the

-------
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source of the data concerning the patient's perception and attribution

of causality and control appeared only in the Index PPHS; it did not

reappear in the follow-up version of the PPHS.

The same procedures for the one-year follow-up studies were

repeated for the two- and three-year follow-up interviews. Again,

these interviews were scheduled on the anniversary date of the index

episode evaluation. Subjects who relocated to the Mainland or elsewhere

during the follow-up phase of the Project were interviewed by telephone.

For subjects who may have been incarcerated or readmitted to a hospital

during the follow-up studies, the psychiatrist and behavioral scientist

would interview these subjects in these institutional settings.

Copies of all coded score sheets and coded narrative summaries

from the Honolulu Field Research Center were sumitted to Geneva Head

quarters for a final data analysis comparing all information across

cultures. A completed summary of the major findings will be published

by the World Health Organization Mental Health Division within the

next few years.

A Honolulu project algorithm has been constructed to illustrate

the overall design and flow of events involved in data collection

activities (see Appendix C). The algorithm schematically traces the

procedural steps involved in the research process from the initial

screening criteria in case-finding to the final outcome of three-year

follow-up studies.

Materials

In the developmant of standardized research instruments to

be used in the WHO Outcome Project, researchers representing both
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developed and developing countries collaborated on the formulation

of questions to be tested cross-culturally. With reference to the

design of specific questions concerning the patient1s perception of

causality, the WHO investigators were cognizant of the fact that there

is a wide range of causal perceptions and attributions of illness dis

tributed worldwide. Therefore, careful consideration was taken by

the researchers to include both "etic" and "emic" meanings and inter

pretations to the construct of "cause." This approach was an effort

to ensure world comparability and cultural sensitivity.

The International Pilot Study of Schizophrenia (IPSS) was the

first multi-center collaborative project using standardized assessment

techniques. The follow~up study, or WHO Outcome Project, also utilized

standardized materials and interviewing techniques. All subjects

included in the study were administered a battery of clinical and

psychosocial instruments during the index episode or initial point

of medical contact. With the exception of the Screening Schedule,

these materials were readministered at one-, two-, and three-year

follow-up interviews. These standardized interview instruments include

the following.

(1) Screening Schedule (SS): A brief rating form containing age,

episode, organic criteria and symptomatology requirements for pre

liminary screening of patients. The screening criteria were supple

mented with definitions and decision rules.

(2) Present State Examination (PSE): All subjects were interviewed

by a psychiatrist or a psychologist utilizing this standardized,

structured interview schedule, developed by Wing, Cooper and Sartorius
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(1973). The PSE is intended to be used as a guide for conducting an

assessment of the patient's mental status within the time frame of

one month prior to the interview. It is designed to elicit information

that will allow the interviewer to rate 107 symptoms based on the

patient1s self-report and 33 symptoms based on the patient's observed

behavior, affect and speech during the time of the interview. The

PSE provided the symptomatology data for the world study.

(3) Diagnostic and Prognostic Schedule (DPS): This rating schedule

was administered by the PSE interviewer. The schedule contains

diagnostic and prognostic judgments and proposed treatment plans.

One variable from the DPS, the patient's diagnosis, was used in the

present study of causa1ity and control. Diagnosis was determined after

the PSE interview by the psychiatrist or psychologist according to

the criteria and categories established in the Diagnostic and Statis

tical Manual of Mental Disorders or DSM-III (American Psychiatric

Association, 1980). The study sample represents 24 different diagnoses

grouped into three major categories for descriptive purposes: i.e.,

schizophrenias, affective disorders and schizophreniform disorders.

The investigators who administered the PSE and DPS were M.D.

clinicians with a minimum of 10 years post-residency experience. These

psychiatrists were trained in the utilization of these instruments

and thoroughly familiar with the PSE instruction manual which contains

a glossary of definitions of symptoms. Reliability exercises were

performed between raters locally. Site visits by psychiatrists from

other international research centers commonly involved tests of

reliability. Reliability coefficients for interrater reliability for

the PSE range from .65-.85.



208

The PSE was previously used in the International Pilot Study of

Schizophrenia and other research investigations. It is considered

by international researchers to be a valid guide for conducting an

evaluation of the patient's mental status.

(4) Psychiatric and Personal History Schedule (PPHS): This

standardized guide provides information on a wide array of psychiatric

and life history material. The PPHS inquiry aims at a detailed recon

struction of the development of premorbid personality characteristics

in childhood, adolescence and early adulthood; the past medical history

of the patient; the previous medical and psychiatric history of family

members; the patient's social network, school and employment activities,

and membership in community organizations.

The demographic and clinical characteristics used to describe

the study sample were derived from the PPHS; i.e., age, marital status,

household economic level, education, occupation, religion, residence,

the mode of onset and the number of months of onset.

The dependent variables of the patient's perception and attribu

tion of causality and control are contained in this interview

instrument. In addition, qualitative data in the form of descriptive

narrative summaries are incorporated in the causality section of the

questionnaire.

This schedule was administered by behavioral scientists. The

behavioral scientists consisted of the project coordinator, a Master's

degree graduate with over 10 years research experience, and graduate

students (Master's and doctoral) majoring in psychology, public health

and social work. The principal investigator and project coordinator
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trained these research associates in interviewing techniques and use

of standardized instruments according to WHO standards of performance.

Reliability exercises to ensure comparability of findings were

regularly conducted among these raters. Reliability coefficients for

interrater reliability was .92 for the PPHS.

The PPHS was newly developed for usage in the present worldwide

investigation of severe mental disorders. It is not a direct measure

ment device but rather serves as a descriptive record of the individ

ual's reported past medical, personal and psychiatric history. It

is considered to have face validity.

Limitations of the Study

The following cautions must be applied to the study: (1) the

data are the respondents· perceptions; (2) it is documented that there

is little accuracy in reporting behavior; (3) a small number of sub

jects from the local Honolulu area; (4) the subjects included in the

study represent a treated incidence sample of first-episode patients

volunteering to participate in the study.

Studies in perception refer to the respondents' ability to recog

nize, observe, comprehend, or be aware of an event, circumstance or

condition grasped by the mind through the senses. Through the act

of perceiving, the individual forms a specific idea, concept, or

impression through insight and intuition. Perceptual studies are known

to be problematic in terms of the reporting behavior by respondents;

i.e., withholding of essential information, inaccuracies or falsehoods.

The present study was not able to objectively verify the accuracy of
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responses based upon the patient's reported perceptions, recollections,

or impressions during or after the interview procedures.

The present study is part of an international investigation in

which 12 field research centers participated. Although 1200 subjects

were included in the world sample, the present study deals with a

smaller population of 99 subjects identified by the Honolulu field

research center. Therefore, the smaller sample reduces the statistical

power of the research findings.

The subjects included in the study represent a treated incidence

sample of first-episode psychotic patients. Individuals experiencing

an initial psychotic episode who did not come to the attention of mental

health professionals or agencies within the defined geographical or

time limits were not identified. Therefore, the study sample is biased

only in terms of contact with mental health professionals and agencies

and willingness to volunteer.

Data Analysis

The statistical analyses used in the present investigation refer

to descriptive and inferential statistics. Descriptive statistics

in the form of frequency distributions were used in Chapter IV

to display the demographic and clinical characteristics of the study

sample. Tabulated data showing the percentage of patient responses

in each category of the four dependent variables in relation to the

four independent variables are found in Appendix E.

Inferential statistics refer to chi square tests of significance

used to examine the relationship between the independent and dependent

------ - --- - -------- -- - --- ----------------------
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variables. This statistical test was the main method of analysis used

to test the 21 hypotheses involved in the present study. Contingency

tables illustrating the data findings accompany each hypothesis in

Chapter IV.

A content analysis of the 99 narrative summaries was conducted.

These narratives were categorized into four broad groupings to

facilitate a descriptive analysis. The four categories consist of

the following: (1) "no explanation," (2) "psychosocial life stress,"

(3) "biology/heredity," and (4) "bizarre/psychotic ideation. 1I These

four categories were then tested in relation to the independent

variables by chi square analysis.



CHAPTER IV

FINDINGS

Demographic Characteristics of the Sample

The two major demographic variables used in the present study

include gender and ethnicity. These two characteristics are displayed

in Tables 4.1 and 4.2 in the format of frequency distributions. Other

descriptive characteristics of the study sample are found in Appendix B.

These characteristics include age, marital status, household economic

status, occupation, education, religion and residence. The source of

these data was derived from the Personal and Psychiatric History

Schedule (PPHS) found in Appendix A. The data reveal the following:

Tabl e 4.1

Gender Distribution of the Study Sample

Variable Frequency Percent

Gender
Males 60 60.61

Females 39 39.39

Total 99 100.00
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Table 4.2

Ethnic Distribution of the Study Sample

Variable Frequency Percent

Ethnicity
Caucasian 30 30.30
Japanese 19 19.19
Part-Hawaiian 20 20.20
Fil i pino 9 9.09

Others 21 21.21
Total 99 100.00

Clini~al Characteristics of the Sample

The major clinical variables used in the present investigation

involve diagnosis and the mode of onset. These two characteristics

are displayed in Tables 4.3 and 4.4. The data concerning the assign

ment of a diagnosis were derived from the Diagnostic and Prognostic

Schedule (DPS) rated by either a psychiatrist or psychologist at the

conclusion of the clinical evaluation. Final determination of the

patient's diagnosis was by two psychiatrists or one psychiatrist and

one psychologist.

The mode of onset of disorder was contained in the Personal and

Psychiatric History Schedule rated by a behavioral scientist. These

clinical variables are displayed in the following frequency distribu

tions.
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Table 4.3

Diagnostic Distribution of the Study Sample

Variable Frequency Percent

Diagnosis
Schizophrenias 49 49.49
Affective Disorders 24 24.24
Schizophreniform

Disorders 26 26.26

Total 99 100.00

Some of the demographic characteristics of the study sample include

the following features:

1. The subjects are a predominantly young group with a mean age

of 26 years.

2. (a) The subjects are most likely to be unskilled or semi

skilled workers (54%) involved in industrial, clerical or service-trade

occupations; (b) the subjects are less likely to be skilled workers

(27%) involved in industrial, clerical or service-trade occupations;

(c) the subjects are least likely to be students (10%), housewives (2%),

agricultural workers (2%) or professionals (1%).

3. The sample is primarily a well-educated group in which 75%

hold a high school diploma.

4. The subjects are mainly single (65% never married) who live

most often in their parents' middle-class (56%) or lower-class household

(33%) in a suburban (50%) or urban (40%) community. They are least

likely to reside in a rural community (10%).
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Table 4.4

Distribution of the Mode of Onset of Disorder
in the Study Sample

Variable Frequency Percent

Mode of Onset

Clearly sudden (psychotic symptoms
appeared within days up to a
week); previous symptoms can be
excluded

Precipitous onset (within days
up to a week); previous
existence of non-psychotic
symptoms likely or certain

Acute onset; psychosis developed over
one month; previous psychiatric
symptoms excluded. This category
also includes acute onset with
other non-psychotic symptoms
likely or certain

Insidious, slow, incremental develop-
ment of psychosis over many months.
This also includes the response where
informant cannot draw a clear demarcation
line between health and mental illness

Missing dataa

Total

17

17

26

36

3

99

17.2

17.2

26.3

36.4

3.0

100.0

aThe three missing data cases were eliminated from the data analysis.



Table 4.5

Demographic and Clinical Characteristics of the Study Sample by Gender

Total Males Females
N % N % N %

Ethnicity
Caucasian 30 (30.3) 17 (28.3) 13 (33.3) X2=4.7 df=4 p=NS
Japanese 19 (19.2) 13 (21.7) 6 (15.4)
Part-Hawaiian 20 (20.2) 10 (16.7) 10 (25.7)
Filipino 9 ( 9.1) 8 (13.3) 1 ( 2.6)
Other 21 (21. 2) 12 (20.0) 9 (23.1 )

Diagnosis
Schizophrenias 49 (49.5) 33 (55.0) 16 (41.0) X2=2.2 df=2 p=NS
Affective 24 (24.2) 14 (23.3) 10 (25.6)

Disorders
Schizophreniform 26 (26.3) 13 (21.7) 13 (33.3)

Disorders
Mode of Onseta

Sudden 17 (17•7l 8 (13.8) 9 (23.7) X2=6.2 df=2 p=NS
Precipitous 17 (17.7 8 (13.8) 9 (23.7)
Acute 26 (27.1) 18 (31 .0) 8 (21.1)
Insidious 36 (37.5) 24 (41.4) 12 (31 .6)

aThree missing data cases eliminated
N.....
0\



Table 4.6

Clinical Characteristics of the Study Sample by Ethnicity

Total Caucasians Japanese Part-Hawn. Ffl ipinos Others
N % N % N % N % N % N %

Diagnosis

Schfzophren tas 49 (49.5) 13 (43.3) 11 (57.9) 8 (40.0) 6 (66.6) 11 (52.4)
Affective 24 (24.2) 12 (40.0) 4 (21.11 2 (10.0) 2 (33.3) 4 (19.0)

Disorders
Schizophreniform 26 (26.3) 5 (16.71 4 (21.1) 10 (50.0) 1 (11.1) 6 (28.6)

Disorders 2
X =12.9 df=8 p=NS

l10de of Onseta

Sudden 17 (17.7) 4 (13.3) 3 (16.7) 3 (15.8) 2 (25) 5 (23.8)
I'recipitous 17 (17.71 8 (26.7) 4 (22.2) 2 (10.5) 2 (25) 1 ( 4.8)
Acute 26 (27.1) 8 (26.7) 3 (16.7) 6 (31.6) 2 (25) 7 (33.3)
Insidious 36 (37.5) 10 (33.3) 8 (44.4) 8 (42.1) 2 (25) 8 (38.1)

2
X =16.0 df=20 p=NS

n
Three missing data cases eliminated

N
-'.....



Table 4.7

Diagnostic Categories of the Study Sample by Mode of Onset

Affective
Total Schizophrenias Disorders
N % N % N %

Mode of Onseta

Sudden 17 (17.7). 9 (18.8) 4 (17.4)
Precipitous 17 (17.7) 6 (12.5) 6 (26.1)
Acute 26 (27.1) 12 (25.0) 7 (30.4)
Insidious 36 (37.5) 21 (43.8) 6 (26.1)

X2=4.8 df=lO p=NS

Schizophreniform
Disorders

N %

4 (16.0)
5 (20.0)
7 (28.0)
9 (36.0)

aThree missing data cases eliminated.

N.....
ce
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5. The subjects belong to a Christian denomination (34%), affili

ate with Catholicism (27%) or have no religion (27%).

In relation to the major demographic and clinical variables used

in the present investigation, the frequency distributions illustrate

the following characteristics:

A. Gender: The subjects are more likely to be male (60%) than

female (40%).

B. Ethnicity: The subjects are most likely to be Caucasian (30%),

less likely to be Part-Hawaiian (20%) or Japanese (19%), and least

likely to be Filipino (9%).

C. Diagnosis: The assignment of a diagnosis by a WHO psychiatrist

shows that the subjects' presenting symptomatology is most often indica

tive of a form of schizophrenia (50%), followed by the categories of

either schizophreniform disorders (26%) or affective disorders (24%).

D. Mode of Onset: Symptomatically, the subjects are equally

likely to report a sudden or precipitous onset of less than one month

(34%), an insidious onset over many months (32%), or an acute onset

over one month (26%). In the total study sample, the number of months

of onset shows a mean average of 5.5 months. (See Table B.8 in

Appendix B).

No statistically significant relationship was found between the

major demographic and clinical variables used in this study. Chi square

tests of significance were used to examine the relationship between

the two major demographic variables (i.e., gender and ethnicity), the

two major clinical variables (i.e., diagnosis and the mode of onset),

and the descriptive characteristics of the study sample. These descrip

tive characteristics refer to (1) age, {2} residence, (3) household
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economic level, (4) marital status, (S) occupation, (6) education and

(7) religion.

Gender. A significant statistical relationship was found between

gender and the following characteristics: (1) occupation (X2=29.6,

p = < .003), and (2) household economic level (X2=9.2, p = < .026).

No significant statistical relationship was found between gender and

the other descriptive characteristics.

Ethnicity. A significant statistical relationship was found

between ethnicity and the following characteristics: (1) age (X2=38.6,

p = < .007), (2) residence (X2=lS.7, p = < .046), (3) household economic

level (X2=21.5, p = < .043), (4) occupation (X2=28.9, p = < .048), and

(5) religion (X2=20.9, p = < .052). No significant statistical

relationship was found between ethnicity and the other descriptive

characteristics.

Diagnosis. A statistically significant relationship was found

between diagnosis and religion (X2=20.9, p= < .001). A non-significant

statistical relationship was found between diagnosis and the remaining

descriptive characteristics.

Mode of Onset. A significant statistical relationship was found

between the mode of onset and the following traits: (1) occupation

(X2=69.2, p = < .02), and (2) education (X2=29.9, p = < .02). No

significant statistical relationship was revealed between the mode of

onset and the remaining descriptive characteristics. (See Appendix B

for further details.)
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Findings for Each Hypothesis

The purpose of the present exploratory investigation is to examine

the relationship between the independent variables of gender, ethnicity,

diagnosis and the mode of onset to the following dependent variables:

(1) the patients' reported perception of the nature of their disorder;

(2) the patients' reported perception of outside agency reports explain

ing the nature of their disorder; (3) the patients' perception of

causality to explain the presence of their current disorder; and (4)

the patients' reported perceived degree of control over the cause of

their disorder.

The conceptual matrix described in Chapter I generated 17 hypothe

ses dealing with the above quantitative data. In addition, four

hypotheses have been advanced based upon qualitative data. These

qualitative data consist of the patients· narrative summaries describing

their perception of causality that led to the onset of disorder.

To present the major findings in a systematic framework, the

following format will be used: (a) a restatement of each hypothesis;

(b) a statement of the findings, and (c) contingency tables illustrating

the data findings for each hypothesis. At the conclusion of the

Findings chapter, the results of the research investigation will be

summarized. The summary will highlight the major effects of the four

independent variables upon the four dependent variables driving the

present investigation.

Hypothesis 1: There will be no differences between males and

females in patient reports of the nature of their disorder. That is

to say that neither group will report or show significantly greater

----------------- ---- ------------------- ---_..
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frequencies of indicating their disorders are physical, mental, psycho

social or spiritual/magical.

Findings: Tests of significance via chi square analysis revealed

that there were no gender differences in the patients· report of the

nature of their'disorder. Neither gender showed statistically signifi-

cant differences in their report of II no prob1em ll versus II some prob1emll

nor in their reporting of a II specif ied prob1em ll versus an lIunspecified

problem. II Neither group showed significantly greater frequencies of

reporting th~ir disorders as physical, mental, psychosocial or

spiritual/magical in nature (see Tables 4.8-4.10).

Table 4.8

The Relationship Between the Reporting
of the Nature of the Problem and Gender (N=99)

Males Females Total

No problema N = 7 N= 5 N = 12
R = 58% R = 42% R = 100%
C = 12% C = 13% C = 12%

Some prob1emb N = 53 N= 34 N = 87
R = 61% R = 39% R = 100%
C =88% C =87% C = 88%

Total 60 39 99
(100%) (100%) (100%)

X2 = .02 P = NS

allNo prob1em ll refers to the combined categories of II no
conceptua1ization ll and II nothing wrong, problem denied. 1I

blnc1uded in this category is "other (spectfy)" which is
further sub-categorized into Ilpsychosocia1 life stress ll

and IIbizarre/psychotic ideation. 1I IIBizarre/psychotic
ideation ll refers to 7 subjects; i.e., 2 males and 5 females.
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Table 4.9

The Relationship Between the Reporting of a
Specific Nature of the Problem and Gender (N=87)

~'al es Females Total

Unspecified Problem N = 5 N = 1 N = 6
R = 83% R = 17% R = 100%
C = 9% C = 3% C = 7%

Specified Problem N = 48 N = 33 N = 81
R = 59% R = 41% R = 100%
C = 91% C = 97% C = 93%

Total 53 34 87
(100%) (100%) (100%)

X2 = .54 p = NS

Hypothesis 2: There is a relationship between ethnicity and the

reporting of spiritual/magical disorders. If the relationship exists,

Hawaiians and Filipinos are more likely to report a spiritual/magical

disorder than Caucasians and Japanese.

Findings: An overall statistical relationship was found between

ethnicity and the reporting of spiritual/magical disorders due to

responses by the Hawaiian sample. Hawaiians are more likely to give a

spiritual/magical response in conceptualizing the nature of their dis

order. Thirty-five percent of the Hawaiians reported a spiritual/

wagical disoider while 11% of the Filipinos reported the second highest

percentage of spiritual/magical disorders.



Table 4.10

The Relationship Between the Patient's Own Conceptualization
of the Nature of the Problem and Gender (N=74)a
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Mental III ness

Physi ca1 III ness

Spiritual/Magical
Illness

Psychosocial
III nessb

Total

Males Females Total

N= 22 N = 8 N= 30
R = 73% R = 27% R = 100%
C = 48% C = 29% C = 41%

N= 7 N = 6 N= 13
R = 54% R = 46% R = 100%
C = 15% C = 21% C = 18%

N= 8 N = 7 N= 15
R = 53% R = 47% C = 100%
C = 17% C = 25% C = 20%

N= 9 N = 7 N= 16
R = 56% R = 44% R = 100%
C = 20% C = 25% C = 22%

46 28 74
(100%) 2 (100%) (l00%)

X=2.7 P = NS

aSeven cases ranked under the other sub-category of "other
(specify)" referred to as "blzarre/psycnot'ic tdeat'ion''
have been eliminated from the analysis. This includes 2
males and 5 females.

b"psychosocia1 t l lness'' refers to the combined categories of
"unacceptable behavior" and "other (specify)." One of the
sub-categories under "other (specify)" is psychosocial life
stress.

--_._-------- ---
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The second hypothesis is confirmed in that Hawaiians and Filipinos

are more likely to report a spiritual/magical disorder than Caucasians

and Japanese. The difference, however, is due primarily to the much

higher frequency of Hawaiians reporting such disorders (see Tables

4.11 and 4.12).

Tabl e 4.11

The Relationship Between the Reported Spiritual/Magical
Conceptualization of the Problem and Ethnicity (N=78)a

Caucasian Japanese Hawaiian Filipino Total

Spiri tual/ Yes N = 2 N = 0 N = 7 N = 1 N = 10
Magical b R = 20% R = 0% R =70% R = 10% R = 100%
Illness C =" 7% C = 0% C =35% C = 11% C = 13%

No N = 28 N = 19 N=13 N = 8 N = 68
R = 41% R = 28% R =19% R = 12% R = 100%
C = 93% C =100% C =65% C = 88% C = 87%

Total 30 19 20 9 78
(100%) (100%) (100%) (100%) (100%)

X2 = 12.6 P = < .005

aTwenty-one subjects who represent "other ethnicities" were eliminated
from the data analysis concerned with ethnic differences.

b"Spiritual/Magical Illness" refers to the combined categories of
"spiritual, moral or religious problem" and "magic, curse, taboo."

Hypothesis 3: Affective patients are more likely to report

mental or psychosocial disorders than schizophrenic or schizophreniform

patients.

-------------------- ._---
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Table 4.12

The Relationship Between the Reported Spiritual/Magical
Conceptualization of the Problem and Ethnicity (N=78)a

Caucasian & Hawaiians &
Japanese Filipinos Total

Spiritual/ Yes N= 2 N = 8 N = 10
Magical b R = 20% R = 80% R = 100%
III ness C = 4% C = 28% C = 13%

No N= 47 N = 21 N = 68
R = 69% R = 31% R = 100%
C = 96% C = 72% C = 87%

Total 49 29 78
(100% ) (100%) (100%)

x2 = 9.0

a,b
Refer to notes a and b, Table 4.11.

p = < .002

Findings: A slightly significant statistical relationship was

found between diagnosis and the reporting of mental or psychosocial dis

orders. The difference is due to the reporting of mental disorders and

not in the reporting of psychosocial disorders. The third hypothesis is

confirmed in that affective patients are more likely to report mental or

psychosocial disorders than schizophrenic and schizophrenifonn patients

(see Tables 4.13-4.18).
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Table 4.13

The Relationship Between the Reported Psychosocial and Mental
Illness Conceptualizations of the Problem and Diagnosis (N=99)

Affective Schizophreniform
Schizophrenias Disorders Disorders Total

Psychosocial a Yes N = 20 N = 17 N = 9 N = 46
or Mental R = 43% R = 37% R = 20% R = 100%
Illnesses C = 41% C = 71% C = 35% C = 46%

No N = 29 N = 7 N = 17 N = 53
R = 55% R = 13% R = 32% R = 100%
C = 59% C = 29% C = 65% C = 54%

Total 49 24 26 99
(100%) (100%) (100%) (100%)

X2 = 7.8 P = < .02

allpsychosocia1 il1ness" refers to the combined categories of "unaccept
able behavior" and one sub-category under "other (specify)" termed
psychosocial life stress.

Table 4.14

The Relationship Between the Reported Psychosocial and Mental
Illness Conceptualizations of the Problem and Diagnosis (N=99)

Psychosocia1a
or Mental
Illnesses

Total

Schizophrenic and
Schizophreniform Affective
Disorders Disorders Total

Yes N = 29 N= 17 N= 46
R = 63% R = 37% R = 100%
C = 39% C = 71% C = 46%

No N= 46 N:: 7 N= 53
R = 87% R = 13% R = 100%
C = 61% C = 29% C = 53%

75 24 99
(100%)

X2 = 6.3
(100%) (100%)

p = < .01
aSee note under Table 4.13.



Table 4.15

The Relationship Between the Reported Mental Illness
Conceptualization of the Problem and Diagnosis {N=99}
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Mental Yes
III ness

No

Total

Affective Schizophreniform
Schizophrenias Disorders Disorders Total

N = 12 N = 14 N= 4 N = 30
R = 40% R = 47% R = 13% R = 100%
C = 24% C = 58% C = 15% C = 30%

N = 37 N = 10 N= 22 N = 69
R = 54% R = 14% R = 32% R = 100%
C = 76% C = 42% C = 85% C = 70%

49 24 26 99
{100%} {l00%} {l00%} {100%}

X2 = 12.5 P = < .001

Table 4.16

The Relationship Between the Reported Mental Illness
Conceptualization of the Problem and Diagnosis {N=99}

Schizophrenic and
Schizophreniform Affective
Disorders Disorders Total

Mental Yes N= 16 N= 14 N = 30
III ness R = 53% R = 47% R = 100%

C = 21% C = 58% C = 30%

No N = 59 N= 10 N= 69
R = 86% R = 14% R = 100%
C = 79% C = 42% C = 70%

Total 75 24 99
{l00%} {l00%} {l00%}

X2 = 10.9 p = < .001
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Table 4.17

The Relationship Between the Reported Psychosocial
Conceptualization of the Problem and Diagnosis (N=99)

Affective Schizophreniform
Schizophrenias Disorders Disorders Total

Psycho- Yes N = 8 N = 3 N= 5 N = 16
social R = 50% R = 19% R = 31% R = 100%
III ness C = 16% C = 13% C = 19% C = 16%

No N = 41 N= 21 N= 21 N = 83
R = 49% R = 25% R = 25% R = 100%
C = 84% C = 87% C = 81% C = 84%

Tota1 49 24 26 99
(100%) (100%) (100%) (100%)

X2 = .42 P = NS
all Psychosocial illnessi, refers to the combined categories of

"unacceptable behavior" and "other (specify)." One of the
sub-categories under "other (specify)" is psychosocial life
stress.

Table 4.18

The Relationship Between the Reported Psychosocial
Conceptualization of the Problem and Diagnosis (N=99)

Schizophrenic and
Schizophreniform Affective
Disorders Disorders Total

Psycho- Yes N= 13 N= 3 N= 16
social a R = 81% R = 19% R = 100%
Illness C = 17% C = 13% C = 16%

No N = 62 N= 21 N = 83
R = 75% R = 25% R = 100%
C = 83% C = 87% C = 84%

Total 75 24 99
(100%) (100%) (100%)

X2 = .06 P = NS

aSee footnote under Table 4.17

--- --- -------- --- ---- --
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Hypothesis 4: Patients with an insidious onset of disorder are

more likely to report physical disorders and less likely to report

mental or psychosocial disorders than the other onset categories.

Findings: There was no relationship between the mode of onset

and the reporting of physical, mental or psychosocial disorders. In

comparison to other groups, the insidious onset group did not show a

statistically significant difference in the reporting of physical,

mental or psychosocial disorders. (See Tables 4.19-4.26.)

Hypothesis 5: There is no relationship between gender and the

patients' reported perception of the nature of the problem given to

them by outside agencies.

Findings: No relationship exists between gender and the patients'

perception of outside agency reports except for physical illness which

has a greater frequency for females. (See Table 4.27.)

Hypothesis 6: There is no relationship between ethnicity and the

patients' perception of the nature of the problem given to them by out

side agencies.

Findings: No significant relationship was found between the four

ethnic groups and the patients' perception of outside agency reports.

(See Table 4.28.)



Table 4.19

The Relationship Between the Reported Physical Illness
Conceptualization and the Mode of Onset (N=96)a
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Sudden Precipitous Acuteb Insidiousc Total

Physical Yes N= 4 N = 2 N = 5 N= 2 N = 13
III ness R = 31% R = 15% R = 38% R = 15% R = 100%

C = 24% C = 12% C = 19% C = 6% C = 14%

No N = 13 N = 15 N = 21 N= 34 N = 83
R = 16% R = 18% R = 25% R = 41% R = 100%
C = 76% C = 88% C = 81% C = 94% C = 86%

Total 17 17 26 36 96
(100%) (100%) (100%) (100%) (100%).

X2=4.2 P = NS

aThree subjects were eliminated from the analysis: (1) 2 subjects
whose description about the mode of onset was inadequate for a
clinical judgment; and (2) 1 subject for which the question was
not asked.

bllAcute onset ll refers to the combined categories of acute onset with
no history of previous psychiatric symptoms (i.e., 8 subjects) and
acute onset with past history of non-psychotic symptoms (i.e., 18
subjects) .

clIlnsidious 'onset ll represents the collapsed categories of those with
an insidious onset (i.e., 32 subjects) and those who cannot draw a
clear demarcation line between health and mental illness (i.e., 4
subjects) .

---------------- ---_.-



Table 4.20

The Relationship Between the Reported Physical Illness
Conceptualization and the Mode of Onset (N=96)a
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Physical Yes
III ness

No

Total

SUdden, Precipitous
Insidiousb&Acute Total

N= 11 N = 2 N= 13
R = 85% R = 15% R = 100
C = 18% C = 6% C = 13%

N= 49 N = 34 N = 83
R = 59% R = 41% R = 100%
C = 82% C = 94% C = 87%

60 36 . 96
(100%) (100%) (100%)

x2 = 2.1 p = NS

a,bsee footnotes a and c in Table 4.19.

Table 4.21

The Relationship Between the Reported Mental and
Psychosocial Conceptualizations and the Mode of Onset (N=96)a

Sudden Precipitous Acuteb Insidiousc Total

Mental or Yes N = 6 N= 9 N = 13 N = 17 N = 45
Psycho- R = 13% R = 20% R = 29% R = 38% R = 100%
socia1 c C = 35% C = 53% C = 50% C = 47% C = 47%
Illnesses

No N= 11 N = 8 N = 13 N = 19 N= 51
R = 22% R = 16% R = 25% R = 37% R = 100%
C = 65% C = 47% C = 50% C = 53% C = 53%

Total 17 17 26 36 96
(100%) (100%) (100%) (100%) (100%)

X2 = 1.3 p = NS

a,b,cSee footnotes a,b,c under Table 4.19.



Table 4.22

The Relationship Between the Reported Mental and
Psychosocial Conceptualizations and the Mode of Onset (N=96)
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Mental or Yes
Psycho-
social
Illnesses

No

Total

Sudden, Precipitous Insidious Total
&Acute

N = 28 N = 17 N= 45
R = 62% R = 38% R = 100%
C = 47% C = 47% C = 47%

N = 32 N= 19 N = 51
R = 63% R = 37% R = 100%
C = 53% C = 53% C = 53%

60 36 96
(100%) (100%) (100%)

X2 = .03 P = NS

Table 4.23

The Relationship Between the Reported Mental Illness
Conceptualization and the Mode of Onset (N=96)a

Sudden Precipitous Acuteb Insidiousc Total

Mental Yes N = 2 N = 5 N= 10 N = 13 N= 30
III ness R = 7% R = 17% R = 33% R = 43% R = 100%

C = 12% C = 29% C = 38% C = 36% C = 31%

No N = 15 N = 12 N= 16 N = 23 N = 66
R = 23% R = 18% R = 24% R = 35% R = 100%
C = 88% C = 71% C = 62% C = 64% C = 69%

Total 17 17 26 36 96
(l00%) (100%) (100%) (100%) (100%)

X2 = 4.1 P = NS

a,b,cRefer to footnotes under Table 4.19.
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Table 4.24

The Relationship Between the Reported Mental Illness
Conceptualization and the Mode of Onset (N=96)

Sudden,
Precipitous
&Acute Insidious Total

Mental Yes N = 17 N = 13 N = 30
III ness R = 57% R = 43% R = 100%

C = 28% C = 36% C = 31%

No N = 43 N = 23 N= 66
R = 65% R = 35% R = 100%
C = 72% C = 64% C = 69%

Total 60 36 96
(100%) (100%) (100%)

X2 ,; .32 P = NS

Table 4.25

The Relationship Between the Reported Psychosocial Illness
Conceptualization and the Mode of Onset (N=96)a

Insidiousc TotalSudden Precipitous Acuteb

Psycho- Yes N = 4 N = 4 N = 3
social R = 27% R = 27% R = 20%
III ness C = 24% C = 24% C = 12%

No N = 13 N = 13 N = 23
R = 16% R = 16% R = 28%
C = 76% C = 76% C = 88%

N = 4
R = 27%
C = 11%

N= 32
R = 40%
C = 89%

N= 15
R = 100%
C = 16%

N= 81
R = 100%
C = 84%

Total 17 17
(100%) (100%)

X2 = 2.5

26 36
(100%) (100%)

P = NS

96
(100%)

a,b,cRefer to footnotes under Table 4.19.



Table 4.26

The Relationship Between the Reported Psychosocial Illness
Conceptualization and the Mode of Onset {N=96)a

Sudden,
Precipitous

Insidiousb.& Acute Total

Psychosocial Yes N = 11 N = 4 N= 15
Illness R = 73% R = 27% R = 100%

C = 18% C = 11% C = 16%

No N = 49 N = 32 N = 81
R = 60% R = 40% R = 100%
C = 82% C = 89% C = 84%

Total 60 36 96
(100%) (l 00%) (100%)

X2 = .48 p = NS

a,bSee footnotes a and c under Table 4.19.
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Table 4.27

The Relationship Between the Nature of the Patientls Perception
of the Problem Given by Outside Agencies and Gender (N=99)

Males Females
X2(N=60) (N=39) df P

No responsea N= 23 N= 10
R = 70% R = 30% 1.2 1 NS
C = 38% C = 26%

Unspecified N = 4 N = 3
Problem R = 57% R = 43% .04 1 NS

C = 7% C = 8%

Mental Illness N= 22 N= 16
R = 58% R = 42% .05 1 NS
C = 37% C = 41%

Physical N-= 2 N = 7
Illness R = 22% R = 78% 4.4 1 < .03

C = 3% C = 18%

Spiritual N= 3 N = 0
Illness R = 100% R = 0 .67 1 NS

C = 5% C = 0

Psychosocial N= 6 N = 3
111 nessb R = 67% R = 33% .001 1 NS

C = 10% C = 8%

allNo responsell refers to the combined categories of IIno explanation
givenll and II not hi ng wrong. 1I

bllpsychosocia1 11 illness represents the collapsed categories of
"unacceptabf e behavior'' and "other (specify). II

Note: The category of "maq i c, curse, taboo" was eliminated in this
question since there were no responses.
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Table 4.28

The Relationship Between the Nature of the Patient's Perception
of the Problem Given by Outside Agencies and Ethnicity {N=78)a

Caucasian Japanese Hawaiian Filipino
X2(N=30) (N=19) (N=20) (N=9) df P

No responseb N = 7 N = 11 N = 6 N = 3
R = 26% R = 41% R = 22% R = 11% 6.4 3 NS
C = 23% C = 58% C = 30% C = 33%

Unspecified N = 3 N = 0 N = 2 N = 1
Problem R = 50 R = 0 R = 33 R = 17 2. 1 3 NS

C = 10 C = 0 C = 10 C = 11

Mental N = 14 N = 4 N = 6 N = 4
Illness R = 50 R = 14 R = 21 R = 14 3.9 3 NS

C = 47 C = 21 C = 30 C = 44

Physical N = 3 N = 1 N = 3 N = 0
III ness R = 43" R = 14 R = 43 R = 0 2. 1 3 NS

C = 10 C = 5 C = 15 C = 0

Spiritual N = 0 N = 0 N = 1 N = 1
III ness R = 0 R = 0 R =100 R =100 4.4 3 NS

C = 0 C = 0 C = 5 C = 11

Psychosocial b N = 3 N = 3 N = 2 N = 0
III ness R = 38 R = 38 R = 25 R = 0 1.7 3 NS

C = 10 C = 16 C = 10 C = 0

a21 subjects who represent "other ethnicities" were eliminated from
the data analysis concerned with ethnic differences.

bRefer to footnotes under Table 4.27.

----------------- ---~--_._----
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Hypothesis 7: There is no relationship between diagnosis and

the patients' reported perception of the nature of the problem given

to them by outside agencies.

Findings: A slightly significant relationship between diagnosis

and the patients' perception of outside agency reports was found for

physical illness but not others. The difference was likely due to

the wide variation between the three diagnostic categories: i.e.,

schizophreniform patients were the most likely to report a physical

illness and the schizophrenics were the least likely to report a

physical illness (see Table 4.29).

Hypothesis 8: There is no relationship between the mode of onset

and the patients' perception of the nature of the problem given to

them by outside agencies.

Findings: No statistical relationship was found between the four

mode of onset groups and the patients' perception of outside agency

reports (see Table 4.30).

Hypothesis 9: In the total patient sample, a significantly

greater proportion will report a cause of disorder rather than no

cause.

Findings: A significantly greater proportion of patients reported

a cause of disorder rather than no cause. (See Table 4.31.)

Hypothesis 10: Females will report more psychosocial or life

style causes to their disorders than males.

------------ ---- ----- --



Table 4.29

The Relationship Between the Nature of the Patient's
Perception of the Problem Given by Outside Agencies and Diagnosis

(N=99)
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Affective Schizophreniform
X2Schizophrenia Disorders Disorders df p

(N=49) (N=24) (N=26)

No response a N = 19 N = 7 N = 7
R = 58% R = 21% R = 21% 1.3 2 NS
C = 39% C = 29% C = 27%

Unspecified N = 5 N = 1 N = 1
Problem R = 71 R = 14 R = 14 1.5 2 NS

C = 10 C = 4 C = 4

Mental N = 19 N = 9 N = 10
Illness R = 50' R = 24 R = 26 .01 2 NS

C = 39% C = 38% C = 38%

Physical N = 1 N = 3 N = 5
Illness R = 11 R = 33 R = 56 6.5 2 < .04

C = 2% C = 13 C = 19

Spiritual N = 1 N = 1 N = 1
Illness R = 33 R = 33 R = 33 .33 2 NS

C = 2 C = 2 C = 4

Psychosocial N = 4 N = 3 N = 2
Illnessa R = 44 R = 33 R = 22 .45 2 NS

C = 8 C = 13 C = 8

aRefer to footnotes under Table 4.27.



Table 4.30

The Relationship Between the Nature of the Patient's Perception
of the Problem Given by Outside Agencies and

the Mode of Onset (N=96)a
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Sudden Precipitous Acutea Insidiousa
X2(N=17) (N=l7) (N=26) (N=36) df P

No responseb N = 4 N = 8 N = 6 N = 13
R = 13% R = 26% R = 19% R = 42% 3.5 3 NS
C = 24% C = 47% C = 23% C = 36%

Unspecified N = 1 N = 1 N = 3 N = 2
Problem R = 14 R = 14 R = 43 R = 29 .95 3 NS

C = 6 C = 6 C = 12 C = 6
Menta1 N = 7 N = 5 N = 11 N = 15
III ness R = 18 R = 13 R = 29 R = 39 .9 3 NS

C =41 C = 29 C = 42 C = 42

Physical N = 2 N = 2 N = 2 N = 3
III ness R = 22 R = 22 R = 22 R = 33 .36 3 NS

C = 12 C = 12 C = 8 C = 8

Spiritual N = 1 N = 0 N = 1 N = 0
III ness R = 50 R = 0 R = 50 R = 0 2.7 3 NS

C = 6 C = 0 C = 4 C = 0

Psychosocial N = 2 N = 1 N = 3 N = 3
I11nessb R = 22 R = 11 R = 33 R = 33 .55 3 NS

C = 12 C = 6 C = 12 C = 8

aRefer to footnotes under Table 4.19.

bRefer to footnotes under Table 4.27.
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Table 4.31

The Difference Between "Cause" and IINo Cause"
Reported by Patients to Explain

The Current Problem (N=97)a

CAUSE

NO CAUSE

Total

. X2 = 56.4 P < .001

N = 86
C = 89%

N = 11
C = 11%

97
(100%)

aTwo subjects who rated in the response category
of "not applicable or not inquired" were elimin
ated from this portion of the data analysis.

Findings: Slightly greater proportions of females reported psycho

social or lifestyle causes to their disorders than males. No signifi-

cant gender differences were found when each cause was examined

separately. (See Tables 4.32-4.33.)

Hypothesis 11: There is a relationship between ethnicity and

the reporting of a supernatural cause of disorder. If the relationship

exists, Hawaiians and Filipinos are more likely to report a super

natural cause of disorder than Caucasians and Japanese.

Findings: No significant statistical relationship was found

between ethnicity and the reporting of a supernatural cause of disorder.
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Table 4.32

The Relationship Between Psychosocial Causes of Disorder
and Gender (N=97)a

Males Females Total

Psychosocial N = 21 N = 20 N = 41
Causeb Yes R = 51% R = 49% R = 100%

C = 36% C = 51% C = 42

N = 37 N = 19 N = 56
No R = 66 R = 34 R = 100

C = 64 C = 49 C = 58
Total 58 39 97

(100%) (100%) (100%)

x2 = 1.6 P = NS

aRefer to footnote under Table 4.31.

b"psychosocia1 causes" refer to cases that selected
"intimate interpersonal relationships or family life"
or "social environment."

There is no statistical evidence to support the hypothesis that

Hawaiians and Filipinos are more likely to report a supernatural cause

of disorder than Caucasians and Japanese. (See Tables 4.34 and 4.35).

Hypothesis 12: Schizophrenics are more likely to report a super

natural cause and less 1ike~y to report a psychosocial or somatic cause

of disorder than affective patients.

Findings: No statistically significant difference was found

between schizophrenics and affective patients in the reporting of

supernatural, psychosocial or somatic causes of disorder. However,
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Table 4.303

The Relationship Between Lifestyle Causes of Disorder
and Gender (N=97)1

Lifesty1 eYes

No

Total

Males Females Total
N = 20 N = 15 N = 35
R = 57% R = 43% R = 100%
C = 34% C = 38% C = 36%

N = 38 N = 24 N = 62
R = 61 R = 39 R = 100
C = 66 C = 62 C = 64

58 39 97
(100%) (100%) (100%)

X2 = .03 P = NS

allLifesty1e causes" refers to cases that selected "character
of 1ifesty1e.".

bRefer to footnote under Table 4.31.

borderline significance was found between diagnosis and the reporting

of a psychosocial cause of disorder. The majority of people who have

affective disorders (61%) see the cause of their problem as psycho

social in comparison with schizophrenic patients. (See Tables 4.36-

4.39.)

Hypothesis 13. There is no relationship between the mode of onset

and the reporting of a specific category of cause to explain the

presence of a disorder.

Findings: No significant statistical relationship was found

between the mode of onset and the reporting of a specific category

of cause to explain the presence of a disorder. (See Tables 4.40-4.44.)



Table 4.34

The Relationship Between Supernatural Causes of Disorder
and Ethn;city (N=76)a,b

244

Caucasians Japanese Hawa;ian Filipino Total

N = 3 N= 1 N= 5 N = 2 N = 11
Yes R = 27% R = 9% R =45% R = 18% R = 100%

Supernatural a C = 10% C = 6% C =25% C = 25% C = 14%
Cause

N" = 27 N = 17 N= 15 N = 6 N = 65
No R = 42 R = 26 R =23 R = 29 R = 100

C = 90 C = 94 C =75 C = 75 C = 86

Total 30 18 20 8 76
(100%) (100%) (100%) (100%) (100%)

X2 = 4.1 P = NS

a21 cases representing "other ethnicities" were eliminated from the
data analysis concerned with ethnic differences.

b2 missing data cases or those rated as "not applicable or not
inquired" were eliminated from the analysis.

c"Supernatural cause" refers to cases that selected "supernatural
forces unprovoked by the patient" and "supernatural forces provoked
by the patient through breaking of a taboo."



Table 4.35

The Relationship Between Supernatural Causes
of Disorder and Ethnicity (N=76)a

Caucasians Hawaiians &
&Japanese Filipinos Total

Supernatural a N = 4 N = 7 N = 11
Cause Yes R = 36% R = 64% R = 100%

C = 8% C = 25% C = 14%

N = 44 N = 21 N = 65
No R = 68 R = 32 R = 100

C = 92 C = 75 C = 86

Total 48 28 76
(100%) (100%) (100%)

X2 = 2.7 P = NS

aRefer to footnotes under Table 4.34.
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Table 4.36

The Relationship Between Supernatural Causes
of Disorder and Diagnosis (N=72)a

Supernatural b Yes
Cause

No

Total

Schizophrenias

N = 9
R = 82%
C = 18%

N = 40
R= 66
C = 82

49
(100%)

x2 = .51

Affective
Disorders

N = 2
R = 18%
C = 9%

N = 21
R = 34
C = 91

23
(100%)

p = NS

Total

N= 11
R = 100%
C = 15%

N = 61
R = 100
C = 85

72
(100%)

a2 missing data cases or those rated as "not applicable or not
inquired" were eliminated from the analysis. 25 schizophren
iform patients were also not part of the analysis.

b"supernatural cause" refers to cases that selected "super
natural forces unprovoked by the patient" and "supernatural
forces provoked by the patient through breaking of a taboo."
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Table 4.37

The Relationship Between Psychosocial and
Somatic Causes and Diagnosis (N=72)a

Affective
Schizophrenia Disorders Total

PSYChos8cialb or
N = 37 N = 22 N = 59

Yes R = 63% R = 37% R = 100%
Somatic Causes C = 76% C = 96% C = 82%

N = 12 N = 1 N = 13
No R = 92 R = 8 R = 100

C = 24 C = 4 C = 18

Total 49 23 72
(100%) (100%) (l00%)

x2 = 3.0 P = NS

aTwo missing data cases or those rated as "not applicable or not
inquired" were eliminated from the analysis. Twenty-five schizo
phreniform patients were also not part of the analysis.

bllpsychosocial cause" refers to cases who selected "intimate inter
personal relationships or family life" or "social environment."

clISomatic cause II refers to those cases that selected "heredity,1I
"faulty biological functioning," "substance abuse," or "faulty
nutritional habits."



Table 4.38

The Relationship Between Psychosocial Causes of Disorder
and Diagnosis (N=72)a
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Affective
Schizophrenia Disorders Total

N = 19 N = 14 N = 33
Psychosocial Yes R = 58% R = 42% R = 100%
Causeb C = '39% C = 61% C = 46%

N = 30 N = 9 N = 39
No R = 77 R = 23 R = 100. C = 61 C = 39 C 54=
Total 49 23 72

(100%) (100%) (100%)

x2 = 2.3 P = < .07

aTwo missing data cases or those rated as II not applicable or not
inquired ll were eliminated from the analysis. Twenty-five
schizophreniform patients were also not part of the analysis.

b"psychosocial cause ll refers to cases who selected lIintimate
interpersonal relationships or family life ll or II soci al
environment."



Table 4.39

The Relationship Between Somatic Causes of Disorder and Diagnosis
{N=72)a

Affective
Schizophrenia Disorders Total

Somaticb N = 18 N = 8 N = 26
Yes R = 69% R = 31% R = 100%

Cause C = 37% C = 35% C = 36%

N = 31 N = 15 N = 46
No R = 67 R = 33 R = 100

C = 63 C = 65 C = 65

Total 49 23 72
(100%) (100%) (100%)

X2 = .01 P = NS

aTwo missing data cases or those rated as II not applicable or not
inquired ll were eliminated from the analysis. Twenty-five
schizophreniform patients were also not part of the analysis.

bllSomatic causell refers to those cases that selected IIheredity,1I
IIfaulty biological functioning,1I II substance abuse,1I or IIfaulty
nutritional habits. 1I
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Table 4.40

The Relationship Between Somatic Cause
and the Mode of Onset

(N=96)a

Sudden Precipitous Acuteb I id'i b TotalnS1 10US

N = 8 N = 4 N = 12 N = 9 N = 33
Somatic Yes R = 24% R = 12% R = 36% R = 27% R = 100%
CauseC C = 47% C = 24% C = 46% C = 25% C = 34%

N = 9 N = 13 N = 14 N = 27 N = 63
No R = 14 . R = 21 R = 22 R = 43 R = 100

C = 53 C = 76 C = 54 C = 75 C = 66

Total 17 17 26 36 96
(100%) (100%) (100%) (100%) (100%)

x2 = 5. 1 P = NS

aThree cases were eliminated from this portion of the data analysis
for the following reasons: (1) one case whose description about the
mode of onset was inadequate for a clinical judgment; and (2) two cases
who were rated in the response category of "not applicable or not
inquired."

bSee footnotes band c under Table 4.19.

c"Somatic cause" refers to those cases who selected "heredity,1I
IIfau1ty biological functioning," "substance abuse," or "faulty
nutritional habits. 1I
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Table 4.41

The Relationship Between Psychosocial Cause
and the Mode of Onset (N=96)a

Sudden Precipitous Acuteb Insidiousb Total

Psychosocial c
Cause

N = 5 N = 9
Yes R = 13% R = 23%

C = 29% C = 53%

N = 11 N = 15
R = 28% R = 37%
C = 42% C = 42%

N = 40
R = 100%
C = 42%

N = 12 N = 8 N = 15 N = 21 N = 56
No R = 21 R = 14 R = 27 R = 38 R = 100

C = 71 C = 47 C = 58 C = 58 C = 58

Total 17 17 26 36 96
(100%) (100%) (100%) (100%) (100%)

x2 = 1.9 p = NS

aSee footnote a under Table 4.40

bSee footnotes band c under Table 4.19

c"Psychosocial cause" refers to cases who selected "intimate inter
personal relationships or family life" or "social environment."



Table 4.42

The Relationship Between Lifestyle Cause and
The Mode of Onset (N=96)a
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Sudden Precipitous Acuteb Insidiousb Total

Lifesty1eC
N = 8 N = 6 N = 8 N = 13 N = 35

Yes R = 23% R = 17% R = 23% R = 37% R = 100%
Cause C = 47% C = 35% C = 31% C = 36% C = 36%

N = 9 N = 11 N = 18 N = 23 N = 61
No R =: 15 R = 18 R =. 30 R = 38 R = 100

C = 53 C = 65 C = 69 C = 64 C = 64

Total 17 17 26 36 96
(100%) (100%) (100%) (100%) (100%)

X2 = 1. 2 p = NS

aSee footnote a under Table 4.40

bRefer to footnotes band c under Table 4.19

c"Lifestyle cause" refers to cases who selected "character or
1ifestyle."



Table 4.43

The Relationship Between Supernatural Cause
and the Mode of Onset (N=96)a

Sudden Precipitous Acuteb Insidious3 Total

N = 3 N = 4 N = 4 N = 7 N = 18
Supernatural Yes R = 17% R = 22% R = 22% R = 39% R = 100%
CauseC C = 18% C = 24% C = 15% C = 19% C = 19%

N = 14 N = 13 N = 22 N = 29 N = 78
No R = 18 R = 17 R = 28 R = 37 R = 100

C = 82 C = 76 C = 85 C = 81 C = 81

Total ·17 17 26 36 96
(100%) (100%) (100%) (100%) (100%)

x2 = .47 P = NS

aSee footnote a under Table 4.40

bSee footnotes band c under Table 4.19

c"Supernatural cause" refers to cases who selected "supernatural
forces unprovoked by the patient" and "supernatural forces provoked
by the patient through breaking of a taboo."
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Table 4.44

The Relationship Between Events
and the Mode of Onset

(N=96)a

Acuteb Insidiousb Total

N = 4 N = 4
R = 31% R = 31%
C = 15% C = 11%

Sudden Precipitous

EventsC
N = 3 N= 2

Yes R = 23% R = 15%
C = 18% C = 12%

N = 14 N = 15
No R = 17 R = 18

C = 82 C =88

N = 22
R = 27
C = 85

N= 32
R = 39
C = 89

N = 13
R = 100%
C = 14%

N = 83
R = 100
C = 86

Total 17 17
(100%) (100% )

26 36
(1 00% ) (100% )

96
(100%)

x2 = .55 p = NS

aSee footnote a under Table 4.40.

bSee footnotes band c under Table 4.19

c"Events" refers to cases who selected "specific precipitating event
of special significance" and "other cause (specify)."

Hypothesis 14: Males are more likely to report being in control

over the cause of disorder than females.

Findings: No statistically significant differences between

gender and the patient's reported degrees of control over the cause

of disorder (i.e., no control, partial control, and total control)

were found. (See Tables 4.45 and 4.46).



Table 4.45
The Relationship Between the Patient's Reported Degree of Control

Over the Cause of Disorder and Gender (N=92)a

Males Females Total
N = 28 N = 14 N = 42

No control R = 67% R = 33% R = 100%
C = 52% C = 37% C = 46%

Control N = 26 N = 24 N = 50
(Partial and R = 52 R = 48 R = 100
Total) C = 48 C = 63 C = 54

Total 54 38 92
(100%) (100%) (100%)

X2 = 1.5 p = NS

aSeven cases rated in the response categories of "not applicable or
not inquired" and "uncertain ll were eliminated from the analysis.
The 7 cases consist of 6 males and 1 female.

Table 4.46
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The Relationship Between the Patient's Reported Degree of Control
Over the Cause of Disorder and Gender (N=50)

Males Females Total
N = 20 N = 22 N = 42

Partial Control R = 48% R = 52% R = 100%
C = 77% C = 92% C = 84%

N = 6 N = 2 N = 8
Total Control R = 75 R = 25 R = 100

C = 23 C = 8 C = 16

Total 26 24 50
(100%) (100%) (100%)

X2 = 1.1 P = NS
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Hypothesis 15: There is a relationship between ethnicity and

the reporting of being in control over the cause of disorder. If the

relationship exists, Caucasians and Japanese are more likely to report

being in control over the cause of disorder than Hawaiians and

Filipinos.

Findings: No significant statistical relationship was found

between ethnicity and the reporting of being in control over the cause

of disorder. No statistically significant ethnic differences were

found in the reported degrees of control over the cause of disorder

(i.e., no control, partial co~trol, and total control). There is no

statistical evidence to support the supposition that Caucasians and

Japanese are more likely to report being in control over the cause

of their disorder than Hawaiians and Filipinos. (See Tables 4.47

4.50. )

Hypothesis 16: Diagnostically, affective patients will report

greater control over the cause of disorder than schizophrenic and

schizophreniform disorders.

Findings: No significant statistical relationship was found

between diagnosis and the reporting of being in control over the cause

of disorder (i.e., no control, partial control, and total control).

There is no statistical evidence to support the hypothesis that

affective patients will report greater control over the cause of dis

order than schizophrenic and schizophreniform patients. (See Tables

4.51-4.54. )

----_.------
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Table 4.47

The Relationship Between the Patient's Reported Degree of Control
Over the Cause of Disorder and Ethnicity (N=73)a,b

Caucasians Japanese Hawaiians Filipinos Total

N = 11 N = 9 N = 9 N = 3 N = 32
No Control R = 34% R = 28% R = 28% R = 9% R = 100%

C = 37% C = 50% C = 47% C = 50% C = 44%

Control N = 19 N = 9 N = 10 N = 3 N = 41
(Partial and R = 46 R = 22 R = 24 R = 7 R = 100
Total) C = 63 C = 50 C = 53 C = 50 C = 56

Total 30 18 19 6 73
(100%) (100%) (100%) (100%) (100%)

X2 = 1.1 P = NS
aTwenty-one cases repre~enting "other ethnicities" were eliminated from
the data analysis concerned with ethnic differences.

b Five cases rated in the response categories of "not applicable or
not inquired" and "uncertain" were eliminated from the analysis.
These cases represent 1 Japanese, 1 Hawaiian, and 3 Filipinos.

Table 4.48

The Relationship Between the Patient's Reported Degree of Control
Over the Cause of Disorder and Ethnicity (N=73)a

Caucasians Hawaiians &
&Japanese Filipinos Total

N = 20 N = 12 N = 32
No Control R = 63% R = 37% R = 100%

C = 42% C = 48% C = 44%

N = 28 N = 13 N = 41
Control R = 68 R = 32 R = 100
(Partial and C = 58 C = 52 C = 56
Total)

Total 48 25 73
(100%) (100%) (100%)

?
.07x- = P = NS

aRefer to footnotes under Table 4.47.
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The Relationship Between the Patient's Reported Degree of Control
Over the Cause of Disorder and Ethnicity (N=41) a
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Caucasians Japanese Hawaiians Filipinos Total
N = 18 N = 5 N = 8 N = 3 N = 34

Partial Control R = 53% R = 15% R = 24% R = 9% R = 100%
C = 95% C = 56% C = 80% C =100% C = 83%

N = 1 N = 4 N = 2 N = 0 N = 7
Total control R = 14 R = 57 R = 29 R = 0 R = 100

C = 5 C = 44 C = 20 C = 0 C = 17

Total 19 9 10 3 41
(100%) (100%) (100%) (100%) (100%)

X2 = 7.3 P = NS

aTwenty-one cases representing "other ethnicities" were eliminated
from the data analysis concerned with "ethnic differences."

Table 4.50

The Relationship Between Patient1s Reported Degree of Control
Over the Cause of Disorder and Ethnicity (N=41)a

Partial control

Total control

Total

Caucasians Hawaiians &
Japanese Filipinos Total

N = 23 N = 11 N = 34
R = 68% R = 32% R = 100%
C = 82% C = 85% C = 83%

N = 5 N = 2 N = 7
R = 71 R = 29 R = 100
C = 18 C = 15 C = 17

28 13 41
(100%) (100%) (lOO%)

x2 = .06 P = NS

aRefer to footnote under Table 4.49.
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Table 4.51

The Relationship Between the Patient1s Reported Degree of Control
Over the Cause of Disorder and Diagnosis (N=92)a

Affective Schizophreniform
Schizophrenias Disorders Disorders Total

N = 21 N = 10 N = 11 N = 42
No control R = 50% R = 24% R = 26% R = 100%

C = 48% C = 43% C = 44% C = 46%

Control N = 23 N = 13 N = 14 N = 50
(Partial R = 46 R = 26 R = 28 R = 100
and total) C = 52 C = 57 C = 56 C = 54

Total 44 23 25 92
(100%) (100%) (100%) (100%)

X2 = •15 p = NS

aSeven subjects who were rated in the response categories of II not
applicable or not inquired ll and lIuncertainll were eliminated from the
analysis. Specifically, the 7 subjects consisted of 5 schizophrenics,
1 with an affective disorder, and 1 with a schizophreniform disorder.

Table 4.52

The Relationship Between the Patient1s Reported Degree of Control
Over the Cause of Disorder and Diagnosis

No control

Control
(Partial and
Total)

Affective
Disorders
N = 10
R = 24%
C = 43%
N = 13
R = 26
C = 57

Schizophrenia and
Schizophreniform
Disorders
N = 32
R = 76%
C = 46%
N = 37
R = 74
C = 54

Total
N = 42
R = 100%
C = 46%
N = 50
R = 100
C = 54

Total 23
(100%)

69
(100%)

x2 = .06 p = NS

92
(100%)

aRefer to footnote under Table 4.51.



Table 4.53

The Relationship Between the Patient1s Reported Degree of Control
Over the Cause of Disorder and Diagnosis (N=50)
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Affective Schizophreniform
Schizophrenias Disorders Disorders Total

N = 18 N = 13 N = 11 N = 42
Partial R = 43% R = 31% R = 26% R = 100%
control C = 78% C =100% C = 79% C = 84%

N = 5 N = 0 N = 3 N = 8
Total R = 63 R = 0 R = 37 R = 100
control C = 22 C = 0 C = 21 C = 16

Total 23 13 14 50
(100%) (100%) (100%) (100%)

X2 = 3.3 P = NS

Table 4.54

The Relationship Between the Patient1s Reported Degree of Control
Over the Cause of Disorder and Diagnosis (N=50)

Schizophrenia and
Affective Schizophreniform
Disorders Disorders Total

N = 13 N = 29 N = 42
Partial R = 31% R = 69% R = 100%
control C =100% C = 78% C = 84%

N = 0 N = 8 N = 8
Total R = 0 R =100 R = 100
control C = 0 C = 22 C = 16
Total 13 37 50

(100%) (100%) (100%)

X2 = 1.9 p = NS
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Hypothesis 17: Patients with an insidious onset of disorder are

more likely to report being in control and having a greater degree

of control over the cause of disorder than other onset categories.

Findings: No significant statistical relationship was found

between the mode of onset and the reporting of being in control over

the cause of disorder. No statistically significant onset differences

were found in the reported degrees of control over the cause of dis

order (i.e., no control, partial control and total control). There

was no statistical evidence to support the hypothesis that patients

with an insidious onset of disorder are more likely to report being

in control and having a greater degree of control over the cause of
.

disorder than the other onset categories. (See Tables 4.55-4.58.)

Hypothesis 18: There is no relationship between gender and the

patient's narrative summaries explaining the cause of their disorder.

Findings: No significant statistical relationship was found

between gender and the patient's narrative summaries dealing with their

causal perception of disorder. (See Table 4.59.)

Hypothesis 19: There is no relationship between ethnicity and

the patients' narrative summaries explaining the cause of their dis

order.

Findings: A slightly significant statistical relationship was

found between ethnicity and the patients' narrative summaries cate-

gorized as "no exp1anation" and "psychosocial life stress." (See

Table 4.60.)

--- _.~------ - -- - -----------
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Table 4.55

The Relationship Between the Patient1s Reported Degree of Control
Over the Cause of Disorder and Mode of Onset {N=90)a

Sudden Precipitous Acuteb Insidiousb Total
No control N = 5 N = 8 N = 13 N = 15 N = 41

R = 12% R = 20% R = 32% R = 37% R = 100%
C = 33% C = 50% C = 50% C = 45% C 46%

Control N = 10 N = 8 N = 13 N = 18 N = 49
(Partial R = 20 R = 16 R = 27 R = 37 R = 100
and Total) C = 66 C = 50 C = 50 C = 55 C = 54
Total 15 16 26 33 90

(100%) (100%) (lOO%) (lOO%) (lOO%)
X2 = 1. 2 p = NS

aSi x cases who were rated in the response categories of "not
applicable or not inquired" and lIuncertainll were eliminated from
the analysis. Specifically, the 6 cases consisted of 2 with a
sudden onset, 1 with a precipitous onset, and 3 with an insidious
onset. In addition, 3 cases were eliminated from the analysis for
the following reasons: (l) 2 subjects whose description about the
mode of onset was inadequate for a clinical judgment; and (2) 1
subject for which the question was not asked.

bRefer to footnotes band c under Table 4.19.
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Table 4.56

The Relationship Between the Patient's Reported Degree of Control
Over the Cause of Disorder and the Mode of Onset (N=90)a

No control

Control
(Partial
and Total)

Total

Sudden, Precipitous &Acute Insidious

N = 26 N = 15
R = 63% R = 37%
C = 46% C = 45%

N = 31 N = 18
R =63 R = 37
C = 54 C = 54

57 33
(100%) (100%)

Total

N = 41
R = 100%
C = 46%

N = 49
R = 100
C = 54

90
(100%)

x2 = .04

aRefer to footnote under Table 4.55.

Table 4.57

p = NS

The Relationship Between the Patient's Reported Degree of Control
Over the Cause of Disorder and Mode of Onset (N=49)

Sudden Precipitous Acutea Insidiousa Total

Partial control N = 9 N = 7 N = 10 N = 16 N = 42
R = 21% R = 17% R = 24% R = 38% R = 100%
C = 90% C = 88% C = 77% C = 89% C = 86%
N = 1 N = 1 N = 3 N = 2 N = 7

Total control R = 14 R = 14 R = 43 R = 29 R = 100
C = 10 C = 13 C = 23 C = 11 C = 14

Total 10 8 13 18 49
(100%) (100%) (100%) (100%) (100%)

X2 = 1.1 P = NS

aRefer to footnotes under Table 4.19.



Table 4.58

The Relationship Between the Patient's Reported Degree of Control
Over the Cause of Disorder and Mode of Onset

(N=49)

Sudden,
Precipitous
&Acute Insidious Total

N = 26 N = 16 N = 42
Partial R = 62% R = 38% R = 100%
control C = 84% C = 89% C = 86%

N = 5 N = 2 N = 7
Total R = 71 R = 29 R = 100
control C = 16 C = 11 C = 14

Total 31 18 49
(100%) (100%) (100%)

X2 = .004 p = NS
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Table 4.59

The Relationship Between the Patients' Narrative Report
About the Cause of Disorder and Gender

(N=99)

Males Females
X2(N=60) (N=39) df P

N = 5 N = 2
No explanation R = 71% R = 29% .04 NS

C = 8% C = 5%

Psychosocial N = 32 N = 26
Life Stress R = 55 R = 45 1.2 1 NS

C = 53 C = 67

N = 8 N = 4
Biology/ R = 67 R = 33 .02 NS
Heredity C = 13 C = 10

Bizarre/ N = 15 N = 7
Psychotic R = 68 R = 32 .33 NS
Ideation C = 25 C = 18
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Table 4.60

The Relationship Between the Patients' Narrative Report
About the Cause of Disorder and Ethnicity

(N=78)a
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Caucasian Japanese Hawaiian Fil ipi no
X2(N=30) (N=19) (N=20) (N=9) df P

No N = 0 N = 4 N = 1 N = 1
explanation R = 0% R = 67% R = 17% R = 17% 7.6 3 < .05

C = 0% C = 21% C = 5% C = 11%

Psycho- N = 24 N = 9 N = 10 N = 4
social R = 51 R = 19 R = 21 R = 9 8.0 3 < .045
Life C = 80 C = 47 C = 50 C = 44
Stress

N = 3 N = 3 N = 3 N = 1
Biology/ R = 30 R = 30 R = 30 R = 10 .47 3 NS
Heredity C = 10 C = 16 C = 15 C = 11

Bizarre/ N = 3 N = 3 N = 6 N = 3
Psychotic R = 20 R = 20 R = 40 R = 20 4.4 3 NS
Ideation C = 10 C = 16 C = 30 C = 33

aTwenty-one subjects who represent "other ethnicities" were
eliminated from the data analysis concerned with ethnic
differences.
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Hypothesis 20: There is no relationship between diagnosis and

the patient's narrative summaries explaining the cause of their dis-

order.

Findings: A significant statistical relationship between

diagnosis and the patient's narrative summaries was found for the

categories of "psychosocial life stress" and "bizarre/psychotic

ideation" but not for the categories of "no explanation" and "bio10gy/

heredity." (See Table 4.61.)

Table 4.61

The Relationship Between the Patients' Narrative Report
About the Cause of Disorder and Diagnosis (N=99)

Schizo-
Affective phreniform

Schizophrenia Disorders Disorders
(N=49) (N=24) (N=26) X2 df p

No N = 6 N = 0 N = 1
exp1an- R = 86% R = 0% R = 14% 4.2 2 NS
ation C = 12% C = 0% C = 4%

Psycho- N = 25 N = 21 N = 12
social R = 43 R = 36 R = 21 11.1 2 < .003
life C = 51 C = 87 C = 46
Stress

N = 5 N = 3 N = 4
Bio1ogy/ R = 42 R = 25 R = 33 .43 2 NS
Heredity C = 10 C = 13 C = 15

Bizarre/ N = 13 N = 0 N = 9
Psychotic R = 59 R = 0 R = 41 9.7 2 < .007
Ideation C = 27 C = 0 C = 35
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Hypothesis 21: There is no relationship between the mode of onset

and the patients' narrative summaries explaining the cause of their

disorder.

Findings: An insignificant statistical relationship was found

between the mode of onset and the patients' narrative summaries dealing

with their causal perception of disorder. (See Table 4.62.)

Tab1e 4.62-

The Relationship Between the Patients' Narrative Report
About the Cause of Disorder and the Mode of Onset (N=99)

Sudden Precipitous Acutea Insidiousa
X2(N=17) (N=17) (N=26) (N=36) df P

No N = 1 N = 1 N = 0 N = 5
explan- R = 14% R = 14% R = 0% R = 7"1% 4.5 3 NS
ation C = 6% C = 6% C = 0% C = 14%

Psycho- N = 10 N = 11 N = 16 N = 19
social R = 18 R = 20 R = 29 R = 34 .85 3 NS
Life C = 59 C = 65 C = 62 C = 53
Stress

Biology/ N = 5 N = 0 N = 3 N = 4
Heredity R = 42 R = 0 R = 25 R = 33 6.95 3 NS

C = 29 C = 0 C = 12 C = 11

Bizarre/ N = 1 N = 5 N = 7 N = 8 3.5 3 NS
Psychotic R = 5 R = 24 R = 33 R = 38
Ideation C = 6 C = 29 C = 27 C = 22

aRefer to footnotes under Table 4.19.

------- -------- ---



269

Summary

First-episode psychotic patients in the study sample showed

statistically significant ethnic differences in their reported per

ception about the nature of their disorder. Hawaiians and Filipinos

were more likely to report a spiritual/magical disorder than Caucasians

and Japanese. A slightly significant statistical relationship was

found between diagnosis and the patients' reporting of mental disorders.

Affective patients were more likely to report mental disorders than

the schizophrenic or schizophreniform patients. No statistically

significant differences in gender or the mode of onset were found in

the patients' reported perceptions about the nature of their disorder.

A slightly significant statistical relationship between diagnosis

and the patients' perception of outside agency reports was found for

physical illness but not for other illness categories. The difference

was likely due to the wide variation between the three diagnostic

categories: i.e., schizophreniform patients were the most likely to

report a physical illness and the schizophrenics were the least likely

to report a physical illness. No significant statistical relationship

between gender and the patients' perception of outside agency reports

was found except for the category of physical illness which has a

greater frequency for females. Non-significant statistical differences

in ethnicity and the mode of onset were found in relationship to the

patients' perception of the nature of the problem given to them by

outside agencies.

In the total patient sample, a statistically significant greater

proportion of patients reported a cause of disorder rather than no
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cause. A slightly significant statistical relationship was found

between gender and the reporting of psychosocial or lifestyle causes

with females reporting greater proportions of psychosocial and life

style causes than males. No statistically significant relationship

between ethnicity and the reporting of a supernatural cause of disorder

was found. A non-significant statistical relationship was found

between diagnosis and the reporting of supernatural, psychosocial and

somatic causes of disorder. No statistically significant mode of

onset differences were found in relationship to the patients' report

of a specific category of cause to explain the current disorder.

First-episode psychotic patients in the study sample showed non

significant statistica1 differences in gender, ethnicity, diagnosis

and the mode of onset in relationship to their perceived degrees of

control over the cause of disorder. That is to say that no statis

tically significant differences in these demographic and clinical

variables were found when measured against the patients' perception

of no control, partial control or total control.

In reference to the patients' narrative summaries dealing with

their perception of causality, a statistically significant relation

ship between diagnosis and the patient narratives was found for the

categories of "psychosocial life stress" and "bizarre/psychotic

ideation." A slightly significant statistical relationship was found

between ethnicity and the patients' descriptive summaries categorized

as "no explanation" and "psychosocial life stress." Non-significant

statistical differences in gender and the mode of onset were found

~n relationship to the patients' narrative summaries describing their

causal perception of disorder.



CHAPTER V

DISCUSSION AND INTERPRETATION OF FINDINGS

The purpose of the present investigation is to examine the

relationship between demographic and clinical variables and the

patients' perceptions about the nature, cause and control of their

disorders. The study focused specifically on psychiatric patients

because of the author's interest in the mental health area.

This area of research was pursued by the author since the current

personal, social and economic costs of psychiatric disorders are

extremely high. As potnted out in the concluding sections of the

Literature Review chapter, it is well known that mental health services

have been singularly identified as being substandard and ineffective

across a wide arena of the United States and the world. The role of

the patient in this arena has most often been denied or not been

attended to with the care that is needed to bring about improvements

in the mental health service area.

A number of hypotheses were advanced that looked at the possible

combinations of demographic and clinical variables with the various

patient perception variables. The findings were reported in the

previous chapter. The purpose of this section will be to discuss and

interpret these findings. Prior to beginning this discussion, however,

the author wishes to point out that the present study represents a

pioneering effort designed to explore these questions. The absence

of previous research has added an additional burden to the possible

interpretation of the various findings.

---------------_ .._-----------------
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Table 4.8 was concerned with the relationship between the report

ing of the nature of the problem and gender. Generally speaking, males

tend to report "no problem" and "some problem" with a slightly greater

frequency than females. However, these gender differences were not

statistically significant.

The first major finding is that most of the people report a

problem. When males and females are grouped together, 87% report they

have a problem. The majority of psychotic patients with first episode

psychosis do feel they have a problem.

Table 4.9 dealt with 88% of the patients who did report they

have a problem. One can see that the majority of the people (93%)

do report a specified problem. The findings show that in the context

of the nature of the problem, there are no gender differences. The

fact that there are no gender differences is an important finding.

Since males dominate the mental health field, some male professionals

may hold the stereotype that females cannot define their problem or

have no idea what it is. The results showed that most of the females

(97%), if they did have a problem, tended to specify it. The finding

of no gender differences indicates that gender ;s not a major deter

minant of people reporting mental health problems.

Table 4.10 dealt with the four sub-categories of problems that

were explored between the genders. While no statistically significant

differences were found in any of the four sub-categories explored

between males and females, the author feels this ;s largely a function

of the small sample size.
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More males tended to report they had a mental health problem

than females. Males and females showed a relatively similar pattern

in their report of physical, spiritual and psychosocial illnesses.

While sample size may limit the emergence of the identification of

a distinct gender difference in mental illness, nevertheless, there

is a sizable difference in the proportion of males and females. How

ever, it does not achieve significance. With a larger sample, this

difference might have emerged as statistically significant.

Table 4.11 dealt with the relationship between the reported

spiritual/magical conceptualization of the problem and ethnicity.

The sample size in this instance became smaller because the "other

ethnicities ll were not included. This further added to the problem

of attempting to identify group differences; i.e., for an effect to

appear, there must be a profound difference.

Thus, the Hawaiians tend to report with greater frequency that

the nature of their problem is a spiritual or magical illness than

the other groups. This significant difference confirms the hypothesis

and it reveals that the individual's conceptualization of their mental

health problems cannot be understood apart from the ethnocultural

tradition in which they are members. Native Hawaiians in contemporary

Hawaii today still maintain a strong affinity for, or an allegiance

to, their Hawaiian culture. Within the traditional Hawaiian culture,

illness is believed to arise from a disruption in the psychic realm.

For example, malevolent forces in the forms of an offended nature

spirit ('aumakua) may be manipulated through the "black arts" to bring



274

about mental and physical illnesses or even death. Generally speaking,

Native Hawaiians live within the context of a spiritual world.

In Table 4.12, Hawaiians and Filipinos were grouped together

and accounted for the statistical significance at the < .02 level.

Within the context of Filipino culture, the prevailing belief in

Catholicism emphasizes a strong attachment to the world of spirits.

Both of these groups maintain a strong allegiance to traditional and

indigenous cultures which stress greater proximity to the spiritual

world.

Table 4.13 deals with the relationship between the reported

psychosocial and mental illness conceptualizations of the problem and

diagnosis. This ques~ion asks whether or not having a particular illness

influences the way people see the nature of their disorder. In par

ticular, does being a schizophrenic, being depresse9, or having an

acute psychotic disorder in some way influence peoples· perception

of what is wrong with them? This question is also applicable to the

cancer or heart patient; i.e., would having either of these diseases

influence what people think is the nature of their disorder?

The results of Table 4.13 show statistically significant differ

ences among the diagnostic groups at the < .02 level. Tables 4.15-4.18

show that this statistical significance is due to the reporting of

mental disorders and not in the reporting of psychosocial disorders.

Of the affective disorders, Table 4.15 shows that 58% reported a mental

illness conceptualization. The majority of schizophrenics and schizo

phreniform disorders, both severe thought disorders, tended to report

that they did not have a mental illness.
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Tables 4.19-4.26 dealt with the mode of onset in relationship

to various illness conceptualizations. The question under consider

ation asks the following: Does the way that the disorder starts in

some way influence the patients' perception of what may be the nature

of the illness? The results indicated that the mode of onset seems

to show no relationship to the perception of the problem being a

physical illness. Slightly more people who had a more rapid onset

(i.e., sudden, precipitous and acute) thought that their illness may

be physical than those with a long-term or insidious onset. This

finding may point towards the tendency of people who experience the

sudden onset of symptoms to interpret this as something physically

wrong in the absence of an event.

When the data are grouped between those with rapid forms of onset

(i.e., sudden, precipitous and acute) versus the insidious group, no

dramatic differences were found for physical, mental, and psychosocial

illnesses. One can say that while it is logical to conclude that the

wayan illness starts might in some way frame a patient's perception

of what the nature of the illness is, the results indicated that no

statistically significant differences were found across the various

modes of onset of the illnesses that were studied. The reason for

this may be that patients do not attend to their particular variable

and, as a result, it does not enter into their perceptual world.

From the medical professional perspective, it is well recognized

that the way disease starts does provide significant understanding

of what the particular illness may be. For example, the sudden onset

of paralysis is almost inevitably associated with a stroke. The author
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used the mode of onset variable expecting that significant differences

would emerge among the different onset categories. No differences

were shown because the research is dealing with the patient's perception

of the nature of their disorder and not the actual disorder. It may

be that patients tend to look more at symptomatology than the mode

of onset. For example, if a patient experiences a particular symptom,

he may associate that symptom with a spiritual problem. If another

patient experiences a similar symptom, he may associate it with a

physical problem. More research will have to be conducted in this

area. Overall, the results showed that the way the problem started

does not seem to enter into the patients' perceptions about the nature

of the problem.

The second research question deals with the relationship between

the nature of the patients' perception of the problem given to them

by outside agencies as a function of the demographic and clinical

variables. These findings do not deal with what actually occurred

as patients interacted with various agencies but rather the patients'

perception of what occurred. Since this is greatly influenced by the

patients' memory, sophistication, education level, and numerous other

factors, the author is essentially dealing with a complex situation

in which the patients' perception of what the agencies said is the

basis of the data. With that understanding in mind, the author thought

it would be useful to study whether there were demographic and clinical

differences for this dependent variable.

Table 4.27 dealt with the relationship of the nature of the

patients' perception of the problem given by outside agencies as a
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function of gender. The analysis indicated that significantly more

females reported that the agencies told them that they had a physical

illness. However, the numbers are small and do not represent a

remarkable finding. Among males, the highest proportion of responses

from agencies, according to their perception, were mental illness.

This was also true for females. However, it is noteworthy that while

all these people have a mental illness as their primary problem, less

than half of them perceive the agencies as telling them that, in fact,

that was the nature of their problem. There were sizable portions

who reported that the agencies either said nothing or reported their

problem was spiritual, physical or psychosocial in nature.

These findings suggest to the author that agencies may have to

make a greater effort to impact upon the patients' conceptualization

of the nature of their problem through a more explicit and detailed

presentation of what they consider to be wrong. If they intend to

treat the patient as having a mental illness, then it is incumbent

upon them to make certain that patients understand that is the nature

of their problem from the professional's point of view. Otherwise,

it is very likely that professionals will receive little compliance

with treatment.

When one looks at this question as a function of ethnicity

(Table 4.28), 47% of the Caucasians reported that agencies told them

they had a mental illness, according to their recall. Generally

speaking, the Japanese (58%) could not report anything at all. Sizable

portions of Hawaiians (30%) and Filipinos (33%) also could not report

any response. This suggests to the author that somehow in the com

munication process, local ethnic groups, although not statistically
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significant, seem to be feeling that they are not understanding or

receiving any response from outside agencies as to what is wrong with

them. The author points out that there are interesting opportunities

to explore this area in regard to ethnicity.

Table 4.29 examined the nature of the patients' perception of

outside agency reports in relation to diagnosis. Once again, the

category of mental illness was the most frequently reported perception

overall. However, sizable numbers of patients reported no response

at all. This was especially true, proportionally, for the schizophrenic

group. This group, which is the most confused and disoriented, seems

to be perceiving the least amount of help from outside agencies in

conceptualizing the nature of their disorder. As a result, they are

more puzzled by it.

There was a significant chi square in the relationship between

schizophreniform disorders and staff telling them they had a physical

illness. The reason for this seems obvious to the author. Schizophren

iform disorders have very rapid onsets and it is likely that staff

would tell them that this seems more related to a physical problem

than a spiritual or psychosocial illness.

It is also interesting to point out that spiritual illnesses

across all tables are not being identified as problems by outside

agencies, but psychosocial problems are getting a little more attention.

Thus professional agencies, at least as reported by patients who are

disturbed, are not indicating that the patients' problem is one that

is spiritual in nature. This suggests that mental health professionals,

who may have been trained in religious institutions or represent

---------------- -
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different ethnocu1tura1/religious traditions, did not communicate a

spiritual view of mental illness to the patient.

Table 4.30 deals with the relationship between the nature of

the patients' perception of the problem given by outside agencies and

the mode of onset. The results indicated that the majority of the

patients in each category were told that mental illness was their basic

problem. However, there were no significant overall differences in

comparison to the other categories of illness.

A sizable number of patients once again reported "no response"

as a function of the mode of onset. Among those who did report that

agencies did tell them they had a mental illness, the insidious and

acute onset groups seem to be much higher than the other onset groups.

However, the numbers were too small to obtain a significance level.

Nevertheless, this represents an interesting lead and should be explored

with a more sizable sample of subjects to determine its reliability.

Table 4.31 illustrates the difference between "cause" and "no

cause" reported by patients to explain their current problem. The

majority of patients (89%) reported that there was a cause to their

disorder. Statistical significance was found at the < .001 level.

This finding is important since it indicates that patients, regardless

of the specific perceptions of the cause, do see that events which

have transpired are related to some causal forces even if these may

be unclear or undetermined. This is consistent with the general

recognition of the importance within human nature of perceiving

causal ity.· It -ts-part-ef the human mentality to attempt to assign

causality or some causal nature to events that transpire in their lives

regardless of the presence of an illness.
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People try to identify causes in the things that happen in their

lives. Kelley reported that all people are like scientists; they seem

to try to describe, understand, predict and control the world about

them. As people function in their everyday lives, they try to under

stand events as having a causal relationship. This is no less true

of people who have suffered severe mental disorders than people who

have not from the basis of this research. What is interesting here

is, in fact, that mental disorders lead people to understand that

something has happened to them that may be logical or illogical but,

nevertheless, does have some sort of causal connection.

Although psychotic individuals suffer impairments in their thought

processes, at some more primitive level they still recognize that some

thing has happened to them. Whether their interpretation of the cause

follows logic or sound and rational reasoning is not at issue here.

They may be attributing a cause to spiritual or genetic factors but

they are, in fact, attributing a cause. This fact is the critical

issue here.

It is perhaps wise for professionals to understand that patients

do have their own causal understandings of what has occurred which

the research clearly indicates. This suggests to the author that pro

fessionals must make an effort to understand what these perceptions

are and to use them in their course of treatment rather than pretend

that because people are psychotic they have no interpretation of what

the cause of their problem might be. This research has been designed

to show that psychiatric patients, even in the most severe forms of

illness, still have formulations about their problems. And these
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problems, if ignored, can result in poor treatment. Patients must

not be treated as helpless, unthinking, dependent individuals. but

rather these results point out that they should be more actively

involved in their treatment and that these formulations must be con

sidered.

Table 4.32 showed the relationship between psychosocial causes

of disorder and gender. Two-thirds of the males did not see the cause

of their disorder related to a psychosocial cause. Similarly, 50%

of the females did not perceive the cause of their disorder as psycho

social in nature. Table 4.33 showed that roughly two-thirds of the

males and females indicated that lifestyle was not a problem.

Table 4.34 dealt. with the relationship between supernatural causes

of disorder and ethnicity. Only 11 people reported there was a super

natural cause of their disorder. While individuals may feel that they

have a spiritual disorder (Table 4.11), it does not necessarily mean

that the cause of it is supernatural. Spiritual disorders may be caused

by ways of life and not necesssarily by spirits. People may feel that

they have a spiritual disorder because they have sinned or not fulfilled

their obligations to their family. For example, disruption in the

psychic realm within the Hawaiian cosmology, may not only be caused

by offended spirits ('aumakua) but also caused by offensive behaviors

committed by the individual against his kinship or out-group members.

In this case, the Hawaiian patient may view the nature of his mental

health problem as spiritual caused by unacceptable behavior.

Of the 76 patients who were included in the examination of a

supernatural cause, only 14% reported that the cause of their problem
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was supernatural. Of this number, the majority (45%) were Hawaiian.

Overall, three-fourths of the sample did not report a supernatural

cause of disorder.

Therefore, one can conclude that the majority of patients do

not see their problem as being linked to supernatural causal deter

minants. Table 4.35 combined the Caucasians and Japanese as opposed

to the Hawaiians and Filipinos. According to the principles expounded

earlier about the more active spiritual forces in the cultural groups

of the latter, one still finds that only one-fourth of the Hawaiians

and Filipinos feel that their disorders were caused by supernatural

forces.

Table 4.36 is concerned with the relationship between super

natural causes of disorder and diagnosis. Of the 72 patients included

in this analysis, only 11 or 15% reported a supernatural cause. Of

these 11 people, the vast majority (82%) were schizophrenics as opposed

to affective disorders. However, because the sample sizes were small,

this did not show itself in a significant chi square.

Table 4.37 dealt with the relationship between psychosocial and

somatic causes of disorder and diagnosis. The vast majority of the

affective disorders (96%) and the schizophrenic sample (76%) felt that

the cause of disorder was psychosocial or somatic. On closer inspec

tion, however, Table 4.38 shows that the stronger relationship is

between diagnosis and the reporting of a psychosocial cause of disorder.

Borderline significance was found at the <.07 level. The majority

of people who have affective disorders (61%) see the cause of their

problem as psychosocial in comparison with schizophrenics (39%).
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One can ask what it means to be depressed that would lead the

individual to think they have a psychosocial illness. People have

recognized in their own lives that moods very frequently are linked

to events in the environment. Events in the environment thus become

identified as the cause of the problem rather than genetics or bio

chemistry. Thus, it is quite conceivable that people with affective

disorders, which are largely exaggerated mood disorders, may see the

causes of their disorder linked to events in their environment; i.e.,

their relationships in the home, job, or school. Therefore, they are

more likley to say that the cause of their disorder is psychosocial

life stress rather than causes that are physical, spiritual or magical.

Table 4.39 is concerned with the relationship between a somatic

cause of disorder and diagnosis. Of the 72 patients included in this

analysis, two-thirds of the patients did not see a somatic cause of

their disorder. Of the 26 patients who did, the majority (69%) were

schizophrenic patients. However, this finding did not show statis

tical significance.

Table 4.40 illustrated that the majority of people did not report

a somatic cause as a function of the mode of onset. Two-thirds of

the people did not report a somatic cause. When somatic cause is

examined in comparison to the various onset patterns, the precipitous

and acute onset groups show a higher percentage. Overall, there are

no significant differences between the various onset groups and the

reporting of a somatic cause of disorder.

One can ask why there are no significant differences among the

various onset groups. Another explanation may be that the author's
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classification of people into different sub-categories of the mode

of onset may not be the patients' classification of the mode of onset.

The author assigned a patient to a particular sub-category by virtue

of what the patients reported; however, in their own minds, they may

feel they have had a problem their entire lives but did not report

this to the author.

Table 4.41 dealt with the relationship between the psychosocial

cause of disorder and the mode of onset. Of the 96 patients included

in this study, the majority did not report that a psychosocial cause

was a determinant in their disorder. Table 4.42 showed that the

majority of patients (64%) did not report that lifestyle was a causal

factor.

Table 4.43 shows the examination of the relationship between

a supernatural cause of disorder and the mode of onset. Of the 96

subjects included in this study, 78 reported that there were no super

natural causal factors. Of the 18 patients who did report a super

natural cause, the majority of them (39%) had an insidious mode of

onset according to the author's evaluation. However, the small sample

size did not indicate any significant statistical differences. Never

theless, this is a valuable avenue to explore. It suggests that those

who may have an insidious onset may see that supernatural causal deter

minants may be important in their disorder.

Table 4.44 concerned the relationship between a specific

precipitating event of special significance and the mode of onset.

The majority of people saw no specific event as being linked to their

current disorder.
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Table 4.45 examined the relationship between the patients'

reported degree of control over the cause of their disorder and gender.

Relatively equal numbers felt that they either had no control (46%)

or had some control (54%). This is an important finding since control

is related to therapeutic success and the enlistment of the patients'

cooperation in their problem. Clearly, if patients feel they do not

have any control over their problem, it may be difficult for them to

assume a more active role in its treatment and its amelioration.

When one looks at the question of control as a function of gender,

one sees that there are no significant differences between males and

females. Nevertheless, it is important to point out that two-thirds

of the females and half of the males felt they had partial or total

control. While sample size may limit the likelihood of significance

emerging, the results do seem to suggest that females may perceive

they have more control over their problem when they are in the realm

of psychotic disorders. The author may speculate that females are

more sensitive to the world of emotion, inner thinking, and behavior

than males. As a result, they may feel more control even when they

are disordered. In the absence of statistically significant gender

differences in relation to control, the author also suggests that this

may be one of those areas in which sex role socialization does not

appear to playa profound function in the determination of this

particular variable.

Table 4.46 dealt with the 50 patients who did feel they had some

control. Of these 50 patients, the majority (84%) felt they had

partial control. This clearly suggests that people may not have the
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broad spectrum of control that is needed for effective treatment.

Part of their treatment process can be designed to give them a greater

sense that they can have control over the cause of their problem and

to enhance their treatment.

Table 4.47 illustrated the relationship between the patients'

reported degree of control over the cause of disorder and ethnicity.

Of the 73 patients included in this study to examine ethnocultural

differences, there are relatively equal portions who felt they had

no control (44%) to those who had control (56%).

It should be pointed out that approximately two-thirds of the

Caucasians reported they did have control whereas among other groups

it was more equally distributed. This may be a function of the fact

that Caucasians, in fact, by their cultural and religious persuasion,

are taught that they have personal reponsibility over the events that

happen in their lives. This is well documented in the external

internal locus of control literature. However, when one looks at

specific comparisons among the different ethnic groups, these do not

emerge as being significant.

Table 4.48 showed the relationship between the patients' reported

degree of control over the cause of disorder and ethnicity. Efforts

were made to group the Caucasians and Japanese as opposed to the

Hawaiians and Filipinos, since the latter groups are more powerless

in the context of the social status structure of the Hawaiian Islands.

Of the 41 people who reported they did have control, 68% of them or

more than two-thirds were Caucasians and Japanese. In contrast, 32%

of the Hawaiians and Filipinos reported having control. This is
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consistent with the findings that Hawaiians and Filipinos see a more

spiritual dimension to their problem and feel, as a result, they do

not have the same control as others over the cause of their problems.

They may feel that they are in the hands of forces external to them.

Table 4.49 was concerned with the 41 patients who did report

some control. Of the 34 patients who reported partial control, 53%

were Caucasians. This was consistent with the expectation that

Caucasians would report a greater frequency of control.

Of special interest is the fact that of seven subjects who felt

they had total control, a sizable number (57%) were Japanese. The

author has no explanation to offer in this regard and the small sample

size may not make an explanation appropriate. However, it may be

interesting to explore this question further.

When one looks at the same data according to diagnosis (Table

4.51), one finds that among the 92 patients included in the study of

control, 46% were found to have no control. Of the 42 patients who

reported no control, 50% of these patients were schizophrenic

individuals. This suggests that schizophrenics may feel that they

have less control over the cause of their problem than affective and

schizophreniform disorders. This finding is consistent with the locus

of control literature which has associated the more severely disturbed

schizophrenic patient with a more external control orientation. Over

all, Table 4.51 showed that no differences seemed to emerge between

the proportion of people who reported no control and control.

Relatively equal percentages of the patients reported no control versus

control.
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Table 4.52 dealt with the same data as the previous table. In

this instance, however, the diagnostic categories of schizophrenia

and schizophreniform disorders were combined in opposition to affective

disorders. Clearly, 76% of the people who reported no control had

either a schizophrenic or schizophreniform disorder. Similarly, this

result must be understood within the context that 74% of the people

who did report control were schizophreniform and schizophrenic patients

as well. Thus, there is ample evidence that diagnosis does not seem

to playa major role in people's perception of control of their dis

order. This finding raises questions about the external-internal locus

of control literature that schizophrenic disorders are related to

greater externality.

Table 4.53 showed that among those who did have control, the

majority of the 50 patients felt they had partial control. When one

looks at this as a function of diagnosis, one sees that all the affec

tive patients felt they had partial control and more than three-fourths

of the schizophrenic and schizophreniform patients reported they felt

partial control. Thus, the likelihood of total control over their

disorder was embraced by only a small portion of people when one looks

at this as a function of diagnosis.

Table 4.54 suggests that there may be a relationship between

affective disorders and having a sense of partial control over the

cause of their disorder. Among the affective patients, 100% did

indicate they felt only partial control. This needs to be explored

within the context of the nature of the illness and what having an
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affective disorder may mean to patients. Oddly enough, schizophrenia

may provide a sense that they have more control than a mood disorder.

Table 4.55 showed that no significant differences were found

when the control variable was examined as a function of the mode of

onset of disorder. While slightly more people with an insidious onset

of disorder reported no control, there were no statistical differences

as a function of this variable. When the more chronic insidious onset

pattern was examined (Table 4.56), relatively equal percentages felt

they had either no control or control. The majority of people who

reported no control came from the sudden, precipitous and acute mode

of onset groups. This was also the case for people who did have control

thus indicating that tne mode of onset does not seem to be related

to control.

Table 4.57 showed that of those who did feel they had partial

control, the most sizable majority were among the· sudden and insidious

onset groups. Among those who felt total control, a high proportion

(43%) had an acute onset. However, the small number of people who

had total control (7) makes the results speculative. (See Table 4.58.)

Table 4.59 showed that no statistically significant differences

were found in the relationship between the patients' narrative report

about the cause of disorder and gender. This was consistent with the

previous results that were found.

However, when one looks at the relationship between the patients'

narrative report and ethnicity, a higher proportion of Japanese did

report no explanation of their problem. This may be related to the

Japanese tendency to simply assign causality to forces larger than

their lives. (See Table 4.50.)

~------- ._~_.- ----- ---~-~------
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Within the context of psychosocial life stress in Table 4.60,

clearly Caucasians reported a significantly higher frequency with

significance at the <.05 level. The fact that the Caucasians may

use the cause of psychosocial life stress may be related to their

tendency to psychologize their problems more than the other groups.

No statistically significant differences were found for biology/

heredity and bizarre/psychotic ideation because of the small sample

sizes that were used.

Table 4.61 dealt with the relationship between the patients'

narrative summary and diagnosis. Higher proportions of schizophrenics,

schizophreniforms and affective disorders attributed their cause of

disorder to psychosocial life stress. Among this group who chose

psychosocial life stress, the highest proportion was attributed by

schizophreniform disorders (21%). Within the context of a small number

of patients who reported bizarre/psychotic ideational understandings

of the cause of their disorder, once again the schizophrenic and

schizophreniform disorders, as expected, accounted for the major

differences. Statistical significance was found at the < .007 level.

This is part of the process of their disorder in which bizarre/psychotic

ideation is, in fact, an active part of their problem.

The final table, Table 4.62, showed no statistically significant

differences between the patients· narrative reports and the mode of

onset. It is noteworthy that of the 7 patients who reported no

explanation, 5 or 71% did have an insidious or long-term onset. There

were no dramatic differences once again because of sample size

limitations.

----- ------- --



CHAPTER VI

SUMMARY, CONCLUSIONS, RECOMMENDATIONS

Summary of the First Three Chapters

In recognition of the complex and controversial nature of

causality in human perception, the author selected an interdisciplinary

approach in the analysis of the subject matter. The need for this

broad-based manner of presentation was further supported by the

absence of a unified body of theoretical knowledge establishing a

linkage between the individual's perception of causality and control

and functional psychotic disorders. Given the exploratory nature of

thi s research it was necessary to extrapol ate relevant information

from various fields of knowledge for the purpose of developing a

theoretical foundation for the present investigation. In light of

these constraints, a singular approach would have denied sufficient

depth for a comprehensive understanding of the subject matter.

Initially, a brief summary of the major points presented in the

first three chapters from the fields of philosophy, medical anthro

pology, social psychology and sociology will be reviewed in relation

to the individual's perception of causality and control. Secondly,

the individual's perception of causality and control will be discussed

in terms of the patient-professional relationshp and its implications

for improving the quality of health services.

Rooted in ancient Greek philosophy, the concept of causality

has been a topic of historical and contemporary debate among Western
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philosophers. The focal point of this continuing controversy stems

from the unresolved question as to whether the origins of causality

reside in the properties of the universe or within properties of the

human mind.

Grounded in philosophical teachings, the modern development of

psychology advanced the view that the individualls perception and

attribution of causality to events is an innate capacity of the human

mind. From a psychological perspective, the individual IS assignment

of causality to the myriad events encountered daily serves as a means

of ordering the environment in terms of prediction, consistency and

control. Within the context of human adjustment and survival, this

inherent ability provitles the individual with an opportunity to develop

a sense of understanding, stability and mastery over onels world of

reality.

The sub-discipline of social psychology has elaborated on these

themes by focusing its attention upon the causal inference process.

Descriptive analyses of this process by attribution theorists have

produced various types of "causal structures" and "causal schemata"

to explain how people think or perceive cause-effect relationships

underlying events. In recent years, research in attribution theory

has rapidly expanded to include virtually any human judgment made within

a social context.

Several studies of applied research in attribution theory have

been conducted by social psychologists in psychiatric institutions.

Their reported findings suggest that different diagnostic groups have

a characteristic attribution style negatively impacting upon their
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mental health. For example, the insidious attribution style of the

depressed patient is one in which the patient is apt to view the cause

of bad events as internal, stable and global. Generally speaking,

the schizophrenics most commonly attributed negative events to external

causes outside of their control. Since the nature of this research

is in its pioneering stages, these findings cannot be generalized to

these major diagnostic groups until further evidence is obtained.

Personality theorists have formulated the concept of the individ

ual's internal/external locus of control. This concept refers to

peoples' belief that goal attainments are contingent upon their own

actions (internal control) or that outcomes occur independently of

their actions (externa~ control). Research on the perceived locus

of control among psychiatric patients reveals that they are more

externally oriented than normal controls. Generally speaking, mental

disorders are usually associated with the belief that one is unable

to control the cause of the disorder. Again, research interest in

this area has recently begun to grow; therefore, these observations

are not conclusive as they are based upon few studies. To reiterate

a main point, there has not been any research conducted on the

patient's perception of causality and the patient's perceived locus

of control in relation to the demographic and clinical variables used

in the present investigation.

Within the context of the health care process, sociologists and

social psychologists have provided us with various models of health

and illness behavior to describe the stages involved in the health

illness-medical treatment cycle. In general, these models include
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the social, psychological and economic costs influencing the individ

ual's decision-making process when confronted with an illness episode.

Most importantly, these patient-centered models relay insights into

human perceptions during the following stages: (1) the symptom stage

(i.e., perceived susceptibility and severity); (2) the sick role stage

(i.e., illness perceived as a danger to life, the perceived degree

of disability and moral discreditation); and (3) the treatment stage

(i.e., perceived effectiveness of the treatment versus perception of

the treatment's expensiveness, unpleasantness, inconvenience and time

consuming quality).

Incorporated within the presentation of each model of the health

care process, the indi~idual's perception of causality and control

was discussed in relation to its important role in the symptom, sick

role and treatment stages. Since the patient perception of the cause

of illness can have important implications for the etiology, onset,

diagnosis, manifestation, course and outcome of disorder, this variable

is an essential factor in all the above models of the health care

process.

The cultural conceptions of health and illness, viewed from the

field of medical anthropology, provided a context to explain how

culture influences the individual's perception of causality. Initially,

the concept of causality was presented as playing a critical key role

in the formation of explanatory models of illness causation central

to the establishment of medical theory and practice. Underlying these

explanatory models of illness causation is a culture's "causal logic"

or interpretation of reality concerning health and illness. The great
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medical traditions of the world as well as folk assumptions about

healing attribute the cause of mental and physical illnesses to a wide

range of different forces and agents. For example, cultures may

interpret causal mechanisms of illness to be either spiritual, social,

biological, magical or emotional in nature.

With particular relevance to the present investigation, the con

tribution by medical anthropologists can be summarized to include the

following: (1) There are considerable individual and cultural vari

ations in the models of causality used to perceive the relationship

among events; (2) The cultural milieu has great influence upon the

individual's perceptions of the cause of his problem, its behavioral

display, stressors and"coping mechanisms, and the final outcome of

the disorder.

To illustrate these cultural variations influencing the individ

ual's perception of causality, the author focused the reader's

attention upon the major cultural conceptions of health and illness

held by the four cultural groups involved in the present study. The

author's initial aim was to identify the dominant cultural themes

operative within and expressive of the unique phenomenological world

view of Native Hawaiians, Japanese, Caucasians and Filipinos.

Secondly, it was necessary to provide a proper cuitural setting in

which the reader could briefly enter into and understand how these

four cultural groups perceive their world and the causal mechanisms

they believe are responsible for the onset of severe mental disorders.

The author's purpose in presenting four sub-sections describing

these different ethnocultural groups was twofold: (1) to provide depth
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and specificity to the topic of mental illness causality from the

perspective of culturally-divergent belief systems; (2) to highlight

the cultural gap that exists in Hawaii between the models of causality

and treatment integral to the Native Hawaiian, Japanese and Filipino

ethnomedical traditions and those fundamental to the Western biomedical

system dominant in the greater Hawaiian society. This contrastive

approach must not be interpreted as a simplistic comparison between

models of wholism versus reductionism or be misconstrued as a value

judgment made on which system offers the most effective form of care.

Rather, the author's intent was to honor all ethnomedical traditions

with the expressed aim of emphasizing that cultural differences in

models of causality between consumers and professionals have implica

tions for the health care delivery system.

To understand the nature of these implications, it is instructive

to review the main points describing the importance of the patient·s

perception and attribution of causality in relation to health decisions

and help-seeking behavior. Prior to the patient's initial contact

with a helping agency, professionals must realize that patients have

experienced important health and human problems about which they have

formed attributions.

At the symptom experience stage, the individual recognizes that

an undesirable deviation exists in his biological and psychological

systems. Symptomatically, this experience may involve pain, discomfort,

felt debility, or perception of physical changes in appearance. For

the individual experiencing the rapid onset of psychotic illness, this

experience may involve the perception of mental, emotional or
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personality changes. Within the context of these shifting events,

the human mind attempts to understand the underlying cause-effect

relationship to explain the meaning of these changes. A self-evaluation

is performed in which the individual applies a cognitive interpretation

of the symptoms t.o establish the meaning and significance of the ill

ness. Accompanying the symptom experience stage and cognitive inter

pretation of the illness are the common emotional r~sponses of fear

and anxiety.

After the individual·s highly subjective interpretation of the

illness, he seeks to label the condition. Integral to the labelling

process is the individual's attributional information consisting of

his knowledge, beliefs; attitudes and values primarily derived from

significant others within his sociocultural network. These illness

attributions may be thought of as IIfolk model ll or "lay theories ll of

illness.

Generally speaking, the individual's causal perception of illness

may involve a taxonomy of different forces and agents dominant within

his belief system. If the individual perceives that the cause of his

illness is naturally-occurring (i.e., physical, emotional or social),

he may attribute the meaning to be the physical/mental stress of over

work or family pressures. If the causal mechanism is perceived as

supernaturally-based (i.e., "soul Ioss" or lithe evi 1 eye"), the

individual may ascribe the meaning of the spiritual illness to be

divine retribution for a destructive act or punishment for neglect

to worship ancestral spirits. In brief, when the individual exper~ences

the sudden onset of illness, the cognitive processes of causal
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interpretation and labelling, the utilization of attributional

information, and the dominant cultural conceptions of illness serve

as interrelated factors that influence the patient's health behavior.

The individual's subsequent help-seeking behavior will involve

"matching" the labelled category of illness with the field of

specialized knowledge believed to solve the problem (i.e., biology,

psychology, theology or sorcery); the selection of an appropriate

practitioner (i.e., physician, psychologist, clergyman or sorceror);

and the utilization of the corresponding institution (i.e., hospital,

church or temple). It becomes apparent that the consumer's decision

making about the cause and attribution of illness can have important

implications for the utilization of the health care delivery system

and the expenditure of health-related funds.

To summarize two main points presented in an earlier discussion:

(1) Health professionals, planners and community leaders must recognize

that it is the all-important consumer who determines when to seek

services, which problems or symptoms require services, the type of

practitioner selected to solve the problem, and whether or not he or

she feels satisfied with the quality of services delivered. (2) Prior

to the medical care contact stage, the individual has formed important

attributions about the cause, nature and significance of the illness.

From the knowledge and values embedded within his sociocultural belief

system, the individual has labelled the condition as naturally-occurring

or supernaturally-based. These perceptions and attributions may be

causally linked to the present disorder.
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At the medical care contact stage, the individual is generally

concerned with the cause of the illness, a prescribed course of therapy

to alleviate symptoms, and the treatment of psychosocial problems

generated by the stress of illness. Since the interpersonal relation

ship between the patient and professional is a primary key element

to the overall success of the health care process, quality communica

tion at the earliest stages of treatment has major implications for

the latter stages. In particular, improved communication at the level

of the patient/professional relationship can be instrumental in pro

moting a positive impact upon the quality of health services by helping

to minimize negative health outcomes: i.e., patient dissatisfaction

with professional "arr.ogance" and treatment moot::ls, non-compliance

with prescribed regimens, under-utilization or misuse of health

facilities, inadequate or incomplete care, or patient mistrust and

fear.

Quality communication occurs when a caring professional operates

within a patient-centered philosophy that actively encourages a shared

dialogue between himself, the patient and family members. Sufficient

time is allotted to discuss the nature and significance of the

patient's presenting physical and/or emotional problems. The patient

is encouraged to express his cultural conceptions of illness influencing

his perception of causality, the symbolic meaning of the illness to

the patient and family members as well as lifestyle behaviors and other

personal factors that may be causally linked to the present disorder.

The culturally aware professional realizes that the patient's perception

of the cause of illness plays an important role in determining what

symptoms are communicated and how they are communicated.
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This highly subjective information reported by the patient is

particularly important because it enables the health professional to

gain greater understanding of the meaning of the problem presented

by the patient. These important insights reveal the level of the

patient's intellectual grasp of the problem and the significance of

the patient's expressed emotions. In actual practice, this information

can serve as an important guideline in the professional's choice of

an effective communication style appropriate to the patient's intellec

tual and emotional capacity. In particular, it is important for the

professional to communicate in an easily understandable style when

explaining the nature and significance of the assigned diagnosis, the

proposed model of treatment, and the expected therapeutic effectiveness

of a particular model of treatment.

This open communicative approach may disclose the presence or

absence of a cultural gap in the models of causality and methods of

treatment between the patient and professional. The discussion may

reveal the presence of markedly divergent views about the cultural

conceptions of illness causality, the assignment of a particular

diagnosis, and the modality of treatment. In this instance, the caring

professional will recognize these fundamental differences and openly

negotiate to reduce these conflicts. Generally speaking, the profes

sional can bridge the cultural gap in his relationship with the patient

by demonstrating a flexible demeanor concerning these issues.

For example, in the process of designing a course of treatment,

it is important that the professional encourage the active participation

of the patient and his family in the early stages of the planning
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process. A collaborative approach can be an exciting and creative

process in which standardized models of care can be modified and

tailored to meet the individual's specific health needs. In addition,

a treatment plan ~na~ is culturally accommodating will be more socially

acceptable and emotionally gratifying. Utilizing new approaches to

reinforce the patient's cooperation and ensure compliance with treat

ment are not only warranted but highly advisable to improve the quality

of health services.

Another positive outcome of an open style of communication,

flexibility in approach, and shared agreement concerning culturally

relevant treatment models is the strengthening of the quality of the

patient-professional relationship. The professional becomes associated

in the patient's mind with the image of a caring friend who can be

trusted in times of personal adversity or family crisis. In essence,

the professional, patient and his family become partners in a coordin

ated team who share common goals; i.e., maximizing the patient's

curative potential and restoring him to his former social roles and

functions.

To summarize the important points of an earlier discussion and

the present review: (1) The patient's perception of the cause of

illness can have important implications for the etiology, onset,

diagnosis, manifestation, course and outcome of the disorder. (2)

Open communication in the patient-professional relationship can improve

the quality of health services by helping to prevent or reduce the

negative health outcomes presently impacting upon the contemporary

health care delivery system.

------------------------
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Conceptually associated with the individual's causal perception

and attribution of illness is the perceived locus of control. At the

symptom experience stage, most human beings perceive the rapid onset

of debilitating symptoms as exerting a powerful and destabilizing

effect upon their sense of personal control. The individual recognizes

that some unknown force or cause outside of his conscious control is

responsible for the mysterious event of acute mental and physical

dysfunction.

To regain a sense of personal control over a life-threatening

situation, the mind of the individual operates to identify the nature

of the causative agent and seeks to understand why the illness event

has occurred. This logical connection between the cause and the

symptomatic effects of the illness serves as an explanatory device

in which the individual can grasp the meaning of the present deviated

condition. Once the underlying cause-effect relationship is revealed,

the individual labels the illness. After the former unknown illness

receives a name, this new information conveys a restored sense of per

sonal control, stability, and predictability over one's life. During

these cognitive processes, the individual is often confronted with

the emotional states of fear and anxiety associated with the illness.

Recognizing that uncontrolled emotional states interfere with intellec

tual functioning, the individual responds by developing coping

strategies to manage fluctuating levels of emotional distress. Once

an effective degree of emotional self-control is established, the

individual is able to focus upon decision making and take the appropri

ate health action.
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Since the psychotic individual commonly lacks insight that he

is mentally ill, members of his social network usually seek psychiatric

services on his behalf. At the medical care contact stage, the dis

turbed individual finds himself admitted into the unfamiliar and complex

environment of a hospital. If hospitalized on a locked psychiatric

facility, the patient soon realizes that he is cut off from the larger

society threatening the loss of his former social roles and relation

ships. He next realizes that he is now cast into the midst of an

enclosed, formally administered life in which bureaucratic control

is in the hands of others.

Once he becomes familiar with the roles and functions of others

in the institutional setting, he learns that professionals are

primarily concerned with behavioral management, surveillance and crisis

intervention. He further observes that patients are primarily concerned

with conformity to the rules: i.e., cbedience to regulations is

rewarded with privileges and non-conformity and disobedience are subject

to punishment or withdrawal of privileges. In essence, the individual

finds himself in a world in which he is dependent upon the decisions

of others who control most of the details involved in his activities

of daily living, i.e., grooming, eating, sleeping, therapies, medica

tions, etc.

Although the present surroundings are restrictive and tightly

administered, the patient with a perceived internal locus of control

is apt to demonstrate independent decision making in areas that do

not conflict with the institutional machinery. For example, he may

assert himself by choosing the type of activities in occupational
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therapy that are most suitable for his interests; he may initiate con

versations with other patients who react positively to his company;

or he may select which games or sports to participate in during leisure

time activities. This type of patient is less likely to surrender

control and responsibility over his life to the professionals, be easily

manipulated by other patients, or assume a dependent and passive sick

role. Within the context of the patient-professional relationship,

he is generally more willing and able to take an active role in therapy,

to question the therapeutic value of a locked facility or a particular

type of medication, to express a renewed interest in his family or

profession, and to articulate his ideas about how to cope with or

resolve the causative factors that culminated in the present illness.

In the dependent-role stage, the individual with an external

locus of control transfers control to the physician and other profes

sionals and unthinkingly follows a prescribed plan of treatment. The

locked facility may be perceived as a sanctuary from a hostile world

in which he can simplify his existence by shifting the burden of

decision-making responsibility to others. This dependency upon others

to solve his problems reinforces a sense of lack of control and

responsibility, learned helplessness and apathetic behaviors. Without

deliberate intent, the professional will respond to this type of

individual by exercising greater authority and control over the

patientts planning and treatment process and activities of daily living.

This further fosters a cycle of the patient's social withdrawal,

emotional detachment, passivity and hopelessness. The busy professional

may not correctly perceive the differentiation between a II compliant"

patient versus a IIdependent" patient.



305

In the recovery or rehabilitation stage, the patient decides

whether to relinquish the patient role and either resumes his former

role as a healthy individual or adopts a new role of chronic disability

or long-term rehabilitation. The newly discharged patient with an

internal locus of control will generally consent to participate in

an aftercare program, a supervised living situation or sheltered work

shop as a IIhalf-way ll measvre towards independent living and recovery.

For the patient with an external locus of control, discharge from .~

the protective environment of th~ hospital..ts most threatening.

Generally speaking, he lacks the cognitive skills necessary for

independent decision making and coping strategies to manage stressful

life situations. In addition, he lacks self-esteem and self-confidence

to establish new social relationships, develop new vocational skills,

or risk any new venture. If he consents to participate in an after-

care program or sheltered workshop, he will commonly evidence a con-

tinuation of a dependency pattern established in the hospital. The

astute professional will discourage dependency behaviors and encourage

independent decision making to resolve life issues.

For example, in communities where there are well-developed after

care programs, the out-patient staff is cognizant of the dependent

sick-role behaviors exhibited by newly discharged patients with an

external locus of control. In these settings, the staff, patient and

family work as a coordinated team who share a common goal: i.e.,

breaking the cycle of the patient's dependency upon family members,

health care personnel and other community resources. To accomplish

this, the goal is to shift the locus of control from an external
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orientation to one that is internally directed towards independent

decision making, coping strategies and subsequent recovery.

In general, the treatment process begins by exposing the patient

to low-risk problem-solving tasks in which positive outcomes or rewards

are assured. This may involve completing chores around the home,

learning how to cook simple meals, or making an effort to improve self

grooming.

Once the individual demonstrates an internalization of growing

self-confidence, self-esteem and self-control, he is exposed to incre

mentally higher-risk situations over a period of time (i.e., inter

viewing for a new job, applying for entry into a college program,

joining a community organization, or developing an intimate relation

ship). Most importantly, the therapeutic focus is upon assisting the

patient to understand and gain control over the original causes of

disorder.

This treatment approach is designed according to the individual's

own pace of learning ability, emotional development, and social

readjustment. Generally speaking, this type of rehabilitation tends

to be long-term and costly marked by forward progress at some stages

and regressive setbacks at others. However, the clinical consequences

for the patient who fails to develop these independent skills and coping

strategies usually involves a series of mental relapses and rehospital

izations. This latter pattern of chronic dependency is increasingly

more costly to maintain and entails a tremendous amount of human

suffering.

--- ------- --- ._-----
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In summary, the author has stressed the importance of the patient

professional relationship to resolve conflicts over different ethno

medical models of causality and treatment approaches in the earliest

stages of medical contact. The same holds true for the patient's per

ception of control; namely, the restoration of the patient's sense

of personal control and responsibility must begin at the earliest

stages of treatment and follow a consistent trend throughout the latter

rehabilitation stages. The physician and other members of the

psychiatric team must actively encourage the participation of the

patient and the family in decision making during all phases of the

treatment process.

By accomplishing this, the professional can empower the patient

with a sense of personal control and responsibility over his problems,

his health and his future. By restoring hope and confidence in the

patient's life through a communication style that is nurturant and

compassionate, the mental health professional can be instrumental in

mobilizing the patient's strengths and energies toward independent

living and recovery. To reiterate a statement made earlier, perhaps

the greatest service the professional can render to the mentally ill

population in our society is to assist them in actualizing a quality

of life marked by freedom from chronic dependency upon their families,

the health care delivery system and limited community resources.

In establishing a proper context for the present cross-cultural

psychiatric investigation, the author presented detailed background

information describing the historical, economic, conceptual, method

ological, and epidemiological issues and problems confronting

------------------------- -----------
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contemporary mental health research. In an attempt to resolve some

of these complex problems inherent to cross-cultural research, the

WHO pioneered the first international psychiatric investigation, the

International Pilot Study of Schizophrenia. The findings of this early

study served as the theoretical and practical point of the departure

for the establishment of the present follow-up study. This latter

study represents a further refinement of the overall design strategy

and protocols used in the IPSS.

To maximize the comparability of data findings across cultures

in the latter follow-up study, the WHO designed an elaborate series

of resarch protocols to be implemented by the 12 world field research

centers participating "in the WHO Collaborative Project on the Deter

minants of Outcome of Severe Mental Disorders. These protocols

included the rigorous training of personnel in case-finding, inter

viewing, and administering standardized questionnaire materials.

Periodic site visits by representatives from WHO Headquarters in

Geneva were conducted to evaluate whether or not the Honolulu field

research staff were carrying out their research functions according

to WHO standards of performance.

The standardized screening instrument used in case-finding pro

cedures, the Screening Schedule, enumerated specific eligibility

criteria for potential study subjects. These inclusionary/exclusionary

guidelines covered a wide range of demographic and clinical require

ments. Through the utilization of the Screening Schedule by Honolulu

field research staff, over 28,000 psychiatric admission records were

screened at 32 clinical intercept points located in the mental health

._--_._------------
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catchment area. Of this total number of records screened, less than

1% or 106 subjects from Hawaii met the eligibility criteria for

inclusion into the world sample. Nearly two-thirds of the study sub

jects from Honolulu were identified at Queen1s Medical Center which

serves as one of the major in-patient and out-patient psychiatric

facilities on the island of Oahu.

Within the context of these research protocols, the Methodology

chapter provided a geographical, social and statistical description

of the mental health catchment area. Since ethnicity served as a major

independent variable in the present study, particular emphasis was

focused upon the ethnic composition of the catchment area and its

relation to the facto~s of migration, housing and education.

In providing a broad framework in which to interpret the findings

of the study, the ethnic distribution of the study sample was compared

to the population statistics of the state and catchment area. In com

parison to the catchment area, the study sample showed an under

representation by the Japanese and an over-representation of the

Filipinos. Similarly, the Japanese sample was slightly under

represented and the Filipinos were slightly over-represented when

compared to the catchment area statistics for first admissions to the

State Mental Health Division.

A demographic and clinical description of the 106 subjects

included in the study sample revealed a general profile. The subject

is most likely to be a young, single, Caucasian male with a high school

diploma. Most often he is employed as an unskilled or semi-skilled

worker involved in industrial, clerical or service-trade occupations.

---- -- ----- -- - --------~-------
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The individual is most likely to live in his parent's middle-class

or lower-middle class income household in either a suburban or urban

community. Clinically, his presenting symptomatology is most often

indicative of schizophrenia with a relatively equal chance of

experiencing and reporting a rapid or insidious mode of onset of

psychotic symptoms.

The research design used in the present investigation refers to

a descriptive study based upon in-depth clinicial interviews conducted

during the evaluation of the subject's index episode. The combination

of dependent and independent variables yielded a design in which 17

hypotheses statements were generated. In addition to this quantitative

data, four hypotheses were advanced based upon qualitative data in

the form of descriptive narrative summaries.

The four major independent variables used in the study refer to

gender, ethnicity, diagnosis and the mode of onset. The variables

of gender and ethnicity were operationally defined according to the

patient's self-identification and self-report. The variable, diagnosis,

refers to the diagnostic categories of schizophrenia, affective dis

roders, and schizophreniform disorders. The clinical definitions of

these categories were derived from the Diagnostic and Statistical

Manual, Third Edition or DSM-III. The operational definition of the

mode of onset was based upon information contained in the Personal

and Psychiatric History Schedule, the principal research instrument

used in the present study. The category of the mode of onset" was

rated according to the patient's self-report; i.e., the patient's

perceived onset of symptomatology in the time frame of days, weeks,

or months.
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The dependent variables refer to the patient's perception of

causality and control. Their operational definitions were derived

from the social psychological literature dealing with the individual's

perception of causality and the individual's perceived internal/

external locus of control.

The main method of analysis to test 21 hypotheses was by chi

square tests of significance. Descriptive statistics in the form of

frequency distributions were also used to display the independent

variables used in the study as well as the demographic characteristics

of the study sample. Tabulated data in the form of archival tables

were also constructed to illustrate the patients' responses in relation

to the major independent variables.

The author described several limitations of the study. Foremost

among these limitations is that the subjects included in the study

represent a treated incidence sample of first-episode psychotic

patients. Individuals experiencing an initial psychotic episode who

remained untreated or did not come to the attention of public and

private mental health professionals and agencies in the defined time

limits were not identified. A house-by-house search for untreated

first-episode psychotic cases was not part of the WHO case-finding

protocols.

Summary of Chapters IV and V

A summary of the major findings and the conclusions drawn from

these findings will be discussed within the context of the specific

research questions that served as a catalyst for the present investi

gation.
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Research Question 1: What are the demographic and clinical vari

ations among first episode psychotic patients reporting their perception

about the nature of their disorder?

Gender: No statistically significant differences in gender were

found in the patients· reported perceptions about the nature of their

disorder. Neither group showed significantly greater frequencies of

reporting their disorders as physical, mental, psychosocial, or

spiritual/magical in nature. The finding of no gender differences

indicates that sex role socialization does not appear to playa pro

found role in the determination of the patients· reported perception

about the nature of their disorder.

Ethnicity: An overall statistical relationship was found between

ethnicity and the reporting of spiritual/magical disorders due to

responses by the Hawaiian sample. Hawaiians are more likely to give

a spiritual/magical response in conceptualizing the nature of their

disorder. Filipinos reported the second highest percentage of

spiritual/magical disorders. The hypothesis was confirmed in that

Hawaiians and Filipinos are more likely to report a spiritual/magical

disorder than Caucasians and Japanese at the < .002 significance

1eve1.

This significance reveals that the individua1·s conceptualization

of his mental health problems cannot be understood apart from the

ethnocu1tura1 tradition in which he is a member. In contemporary Hawaii

today, the Hawaiians and Filipinos maintain a strong allegiance to

their traditional and indigenous cultures which emphasize greater

proximity to the spiritual world.

----- - ----
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Diagnosis: A slightly significant statistical relationship was

found between diagnosis and the reporting of mental or psychosocial

disorders at the < .02 level. The difference is due to the reporting

of mental di sorders (p =< .001) and not in the report i ng of psycho

social disorders. Affective patients were more likely to report a

mental illness conceptualization to explain the nature of their problem

than the schizophrenics and schizophreniform patients.

The findings suggest that having an affective disorder influences

the way these individuals perceive the nature of their problem. Affec

tive patients may associate the symptoms of "nerves" and "depression"

with the concept of having a "mental illness." In contrast, the

majority of schizophrenics and schizophreniform disorders, both groups

with severe thought disorders, tended to report they did not have a

mental illness. The reason for this may be related to their illness

(i.e., lack of insight about the nature of their condition) or not

being informed by others that the nature of their illness is "mental."

Mode of Onset: No statistically significant relationship was

found between the mode of onset and the reporting of physical, mental,

or psychosocial disorders. In comparison to the three groups with

a more rapid onset (i.e., sudden, precipitous, acute), the insidious

onset group did not show a statistically significant difference in

the reporting of physical, mental, or psychosocial disorders. The

reason for this may be that patients do not attend to this particular

variable and, as a result, it does not enter into their perceptual

world. Rather, patients may tend to look at symptomatology and
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associate a particular symptom with either a physical, mental or

spiritual disorder.

Research Question 2: What are the demographic and clinical vari

ations among first-episode patients reporting their perceptions about

the nature of their disorder given to them by outside agencies?

Gender: No relationship exists between gender and the patients·

perception of outside agency reports except for physical illness which

has a greater frequency for females. The analysis indicated that

significantly more females reported that the agencies told them they

had a physical illness. However, the numbers are small and do not

represent a remarkable finding. It is noteworthy that while all the

subjects had a severe ~enta1 illness as their primary problem, less

than half perceived that the agencies were telling them, in fact, that

the nature of their problem was a mental illness. These findings

suggest to the author that agencies may have to make a greater effort

to impact upon the patients' conceptualization of the nature of their

problem through a more explicit and detailed presentation of what they

consider to be wrong.

Ethnicity: No statistically significant relationship was found

between ethnicity and the patients· perception of the nature of their

problem given to them by outside agencies. While 47% of the Caucasians

reported that agencies told them they had a mental illness, sizable

portions of Japanese (58%), Hawaiians (30%), and Filipinos (33%) could

not report anything at all. Although not statistically significant,

this suggests to the author that somehow in the communication process,

local ethnic groups seem to be feeling that they are not understanding
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or receiving any response from outside agencies as to what is wrong

wi th them. The author potnted out that there are i nteresti ng oppor

tunities to explore this area in relation to ethnicity.

Diagnosis: A slightly significant relationship between diagnosis

and the patients' perception of outside agency reports was found for

physical illness but not for others. This significance was found in

the relationship between schizophreniform disorders and the staff

telling them they had a physical illness. The reason for this is that

schizophreniform disorders have very rapid onsets and it is likely

that staff would tell them that this seems more related to a physical

problem than a spiritual or psychosocial illness.

Although not statistically significant, sizable portions of the

schizophrenic group, often the most confused and disoriented, seem

to be perceiving the least amount of help from staff in conceptualizing

the nature of their disorder. As a result, they are more puzzled by

it.

Mode of Onset: No statistical relationship was found between

the four.- mode of onset groups and the patients' perception of outside

agency reports. Again, a sizable number of patients reported "no

response" as a function of the mode of onset. Among those who did

report that agencies did tell them they had a mental illness, the

insidious and acute groups seem to be much higher than the other onset

groups. However, the numbers were too small to obtain a significance

level.

Research Question 3: What are the demographic and clinical

variations among first episode psychotic patients reporting their per

ception about the cause of disorder?
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A significantly greater proportion of patients reported a cause

of disorder rather than no cause. Statistical significance was found

at the < .001 level. This finding is important since it indicates

that patients, regardless of the specific perceptions of cause, do

see the events which have transpired in their lives are related to

some causal forces even if these may be unclear or undetermined. This

finding is consistent with the general recognition of the importance

within human nature of perceiving causality. It is part of the human

mentality to attempt to assign causality or some causal nature to

events that transpire regardless of the presence of an illness. As

people function in their everyday lives, they try to describe, under

stand, predict and control the world about them. This is no less true

of people who have suffered severe mental disorders than people who

have not, from the basis of this research. Whether their interpreta

tion of the cause follows logic or rational reasoning is not at issue

here. The critical issue is that they are, in fact, attributing a

cause to their disorder.

Gender: Slightly greater proportions of females reported psycho

social or lifestyle causes to their disorders than males. However,

no significant gender differences were found when each cause was

examined separately. Overall, the majority of the males and females

did not perceive the cause of their disorder as psychosocial in nature

or that lifestyle was a problem.

Ethnicity: No significant statistical relationship was found

between ethnicity and the reporting of a supernatural cause of disorder.

Thus, there was no statistical evidence to support the hypothesis

-- -- ----- ---_._--
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that Hawaiians and Filipinos are more likely to report a supernatural

cause of disorder than Caucasians and Japanese.

While the Hawaiians and Filipinos reported earlier that the nature

of their problem was spiritual, it does not necessarily mean that the

cause of it is supernatural. Spiritual disorders may be caused by

ways of life and not necessarily by spirits. People may tee1 they

have a spiritual disorder because they have sinned or have not ful

filled their family obligations. For example, disruption in the

psychic realm within the Hawaiian cosmology, may not only be caused

by spirits or laumakua but also caused by offensive behaviors committed

by the individual against his kinship or out-group members. In this

case, the Hawaiian patient may view his severe mental disorder as

spiritual in nature caused by unacceptable behavior (i.e., alcohol

or drug abuse, lifestyles disruptive to the unity of the Hawaiian

social structure, or 1yin~cheating or stealing). Among Filipinos,

spiritual disorders can also be caused by unacceptable or uncon

trollable behaviors committed against in-group and out-group members.

Within the tenets of Catholicism, malevolent acts are considered sins

against G-d.

From the analyses that were conducted, the author can conclude

that the majority of patients do not see their problem as being linked

to supernatural causal determinants. Of those who did report a super

natural cause, one-fourth of the Hawaiians and Filipinos felt that

their disorders were caused by supernatural forces.

Diagnosis: No statistically significant difference was found

between schizophrenics and affective patients in the reporting of

---------------- ----------
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supernatural, psychosocial or somatic causes of disorder. However,

borderline significance was found between diagnosis and the reporting

of a psychosocial cause of disorder. The majority of people with an

affective disorder (61%) perceived the cause of their problem as psycho

social in comparison with schizophrenic patients.

It is quite conceivable that people with affective disorders,

which are largely exaggerated mood disorders, may see the cause of

their disorder linked to events in their environment; i.e., the

relationships in the home, workplace, or school. Therefore, they are

more likely to say that the cause of their disorder is psychosocial

life stress rather than causes that are physical, spiritual or magical.

Mode of Onset: No significant statistical relationship was found

between the mode of onset and the reporting of a specific category

of cause to explain the presence of a disorder. No significant

difference emerged among the four modes of onset groups and the report

ing of somatic, psychosocial, lifestyle, supernatural, and events of

special significance. The finding of no mode of onset differences

indicates that this variable does not appear to playa major role in

the determination of the patients' causal perception of their disorder.

Research Question 4: What are the demographic and clinical vari

ations among first episode psychotic patients reporting their perceived

degree of control over the cause of their disorder?

Gender: No statistically significant differences between gender

and the patients· reported degrees of control over the cause of

disorder were found; i.e., no control, partial control, and total

control. While no significant gender differences were found, it is
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important to point out that two-thirds of the females and half of the

males felt they had partial or total control. While sample size may

limit the likelihood of significance emerging, the results do seem

to suggest that females may perceive they have more control over their

problem when they are in the realm of psychotic disorders. The author

may speculate that females are more sensitive to the world of emotion,

inner thinking, and behavior than males. However, in the absence of

statistically significant gender differences in relation to control,

the author also suggests that institutionalized sex roles do not appear

to playa major role in the determination of the control variable.

Ethnicity: No significant statistical relationship was found

between ethnicity and the reporting of being in control over the cause

of disorder. No statistically significant ethnic differences were

found in the reported degrees of control over the cause of disorder

(i.e., no control, partial control and total control). There was no

statistical evidence to support the supposition that Caucasians and

Japanese are more likely to report being in control over the cause

of their disorder than Hawaiians and Filipinos.

Although not statistically significant, 68% of the people who

reported being in control were Caucasians and Japanese. In contrast,

32% of the Hawaiians and Filipinos reported having control. This is

consistent with the findings that Hawaiians and Filipinos see a more

spiritual dimension to their problems and feel, as a result, they do

not have the same control as others over the cause of their problems.

They may feel that they are in the hands of forces external to them.
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Of the 34 patients who reported partial control, 53% were

Caucasians. This was consistent with the expectation that Caucasians

would report a greater frequency of control. Of the seven subjects

who reported total control, a sizable number (57%) were Japanese.

The author has no explanation to offer in this regard and the small

sample size may not make an explanation appropriate.

Diagnosis: No significant statistical relationship was found

between diagnosis and the reporting of being in control over the cause

of disorder (i.e., no control, partial control, and total control).

There is no statistical evidence to support the hypothesis that

affective patients will report greater control over the cause of dis

order than schizophrenic and schizophreniform patients.

Although not statistically significant, 46% of the patient sample

were found to have no control. Of the 42 patients who reported no

control, 50% of these patients were schizophrenic individuals. This

suggests that schizophrenics may feel they have less control over the

cause of their problem than affective and schizophreniform patients.

When the diagnostic categories of schizophrenia and schizophreni

form disorders are combined in opposition to affective disorders,

contradictory evidence seems to emerge. Of the total number of people

who reported no control, 76% of these people had either a schizophrenic

or schizophreniform disorde~ Of the total who reported control, 74%

of the people were schizophreniform and schizophrenic patients as well.

Thus, there is ample evidence that diagnosis does not seem to play

a major role in peoples' perception of control of their disorder.

This finding raises questions about the external-internal locus of
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control literature in which schizophrenic disorders are associated

with greater externality or having the least sense of internal control.

Although not statistically significant, 100% of the affective

disorders felt they had only partial control over the cause of their

disorder. This finding needs to be explored within the context of

the nature of the illness and what having an affective disorder may

mean to patients.

Mode of Onset: No significant statistical relationship was found

between the mode of onset and the reporting of being in control over

the cause of disorder. No statistically significant mode of onset

differences were found in the reported degrees of control over the

cause of disorder (i.e., no control, partial control, and total

control). There was no statistical evidence to support the hypothesis

that patients with an insidious onset of disorder are more likely to

report being in control and having a greater degree of control over

the cause of disorder than the other onset categories.

Although the patients' descriptive narrative summaries were not

part of the specific research questions driving the present investiga

tion, the results of this qualitative analysis according to the

demographic and clinical variables used in the study will be summarized.

Gender: No significant statistical relationship was found between

gender and the patients' narrative summaries dealing with their causal

perception of disorder. This was consistent with the previous results

that were found.

Ethnicity: A higher proportion of Japanese reported no explanation

of their problem. This was consistent with earlier findings.
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Statistical significance was found at the < .05 level. This may be

related to the Japanese tendency to simply assign causality to forces

larger than their lives.

Within the context of psychosocial life stress, Caucasians

reported a significantly higher frequency with statistical significance

at the < .05 level. The fact that the Caucasians may use the cause

of psychosocial life stress may be related to their tendency to

psychologize their problems more than the other groups.

Diagnosis: A significant statistical relationship between

diagnosis and the patients' narrative summaries were found for the

categories of "psychosocial life stress" and "bizarre/psychotic

i deati on. " Among thi s· group who chose psychosociall i fe stress, the

highest proportion was attributed by schizophrenics (43%) in comparison

to the affective disorders (36%) and the schizophreniform disorders

(21%). Within the context of a small number of patients who reported

bizarre/psychotic ideational understandings of the cause of their

disorders, the schizophrenic and schizophreniform patients, as expected,

accounted for the major differences. This is part of the process of

their disorder in which bizarre/psychotic ideation is, in fact, an

active part of their mental illness.

Mode of Onset: An insignificant statistical relationship was

found between the mode of onset and the patients' reported narrative

summaries dealing with their causal perception of disorder. The lack

of any mode of onset differences is consistent with earlier findings

using this variable.
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Recommendations for Professional Training and Practice

The author's participation in the present research investigation

was based upon 20 years of experience in the mental health field.

During the course of almost two decades of service, the author has

become convinced that the existing mental health delivery system is

inadequate to meet the individualized needs of patients and unable

to positively impact upon a patient's life. Much of this is related

to the fact that so little attention is focused upon the patients'

perception of their problems. Rather, patients feel, in many instances,

helpless and dependent upon the system. The author sought to study

the patient dimension of the mental health system more thoroughly in

the hopes that this investigation would reveal possible avenues for

making changes.

One of these changes which the author feels is possible is that

greater efforts should be made to enlist the patient's cooperation

in the treatment process. This can be done by paying more attention

to the patient's understanding of what the nature of the problem is,

the patient's understanding of the cause of the problem, and the

patient's sense of control over the cause of the problem.

The omission by professionals to address the importance of the

patient's feelings, attitudes and perceptions that may be causally

linked to their disorder, reflects the professional's limited perspec

tive of man and lack of recognition of man's central role in the

healing process. Conventional education which utilizes an exclusive

biomedical philosophy in the training of students in the health

sciences is inadequate to provide a broadened view of man within the
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context of his biopsychosocial, cultural, environmental and spiritual

dimensions. The humanities, social and behavioral sciences offer this

expanded view of the person. In contrast, the biomedical philosophy

is oriented toward the molecular at the expense of the molar (i.e.,

the patient). It is preoccupied with pathology rather than with

health. It is rapidly becoming a depersonalized methodology consisting

of standardized treatments and an over-reliance upon pharmacology and

technology. Advances in chemotherapeutics have far outpaced concern

with prevention.

It is recommended that health educators critically assess the

intrinsic value of their current training curriculum. The author

suggests that the integration of a social science paradigm within the

traditional biomedical model would help to restore a sense of person

hood in modern medicine. It would provide students with a greater

capacity to understand man and his problems and encourage creativity

in the design of treatment interventions that considers man in his

total life situation. Therefore, students need to study mankind not

merely from a biological or technological investigation, but also

through subjective and intuitive knowledge. This knowledge is

invaluable in the development of the student's interpersonal communica

tion skills and in their ability to establish a transpersonal relation

ship with the patient.

The results of the present investigation also point towards the

importance of implementing public health strategies in mental health

services, particularly the public health emphasis upon prevention and

the healing process. The current results are an endorsement of that
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philosophy and provides further justification for a public health

model to be incorporated in the mental health area.

The cultural variations in beliefs about causality have implica

tions for health professionals in Hawaii. The Hawaiian, Filipino,

Southeast Asian or Micronesian patient who upholds traditional

beliefs in supernatural causation pose a particular challenge to pro

fessionals operating from a "rational" model of care. In addition,

the Japanese, Filipino and Hawaiian patient who abhor public exposure

of emotional problems and object to psychoanalytic approaches as the

major form of therapy, also present a problem to the dominant psychi

atric model of care offered by professionals in Hawaii.

There is ample evidence that Asian Americans nationwide under

utilize services and drop out of treatment (President's Commission

on Mental Health, 1978). As mentioned earlier in the Literature Review

by Higginbotham (1985), Hawaiians avoid mental health services "like

the plague." If mental health services do not respond to the needs,

values and lifestyles of its clients, it is expected that there will

be an under-utilization of services, premature termination of services

among users, and poor therapeutic outcomes (Sue &Morishima, 1982).

In the establishment of new health services in Hawaii, it is

essential that planners, professionals and community leaders collabor

ate on the design of treatment models that respond to the population's

cultural conceptions of health and illness; how patients and families

interpret the meaning of the illness experience; and how they react

to it socially and therapeutically. If treatment procedures are cul

turally sensitive to the unique needs and expectations of the
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community members, they will be more satisfactory to the consumers.

In essence, health care services must fit comfortably in the surround

ing sociocultural environment. Services must be delivered on the

basis of people's cultural and individual needs and not on the basis

of what is convenient for the institution or the professionals.

Directions for Future Research

The author also recommends several directions for future research.

One suggestion is that efforts be directed to further refine the

variables used in the present study. For example, the definition and

classification of the ethnicity variable was particularly problematic.

More specifically, it.is important to study sub-groups within an ethnic

group as a function of the degree of ethnic identity with that group.

One possible avenue to more accurately quantify the variable of

ethnicity is to develop an ethnic identity questionnaire. Respondents

could be rated according to their degree of commitment to a wide array

of beliefs, attitudes and behaviors reflective of their identification

with a specific ethnocultural group or sub-group. This combinant

index wouid enable the interviewer to more precisely categorize an

individual's ethnocultural identity.

In addition, the variables of the mode of onset and diagnosis

used in the present study have been notoriously difficult to define

accurately. While this study went to particular lengths to define

these variables, it may nevertheless be that greater attention will

have to be paid in the future towards further refinement.

While this particular study examined demographic and clinical

variables, there are many other categories of variables which could
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be examined including personality variables. For example, does having

a particular type of personality configuration relate to a patient's

perception of the nature, cause and control of his disorder? Would

a Type A personality have different perceptions than a Type B person

ality? Would an anxious person have a different perception than a

non-anxious person? In the area of physical health problems, one may

ask if there might be differences in heart, cancer and "AIDS" patients

in relation to their perception of the nature, cause and control of

their problem.

One of the research questions in the present investigation was

based upon the patient's perception of outside agency reports by

professionals explaining the nature of the patient's condition. There

was no way to verify the accuracy of the patient's report since

professionals were not participants in this international study. One

future area of research would be to compare the differences in the

reported perception by the patients and professionals concerning the

nature of the patient's problem.

Analytically, alternative statistical means such as multi-variate

analysis or path analysis can be utilized to test these hypotheses

statements or other aspects of the data. These are the suggested areas

for future research.

-----------
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APPENDIX B

DEMOGRAPHIC AND CLINICAL CHARACTERISTICS

OF THE STUDY SAMPLE

Tab1e B.1

Distribution of the Months of Onset ·of Disorder
in the Study Sample

Variable Frequency Percent

Number of Months of Onset

~ 1 month 34 34.34

2 months 16 16.16

3 months 15 15.15

4-6 months 16 16.16

7-12 months 8 8.08

13-57 months 10 10.10

Total 99 100.00

The range of the number of months of onset spanned

from less than one month to 57 months. The mean

average number of months is 5.5. Standard

deviation is 9.43 months.



Table B.2

Occupational Distribution of the Study Sample

Variable Frequency Percent

OCCUPATION

Agricultural worker 2 2.02
Craftsman (self-employed) 3 3.03
Industrial worker 16 16.16
(unskilled or semi-skilled)
Industrial worker (skilled) 2 2.02
Clerical 6 6.06
(unskilled or semi-skilled)
Clerical (ski Tled) 11 11. 11
Service-trade 31 31.31
(unski 11 ed or semi -sk ill ed)
Service-trade 9 9.09
(ski 11 ed)
Professional 1 1.01
Housewife 2 2.02
Student 10 10.10
Other 4 4.04
Not applicable 2 2.02

Total 99 100.00

Occupationally, the subjects demonstrated the following

characteristics: (1) 54% were unskilled or semi-skilled;

(2) 27% were skilled; (3) 10% were students; and (4) 1%

were professional.
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Table B.3

Religious Distribution of the Study Sample

Variable

RELIGION

None

Catholic

Buddhist

Various Christian
denominations

Total

Frequency

28

27

10

34

99

Percent

28.28

27.27

10.10

34.34

100.00

The term "Cathol tc" in this study refers to the following

responses by subjects in the sample: "Catholic," "Roman Catholic,"

"Revised Catholic," and "Charismatic Catholic." "Various Christian

denominationstl is a collective term encompassing the following

categorical responses: tlChristian," "Lutheran," "Protestant,"

tlMethodist," tlFundamenta1ist Christian," tlBorn-again Christian,"

"Reorganized Latter Day Saints tl or "Mormon," "The Chinese Calgary

Assembly of G-d tl or tlCalgarist,tI "Jehovah Witness," and tlSeventh Day

Adventists." The category "Buddhist" includes the responses of

"Buddhist," "Mahayana Buddhist," and "Theravada Buddhist."

Two subjects reporting having two religions. One subject referred

to himself as being a tlBuddhist and Christian." Since he identified

more strongly with Buddhism, he was categorized as a "Buddhist." The



334

other subject called himself a IIMormon/Jehovah Witness" and therefore

categorized as a IIChristian. 1I

Table B.4

Household Economic Distribution of the Study Sample

Variable Frequency Percent

HOUSEHOLD ECONOMIC LEVEL IN
RELATION TO THE COMMUNITY
Upper one-third range
Middle one-third range
Lower one-third range
Impossible to estimate

Total

9 9.09

56 56.57

33 33.33

1 1.01

99 100.00

Note: Since most of the single subjects lived with their
parents, these findings reflect their parents' house
hold economic level.

Table B.5

Educational Distribution of the Study Sample

Variable Frequency Percent

EDUCATION
Finished primary school
(4-5 years of completed education) 26 26.26
Finished secondary school 44 44.44
Finshed school intermediary
between secondary school and
university 22 22.22
Finished university 6 6.06
M.A. , M.D., Ph.D. 1 1.01

Total 99 100.00
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Table B.6

Residential Distribution of the Study Sample

Variable Frequency Percent

RESIDENCE

Urbana 39 39.39

Suburbanb 50 50.51

Ruralc 10 10.10

Total 99 100.00

aThe State of Hawaii Databook (1983) defines "urban" in the follow
i ng way: "The Hono IuJ.u orbanlzed Area consi sts of Hono1u1u Di stri ct
(the area southwest of the crest of the Koolau Mountains before Red
Hill and Makapuu Point) and the adjacent urbanized territory circling
Pearl Harbor, as far west as Waipahu in 1960, Waipahu and Ewa Beach
in 1970 and 1980, and also out to Whitmore Village and Schofield
Barracks in 1980. The Kailua-Kaneohe Urbanized area was initially
defined as of 1980. It includes the urban territory on Windward Oahu,
from Kahaluu through Waimanalo Beach.

b"Suburban" refers to "a residential area that does not provide
employment for most of its population and is not a center of employ
ment for persons residing elsewhere. Most of its population is
dependent upon employment in the central city or in other suburbs.
Residential suburbs are sometimes referred to as dormitory or bedroom
suburbs because the working population sleep there and spend most of
the day elsewhere. The residential suburbs form the commuters zone
of the metropolitan area" (Theodorson, 1969, p, 426). Two Hawaii
examples are Hawaii Kai and Waimanalo.

cThe State of Hawaii Datebook (1983) defines "rural" as "those
areas outslde the urban areas."
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Table B.7

Age Distribution of the Study Sample

Variable Frequency Percent

AGE

15-19 24 24.24
20-24 27 27.27
25-29 21 21.21
30-34 9 9.09
35-39 9 9.09
40-54 9 9.09

Total 99 100.00

The age range of the subjects spanned from 15
to 52 years. The mean age ;s 26.07 years.
Standard deviation ;s 8.44 years.

=------------------------------------ ~-- - ~-



Table B.8

Marital Distribution of the Study Sample

Variable Frequency Percent

MARITAL STATUS

Never married 65 65.66
Married 20 20.20
Common law marriage, 3 3.03
consensual union, co-
residents in household
together for at least
one year

Separated 4 4.04
(including s~paration

from common law spouse)
Divorced 7 7.07

Total 99 100.0

The majority of the patient sample or two-thirds

are single, never married. One-fifth were married

and small percentages of the total sample were

either married by common law, separated or divorced.

------------
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Measurement of the Relationship Between the Major Independent
Variables and the Demographic Characteristics

of the Study Sample

Chi square tests of significance were used to examine the relation

ship between the two major demographic variables li.e., gender and

ethnicity), the two major clinical variables (i.e., diagnosis and the

mode of onset), and the descriptive characteristics of the study

sample. These descriptive characteristics include age, residence,

household economic level, marital status, occupation, education, and

religion.

Gender

A significant statistical relationship was found between gender

and the following characteristics: (1) occupation (X2 = 29.6,

P < .003), and (2) household economic level (X2
= 9.2, P = < .026).

No significant statistical relationship was found between gender

and the following characteristics: (3) age (X2 = 7.2, p = .21), (4)

residence (X2 = 1.9, p = .39), (5) marital status (X2 = 27.7, P = .36),

(6) religion (X2 = .49, p = .24) and (7) education (X2 = 3.5, P = .48).

Ethnicity

A significant statistical relationship was found between ethnicity

and the following: (1) age (X2 = 38.6, P = < .007), (2) residence

(X2 = 15.7, P = < .046), (3) household economic level (X2 = 21.5,

P = < .043), and (4) occupation (X2 = 28.9, P = < .G48), and (5)

religion (X2
= 20.9, P = < .052).
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No significant statistical relationship was found between

ethnicity and the following: (6) marital status (X2 = 11.7, P = .76),
2and (7) education (X = 22.3, p = .13).

Diagnosis

A significant statistical relationship was found between

diagnosis and (1) religion (X2 = 20.9, P =< .001).

A non-significant statistical relationship was found between

diagnosis and the following characteristics: (2) age (X2 = 9.2,

P = .51), (3) residence (X2 = 3.8, p = .44), (4) household economic

level (X2 = 6.1, p = .41), (5) marital status (X2 = 8.8, P = .36),

(6) occupation (X2 = 25.8, p = .36), and (7) education (X2 =6.i,

P = .57.

Mode of Onset

A significant statistical relationship was found between the mode

of onset and the following traits: (1) occupation (X2 = 69.2,

P < .02), and (2) education (X2 = 29.9, P = < .02).

No significant statistical relationship was found between the

mode of onset and the following: (3) religion (X2 = 8.1, P = .77),

(4) age (X2 = 10.7, P = .38), (5) household economic level (X2 = l3.i,

P = .54), (6) residence (X2 = 7.7, P = .66), and (7) marital status
2(X = 17.1, p = • 64) .



APPENDIX C. WHO-NIMH RESEARCH PROJECT PROTOCOLS
A. HONOLULU CENTER: RESEARCH PROTOCOLS

1. INDEX EPISODE

SCREENING PROTOCOL DECISION CLINICAL INSTRUMENTS DIAGNOSIS

Patients from hospital and 1. PSE Schizophrenic Disorders
clinical pool in two

Definite Case 2. PIRScatchment areas:

1. Queen's Medical Center 3. DPS Schizophreniform Disorders
I--- I-- ...--

2. Hawaii State Hospital Possible Case

3. Makiki Mental Health PSYCHOSOCIAL INSTRUMENTS·

Center Affective Disorders

4. Diamond Head Mental 1- PPH~ ••

Hea lth Center Eliminate 2. DAS • Other (uncertain)
5. Private referrals 3. LES • Follow-up to confirm

Clinical Criteria:

1. First episode psychotic
disorder

2. Symptomatology criteria
of WHO Screening Schedule

3. No identifiable brain damage

4. I.Q. no less than 50

Demographic Criteria:

1. Age between 15-54

2. Available for follow-up

World Health Organization! NIMH· Collaborative Project of the Determinants of Outcome for Severe Mental Disorders



A. HONOLULU CENTER: RESEARCH PROTOCOLS (continued)

2. FOLLOW-UP STUDIES

3 MONTHS* 6 MONTHS* 9 MONTHS* ONE YEAR* TWO YEAR* THREE YEAR*

A brief interview schedule is utilized
Clinical Clinical Clinical

to ascertain the patient's readjustment 1. PSE l- I. PSE I-- 1. PSE
to his former social roles as a family

2. PIRS 2. PIRS 2. PIRS
member, worker, student; problems and 3. DPS 3. DPS 3. DPS
issues affecting or improving recovery;

Psychosocial PsychosocialPsychosocial
compliance with medication, treatment

1. Follow-up 1. Follow-up 1. Follow-upprograms, or other aftercare activities.
PPHS* PPHS* PPHS*

2. DAS* 2. DAS* 2. DAS*

3. LES* 3. LES* 3. LES*

* The starred items refer to the principal responsibilities of this writer as a research associate. In addition to rating
these standardized instruments, all research associates were required to prepare a comprehensive narrative summary at index,
one-, two-, and three-year follow-ups. This summary, submitted to Geneva headquarters, included all relevant information
from all instruments describing mental state at examination, premorbid history, course, treatment and social outcomes.

** The double-starred item refers to the derivation of the research data for the present study on causality and control
found in the Index PPHS.

(continued). World Health Organization/NIMH Collaborative Project of the Determinants of Outcome for Severe
Mental Disorders

w
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APPENDIX D

THE PATIENTS' DESCRIPTIVE NARRATIVE SUMMARIES

Patient #1 - Female
Caucasian
DSM-III 295.70 Schizo-Affective Schizophrenia
Mode of Onset - Insidious
Narrative:

Husband's alcoholism brought unbearable stress
upon her.

Category: Psychosocial Life Stress

Patient # 2 - Female
Caucasian
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Insidious
Narrative:

She bought some cheap jewelry from a pawn shop where
another massage girl works and suspects it may have been
real and stolen. When her boss at the massage parlor
saw it, he pulled out a gun and pointed it at her.
Fearing that the crime syndicate was after her, she fled
to a local clinic for protection.

Category: Bizarr.e/Psychotic Ideation

Patient #3 - Male
Caucasian
DSM-III 295.32 Schizophrenia, Paranoid
Mode of Onset - Sudden
Narrative:

Patient received a bump on his face while riding a bus
which collided with a motorized bicycle; then influenza;
and was forced to move into temporary quarters in
succession. He feels it is the result of transient
housing and bad neighbors.

Category: Psychosocial Life Stress

------_._-_. -_ .. _-_.



Patient #4 - Female
Japanese
DSM-III 295.91 Schizophrenia, Undifferentiated
Mode of Onset - Precipitous
Narrative:

She feared that her husband would physically abuse her
and locked him out of the house. She then became
depressed and was taken to Queen's Medical Center.

Category: Psychosocial Life Stress

Patient #5 - Male
Caucasian
DSM-III 295.70 Schizo-Affective Schizophrenia
Mode of Onset - Insidious
Narrative:

Subject attributes his present condition to being
hemiplegic at birth, some brain damage, and current
difficulties with mother and separation from his girl
friend this past month.

Category: Biological/Hereditary

Patient #6 - Female
Caucasian
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Precipitous
Narrative:

Fear of the syndicate

Category: Psychosocial Life Stress

Patient # 7 - Male
Part-Hawaiian/Japanese
DSM-III 295.31 Schizophrenia, Paranoid
Mode of Onset - Nothing clear-cut
Narrative:

He feels that his illness is the result from treatment
he has received from family members and the lifestyle
he has led; i.e., prostitution and difficulty holding
a job caused his problems.

Category: Psychosocial Life Stress
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Patient #8 - Female
Part-Hawaiian-Caucasian
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Insidious
Narrative:

No idea

Category: No explanation

Patient #9 - Male
Korean (Other Ethnicity)
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Acute
Narrative:

Others perceive patient's behavior as odd; he is com
pelled to behave as he is directed to do so by G-d.
Problem is seen as a mental illness and a spiritual/moral
one. Because I enacted thoughts wh ichwere to1d to me
or which we11e~ up in me and compelled me to action.
(Translated by Buddhist clergyman)

Category: Bizarre/Psychotic Ideation

Patient #10 - Female
American Indian (Other Ethnicity)
DSM-III 295.32 Schizophrenia, Paranoid
Mode of Onset - Sudden
Narrative:

liMy parents bust me Up.1I

Category: Psychosocial Life Stress

Patient #11 - Male
Part-Hawaiian-Caucasian
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Sudden
Narrative:

Patient states that past marijuana use has resulted in
residues which interfere with his thinking and make him
hear people talking about him from far away.

Category: Biological/Hereditary
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Patient # 12 - Male
Caucasian-Japanese (Other Ethnicity)
DSM-III 296.24 Major Depression
Mode of Onset - Insidious
Narrative:

Unhappy childhood/drugs.

Category: Psychosocial Life Stress

Patient #13 - Female
Japanese
DSM-III 295.40 Schizopphreniform Disorder
Mode of Onset - Acute
Narrative:

The patient has experienced periods of severe depression
following a traumatic divorce three years ago. In recent
months her male companions have taken advantage of her
for sexual gratification. Similarly, her own brother
has some relations with her.

Category: Psychosocial Life Stress

Patient #14 - Female
Part Hawaiian-Portuguese
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Sudden
Narrative:

Lost her job in a luncheon stand on the day before she
learned of her pregnancy by her boyfriend. Voices started
troubling her as she had problems with him, and she felt
the neighbors were spying on her.

Category: Psychosocial Life Stress

Patient #15 - Male
Japanese
DSM-III 295.92 Schizophrenia, Undifferentiated
Mode of Onset - Nothing clear-cut
Narrative:

"I want attention like a real little kid." Seen as
recurrent attention-seeking since his teen years when
he engaged in some dysocia1 activities and frequently
used drugs (late teenage "leader trip'l).

Category: Psychosocial Life Stress
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Patient #16 - Male
Chinese (Other Ethnicity)
DSM-III 295.91 Schizophrenia, Undifferentiated
Mode of Onset - Insidious
Narrative:

Subject unable to perceive cause

Category: No explanation

Patient #17 - Male
Caucasian
DSM-III 295.30 Schizophrenia, Paranoid
Mode of Onset - Acute
Narrative:

Girlf~iend's pregnancy. Unpleasant experiences with
employer and union. Being fired. Experience with
marijuana with possible LSD use. Ideas of religious
preoccupation.

Category:" Psychosocial Life Stress

Patient # 18 - Male
Laotian (Other Ethnicity)
DSM-III 295.31 Schizophrenia, Paranoid
Mode of Onset - Insidious
Narrative:

He blames his sister and brother-in-law for poisoning
hm but attributes that and sight of ghosts to sorcery
from Thailand.

Category: Bizarre/Psychotic Ideation/Supernatural

Patient #19 - Male
Caucasian
DSM-III 295.91 Schizophrenia, Undifferentiated
Mode of Onset - Insidious
Narrative:

Patient wants to stop living on the beach due to cold
nights and sleep problems but has troubles adjusting
back to a "hostile environment."

Category: Psychosocial Life Stress
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Patient #20 - Male
Samoan (Other Ethnicity)
DSM-III 295.31 Schizophrenia, Paranoid
Mode of Onset - Acute
Narrative:

The State placed a transmitter in his left ear to harass
him into confessing to a crime he did not commit.

Category: Biological/Hereditary

Patient #21 - Male
Part Hawaiian-Chinese-Fi1ipino
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Acute
Narrative:

He feels he got too heavily involved with religion.

Category: Psychosocial life Stress

Patient #22 - Female
Caucasian
DSM-III 295.91 Schizophrenia, Undifferentiated
Mode of Onset - Insidious
Narrative:

The patient felt guilty about being
an inadequate wife.

Category: Psychosocial life Stress

Patient #23 - Female
Vietnamese
DSM-III 295.31 Schizophrenia, Paranoid
Mode of Onset - Sudden
Narrative:

The patient feels that her person was taken over by the
"goddess of mercy." Her teacher (a Vietnamese folk
doctor) did not like this and sent bad spirits to destroy
her. (Doctor also burned the patient)

Category: Bizarre/Psychotic Ideation/Supernatural
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Patient #24 - Male
Japanese
DSM-III 295.33 Schizophrenia, Paranoid
Mode of Onset - Insidious
Narrative:

The patient feels that his illness began many years ago
as a result of working at a new pool hall. Fearful of
ex-employers; i.e., feared contact and kidnapping by
them. Also heard "voices" of his ex-employers.

Category: Psychosocial Life Stress

Patient #25 - Male
Caucasian
DSM-III 296.53 Bipolar, Depressed
Mode of Onset - Acute
Narrative:

Patient sees the major reason as his wife and child
leaving him. He also suspects poly-drug abuse to have
caused part of. the problem.

Category: Psychosocial Life Stress

Patient #26 - Male
Part-Hawaiian/Portuguese/Chinese
DSM-III 295.60 Schizophrenia, Chronic and Undifferentiated
Mode of Onset - Acute
Narrative:

"Stealing cars"

Category: Psychosocial Life Stress

Patient #27 - Male
Japanese
DSM-III 295.30 Schizophrenia, Paranoid
Mode of Onset - Nothing clear-cut
Narrative:

Patient cannot identify cause

Category: No explanation
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Patient #28 - Male
Japanese
DSM-III 295.91 Schizophrenia, Undifferentiated
Mode of Onset - Insidious
Narrative:

Patient cannot identify cause

Category: No explanation

Patient #29 - Female
Part Hawaiian/Caucasian/Chinese
DSM-III 296.24 Major Depression
Mode of Onset - Insidious
Narrative:

Overwhelmed by the demands of her husband
and six children.

Category: Psychosocial Life Stress

Patient # 30 - Female
Japanese
DSM-III 295.31 Schizophrenia, Paranoid
Mode of Onset - Precipitous
Narrative:

Patient feels that something happened to
her mind; that her thoughts were transmitted
over radio and television.

Category: Bizarre/Psychotic Ideation

Patient #31 - Male
Japanese
DSM-III 295.70 Schizo-Affective Schizophrenia
Mode of Onset - Insidious
Narrative:

Problems growing up and losing loved ones.

Category: Psychosocial Life Stress
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Patient #32 - Female
Part-Hawaiian/Caucasian
DSM-III 295.10 Schizophrenia, Paranoid
Mode of Onset - Insidious
Narrative:

Patient feels that she was given a "good
Catholic gir1" foundation and was taught not
to have intercourse. Then men wanted to have
intercourse and that was the cause.

Category: Psychosocial Life Stress

Patient #33 - Male
Caucasian
DSM-III 296.50 Bipolar, Depressed
Mode of Onset - Nothing clear-cut
Narrative:

Heredity, family life, just inferior

Category: Biological/Hereditary

Patient #34 - Male
Caucasian
DSM-III 296.60 Manic Episode
Mode of Onset - Precipitous
Narrative:

The patient feels that relationships with
friends and family deteriorated eventually
leading to a fist fight with brother. Specific
cause unknown. lilt just happened •.•
an overflow of emotions •.. uncontrollable
emotions. II

Category: Psychosocial Life Stress

Patient #35 - Female
Part-Hawaiian/Portuguese
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Acute
Narrative:

The patient went on an extreme liquid
diet which caused her breakdown.

Category: Biological/Hereditary
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Patient #36 - Female
Caucasian
DSM-III 296.23 Major Depression
Mode of Onset - Insidious
Narrative:

Patient feels that her problem, "depression,"
is a result of her children growing up (not
prepared for it).

Category: Psychosocial Life Stress

Patient #37 - Female
Chinese (Other Ethnicity)
DSM-III 295.92 Schizophrenia, Undifferentiated
Mode of Onset - Insidious
Narrative:

Patient1s father feels that· her social
problems (not going to school and having
friends)"combined with her worrying and
lack of support from her parents caused
her disorder. (Patient uncertain over cause).

Category: Psychosocial Life Stress

Patient #38 - Male
Caucasian
DSM-III 295.70 Schizo-Affective Schizophrenia
Mode of Onset - Precipitous
Narrative:

Stress at work and school

Category: Psychosocial Life Stress

Patient #39 - Male
Caucasian
DSM-III 296.46 Bipolar, Manic
Mode of Onset - Acute
Narrative:

Work stress, marital and financial
difficulties (also extramarital affair)

Category: Psychosocial Life Stress
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Patient #40 - Female
Caucasian
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Insidious
Narrative:

Patient feels that stress at work and
at home plus gender identity problems
caused his illness.

Category: Psychosocial life Stress/
Biological

Patient #41 - Male
Japanese
DSM-III 295.31 Schizophrenia, Paranoid
Mode of Onset - Acute
Narrative:

Patient feels his problem resolves around
being too close to his mother. "I'm
a mama I s I)oy."

Category: Psychosocial life Stress

Patient #42 - Female
Palauan (Other Ethnicity)
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Insidious
Narrative:

Someone put drugs in her drinks; problems living in a
different country; stress, fatigue, got kahuna mad.
Boyfriend of three years took her son away to the
Mainland; this helped to cause her sickness and
paranoia.

Category: Psychosocial life Stress

Patlent #43 - Male
Japanese
DSM-III 296.60 Manic Episode
Mode of Onset - Acute
Narrative:

Problem seen as biological; based upon
manic-depressive illness

Category: Biological/Heredity
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Patient #44 - Male
Japanese
DSM-III 296.40 Bipolar, Manic
Mode of Onset - Sudden
Narrative:

He sees his illness related to his over
working with reduced sleep, increased
pressure on his new job and his attempts
to keep pressure away from his home environ
ment; i.e., he thought the pressure may
cause another manic-depressive episode
to begin for his mother.

Category: Psychosocial Life Stress

Patient #45 - Male
Filipino
DSM-III 296.46 Bipolar, Manic
Mode of Onset - Question unasked
Narrative:

Lack of motivation in school; difficulty
with parents; alcohol and drug abuse

Category: Psychosocial Life Stress

Patient #46 - Male
Caucasian
DSM-III 296.50 Bipolar, Depressed
Mode of .Onset - Insidious
Narrative:

Drugs/unable to have friends and family.

Category: Psychosocial Life Stress

Patient #47 - Male
Japanese/Okinawan
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Insidious
Narrative:

Patient sees his problem as a mental illness;
he describes it as "nerves."

Category: Biological/Hereditary
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Patient #48 - Male
Part-Hawaiian/Portuguese/Spanish/English
DSM-III 295.31 Schizophrenia, Paranoid
Mode of Onset - Insidious
Narrative:

Patient believes he has offended and angered G-D

Category: Supernatural/Mystical

Patient #49 - Female
Part-Hawaiian/Chinese
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Sudden
Narrative:

"Drugs and alcohol caught up with me"
Category: Psychosocial Life Stress

Patient #50 - Male
Filipino
DSM-III 295.70 Schizo-Affective Schizophrenia
Mode of Onset - Precipitous
Narrative:

Patient believes that his having to leave medical school
might have been partly responsible for his problem.

Category: Psychosocial Life Stress

Patient #51 - Male
Part-Hawaiian/Chinese
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Insidious
Narrative:

Neighbors plotting to harm him
Category: Bizarre/Psychotic Ideation

Patient #52 - Male
Japanese
DSM-III 295.31 Schizophrenia, Paranoid
Mode of Onset - Insidious
Narrative:

Patient believes his illness to be mental and
caused by voices

Category: Bizarre/Psychotic Ideation
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Patient #53 - Female
Japanese
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Precipitous
Narrative:

Stress related to pregnancy, job, and
inadequate relationships with peers and
co-workers.

Category: Psychosocial Life Stress

Patient #54 - Male
Filipino/Puerto Rican
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Precipitous
Narrative:

Patient perceives his illness to have
been caused by supernatural forces; i.e.,
lithe red. eye. II

Category: Bizarre/Psychotic Ideation

Patient #55 - Male
Puerto Rican (Other Ethnicity)
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Insidious
Narrative:

"Drugs and paint sniffing, I saw G-d."

Category: Bizarre/Psychotic Ideation

Patient #56 - Male
Part-Hawaiian/Caucasian
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Precipitous
Narrative:

Patient was playing around with cousin
one night calling themselves the "devt l '.s
daughters"--screami ng, yell i ng and p1ayi ng
in the back of a car.

Category: Bizarre/Psychotic Ideation
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Patient #57 - Female
Samoan (Other Ethnicity)
DSM-III 296.44 Bipolar, Manic
Mode of Onset - Acute
Narrative:

"It's extremely hard for me to trust peop1e."
Also alcohol and drug abuse.

Category: Psychosocial Life Stress

Patient #58 - Female
Japanese-Chinese (Other Ethnicity)
DSM-III 298.80 Brief Reactive Psychosis (Schizophreniform Disorder)
Mode of Onset - Acute
Narrative:

Conflicts with husband

Category: Psychosocial Life Stress

Patient #59 - Male
Part Hawaiian/Portuguese
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Acute
Narrative:

Patient was smoking marijuana and reading
the Bible at the same time--"mixing pot
with G-d's spirit. I was serving two gods
at once."

Category: Bizarre/Psychotic Ideation

Patient #60 - Male
Filipino
DSM-III 296.60 Manic Episode
Mode of Onset - Insidious
Narrative:

(Per doctor's note): Patient's older brother,
19, who was very close wi th the pat i ent ,left
home. The patient had social and emotional
withdrawal. He and friends were barred from
playing in a basketball tournament due to
smoking marijuana. "Parents bust me up, get
on my case, tell me what to do."

Category: Psychosocial Life Stress
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Patient #61 - Male
Japanese
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Inadequate Information
Narrative:

Patient feels that he has made a covenant
with G-d, an agreement as a child, and he
is not sure how G-d feels about the agreement.
The devil may be the cause of his problem.

Category: Bizarre/Psychotic Ideation

Patient #62 - Male
Japanese/Puerto Rican/French (Other Ethnicity)
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Sudden
Narrative:

"My parents are my biggest problem; they
don't want me to grow up. My problem is
spiritually based; now I pray every morning
and every evening. 1I

Category: Psychosocial Life Stress

Patient #63 - Female
Part-Hawaiian/Caucasian
DSM-III 295.61 Schizophrenia, Residual
Mode of Onset - Inadequate information
Narrative:

"My parents."

Category: Psychosocial Life Stress

Patient #64 - Male
Caucasian
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Acute
Narrative:

Long-standing rebelliousness and anti
social behaviors. Severely impaired
coping ability. Poor self-esteem. (Arrested
over 20 times for petty felonies).

Category: Psychosocial Life Stress
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Patient #65 - Male
Filipino/Chinese/Spanish
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Sudden
Narrative:

Patient does not remember but has an idea
that a lot of stressful events must have happened
at once and he could not deal with it.

Category: Psychosocial Life Stress

Patient #66 - Female
Caucasian
DSM-III 295.92 Schizophrenia, Undifferentiated
Mode of Onset - Acute
Narrative:

"I thought I sold my soul to the devil
in the emergency waiting room. My seventeen
jobs. The loss of my relationship with
my mother. I came here not knowing why
I'm here. I thought the Mafia brought
me here to get rid of me. I'm not crazy,
just deluded."

Category: Bizarre/Psychotic Ideation

Patient #67 - Female
Caucasi an
DSM-III 295.70 Schizo-Affective Schizophrenia
Mode of Onset - Sudden
Narrative:

"The abortion hurt me very much. A
sadness of mine. The catalyst. The voice
said, kill the cat.' I can't say how. It
was too horrible. The voices seemed
okay all along and then they got mean. Male
voices." (Patient had been raped twice.)

Category: Psychosocial Life Stress
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Patient #68 - Female
Caucasian
DSM-III 296.46 Bipolar, Manic
Mode of Onset - Precipitous
Narrative:

Stress caused by business reverses;
stress of responsibility in maintaining a
large home; separation from husband due
to incompatibility and conflict.

Category: Psychosocial Life Stress

Patient #69 - Male
Japanese
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Insidious
Narrative: .

"I really don't know. I cant say."

Category: No explanation

Patient #70 - Male
Filipino-Mexican
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Insidious
Narrative:

Patient believes that a minor concussion
injury in 1979 may have misaligned his
vertebra leaving a gap at the base of
his neck. Also past drug abuse.

Category: Biological/Heredity

Patient #71 - Male
Caucasian-Oriental (Other Ethnicity)
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Insidious
Narrative:

"Trouble communicating with my mother.
Trouble with thoughts."

Category Psychosocial Life Stress
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Patient #72 - Female
Filipino
DSM-III 295.31 Schizophrenia, Paranoid
Mode of Onset - Acute
Narrative:

liMy parents are imposters. My mind
is controlled by a mind machine."

Category: Bizarre/Psychotic Ideation

Patient #73 - Male
Caucasian
DSM-III 296.24 Major Depression
Mode of Onset - Precipitous
Narrative:

"When I moved out of the house and went
to Ka1ihi. My wife was bugging me all the
time. Then she moved in and the kids a1so."

Category: Psychosocial Life Stress

Patient #74 - Female
Caucasian
DSM-III 296.40 Bipolar, Manic
Mode of Onsset - Acute
Narrative:

lilt was the way my neighbor was
treated--an elderly lady. She couldn't
pay the rent and they took her away and
put her in a nursing home. She was
treated so badly I could not stand it."

Category: Psychosocial Life Stress

Patient #75 - Female
Part Hawaiian-Chinese
DSM-III 296.40 Bipolar, Manic
Mode of Onset - Precipitous
Narrative:

liMy boyfriend loved me and another woman.
My grandmother put a hex on me."

Category: Psychosocial Life Stress
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Patient #76 - Female
Japanese
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Precipitous
Narrative:

No idea

Category: No explanation

Patient #77 - Female
Caucasian
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Precipitous
Narrative:

The patient believes her illness is
caused by her step-son and his friends
who are attacking her with an electronic
device.

Category: Bizarre/Psychotic Ideation

Patient #78 - Male
Part-Hawaiian
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Acute
Narrative:

The patient said his problem is
caused by his desire to be female.

Category: Psychosocial Life Stress

Patient #79 - Male
Caucasian
DSM-III 296.42 Bipolar, Manic
Mode of Onset - Precipitous
Narrative:

The patient believes that his illness
was caused by disturbed family relation
ships.

Category: Psychosocial Life Stress
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Patient #80 - Male
Caucasian
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Acute
Narrative:

His mother committed suicide in Colorado.
He feels guilty and partly to blame. He
feels he is being accused by others.

Category: Psychosocial Life Stress

Patient #81 - Female
Caucasian
DSM-III 296.62 Manic Episode
Mode of Onset - Precipitous
Narrative:

Difficulties with husband who is going
through mid-life passage; patient1s
extramarital affair; children grown and
no longer needing her.

Category: Psychosocial Life Stress

Patient #82 - Female
Korean (Other Ethnicity)
DSM-III 296.46 Bipolar, Manic
Mode of Onset - Acute
Narrative:

The patient believes that her break-up
with her boyfriend and not eating right
caused her illness.

Category: Psychosocial Life Stress

Patient #83 - Female
Japanese-Chinese (Other Ethnicity)
DSM-III 296.24 Major Depression
Mode of Onset - Sudden
Narrative:

The patient states that high stress from
overwork caused her to have a nervous
breakdown.

Category: Psychosocial Life Stress
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Patient #84 - Female
Chinese (Other Ethnicity)
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Sudden
Narrative:

"Drugs killed my brain cells."

Category: Biological/Hereditary

Patient #85 - Male
Filipino
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Sudden
Narrative:

No idea

Category: No explanation

Patient #86 - Male
Ca.ucasian
DSM 295.40 Schizophreniform Disorder
Mode of Onset - Sudden
Narrative:

The patient believes that past experiences
with drugs may have caused his illness.
His mother feels that the cause is due to
an imbalance in brain chemistry.

Category: Biological/Hereditary

Patient #87 - Female
Part-Hawaiian
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Insidious
Narrative:

Spiritual forces and substance abuse.

Category: Mystical/Bizarre

363



Patient #88 -Female
Japanese
DSM-III 296.44 Bipolar, Manic
Mode of Onset - Sudden
Narrative:

"Medications" (Triavil)
Category: Biological/Hereditary

Patient #89 - Male
Japanese-Caucasian (Other Ethnicity)
DSM-III 295.30 Schizophrenia, Paranoid
Mode of Onset - Acute
Narrative:

"Females are trying to take over
and destroy my body." Patient feels
the same forces affected his father.

Category: Bizarre/Psychotic Ideation

Patient #90 - Female
Caucasian
DSM-III 298.90 Atypical Psychosis (Schizophreniform Disorder)
Mode of Onset - Sudden
Narrative:

Patient feels it was a combination of factors,
primarily her move to Hawaii and away from home
for the first time. Subsequently, neglect of
self-needs (e.g., hygiene, housework) and
involvement with the "wrong kind of people here."

Category: Psychosocial life Stress

Patient #91 - Female
Part-Hawaiian/Japanese
DSM-III 298.90 Atypical Psychosis (Schizophreniform Disorder)
Mode of Onset - Insidious
Narrative:

Family life and social environment

Category: Psychosocial Life Stress
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Patient #92 - Male
Caucasian
DSM-III 298.80 Brief Reactive Psychosis (Schizophreniform Disorder)
Mode of Onset - Insidious
Narrative:

The patient feels his life has been stressful and
disorganized since he moved from his parentis house to
his own apartment.

Category: Psychosocial Life Stress

Patient #93 - Male
Japanese
DSM-III 296.64 Manic Episode
Mode of Onset - Sudden
Narrative:

Patient's father was sent to prison; he and his father
had a very close relationship.

Category: Psychosocial Life Stress

Patient #94 - Male
Vietnamese (Other Ethnicity)
DSM-III 298.90 Atypical Psychosis (Schizophreniform Disorder)
Mode of Onset - Precipitous
Narrative:

The patient's problem is caused by females threatening
him and giving him venereal disease.

Category: Bizarre/Psychotic Ideation

Patient #95 - Male
Caucasian
DSM-III 296.44 Bipolar, Manic
Mode of Onset - Acute
Narrative:

Stressor: rape of his fifteen-year-old daughter who
apparently was assaulted by four different men (never
verified)

Category: Psychosocial Life Stress
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Patient #96 - Male
Tongan (Other Ethnicity)
DSM-III 298.80 Brief Reactive Psychosis (Schizophreniform Disorder)
Mode of Onset - Acute
Narrative:

Stress of his incestuous relationship with his stepmother
and her subsequent rejection of him on Christmas Day.
(Drug and alcohol abuse are contributing factors).

Category: Psychosocial life Stress

Patient #97 - Male
Puerto Rican (Other Ethnicity)
DSM-III 295.31 Schizophrenia, Paranoid
Mode of Onset - Insidious
Narrative:

The patient thinks he has a shark fin in his chest; that
he is pregnant with his father's child; that his mother
is a mermaid. All these things are causing his problems.

Category: Bizarre/Psychotic Ideation

Patient #98 - Male
Part-Hawaiian/Oriental
DSM-III 295.40 Schizophreniform Disorder
Mode of Onset - Acute
Narrative:

The patient has been worried about venereal disease for
one year. "I thought that I had syphilis about two
weeks ago; about that time I thought my friends were
controlling me."

Category: Bizarre/Psychotic Ideation

Patient #99 - Male
Filipino
DSM III 295.40 Schizophreniform Disorder
Mode of Onset - Acute
Narrative:

The patient believes that "tree spirits" have possessed
him causing him religious strife. "Maybe they put
drugs in my beer one night, too."

Category: Bizarre/Psychotic Ideation
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APPENDIX E
ARCHIVAL DATA

Table E.1
Patients· Reported Conceptualizations of the Nature

of their Problems as a Function of Gender

Males (N=60) Females (N=39) Total (N=99)
No Conceptualization N = 4 N = 3 N = 7

R=57.1% R = 42.9% R = 100.0%
C = 6.7% C = 7.7% C = 7.1%

Nothing Wrong N = 3 N = 2 N = 5
(Problem denied) R = 60. R = 40 R = 100.0

C = 5.0 C = 5. 1 C = 5.1
Something Wrong N = 5 N = 1 N = 6

R = 83.3 R = 16.7 R = 100.0
C = 8.3 C = 2.6 C = 6.1

Mental Illness N = 22 N = 8 N = 30
R = 73.3 R = 26.7 R = 100.0
C = 36.7 C = 20.5 C = 30.3

Physical III ness N = 7 N = 6 N = 13
R = 53.8 R = 46.2 R = 100.0
C = 11.7 C = 15.4 C = 13.3

Spiritual, N = 6 N = 5 N = 11
Religious, R = 54.4 R = 45.4 R = 100.0
Moral C = 10.0 C = 12.8 C = 11.1

Magic, N = 2 N = 2 N = 4
Curse, R = 50 R = 50 R = 100.0
Taboo C = 3.3 C = 5.1 C = 4.0

Unacceptable N = 6 N = 3 N = 9
Behavior R = 66.6 R = 33.3 R = 100.0

C = 10.0 C = 7.7 C = 9.1
Other (Specify) N = 5 N = 9 N = 14

R = 35.7 R = 64.3 R = 100.0
C = 8.3 C = 23.1 C = 14.2

A. Psychosocial N = 3 N = 4 N = 7
Life Stress R = 42.9 R = 57.1 R = 100.0

C = 5.0 C = 10.3 C = 7.1
B. Bizarre/ N = 2 N = 5 N = 7

Psychotic R = 28.6 R = 71.4 R = 100.0
Ideation C = 3.3 C = 12.8 C = 7.1

-------_ .._-----



Table E.2

Patients' Reported Conceptualizations of Nature
of Their Problem as a Function of Ethnicity

ETHNICITY
Caucasians Japanese Hawaiians Filipinos Others Total

(N=30) (N=19) (N=20) (N=9) (N=21) (N=99)

No N = 0 N = 1 N = 1 N = 2 N = 3 N = 7
Conceptualization R = 0% R = 14.3% R = 14.3% R = 28.6% R = 42.8% R = 100.0%

C = 0% C = 5.3% C = 5% C = 22.2% C = 14.3% C = 7.1%

Nothi n9 Hrong, N = 1 N = 0 N = 1 N = 1 N = 2 N = 5
Problem Denied R = 20 R = 0 R = 20 R = 20 R = 40 R = 100.0

C = 3.3 C = 0 C = 5 C = 11.1 C = 9.5 C = 5.1

Somethi ng ~lrong N = 3 N = 1 N = 1 N = 1 N = 0 N = 6
R = 50 R = 16.7 R = 16.7 R = 16.7 R = 0 R = 100.0
C = 10 C = 5.3 C = 5 C = 11.1 C = 0 C = 6.1

~lenta1 III ness N = 12 N = 9 N = 4 N = 1 N = 4 N = 30
R = 40 R = 30 R = 13.3 R = 3.3 R = 13.3 R = 100.0
C = 40 C = 47.4 C = 20 C=11.1 C = 19 C = 30.3

Physical Illness N = 4 N = 3 N = 3 N = 0 N = 3 N = 13
R = 30.8 R = 23.1 R = 23.1 R = 0 R = 23.1 R = 100.0
C = 13.3 C = 15.8 C = 15 C = 0 C = 14.3 C = 13.3

Spiritual, N = 2 N = 0 N = 6 N = 1 N = 2 N = 11
Religious, R = 18.2 R = 0 R = 54.5 R = 9.1 R = 18.2 R = 100.0
Moral C = 6.7 C = 0 C = 30 C=11.1 C = 9.5 C = 11.1 w
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Table E. 2 (continued) Patients' Reported Conceptualizations of Nature
of Their Problem as a Function of Ethnicity

ETHNICITY
Caucasians Japanese Hawaiians Filipinos Others Total

(N=30) (N=19) (N=20) (N=9) (N=21) (N=99)

Magic, N = 0 N = 0 N = 1 N = 0 N = 3 N = 4
Curse, R = 0 R = 0 R = 25 . R = 0 R = 75 R = 100.0
Taboo C = 0 C = 0 C = 5 C = 0 C = 14.3 C = 4.0

Unacceptable N = 3 N = 3 N = 1 N = 1 N = 1 N = 9
Behavior R = 33.3 R = 33.3 R=11.1 R=11.1 R=11.1 R = 100.0

C = 10 C = 15.8 C = 5 C=11.1 C = 4.8 C = 9.1

Other (Specify): N = 5 N = 2 N = 2 N = 2 N = 3 N = 14
R= 35.7 R = 14.3 R = 14.3 R = 14.3 R = 21.4 R = 100.0
C = 16.7 C = 10.5 C = 10 C = 22.2 C = 14.3 C = 14.2

A. Psychosoci al N = 3 N = a N = 1 N = a N = 3 N = 7
Life Stress R = 42.9 R = 0 R = 14.3 R =. 0 R = 42.9 R = 100.0

C = 10 C = 0 C = 5 C = 0 C = 14.3 C = 7.1

B. Bizarre/ N = 2 N = 2 N = 1 N = 2 N = 0 N = 7
Psychotic R = 28.6 R = 28.6 R = 14.3 R = 28.6 R = a R = 100.0
Ideation C = 6.7 C = 10.5 C = 5 C = 22.2 C = a C = 7.1

W
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Table £.3

Patfents' Reported Conceptualfzatfons of Nature of Their Problem
As a Functfon of Dfagnosfs

DIAGNOSIS

Affective Schfzophrenfform
Schizophrenfas Dfsorders Dfsorders Total

(N-49) (Na24) (N"26) (N-99)

No N .. 3 N - 2 N - 2 N - 7
Conceptualfzatfon R .. 42.8S R .. 28.6S R .. 28.6% R .. 100.0S

C .. 6.11 C .. 8.3S C .. 7.7% C .. 7.1S

Nothfng Wrong. N .. 4 N .. 0 N .. 1 N .. 5
Problem Denfed R .. 80 R .. 0 R .. 20 R .. 100.0

C .. 8.2 C .. 0 C .. 3.8 C 5.1

Somethfng Wrong N - 4
.

N .. 1 N .. 1 N .. 6
R .. 66.6 R .. 16.7 R .. 16.7 R .. 100.0
C .. 8.2 C .. 4.2 C .. 3.8 C .. 6.1

Menta 1 Illness N 12 N .. 14 N 4 N .. 30
R 40 R .. 46.7 R 13.3 R 100.0
C 24.5 C 58.3 C 15.4 C .. 30.3

Physfcal Illness N 5 N .. 3 N 5 N .. 13
R .. 38.5 R 23 R 38.5 R 100.0
C .. 10.2 C 12.5 C 19.2 C 13.3

Spf:'ftua1. N 6 N 0 N 5 N 11
Relfgfous. R 54.5 R 0 R 45.5 R 100.0
Moral C 12.2 C 0 C 19.2 C 11.1

Magic, Curse, N 3 N 1 N 0 N 4
Taboo R 75 R 2S R 0 R 100.0

C 6.1 C 4.2 C 0 C 4

Unacceptable N 4 N 2 N 3 N 9
Behavior R 44.4 R 22.2 R 33.3 R 100.0

C 8.2 C 8.3 C 11.5 C 9.1

Other (specify): N 8 N 1 N 5 N 14
R 57.1 R 7.1 R 35.7 R 100.0
C 16.3 C 4.2 C 19.2 C 14.2

A. Psychosocfal N 4 N 1 N 2 N 7
Lffe Stress R 57.1 R 14.3 R 28.6 R 100.0

C 8.2 C 4.2 C 7.7 C 7.1
B. Bizarre/ N 4 N 0 N 3 N 7

Psychotic R 57.1 R 0 R 42.9 R 100.0
Ideation C 8.2 C 0 C .. 11. 5 C 7.1
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Table E.4

Patients' Reported Conceptualizations of Nature of their Problem
As a Function of the Mode of Onset

MODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past Hfstory Insfdfous Onset Other Totals

(N=17) (N=17) (N=8) (N=18), (N=36) (N=3) (N=99)

No N = 1 N = 0 N = 0 N = 1 N = 4 N = 1 N = 7
Conceptual- R = 14.3% R = OS R = OS R = 14.3S R = 57.1 R = 14.3S R = 100.0S
fzatfon C = 5.9S C = Os C = Os C = 5.6S C=11.1S C = 33.3S C = 7.11

Nothing N = 1 N = 0 N = 0 N = 1 N = 2 N = 1 N = 5
Wrong R = 20 R = 0 R = 0 R = 20 R = 40 R = 20 R = 100.0
Problem C = 5.9 C = 0 C = 0 C = 5.6 C = 5.6 C = 33.3 C = 5.1
Denied

Something N = 2 N = 1 N = 0 N = 0 N = 3 N = 0 N = 6
Wrong R = 33.3 R = 16.7 R = 0 R =. 0 R = 50 R = 0 R = 100.0

C = 11.8 C = 5.9 C = 0 C = 0 c = 8.3 C = 0 c = 6.1

Mental N = 2 N = 5 N = 3 N = 7 N = 13 N = 0 N = 30

Illness R " 6.7 R " 16.7 R " 10 R " 23.3 R " 43.3 R " 0 R " 100.0
C " 11.8 C " 29.4 C " 37.5 C " 38.9 C = 36.1 C " 0 C = 30.3

Physical N = 4 N = 2 N " 2 N " 3 N = 2 N = 0 N = 13
Illness R = 30.8 R " 15.4 R " 15.4 R " 23.1 R " 15.4 R = 0 R " 100.0

C " 23.5 C " 11.8 C " 25 C = 16.7 C = 5.6 C = 0 C " 13.1

Spiritua I, N " 2 N = 0 N " 2 N = 2 N " 5 N = 0 N = 11
Religious, R " 18.2 R " 0 R " 18.2 R = 18.2 R " 45.5 R " 0 R = 100.0
Moral C = 11.8 C = 0 C = 25 C = 11.1 C = 13.9 C " 0 C = 11.1 w
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Table E.4 (continued) Reported Conceptualizations of Nature of their Problem
As a Function of the Mode of Onset

MODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past History Insidious Onset Other Totals

(N=17) (N=17 ) (N=8) (N=18) (N=36) (N=3) (N=99)

Magic, N = 1 N = 1 N = 0 N = 1 N = 1 N = 0 N = 4
Curse, R = 25 R = 25 R = 0 R = 25 R = 25 R = 0 R = 100.0
Taboo C = 5.9 C = 5.9 C = 0 C = 5.6 C = 2.8 C = 0 C = 4.0

Unacceptable N = 2 N = 2 N = 0 N = 1 N = 3 N = 1 N = 9
Behavior R = 22.2 R " 22.2 R = 0 R = 11.1 R = 33.3 R=11.1 R = 100.0

C " 11.8 C = 11.8 C = 0 C = 5.6 C = 8.3 C = 33.3 C = 9.1

Other N " 2 N = 6 N = 1 N = 2 N = 3 N = 0 N = 14
(specify) : R = 14.3 R = 42.9 R = 7.1 R = 14.3 R = 21.4 R = 0 R = 100.0

C = 11.8 C = 35.3 C = 12.5 C = 11.1 C = 8.3 C = 0 C = 14.2

A. Psycho- N = 2 N = 2 N = 0 N = 2 N = 1 N = 0 N = 7
social R = 28.6 R = 28.6 R = 0 R = 28.6 R = 14.3 R = 0 R = 100.0
Life C = 11.8 C = 11.8 C = 0 C=11.1 C = 2.8 C = 0 C = 7.1
Stress

B. Bizarre/ N = 0 N = 4 N = 1 N = 0 N = 2 N = 0 N = 7
Psychotic R = 0 R = 57.1 R = 14.3 R = 0 R = 28.6 R = 0 R = 100.0
Ideation C = 0 C = 23.5 C = 12.5 C = 0 C = 5.6 C = 0 C = 7.1
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Table E.5

Patients· Reported Nature of the Problem Given to Them
By Outside Agencies as a Function of Gender

373

Males (N=60) Females (N=39) Total (N=99)
No Explanation No = 39 No = 29 No = 68
Given R = 57.4% R = 42.6% R = 100.0%

C = 65.0% C = 74.4% C = 68.7%

Yes= 21 Yes= 10 Yes= 31
R = 67.7% R = 32.3 R = 100.0
C = ?5 C = 25.6 C = 31.3

Told Nothing Wrong, No = 58 No = 38 No = 96
Problem Denied R = 60.4 R = 39.6 R = 100.0

C = 96.7 C = 97.4 C = 97

Yes= 2 Yes= 1 Yes= 3
R = 66.7 R = 33.3 R = 100.0
C = 3.3 C = 2.6 C = 3

Something Wrong, No = 56 No = 36 No = 92
Nothing Specific R = 60.9 R = 39.1 R = 100.0

C = 93.3 C = 92.3 C = 92.9

Yes= 4 Yes= 3 Yes= 7
R = 57.1 R = 42.9 R = 100.0
C = 6.7 C = 7.7 C = 7.1

Mental III ness No = 37 No = 22 No = 59
R = 62.7 R = 37.3 R = 100.0
C = 61.7 C = 56.4 C = 59.6

Yes= 23 Yes= 17 Yes= 40
R = 57.5 R = 42.5 R = 100.0
C = 38.3 C = 43.6 C = 40.4

Physica1/Physica1- No = 57 No = 31 No = 88
Mental R = 64.8 R = 35.2 R = 100.0
Interaction C = 95 C = 79.5 C = 88.9

Yes= 3 Yes= 8 Yes= 11
R = 27.3 R = 72.7 R = 100.0
C = 5 C = 20.5 C = 11.1
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Table E.5 (continued) Patients· Reported Nature of the Problem Given
to Them by Outside Agencies as a Function of
Gender

Males (N=60) Females (N=39) Total (N=99)

Spiritual, Religious No = 57 No = 39 No = 96
Moral R = 59.4 R = 40.6 R = 100.0

C = 95 C =100.0 C = 97

Yes= 3 Yes= 0 Yes= 3
R =100.0 R = 0 R = 100.0
C = 5 C = 0 C = 3

Magic, Curse, Taboo No = 59 No = 39 No = 98
R = 60.2 R = 39.8 R = 100.0
C = 98.3 C =100.0 C = 99

Yes= 1 Yes= 0 Yes= 1
R =100.0 R = 0 R = 100.0
C = 1.7 C = 0 C = 1

Unacceptable Behavior No = 55 No = 35 No = 90
R = 61.1 R = 38.9 R = 100.0
C = 91.7 C = 89.7 C = 90.9

Yes= 5 Yes= 4 Yes= 9
R = 55.6 R = 44.4 R = 100.0
C = 8.3 C = 10.3 C = 9.1

Other (specify) : No = 58 No = 38 No = 96
Psychosocial R = 60.4 R = 39.6 R = 100.0
Life Stress C = 96.7 C = 97.4 C = 97

Yes= 2 Yes= 1 Yes= 3
R = 66.7 R = 33.3 R = 100.0
C = 3.3 C = 2.6 C = 3



Tabl e E.6

Patients· Reported Nature of the Problem Given to Them
By Outside Agencies as a Function of Ethnicity

ETHNICITY
Caucasians Japanese Hawaiians Filipinos Others Totals

(N=30) (N=19) (N=20 ). (N=9) (N=21) (N=99)

No No = 23 No = 9 No = 14 No = 6 No = 16 No = 68
Explanation R = 33.8% R = 13.2% R = 20.6% R = 8.8% R = 23.5% R = 100.0%
Given C = 76.7% C = 47.4% C = 70% C = 66.7% C = 76.2% C = 68.7%

Yes = 7 Yes = 10 Yes = 6 Yes = 3 Yes = 5 Yes = 31
R = 22.6 R = 32.3 R = 19.4 R = 9.7 R = 16.1 R = 100.0
C = 23.3 C = 52.6 C = 30 C = 33.3 C = 23.8 C = 31.3

Told Nothing Wrong No = 29 No = 18 No = 20 No = 9 No = 20 No = .96
Problem Denied R = 30.2 R = 18.8 R = 20.8 R = 9.4 R = 20.8 R = 100.0

C = 96.7 C = 94.7 C =100.0 C =100.0 C = 95.2 C =- -97
Yes = 1 Yes = 1 Yes = 0 Yes = 0 Yes = 1 Yes = 3

R = 33.3 R = 33.3 R = 0 R = 0 R = 33.3 R = 100.0
C = 3.3 C = 5.3 C = 0 C = 0 C = 4.8 C = 3

Something Wrong, No = 27 No = 19 No = 18 No = 8 No = 20 No = 92
Nothing Specific R = 29.3 R = 20.7 R = 19.6 R = 8.7 R = 21.7 R = 100.0

C = 90 C =100.0 C = 90 C = 88.9 C = 95.2 C = 92.9
Yes = 3 Yes = 0 Yes = 2 Yes = 1 Yes = 1 Yes = 7

R = 42.9 R = 0 R = 28.6 R = 14.3 R = 14.3 R = 100.0
C = 10 C = 0 C = 10 C=11.1 C = 4.8 C = 7.1
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Table E.6 (continued) Patients' Reported Nature of the Problem Given to Them
By Outside Agencies as a Function of Ethnicity

ETHNICITY
Caucasians Japanese

(N=30) (N=19)
Hawaiians

(N=20)
Filipinos

(N=9)
Others
(N=21)

Totals
(N=99)

Menta1
Illness

No = 16
R = 27.1
C = 53.3

No = 15
R = 25.4
C = 78.9

No = 13
R = 22
C = 65

No = 5
R = 8.5
C = 55.6

No = 10
R = 16.9
C = 47.6

No = 59
R = 100.0
C = 59.6

Yes = 14
R = 35
C = 46.7

Physical/Physical- No = 26
Mental Illness R = 29.5

C = 86.7

Yes = 4
R = 36.4
C = 13.3

Yes = 4
R = 10
C = 21.1

No = 18
R = 20.5
C = 94.7

Yes = 1
R = 9.1
C = 5.3

Yes = 7
R = 17.5
C = 35

No = 17
R = 19.3
C = 85.

Yes = 3
R = 27.3
C = 15

Yes = 4
R = 10
C = 44.4

No = 8
R = 9.1
C = 88.9

Yes = 1
R = 9.1
C=11.1

Yes = 11
R = 27.5
C = 52.4

No = 19
R = 21.6
C = 90.5

Yes = 2
R = 18.2
C = 9.5

Yes = 40
R = 100.0
C = 40.4

No = 88
R = 100.0
C = 88.9

Yes = 11
R = 100.0
C = 11.1

Spiritual,
Religious,
Moral

No = 30
R = 31.3
C =100.0

Yes = 0
R = 0
C = 0

No = 19
R = 19.8
C =100.0

Yes = 0
R = 0
C = 0

No = 19
R = 19.8
C = 95

Yes = 1
R = 33.3
C = 5

No = 8
R = 8.3
C = 88.9

Yes = 1
R = 33.3
C=11.1

No = 20
R = 20.8
C = 95.2

Yes = 1
R = 33.3
C;: 4.8

No = 96
R = 100.0
C = 97

Yes = 3
R = 100.0
C = 3

w
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Table E.6 (continued) Patients· Reported Nature of the Problem Given to Them
By Outside Agencies as a Function of Ethnicity

ETHNICITY
Caucasi ans Japanese Hawaiians Fil ipinos Others Totals

(N=30) (N=19) (N=20) (N=9) (N=21) (N=99)

Magic, No = 30 No = 19 No = 20 No = 8 No = 21 No = 98
Curse, R = 30.6 R = 19.4 R = 20.4 R = 8.2 R = 21.4 R = 100.0
Taboo C =100.0 C =100.0 C =100.0 C = 88.9 C =100.0 C = 99

Yes = 0 Yes = 0 Yes = 0 Yes = 1 Yes = 0 Yes = 1
R = 0 R = 0 R = 0 R =100.0 R = 0 R = 100.0
C = 0 C = 0 C = 0 C=11.1 C = 0 C = 1

Unacceptable No = 27 No = 17 No = 17 No = 9 No = 20 No = 90
Behavior R = 30 R = 18.9 R = 18.9 R = 10 R = 22.2 R = 100.0

C = 90 C = 89.5 C = 85 C =100.0 C = 95.2 C = 90.9

Yes = 3 Yes = 2 Yes = 3 Yes = a Yes = 1 Yes = 9
R = 33.3 R = 22.2 R = 33.3 R = 0 R = 11.1 R = 100.0
C = 10 C = 10.5 C = 15 C = a C = 4.8 C = 9.1

Other (specify): No = 29 No = 18 No = 20 No = 9 No = 20 Ro = 96
Psychosoci a1 R = 30.2 R = 18.8 R = 20.8 R = 9.4 R = 20.8 R = 100.0
Life Stress C = 96.7 C = 94.7 C =100.0 C =100.0 C = S5.2 C = 97

Yes = 1 Yes = 1 Yes = 0 Yes = 0 Yes = 1 Yes = 3
R = 33.3 R = 33.3 R = a R = a R = 33.3 R = 100.0
C = 3.3 C = 5.3 C = 0 C = 0 C = 4.8 C = 3

w..........



Table E.7

Patients' Reported Nature of the Problem Given to Them
By Outside Agencies as a Function of Diagnosis

DIAGNOSIS

Affective Schizophreniform
Schizophrenias Disorders Disorders Total

(N-49) (N-24) (N·26) (N-99)

No Explanation No '" 32 No .. 17 No .. 19 No - 68%
Given R '" 47.1% R .. 25% R .. 27.9% R .. 100.0%

C .. 65.3% C '" 70.8% C .. 73.1% C '" 68.7%

Yf'S 17 Yes .. 7 Yes .. 7 Yes .. 31
R '" 54.8% R .. 22.6 R .. 22.6% R 100.0
C '" 34.7 C .. 29.2 C .. 26.9 C '" 31.3

Nothing Wrong. No .. 47 No .. 23 No .. 26 No .. 96
Problem Denied R .. 49 R .. 24 R .. 27 R 100.0

C .. 95.9 C .. 95.8 C -100.0 C - 97

Yes .. Z Yes .. 1 Yes .. 0 Yes .. 3
R .. 66.7 R .. 33.3 R 0 R 100.0
C 4.1 C .. 4.2 C 0 C .. 3

Something Wrong. No .. 44 No 23 No 25 No .. 92
Nothing Specific R 47.8 R .. 25 R 27.2 R 100.0

C 89.8 C 95.8 C .. 96.2 C 92.9

Yes 5 Yes 1 Yes .. 1 Yes 7
R 71.4 R 14.3 R 14.3 R 100.0
C 10.2 C 4.2 C .. 3.8 C 7.1

Mental Illness No 29 No 15 No 15 No 59
R 49.2 R 25.4 R 25.4 R 100.0
C 59.2 C 62.5 C 57.7 C 59.6

Yes 20 Yes 9 Yes 11 Yes 40
R 50 R 22.5 R 27.5 R 100.0
C 40.8 C 37.5 C 42.3 C 40.4

Physical/Physical- No 46 No .. 20 No 22 No 88
Mental R 52.3 R 22.7 R 25 R 100.0
Interaction C 93.9 C .. 83.3 C 84.6 C 88.9

Yes 3 Yes .. 4 Yes 4 Yes 11
R 27.3 R .. 36.4 R 36.4 R 100.0
C 6.1 C .. 16.7 C 15.4 C 11.1
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Table E.7 (continued) Patients' Reported Nature of the Problem Given To Them
By Outside Agencies as a Function of Diagnosis

DIAGNOSIS

Affective Schizophreniform
Schizophrenias Disorders Disorders Total

(N·49) (N"24) (N=26) (N·99)

Spiritual, No .. 48 No .. 23 No • 25 No • 96
Re ltgious, Moral R .. 50 R .. 24 R .. 26 R .. 100.0

C .. 98.0 C " 95.8 C • 96.2 C • 97

Yes • 1 Yes • 1 Yes • 1 Yes .. 3
R .. 33.3 R .. 33.3 R • 33.3 R .. 100.0
C • 2 C II 4.2 C .. 3.8 C II 3

Magic, Curse, No • 49 No • 23 No II 26 No .. 98
Taboo R .. 50 R .. 23.5 R .. 26.5 R .. 100.0

C ..100.0 C .. 95.8 C ..100.0 C .. 99

Yes .. 0 Yes .. 1 Yes = 0 Yes .. 1
R .. 0 R =100.0 R .. 0 R = 100.0
C .. 0 C .. 4.2 C 0 C .. 1

Unacceptable No 46 No .. 21 No = 23 No .. 90
Behavior R 51. 1 R = 23.3 R .. 25.6 R .. 100.0

C 93.9 C 87.5 C & 88.5 C 90.9

Yes 3 Yes 3 Yes .. 3 Yes 9
R = 33.3 R = 33.3 R .. 33.3 R 100.0
C 6.1 C = 12.5 C = 11.5 C = 9.1

Other (Specify): No 47 No 23 No .. 26 No .. 96
Psychosocial R 49 R 24 R .. 27 R = 100.0
Life Stress C 95.9 C = 95.8 C =100.0 C 97

Yes 2 Yes 1 Yes 0 Yes 3
R 66.7 R 33.3 R 0 R 100.0
C 4.1 C 4.2 C .. 0 C 3
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Table E.8

Patients' Reported Nature of the Problem Given to Them
By Outside Agencies as a Function of the Mode of Onset

MODE OF ONSET

Sudden Onset Precipitous Onset
Acute Onset Acute Onset

Insidious Onset Other Totals
No History Past History

(N=17) (N= 17) (N=8) (N=18)
(N=36) (N=3) (N=99)

No No = 13 No " 9 No = 6 No = 15 • No = 24 No = 1 No = 68
Explanation R = 19. n R = 13.2% R = 8.8% R = 22.1% R ",35.3% R = 1.5% R = 100.0%
Given C = 76.5% C = 52.9% C = 75% C = 83.3% C "' 66.7S C = 33.3% C = 68.7%

Yes = 4 Yes = 8 Yes = 2 Yes = 3 Yes = 12 Yes "' 2 Yes = 31
R = 12.9 R = 25.8 R = 6.5 R = 9.7 R = 38.7 R = 6.5 R = 100.0
C = 23.5 C = 47.1 C = 25 C = 16.7 C = 33.3 C = 66.7 C = 31.3

Nothing No = 17 No = 17 No = 7 No = 18 No = 35 No = 2 No = 96
Wrong, R = 17.7 R = 17.7 R = 7.3 R = 18.8 R = 36.5 R = 2.1 R = 100.0
Problem C =100.0 C =100.0 C = 87.5 C =100.0 C = 97.2 C = 66.7 C = 97
Denied

Yes = 0 Yes = 0 Yes = 1 Yes = 0 Yes = 1 Yes = 1 Yes = 3
R = 0 R = 0 R = 33.3 R = 0 R = 33.3 R = 33.3 R = 100.0
C = 0 C = 0 C = 12.5 C = 0 C = 2.8 C = 33.3 C = 3

Something No = 16 No = 16 No = 8 No = 15 No = 34 No = 3 No = 92
Wrong, R = 17.4 R = 17.4 R = 8.7 R = 16.3 R = 37 R = 3.3 R = 100.0
Nothing C = 94.1 C = 94.1 C =100.0 C = 88.9 C = 94.4 C =100.0 C = 92.9
Specific

Yes = 1 Yes = 1 Yes = 0 Yes = 3 Yes = 2 Yes = 0 Yes = 7
R = 14.3 R = 14.3 R = 0 R = 42.9 R = 28.6 R = 0 R = 100.0
C = 5.9 C = 5.9 C = 0 C=11.1 C = 5.6 C = 0 C = 7.1

w
co
0



Table E.6 (continued) Patients' Reported Nature of the Problem Given to Them
By Outside Agencies as a Function of the Hade of Onset

MODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past History Insidious Onset Other Tota15

(N=17) (N=17) (N=6) (N=16) (N=36) (N=3) (N=99)

Mental No = 6 No = 12 No = 5 No = 10 No = 21 No = 3 No .. 59
Illness R = 13.6 R = 20.3 R = 8.5 R = 16:9 R .. 35.6 R .. 5.1 R .. 100.0

C = 47.1 C = 70.6 C .. 87.5 C .. 55.6 C = 58.3 C =100.0 C .. 59.6

Yes = 9 Yes = 5 Yes = 3 Yes = 8 Yes = 15 Yes .. 0 Yes = 40
R .. 22.5 R .. 12.5 R = 7.5 R = 20 R = 37.5 R = 0 R = 100.0
C = 52.9 C = 29.4 C = 12.5 C = 44.4 C = 41.7 C = a C = 40.4

Physical! No = 15 No = 15 No = 6 No = 17 No = 32 No = 3 No = 88
Physical- R = 17 R = 17 R = 6.6 R = 19.3 R = 36.4 R = 3.4 R = 100.0
Mental C = 86.2 C = 86.2 C = 75 C = 94.4 C = 86.9 C =100.0 C .. 86.9
Interaction

Yes = 2 Yes = 2 Yes = 2 Yes = 1 Yes = 4 Yes = 0 Yes = 11

R = 16.2 R = 18.2 R = 18.2 R = 9.1 R = 36.4 R .. 0 R = 100.0
C = 11.8 C = 11.8 C = 25 C = 5.6 C = 11.1 C = 0 C .. 11.1

Spiritual, No = 16 No = 17 No = 7 No = 18 No = ]6 No = 2 No = 96
Religious, R = 16.7 R = 17.7 R = 7.3 R = 18.8 R = 37.5 R = 2.1 R = 100.0
Moral C = 94.1 C =100.0 C = 87.5 C =100.0 C =100.0 C = 66.7 C = 97

Yes = 1 Yes = 0 Yes = 1 Yes = 0 Yes = 0 Yes = 1 Yes = 3
R = 33.3 R = 0 R = 33.3 R = 0 R = 0 R = 33.3 R = 100.0
C = 5.9 C = 0 C = 12.5 C = 0 C .. a C = 33.3 C = 3

w
co.....



Table E.8 (continued) Patients' Reported Nature of the Problem Given to Them
6y Outside Agencies as a Function of the Mode of Onset

HODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past History Insidious Onset Other Totals

(N=17) (N=17) (N=8) (N=18) (N=36) (N=3) (N=99)-_ ..

Magic, No = 17 No = 17 No = 8 No = 18 No = 36 No = 2 No = 98
Curse, R = 17.3 R = 17.3 R = 8.2 R = 18..4 R = 36.7 R = 2 R = 100.0
Taboo C =100.0 C =100.0 C =100.0 C =100.0 C =100.0 C = 66.7 C = 99

Yes = 0 Yes = 0 Yes = 0 Yes = 0 Yes = 0 Yes = 1 Yes = 1
R = 0 R = 0 R = 0 R = 0 R = 0 R =100.0 R = 100.0
C .. 0 C = 0 C = 0 C = 0 C = 0 C .. 33.3 C = 1

Unacceptable No = 15 No = 16 No = 8 No = 16 No = 32 No .. 3 No = 90
Behavior R = 16.7 R = 17.8 R = 8.9 R = 17.8 R = 35.6 R = 3.3 R = 100.0

C .. 88.2 C = 94.1 C =100.0 C = 88.9 C = 88.9 C =100.0 C = 90.9

Yes = 2 Yes = 1 Yes = 0 Yes = 2 Yes = 4 Yes = 0 Yes = 9

R = 22.2 R = 11.1 R = 0 R = 22.2 R = 44.4 R = 0 R = 100.0
C = 11.8 C = 5.9 C " 0 C = 11.1 C " 11.1 C = 0 C = 9.1

Other No = 15 No = 17 No = 8 No = 17 No = 36 No = 3 No " 96
(specify) R = 15.6 R = 17.7 R = 8.3 R = 17.7 R = 37.5 R = 3.1 R = 100.0
Psychosocial C = 88.2 C =100.0 C =100.0 C = 94.4 C =100.0 C =100.0 C = 97
Life Stress

Yes = 2 Yes = 0 Yes" 0 Yes = 1 Yes = 0 Yes = 0 Yes = 3

R = 66.7 R = 0 R = 0 R = 33.3 R = 0 R = 0 R = 100.0
C .. 11.8 C .. 0 C = 0 C = 5.6 C = 0 C = 0 C = 3

w
CP
N



Table E.9

Patients' Explanation of the Cause of Their Current Problem
As a Function of Gender

383

Males (N=60) Females (N=39) Total (N=99)

No Explanation No = 51 No = 36 No = 87
R = 58.6% R = 41.4% R = 100.0%
C = 85.0% C = 92.3% C = 87.9%

Yes = 7 Yes = 3 Yes = 10
R = 70 R = 30 R = 100.0
C = 11.7 C = 7.7 C = 10.1

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = .3.3 C = 0 C = 2.0

Heredity No = 51 No = 36 No = 87
R = 58.6 R = 41.4 R = 100.0,. = 85 C = 92.3 C = 87.9,-

Yes = 6 Yes = 3 Yes = 9
R = 66.7 R = 33.3 R = 100.0
C = 10 C = 7.7 C = 9.1

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2.0

Unc = 1 Unc = 0 Unc = 1
R =100 R = 0 R = 100.0
C = 1.7 C = 0 C = 1.0

Faulty Biological No = 49 No = 34 No = 83
Functioning R = 59 R = 41 R = 100.0

C = 81. 7 C = 87.2 C = 83.8

Yes = 7 Yes = 5 Yes = 12
R = 58.3 R = 41. 7 R = 100.0
C = 11.7 C = 12.8 C = 12.1

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2.0

Unc = 2 Unc = 0 Unc = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2.0

-- ,,------



Table E.9 (continued) Patients' Explanation of the Cause of Their
Current Problem As a Function of Gender

384

~1ales (N=60) Females (N=39) Total (N=99)
Substance Abuse No = 49 No = 32 No = 81

R = 60.5 R = 39.5 R = 100.0
C = 81. 7 C = 82.1 C = 81.8

Yes = 8 Yes = 7 Yes = 15
R = 53.3 R = 46.7 R = 100.0
C = 13.3 C = 17.9 C = 15.2

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2.0

Unc = 1 Unc = 0 Unc = 1
R =100.0 R = 0 R = 100.0
C = 1.7 C = 0 C = 1.0

Faulty Nutritional No = 55 No = 31 No = 86
Habits R = 64 R = 36 R = 100.0

C = 91.7 C = 79.5 C = 86.9

Yes = 2 Yes = 8 Yes = 10
R = 20 R = 80 R = 100.0
C = 3.3 C = 20.5 C = 10.1

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2.0

Unc = 1 Unc = 0 Unc = 1
R =100.0 R = 0 R = 100.0
C = 1.7 C = 0 C = 1.0

Physical Effects No = 58 No = 39 No = 97
of Environment R = 59.8 R = 40.2 R = 100.0

C = 96.7 C =100.0 C = 98

Yes = 0 Yes = 0 Yes = 0
R = 0 R = 0 R = 0
C = 0 C = 0 C = 0

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2



Table E.9 (continued) Patients' Explanation of the Cause of Their
Current Problem As a Function of Gender

385

Males (N=60) Females (N=39) Total (N=99)

Intimate Interpersonal No = 39 No = 21 No = 60
Relationships. R = 65 R = 35 R = 100.0

C = 65 C = 53.8 C = 60.6

Yes = 18 Yes = 18 Yes = 36
R = 50 R = 50 R = 100.0
C = 30 C = 46.2 C = 36.4

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2

Unc = 1 Unc = 0 Unc = 1
R =100.0 R = 0 R = 100.0
C = 1.7 C = 0 C = 1

Character or No = 38 No = 24 No = 62
Lifestyle R = 61.3 R = 38.7 R = 100.0

C = 63.3 C = 61.5 C = 62.6

Yes = 19 Yes = 15 Yes = 34
R = 55.9 R = 44.1 R = 100.0
C = 30 C = 38.5 C = 34.3

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2

Unc = 1 Unc = 0 Unc = 1
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 c = 1

Social Environment No = 51 No =·35 No = 86
R = 59.3 R =4.0 .7 R = 100.0
C = 85 C = 89.7 C.= 87.9

Yes"= 6 Yes = 4 Yes = 10
R = 60 R = 40 R = 100.0
C = 10 C = 10.3 C = 9.1

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2

Unc = 1 Unc = 0 Unc = 1
R =100.0 R = 0 R = 100.0
C = 1.7 C = 0 C = 1



Table E.9 (continued) Patients' Explanation of the Cause of Their
Current Problem As a Function of Gender

386

Males (N=60) Females (N=39) Total (N=99)

Supernatural Forces No = 53 No = 32 No = 85
Unprovoked By R = 62.3 R = 37.6 R = 100.0
Patient C = 88.3 C = 82.1 C = 86..9

Yes = 5 Yes = 6 Yes = 11
R = 45.5 R = 54.5 R = 100.0
C = 8.3 C = 15.4 C = 10 .1

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2

Unc = 0 Unc = 1 Unc = 1
R = 0 R =100.0 R = 100.0
C = 0 c = 2.6 C = 1

Supernatura1 Forces No = 53 No = 37 No = 90
Provoked by Patient R = 58.9 R = 41.1 R = 100.0

C = 88.3 C = 94.8 C = 90.9

Yes = 4 Yes = 2 Yes = 6
R = 66.7 R = 33.3 R = 100.0
C = 6.7 C = 5.2 C = 6.1

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2

Unc = 1 Unc = 0 Unc = 1
R =100.0 R = 0 R = 100.0
C = 1.7 C = 0 C = 1

Specific Pre- No = 49 No = 38 No = 87
cipitating Event R = 56.3 R = 43.7 R = 100.0

C = 83.3 C = 97.4 C = 87.9

Yes = 9 Yes = 1 Yes = 10
R = 90 R = 10 R = 100.0
C = 13.3 C = 2.6 C = 10.1

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 C = 2



Table E.9 (continued) Patients' Explanation of the Cause of Their
Current Problem As a Function of Gender

387

Males (N=60) Females (N=39) Total (N=99)

Other Cause No = 54 No = 39 No = 93
(Specified below:) R = 58.1 R = 41.9 R = 100.0

C = 90 C =100.0 C = 93.9

Yes = 1 Yes = 0 Yes = 1
R =100.0 R = 0 R = 100.0
C = 1.7 C = 0 C = 1

Other = 3 Other = 0 Other = 3
R =100.0 R = 0 R = 100.0
C = 5.0 C = 0 C = 3

N/A = 2 N/A = 0 N/A = 2
R =100.0 R = 0 R = 100.0
C = 3.3 C = 0 c = 2

Bizarre/Psychotic Yes = 3 Yes = 0 Yes = 3
Ideation R =100.0 R = 0 R = 100.0

C = 5 C = 0 c = 3



Table E.I0

Patients' Explanation of the Cause of their Current Problem
as a Function of Ethnicity

388

ETHNICITY

Caucasians Japanese Hawaiians Ffl ipinos Others Totals
(N-30) (N=19) (N=20) (N=9) (N=21) (N=99)

No Explanation No = 30 No .. 13 No = 19 No = 7 No .. 18 No = 87
R = 34.5S R .. 14.9S R = 21.8S R = 8 R = 20.7S R = 100.0S
C "100.0S C 68.4 % C .. 95% C • 77.8% C = 85.7% C 87.9%

Yes .. 0 Yes = 5 Yes .. 1 Yes • 1 Yes " 3 Yes - 10
R = 0 R .. 50 R .. 10 R • 10 R = 30 R 100.0
C 0 C .. 26.3 C .. 5 C = 11. 1 C .. 14.3 C .. 10.1

N/A .. 0 N/A .. 1 N/A .. 0 NIA = I N/A .. 0 NIA .. 2
R .. 0 R .. 50 R .. 0 R • 50 R .. 0 R .. 100.0
C .. 0 C 5.3 C .. 0 C = II. 1 C .. 0 C = 2

Heredity No .. 24 No .. 16 No = 20 No = 8 No 19 No 87
R = 27.6 R = 18.4 R .. 23 R • 9.2 R = 21.8 R 100.0
C .. 80 C .. 84.2 C =100.0 C = 88.9 C = 90.5 C = 87.9

Yes = 6 Yes .. 2 Yes .. 0 Yes • 0 Yes 1 Yes 9
R = 66.7 R = 22.2 R 0 R = 0 R = 11.1 R = 100.0
C = 20 C = 10.5 C 0 C = 0 C 4.8 C 9.1

N/A = 0 NIA = 1 N/A 0 NIA = 1 NIA = 0 N/A 2
R = 0 R = 50 R = 0 R = 50 R 0 R 100.0
C = 0 C 5.3 C 0 C 11.1 C 0 C 2.0

Unc = 0 Unc 0 Unc 0 Unc 0 Unc 1 Unc 1
R = 0 R 0 R 0 R = 0 R =100.0 R 100.0
C = 0 C 0 C 0 C = a C = 4.8 C 1.0

Faulty No = 23 No 17 No 19 No = 6 No = 18 No 83
Biological R = 27.7 R 20.5 R = 22.9 R 7.2 R = 21.7 R 100.0
Functioning C = 76.7 C 89.5 C 95 C 66.7 C = 85.7 C 83.8

Yes = 6 Yes 1 Yes 0 Yes 2 Yes 3 Yes 12
R = 50 R 8.3 R 0 R 16.7 R = 25 R 100.0
C = 20 C 5.3 C 0 C 22.2 C = 14.3 C 12.1

NIA = 0 NIA = 1 N/A 0 NIA = 1 N/A = a N/A = 2
R 0 R = 50 R 0 R 50 R = a R 100.0
C = 0 C = 5.3 C 0 C = 11.1 C = a C = 2

-----------------------------------------~---



Table E.I0 (continued) Patients' Explanation of the Cause of their Current Problem
as a Function of Ethnicity

389

ETHNICITY

Caucasians Japanese Hawaffans Ff lfpfnos Others Totals
(N-30) (N-19) (N-20) ( N-9) (NII21) (N-99)

Unc .. 1 Unc - 0 Unc II 1 Unc .. 0 Unc 0 Unc .. 2
R II 50 R .. 0 R .. 50 R '" 0 R " 0 R 100.0
C .. 3.3 C 0 C " 5 C .. 0 C .. 0 C 2

Substance No .. 26 No - 16 No .. 15 No .. 6 No " 18 No .. 81
Abuse R .. 32.1

R - 19.8 R '" 18.5 R " 7.4 R .. 22.2 R .. 100.0
C II 86.7 C .. 84.2 C .. 75 C - 66.7 C .. 85.7 C 81.8

Yes .. 4 Yes .. 2 Yes .. 4 Yes .. 2 Yes .. 3 Yes .. 15
R - 26.7 R II 13.3 R .. 26.7 R .. 13.3 R .. 20 R .. 100.0
C .. 13.3 C .. 10.5 C .. 20 C .. 22.2 C " 14.3 C .. 15.2

N/A .. 0 N/A .. 1 N/A " 0 N/A .. 1 N/A 0 N/A 2
R .. 0 R .. SO R " 0 R .. SO R 0 R 100.0
C .. 0 C .. 5.3 C " 0 C .. 11.1 C 0 C .. 2

Unc .. 0 Unc .. 0 Unc 1 Unc .. 0 Unc " 0 Unc 1
R .. 0 R " 0 R "100.0 R .. 0 R .. 0 R 100.0
C 0 C 0 C 5 C 0 C .. 0 C 1

Faulty No 24 No 17 No 18 No " 8 No 19 No 86
Nutritional R 27.9 R 19.8 R 20.9 R 9.3 R .. 22.1 R 100.0
Habits C 80 C 89.5 C 90 C 88.9 C .. 90.5 C 86.9

Yes 6 Yes 1 Yes 1 Yes 0 Yes 2 Yes 10
R 60 R 10 R .. 10 R 0 R .. 20 R 100.0
C 20 C 5.3 C 5 C 0 C 9.5 C 10.1

N/A 0 N/A 1 N/A 0 NIA 1 N/A 0 N/A 2
R 0 R 50 R 0 R 50 R 0 R 100.0
C 0 C 5.3 C 0 C 11.1 C 0 C 2

Unc 0 Unc 0 Unc 1 Unc 0 Unc 0 Unc 1
R 0 R 0 R =100 R 0 R 0 R 100.0
C 0 C 0 C 5 C 0 C 0 C 1



Table E.I0 (continued) Patients' Explanation of the Cause of their Current Problem
as a Function of Ethnicity

390

ETHNICITY

Caucasians Japanese Hawaiians Filipinos Others Totals
(N"30) (N-19) (N-20) (N-9) (N-2l) (N-99)

Physical No a 30 No a 18 No .. 20 No 8 No = 21 No .. 97
Effects of R .. 30 R .. 18.6 R .. 20.6 R .. 8.2 R a 21.6 R .. 100.0
Environment C -100.0 C a 94.7 C =100.0 C = 88.9 C aIOO.O C .. 98

Yes .. 0 Yes .. 0 Yes .. 0 Yes .. 0 Yes a 0 Yes a 0
R .. 0 R .. 0 R .. 0 R = 0 R .. 0 R .. 0
C .. 0 C .. 0 C .. 0 C .. 0 C .. 0 C 0

N/A .. 0 N/A .. 1 N/A .. 0 N/A .. 1 N/A .. 0 N/A .. 2
R .. 0 R .. 50 R .. 0 R .. 50 R 0 R II 100.0

C - 0 C II 5.3 C .. 0 C .. 11.1 C 0 C .. 2

Intimate No = 14 No a 11 No .. 15 No a 6 No .. 14 No = 60
Interpersonal R = 23.3 R a 18.3 R .. 25 R .. 10 R .. 23.3 R 100.0
Relationships C .. 46.7 C a 57.9 C .. 75 C a 66.7 C = 66.7 C a 60.6

Yes .. 16 Yes 7 Yes .. 5 Yes = 1 Yes .. 7 Yes 36
R = 44.4 R = 19.4 R 13.9 R .. 2.8 R .. 19.4 R a 100.0
C 53.3 C 36.8 C .. 25 C .. 11.1 C = 33.3 C 36.4

N/A 0 N/A I N/A .. 0 N/A 1 N/O 0 N/A 2
R .. 0 R 50 R 0 R 50 R = 0 R 100.0
C 0 C 5.3 C 0 C 11. 1 C 0 C 2

Unc 0 Unc 0 Unc 0 Unc 1 Unc 0 Unc I
R 0 R 0 R 0 R =100.0 R 0 R " 100.0
C 0 C 0 C 0 C 11.1 C 0 C 1

Character No 15 No 11 No 14 No 5 No 17 No 62
or Lifestyle R .. 24.2 R 17.7 R 22.6 R 8.1 R 27.4 R 100.0

C 50 C 57.9 C 70 C 55.6 C 81 C 62.6

Yes 15 Yes 7 Yes 6 Yes 2 Yes 4 Yes ·34
R 44. I R 20.6 R 17.6 R 5.9 R 11.8 R 100.0
C 50 C 36.8 C 30 C 22.2 C 19 C 34.3

N/A 0 N/A 1 N/A 0 N/A 1 N/A 0 N/A 2
R 0 R 50 R 0 R 50 R 0 R 100.0
C .. 0 C 5.3 C 0 C 11.1 C 0 C 2

Unc 0 Unc 0 Unc 0 Unc 1 Unc 0 Unc 1
R 0 R 0 R 0 R =100.0 R 0 R 100.0
C 0 C 0 C 0 C .. 11.1 C 0 C 1
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Table E.l0 (continued) Patients' Explanation of the Cause of their Current Problem
as a Function of Ethnicity

ETHNICITY

Caucasians Japanese Hawa i ians Fil ipinos Others Totals
(N"30) (N..19) (N-20) (N-9) (N-2l) (N-99)

Social No .. 26 No .. 16 No " 18 No = 7 No - 19 No .. 86
Environment R - 30.2 R .. 18.6 R :0 20.9 R - 8.1 R :0 22.1 R = 100.0

C = 86.7 C :0 84.2 C .. 90 C " 77.8 C = 90.5 C = 86.9

Yes = 4 Yes = 2 Yes .. 2 Yes = 1 Yes = 1 Yes = 10
R - 40 R = 20 R .. 20 R = 10 R 10 R = 100.0

C - 13.3 C .. 10.5 C " 10 C :0 11. 1 C = 4.8 C - 10

N/A :0 0 N/A .. 1 N/A - 0 N/A 1 N/A = 0 N/A .. 2
R .. 0 R .. 50 R .. 0 R = 50 R = 0 R .. 100.0
C :0 0 C = 5.3 C - 0 C :0 11.1 C = 0 c " 2

Unc = 0 Unc .. 0 Unc = 0 Unc = 0 Unc = 1 Unc " 1
R = 0 R = 0 R .. 0 R = 0 R =100.0 R = 100.0
C = 0 c = 0 c - 0 C " 0 c " 4.8 C .. 1

Supernatural No 27 No .. 18 No .. 18 No 6 No = 16 No 85
Forces R = 31.8 R = 21.2 R = 21.2 R = 7.1 R = 18.8 R 100.0
Unprovoked C = 90 C = 94.7 C = 90 C = 66.7 C 76.2 C 85.9
by Patient

Yes 3 Yes = 0 Yes 2 Yes 2 Yes" 4 Yes 11
R .. 27.3 R 0 R 18.2 R = 18.2 R 36.4 R 100.0
C 10 C 0 C 10 C 22.2 C 19 C 11.1

N/A 0 N/A 1 N/A 0 N/A 1 N/A 0 N/A 2
R = 0 R = 50 R = 0 R 50 R 0 R 100.0
C 0 C 5.3 C 0 C 11.1 C 0 C 2

Unc 0 Unc 0 Unc 0 Unc 0 Unc 1 Unc 1
R 0 R 0 R 0 R 0 R =100.0 R 100.0
C 0 C 0 C 0 C 0 C 4.8 C 1

Supernatural No 30 No 17 No 17 No 8 No 18 No 90
Forces R 33.3 R 18.9 R 18.9 R 8.9 R 20 R 100.0
Provoked C =100.0 C 89.5 C 85 C 88.9 C 85.7 C 90.9
by Patient

Yes 0 Yes 1 Yes 3 Yes 0 Yes 2 Yes 6
R 0 R 16.7 R 50 R 0 R 33.3 R 100.0
C 0 C 5.3 C 15 C 0 C 9.5 C 6.1

N/A 0 N/A 1 N/A 0 N/A 1 N/A 0 N/A 2
R 0 R 50 R 0 R 50 R 0 R 100.0
C 0 C 5.3 C 0 C 11.1 C 0 C 2



Table E.l0 (continued) Patients' Explanation of the Cause of their Current Problem
as a Function of Ethnicity
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ETHNICITY

Caucaslllns Japanese Hawaiians Filipinos Others Totals
(N-30) (N-19) (N-20) (N"9) (N=21) (N-99)

Specific No .. 24 No .. 17 No .. 19 No = 7 No .. 20 No .. 87
Precipitating R .. 27.6 R 19.5 R .. 21.8 R " 8 R .. 23 R " 100.0

Event C .. 80 C .. 89.5 C .. 95 C - 77.8 C " 95.2 C .. 87.9

Yes .. 6 Yes 1 Yes .. 1 Yes .. 1 Yes .. 1 Yes .. 10
R .. 60 R .. 10 R .. 10 R .. 10 R .. 10 R .. 100.0
C .. 20 C .. 5.3 C - 5 C .. 11.1 C .. 4.8 C .. 10

NIA 0 NIA .. 1 N/A " 0 NIA .. 1 NIA .. 0 N/A .. 2
R .. 0 R .. 50 R .. 0 R 50 R .. 0 R .. 100.0
C .. 0 C .. 5.3 C .. 0 C - 11.1 C .. 0 C .. 2

Other Cause No .. 30 No .. 17 No .. 19 No - 8 No .. 19 No .. 93
(Specified R .. 32.3 R .. 18.3 R 20.4 R .. 8.6 R 20.4 R 100.0
Below) C -100.0 C .. 89.5 C " 95 C .. 88.9 C .. 90.5 C 93.9

Yes 0 Yes 1 Yes 1 Yes 0 Yes 2 Yes 4
R 0 R 25 R .. 25 R 0 R 50 R " 100.0
C 0 C 5.3 C " 5 C 0 C 9.5 C 4

NIA 0 N/A .. 1 N/A .. 0 N/A .. 1 NIA " 0 N/A 2
R 0 R .. 50 R " 0 R " 50 R 0 R " 100.0
C 0 C 5.3 C .. 0 C 11.1 C 0 C 2

A. Life Yes 0 Yes 0 Yes 0 Yes 0 Yes 1 Yes 1
Pressures R 0 R 0 R .. 0 R = () R =100.0 R 100.0

C 0 C 0 C 0 C () C 4.8 C 1

8. 8izarel Yes 0 Yes 1 Yes 1 Yes 0 Yes 1 Yes 3
Psychotic R 0 R 33.3 R 33.3 R 0 R 33.3 R 100.0
Ideation C 0 C 5.3 C 5 C 0 C 4.8 C 3



Table E.11

Patients' Explanation of the Cause of Their Current Problem
As a Function of Diagnosis
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DIAGNOSIS

Affective Schizophreniform
Schizophrenias Disorders Di sorders Total

(N-49) (N-24) (N-26) (N"99)

No Explanation No .. 42 No = 21 No = 24 No - 87
R - 48.3% R .. 24.1% R .. 27.6% R .. 100.0%
C .. 85.7% C = 87.5% C .. 92.3% C .. 87.9%

Yes .. 7 Yes .. 2 Yes .. 1 Yes .. 10
R .. 70 R .. 20 R .. 10 R .. 100.0
C .. 14.3 C .. 8.3 C .. 3.8 C .. 10.1

N/A .. 0 N/A .. 1 N/A .. 1 N/A .. 2
R .. 0 R .. 50 R .. 50 R .. 100.0
C .. .0 C .. 4.2 C .. 3.8 C .. 2

Heredity No .. 43 No .. 20 No .. 24 No = 87
R .. 49.4 R .. 23 R .. 27.6 R = 100.0
C .. 87.8 C .. 83.3 C .. 92.3 C = 87.9

Yes .. 5 Yes = 3 Yes = 1 Yes = 9
R = 55.6 R = 33.3 R .. l1.1 R = 100.0
C .. 10.2 C = 12.5 C .. 3.8 C = 9.1

N/A .. 0 N/A = 1 N/A .. 1 N/A .. 2
R .. 0 R .. 50 R .. 50 R 100.0
C = 0 C 4.2 C .. 3.8 C .. 2

Unc .. 1 Unc 0 Unc .. 0 Unc .. 1
R =100.0 R 0 R .. 0 R = 100.0
C .. 2.0 C 0 C = 0 C = 1

Faulty No .. 40 No 19 No .. 24 No = 83
Biological R .. 48.2 R .. 22.9 R .. 28.9 R 100.0
Functioning C .. 81.6 C = 79.2 C .. 92.3 C = 83.8

Yes = 8 Yes = 3 Yes = 1 Yes 12
R = 66.7 R .. 25 R .. 8.3 R .. 100.0
C = 16.3 C 12.5 C .. 3.8 C .. 12. 1

N/A .. 0 N/A 1 N/A .. 1 N/A .. 2
R .. 0 R 50 R .. 50 R .. 100.0
C .. 0 C 4.2 C .. 3.8 C = 2

Unc = 1 Unc 1 Unc .. 0 Unc = 2
R .. 50 R .. 50 R .. 0 R .. 100.0
C .. 2.0 C = 4.2 C .. 0 C .. 2



Table E.ll (continued) Patients' Explanation of the Cause of Their Current Problem
As a Function of Diagnosis
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DIAGNOSIS

Affective Schizophreniform
Schizophrenias Disorders Disorders Total

(N-49) (N-24) (N-26) (N-99)

Substance No = 41 No .. 20 No - 20 No .. 81
Abuse R = 50.6 R .. 24.7 R - 24.7 R .. 100.0

C - 83.7 C - 83.3 C = 76.9 C .. 81.8

Yes - 7 Yes .. 3 Yes .. 5 Yes 15
R - 46.7 R - 20 R - 33.3 R .. 100.0
C = 14.3 C .. 12.5 C = 19.2 C .. 15.2

N/A = 0 N/A .. 1 N/A - I N/A .. 2
R .. 0 R - 50 R .. SO R .. 100.0
C .. 0 C 4.2 C " 3.8 C .. 2

Unc - I Unc .. 0 Unc .. 0 Unc .. 1
R =100.0 R 0 R .. 0 R - 100.0
C " 2.0 C .. 0 C " 0 C 2

Faulty No = 44 No .. 20 No .. 22 No .. 86
Nutritional R .. 51.2 R 23.3 R .. 25.6 R 100.0
Habits C .. 89.8 C 83.3 C .. 84.6 C 86.9

Yes .. 4 Yes 3 Yes = 3 Yes 10
R = 40 R 30 R .. 30 R 100.0
C 8.2 C 12.5 C 11.5 C 10.1

N/A 0 N/A 1 N/A .. 1 N/A 2
R 0 R 50 R = 50 R 100.0
C 0 C 4.2 C 3.8 C 2

Unc 1 Unc 0 Unc 0 Unc 1
R =100.0 R 0 R 0 R 100.0
C = 2 C 0 C a c 1

Physic;al Effects No .. 49 No 23 No = 25 No 97
of Environment R = 50.5 R 23.7 R = 25.8 R 100.0

C =100.0 C 95.8 C = 96.2 C 98

N/A 0 N/A 1 N/A = 1 N/A 2
R 0 R 50 R = SO R 100.0
C 0 C 4.2 C = 3.8 C 2



Table E.ll (continued) Patients' Explanation of the Cause of Their Current Problem
As a Function of Diagnosis

395

DIAGNOSIS

Affective Schizophreniform
Schizophren ias Disorders Disorders Total

(N-49) (N-24) (N-26) (N-99)

Intimate No " 33 No " 9 No " 18 No .. 60
Interpersonal R .. 55 R - 15 R .. 30 R " 100.0
Relationships C .. 67.3 C II 37.5 C .. 69.2 C .. 60.6

Yes .. 15 Yes - 14 Yes II 7 Yes .. 36
R .. 41. 7 R .. 38.9 R .. 19.4 R .. 100.0
C .. 30.7 C " 58.3 C .. 26.9 C .. 36.4

NfA .. 0 NfA .. 1 NfA II 1 NfA .. 2
R .. 0 R 50 R .. 50 R 100.0
C .. 0 C " 4.2 C .. 3.8 C .. 2

Unc .. 1 Unc .. 0 Unc .. 0 Unc .. 1
R "100.0 R " 0 R 0 R " 100.0
C " 2 C " 0 C 0 C 1

Character or No 31 No 12 No 19 No = 62
Lifestyle R .. 50 R " 19.4 R 30.6 R 100.0

C 63.3 C " 50 C " 73.1 C 62.6

Yes " 17 Yes " 11 Yes 6 Yes 34
R " 50 R = 32.4 R 17.6 R 100.0
C 34.7 C " 45.8 C 23 C 34.3

NfA 0 NfA .. 1 NfA 1 NfA = 2
R " 0 R " 50 R 50 R = 100.0
C 0 C .. 4.2 C 3.8 C .. 2

Unc " 1 Unc = 0 Unc 0 Unc = 1
R =100.0 R 0 R .. 0 R 100.0
C 2 C o C 0 C 1

Social No 41 No = 23 No 22 No 86
Environment R 47.7 R = 26.7 R 25.6 R = 100.0

C 83.7 C = 95.8 C 84.6 C 86.9

Yes 7 Yes 0 Yes 3 Yes 10
R " 70 R 0 R 30 R 100.0
C 14.3 C 0 C 11.5 C 10.1

NfA " 0 NfA 1 NfA 1 NfA = 2
R 0 R 50 R 50 R = 100.0
C 0 C 4.2 C 3.8 C 2

Unc Unc 0 Unc 0 Unc 1
R =100.0 R = 0 R " 0 R 100.0
C = 2 C = 0 C 0 C 1



Table E.11 (continued) Patients' Explanation of the Cause of Their Current Problem
As a Function of Diagnosis
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DIAGNOSIS

Affective Schizophreniform
Schizophrenias Disorders Disorders Total

(N-49) (N·24) (N"26) (N..99)

Supernatural No .. 41 No ~ 22 No .. 22 No • 85
Forces R • 48.2 R .. 25.9 R .. 25.9 R 100.0
Unprovoked C .. 83.7 C ~ 91.7 C .. 84.6 C .. 85.9
By Patient

Yes .. 7 Yes .. 1 Yes .. 3 Yes .. 11
R .. 63.6 R ~ 9.1 R = 27.3 R 100.0
C .. 14.3 C .. 4.2 C .. 11.5 C 11.1

NIA • 0 NIA ~ 1 NIA .. 1 NIA = 2
R 0 R 50 R .. 50 R .. 100.0
C 0 C .. 4.2 C 3.8 C 2

Unc 1 Unc .. 0 Unc 0 Unc = 1
R =100.0 R .. 0 R 0 R .. 100.0
C .. 2 C = 0 C 0 C 1

Supernatural No .. 48 No = 22 No 20 No .. 90
Forces R .. 53.3 R = 24.4 R 22.2 R 100.0
Provoked C .. 98 C .. 91.7 C 76.9 C 90.9
By Patient

Yes 1 Yes 1 Yes 4 Yes 6
R 16.7 R 16.7 R 66.7 R 100.0
C 2 C 4.2 C .. 15.4 C 6.1

NIA 0 NIA 1 NIA 1 NIA .. 2
R 0 R 50 R 50 R 100.0
C 0 C 4.2 C 3.8 C .. 2

Unc 0 Unc 0 Unc 1 Unc 1
R 0 R 0 R =100.0 R 100.0
C 0 C 0 C 3.8 C 1

Specific No .. 44 No 19 No 24 No 87
Precipitating R .. 50.6 R 21.8 R 27.6 R 100.0
Event C .. 89.8 C 79.2 C 92.3 C 87.9

Yes 5 Yes 4 Yes 1 Yes 10
R 50 R = 40 R 10 R 100.0
C 10.2 C = 16.7 C 3.8 C 10.1

N/A 0 NIA 1 tVA 1 tVA .. 2
R 0 R 50 R 50 R 100.0
C 0 C 4.2 C 3.8 C .. 2



Table E.ll (continued) Patients' Explanation of the Cause of Their Current Problem
As a Function of Diagnosis

DIAGNOSIS

Affective Schizophreniform
Schi20phrenias Disorders Disorders Total

(N-49) (N-241 (N-26) (N-99)

Other cause No .. 46 No .. 23 No .. 24 No .. 93
(specify) : R .. 49.5 R II 24.7 R .. 25.8 R II 100.0

C .. 93.9 C .. 95.8 C .. 92.3 C - 93.9

Yes .. 1 Yes .. 0 Yes .. 0 Yes .. 1
R "100.0 R .. 0 R .. 0 R .. 100.0
C .. 2 C .. 0 C .. 0 C - 1

Other .. 2 Other - 0 Other - 1 Other - 3
R .. 66.7 R II 0 R .. 33.3 R .. 100.0
C .. 4.1 C .. 0 C .. 3.8 C .. 3

N/A - '0 N/A .. 1 N/A 1 N/A - 2
R .. 0 R .. 50 R .. 50 R .. 100.0
C 0 C .. 4.2 C .. 3.8 C .. 2

Bizarre/ Yes .. 2 Yes .. 0 Yes 1 Yes .. 3

Psychotic R 66.7 R .. 0 R .. 33.3 R .. 100.0
Ideation C 4.1 C .. 0 C .. 3.8 C 3
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Table E.12

Patients' Explanation of the Cause of their Current Problem
As a Function of Hode of Onset

HODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past History Insidious Onset Other Tota15

(N"17) (N"l7) (N"8) (N"18) (N" 36) (N"3) (N"99)

No No " 14 No " 16 No " 8 No " 18 No " 29 No = 2 No = 87
Exp lanat ion R = 16. IS R = 18.U R = 9.2% R " 20.71 R = 33.3S R = 2.3S R = 100.0%

C = 82.U C = 94. IS C =100.0% C "100.0% C " 80.6% C " 66.7% C " 87.9%

Yes " 3 Yes " 1 Yes " 0 Yes" 0 Yes" 6 Yes " 0 Yes" 10
R " 30 R " 10 R " 0 R " 0 R " 60 R " 0 R = 100.0
C " 17.6 C " 5.9 C " 0 C " 0 C e 16.7 C " 0 C " 10.1

NIA " 0 NIA " 0 NIA = 0 NIA = 0 NIA " 1 NIA " 1 NIA = 2

R " 0 R " 0 R " 0 R " 0 R = 50 R = 50 R = 100.0
C " 0 C " 0 C " 0 C = 0 C = 2.8 C " 33.3 C = 2

Heredity No = 14 No = 16 No = 7 No = 15 No = 33 No = 2 No = 87
R = 16.1 R = 18.4 R = 8 R = 17.2 R = 37.9 R = 2.3 R = 100.0
C " 82.4 C " 94.1 C = 87.5 C " 83.3 C = 91.7 C = 66.7 C = 87.9

Yes = 2 Yes = 1 Yes = 1 Yes " 3 Yes = 2 Yes = 0 Yes = 9
R " 22.2 R = 11.1 R " 11.1 R .. 33.3 R " 22.2 R = 0 R = 100.0
C " 11.8 C " 5.9 C " 12.5 C = 16.7 C = 5.6 C " 0 C = 9.1

NIA " 0 NIA = 0 NIA = 0 MIA = 0 NIA = 1 NIA = 1 NIA " 2

R " 0 R = 0 R = 0 R " 0 R = SO R " SO R " 100.0
C " 0 C " 0 C = 0 C = 0 C = 2.8 C = 33.3 C = 2 w

~
co



Table E.12 (continued) Patients' Explanation of the Cause of their Current Problem
As a Function of Mode of Onset

MODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past ,History Insidious Onset Other Totals

(N=17) (N= 17) (N=8) (N=18) (N=36) (N=3) (N=99)

Unc = 1 Unc = 0 Unc = 0 Unc = 0 Unc = 0 Unc = 0 Unc = 1
R =100.0 R = 0 R = 0 R = 0 R = 0 R = 0 R = 100.0
C = 5.9 C = 0 C = 0 C = 0 C = 0 C = 0 C = 1

Faulty No = 16 No = 14 No = 5 No = 15 No = 31 No = 2 No = 83
Biological R = 19.3 R = 16.9 R = 6 R = 18.1 R = 37.3 R = 2.4 R = 100.0
Functioning C = 94.1 C = 82.4 C = 62.5 C = 83.3 C = 86.1 C = 66.7 C = 85.9

Yes = 1 Yes = 2 Yes = 3 Yes = 3 Yes = 3 Yes = 0 Yes = 12
R = 8.3 R = 16.7 R = 25 R = 25 R = 25 R = 0 R = 100.0
C = 5.9 C = 11.8 C = 37.5 C = 16.7 C = 8.3 C = 0 C = 10.1

N/A = 0 N/A = 0 N/A = 0 N/A = 0 N/A = 1 N/A = 1 N/A = 2
R = 0 R = 0 R = 0 R = 0 R = 50 R = 50 R = 100.0
C = 0 c = 0 c = 0 c = 0 c = 2.8 C = 33.3 C = 2

Unc = 0 Unc = 1 Unc = 0 Unc = 0 Unc = 1 Unc = 0 Unc = 2
R = 0 R = 50 R = 0 R = 0 R = 50 R = 0 R = 100.0
C = 0 C = 5.9 C = 0 C = 0 C = 2.8 C = 0 C = 2

w
~
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Table E.12 (continued) Patients' Explanations of the Cause of their Current Problem
As a Function of Mode of Onset

MODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past History Insidious Onset Other Totals

(N=17) (N=17) (N=8) (N=18) (N=36) (N=3) (N=99)

Substance No = 13 No = 14 No = 7 No = 16 No = 29 No = 2 No = 81
Abuse R = 16 R = 17.3 R .. 8.6 R = 19~8 R = 35.8 R = 2.5 R = 100.0

C = 76.5 C = 82.4 C = 87.5 C = 88.9 C = 80.6 C = 66.7 C .. 81.8

Yes = 4 Yes = 3 Yes = 1 Yes = 2 Yes = 5 Yes = 0 Yes = 15
R = 26.7 R = 20 R = 6.7 R = 13.3 R = 33.3 R = 0 R = 100.0
C = 23.5 C = 17.6 C = 12.5 C .. 11.1 C = 13.9 C = 0 c = 15.2

NIA = 0 MIA = 0 MIA = 0 NIA = 0 NIA = 1 NIA = 1 NIA = 2
R = 0 R = 0 R = 0 R = 0 R = 50 R = 50 R = 100.0
C = 0 C = 0 C = 0 C = 0 c .. 2.8 C = 33.3 C = 2

Unc = 0 Unc = 0 Unc = 0 Unc = 0 Unc .. 1 Unc = 0 Unc = 1
R = 0 R = 0 R = 0 R = 0 R = 50 R = 0 R = 100.0
C = 0 C = 0 C = 0 C = 0 C = 2.8 C = 0 C = 1

Faulty No .. 15 No = 16 No = 6 No = 14 No = 33 Mo = 2 No = 86
Mutl'it10na1 R = 17.4 R = 18.6 R = 7 R = 16.3 R = 38.4 R = 2.3 R = 100.0
Habits C .. 88.2 C = 94.1 C = 75 C = 17.8 C .. 91. 7 C = 66.7 C = 86.9

Yes = 2 Yes = 1 Yes = 2 Yes = 4 Yes = 1 Yes = 0 Yes = 10
R = 20 RIOlO R = 20 R = 40 RIOlO R = 0 R = 100.0
C = 11.8 C = 5.9 C = 25 C = 22.2 C = 2.8 C = 0 C = 10.1

MIA = 0 MIA = 0 MIA = 0 MIA = 0 NIA = 1 MIA = 1 MIA = 2
R = 0 R = 0 R = 0 R = 0 R = 50 R = 50 R = 100.0
C = 0 c = 0 C = 0 C = 0 C .. 2.8 C = 33.3 C = 2 .f:>

0
0



Table E. 12 (continued) Patients' Explanations of the Cause of their Current Problem
As a Function of Mode of Onset

MODE OF ONSET

Aeute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past History Insidious Onset Other Totals

(N=17) (N=17) (N=8) (N=18) (N=36) (N=3) (N=99)

Unc = 0 Unc = 0 Unc = 0 Une = 0 Unc = 1 Une = 0 Une = 1
R = 0 R = 0 R = 0 R = O. R =100.0 R = 0 R = 100.0
C = 0 C = 0 C = 0 C = 0 C = 2.8 C = 0 C = 1

Physical No = 17 No = 17 No = 8 No = 18 No = 36 No = 1 No = 97
Effects of R = 17.5 R = 17.5 R = 8.2 R = 18.6 R = 37.1 R = 1 R = 100.0
Environment C =100.0 C =100.0 C =100.0 C =100.0 C =100.0 C = 33.3 C = 98

Yes = 0 Yes = 0 Yes = 0 Yes = 0 Yes = 0 Yes = 0 Yes = 0
R = 0 R = 0 R = 0 R = 0 R = 0 R = 0 R = 0
C = 0 C = 0 C = 0 C = 0 C = 0 C = 0 C = 0

N/A = 0 N/A = 0 N/A = 0 N/A = 0 N/A = 0 N/A = 2 N/A = 2
R = 0 R = 0 R = 0 R = 0 R = 0 R =100.0 R = 100.0
C = 0 c = 0 c = 0 c = 0 C = 0 C = 66.7 C = 2

Intimate No = 13 No = 9 No = 6 No = 10 No = 21 No = 1 No = 60
Interpersonal R = 21.7 R = 15 R = 10 R = 16.7 R = 35 R = 1.7 R = 100.0
Relationship C = 76.5 C = 52.9 C = 75 C = 55.6 C = 58.3 C = 33.3 C = 60.6

Yes = 4 Yes = 7 Yes = 2 Yes = 8 Yes = 14 Yes = 1 Yes = 36
R = 11.1 R = 19.4 R = 5.6 R = 22.2 R = 38.9 R = 2.8 R = 100.0
C = 23.5 C = 41.2 C = 25 C = 44.4 C = 38.9 C = 33.3 C = 36.4

~
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Table Eo12 (continued) Patients' Explanations of the Cause of their Current Problem
As a Function of Mode of Onset

MODE OF ONSET

Acute Onset .4cute Onset
Sudden Onset Precipitous Onset No History Past History Insidious Onset

(N=17) (N=17) (N=8) (N=18) (N=36)

N/A = 0 N/A = 0 N/A = 0 N/A = 0 N/A = 1
R = 0 R = 0 R = 0 R = 0 R = 50
C = 0 C = 0 C = 0 C = 0 C = 2.8

Unc = 0 Unc = 1 Unc = 0 Unc = 0 Unc = 0
R = 0 R =100.0 R = 0 R = 0 R = 0
C = 0 C = 5.9 C = 0 C = 0 C = 0

Character or No = 9 No = 11 No = 6 No = 12 No = 22
Lifestyle R = 14.5 R = 17.7 R = 9.7 R = 19.4 R = 35.5

C = 52.9 C = 64.7 C = 75 C = 66.7 C = 61.1

Yes = 8 Yes = 5 Yes = 2 Yes = 6 Yes = 13
R = 23.5 R = 14.7 R = 5.9 R = 17.6 R = 38.2
C = 47.1 C = 29.4 C = 25 C = 33.3 C = 36.1

N/A = 0 N/A = 0 N/A = 0 N/A = 0 N/A = 1
R = 0 R = 0 R = 0 R = 0 R = 50
C = 0 C = 0 C = 0 C = 0 C = 2.8

Unc = 0 Unc = 1 Unc = 0 Unc = 0 Unc = 0
R = 0 R =100.0 R = 0 R = 0 R = 0
C = 0 C = 5.9 C = 0 C = 0 C = 0

Other Tota15
(N=3) (N=99)

H/A = 1 N/A = 2
R = 50 R = 100.0
C = 33.3 C = 2

Unc = 0 Unc = 1
R = 0 R = 100.0
C = 0 C = 1

No = 2 No = 62
R = 3.2 R = 100.0
C = 66.7 C = 62.6

Yes = 0 Yes = 34
R = 0 R = 100.0
C = 0 C = 34.3

N/A = 1 N/A = 2
R = 50 R = 100.0
C = 33.3 C = 2

Unc = 0 Unc = 1
R = 0 R = 100.0
C = 0 C = 1

+:>
0
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Table Eo Ii! (continued) Patients' Explanations of the Cause of their Current Problem
As a Function of Hode of Onset

MODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past History Ins tdfous Onset

(N=17) (N=17) (N=8) (N=18) (N=36)

Social No = 15 No = 16 No = 6 No = 17 No = 30
Environment R = 17.4 R = 18.6 R = 7 R = 19.8 R = 34.9

C = 88.2 C = 94.1 C = 75 C = 94:4 C = 83.3

Yes = 1 Yes = 1 Yes = 2 Yes = 1 Yes = 5
R = 10 R = 10 R = 20 R = 10 R = 50
C = 5.9 C = 5.9 C = 25, C = 5.6 C = 13.9

NfA = 0 NfA = 0 NfA = 0 NfA = 0 NfA = 1
R = 0 R = 0 R = 0 R = 0 R = 50
C = 0 C = 0 C = 0 C = 0 C = 2.8

Unc = 1 Unc = 0 Unc = 0 Unc = 0 Unc = 0
R =100.0 R = 0 R = 0 R = 0 R = 0
C = 5.9 C = 0 C = 0 C = 0 C = 0

Supernatural No = 14 No = 14 No = 7 No = 17 No = 31
Forces R = 16.5 R = 16.5 R = 8.2 R = 20 R = 36.5
Unprovoked C = 82.4 C = 62.4 C = 87.5 C = 94.4 C = 66.1
by Patient

Yes = 3 Yes = 3 Yes = 1 Yes = 1 Yes = 3
R = 27.3 R = 27.3 R = 9.1 R = 9.1 R = 27.3
C = 17.6 C = 17.6 C = 12.5 C = 5.6 C = 8.3

Other TotaIs
(N=3) (N=99)

No = 2 No = 86
R = 2.3 R = 100.0
C = 66.7 C = 86.9

Yes = 0 Yes = 10
R = 0 R = 100.0
C = 0 C = 10

NfA = 1 NfA = 2
R = 50 R = 100.0
C = 33.3 C = 2

Unc = 0 Unc = 1
R = 0 R = 100.0
C = 0 C = 1

No = 2 No = 65
R = 2.4 R = 100.0
C = 66.7 C = 85.9

Yes = 0 Yes = 11

R = 0 R = 100.0
C = 0 C = 11. 1

~
0
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Tablc E.12 (continued) Patients' Explanations of the Cause of their Current Problem
As a Function of Mode of Onset

MODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past History Insidious Onset Other Totals

(N= 17) (N=17) (N=8) (N=18) (N=36) (N=3) (N=99)

N/A = 0 N/A = 0 N/A = 0 N/A = 0 N/A = 1 N/A .. 1 N/A = 2
R = 0 R = 0 R = 0 R = O' R = 50 R = 50 R = 100.0
C = 0 C = 0 C = 0 C = 0 C = 2.8 C = 33.3 C = 2

Unc = 0 Unc = 0 Unc = 0 Unc = 0 Unc = 1 Unc = 0 Unc = 1
R = 0 R = 0 R = 0 R = 0 R =100.0 R = 0 R = 100.0
C = 0 C = 0 C = 0 C = 0 C = 2.8 C = 0 C = 1

Supernatura1 No = 17 No = 16 No = 8 No = 16 No = 32 No = 1 No = 90
Forccs R = 18.9 R = 17.8 R = 8.9 R = 17.8 R = 35.6 R = 1.1 R = 100.0
Provoked C =100.0 C = 94.1 C =100.0 C = 88.9 C = 88.9 C = 33.3 C = 90.9
by Patient

Yes = 0 Yes = 1 Yes = 0 Yes = 2 Yes = 2 Yes = 1 Yes = 6
R = 0 R = 16.7 R = 0 R = 33.3 R = 33.3 R = 16.7 R = 100.0
C = 0 C = 5.9 C = 0 C .. 11.1 C = 5.6 C = 33.3 C = 6.1

N/A .. 0 N/A .. 0 N/A = 0 N/A = 0 N/A = 1 N/A = 1 N/A = 2
R .. 0 R .. 0 R = 0 R = 0 R .. 50 R = 50 R = 100.0
C .. 0 C .. 0 C = 0 C = 0 C .. 2.8 C = 33.3 C = 2

Unc .. 0 Unc .. 0 Unc = 0 Unc .. 0 Unc .. 1 Unc .. 0 Unc = 1
R = 0 R = 0 R = 0 R = 0 R =100.0 R = 0 R = 100.1)
C = 0 c .. 0 c = 0 c = 0 c = 2.8 C = 0 c = 1

.j:::>
0
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Table E.12 (continued) Patients' Explanations of the Cause of their Current Problem
As a Function of Mode of Onset

MODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past History Insidious Onset Other Totals

(N=17) (N=17 ) (N=8) (N=18) (N=36) (N=3) (N=99)

Specific No = 14 No = 15 No = 7 No = 15 No = 34 No = 2 No = 87
Precipitating R = 16.1 R = 17.2 R = 8 R = 17.2' R = 39.1 R = 2.3 R = 100.0
Event C = 82.4 C = 88.2 C = 87.5 C = 83.3 C = 94.4 C = 66.7 C = 87.9

Yes = 3 Yes = 2 Yes = 1 Yes = 3 Yes = 1 Yes = 0 Yes = 10
R = 30 R = 20 R = 10 R = 30 R = 10 R = 0 R = 100.0
C = 17.6 C = 11.8 C = 12.5 C = 16.7 C = 2.8 C = 0 C = 10

NfA = 0 NfA = 0 NfA = 0 NfA = 0 NfA = 1 NfA = 1 NfA = 2
R = 0 R = 0 R = 0 R = 0 R = 50 R = 50 R = 100.0
C = 0 C = 0 C = 0 C = 0 C = 2.8 C = 33.3 C = 2

Other No .. 16 No = 17 No = 8 No = 18 No = '32 No = ~ No = 93
Cause R = 17.2 R = 18.3 R = 8.6 R = 19.4 R = 34.4 R = 2.2 R = 100.0
(SpecifY) C = 94.1 C =100.0 C =100.0 C =100.0 C = 88.9 C = 66.7 C = 93.9

Yes = 1 Yes = 0 Yes = 0 Yes = 0 Yes = 3 Yes = 0 Yes = 4
R = 25 R = 0 R = 0 R = 0 R = 75 R = 0 R = 100.0
C = 5.9 C = 0 C = 0 C = 0 C = 8.3 C = 0 C = 4

NfA = 0 NfA = 0 NfA = 0 NfA = 0 NfA = 1 NfA = 1 NfA = 2
R = 0 R = 0 R = 0 R = 0 R = 50 R = 50 R = 100.0
C = 0 C = 0 C = 0 C = 0 C = 2.8 C = 33.3 C = 2

~
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Table E.12 (continued) Patients' Explanations of the Cause of their Current Problem
As a Function of Mode of Onset

MODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past History Insidious Onset Other Totals

(N=17) (N=17) (N=8) (N=18) (N=36) (N=3) (N=99)

A. Psycho,. Yes = 1 Yes = 0 Yes = 0 Yes = O. Yes = 0 Yes = 0 Yes = 1
social R =100.0 R = 0 R .. 0 R .. 0 R .. 0 R .. 0 R .. 100.0
Ufe C = 5.9 C = 0 C = 0 C .. 0 C .. 0 C .. 0 C .. 1
Stress

D. Bizarrel Yes = 0 Yes .. 0 Yes .. 0 Yes .. 0 Yes = 3 Yes .. 0 Yes = 3
Psychotic R = 0 R .. 0 R .. 0 R = 0 R =100.0 R = 0 R = 100.0
Ideation C .. 0 C .. 0 C .. 0 C = 0 C = 8.3 C = 0 C .. 3

-'="a
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Tab1 e E. 13

Patients' Reported Degree of Control or Responsibility
Over Cause of Disorder as a Function of Gender

407

Males (N=60) Females (N=39) Total (N=99)
No Control or N = 28 N = 14 N = 42
Responsibility R = 66.7% R = 33.3% R = 100.0%

C = 46.7% C = 35.9% C = 42.4%

Partial Control N = 20 N = 22 N= 42
or Responsibility R = 47.6 R = 52.4 R = 100.0

C = 33.3 C = 56.4 C = 42.4

Total Control N = 6 N = 2 N = 8
or Responsibility R = 75 R = 25 R = 100.0

C = 10 C = 5.1 C = 8.1

Not Applicable or N = 3 N = 0 N = 3
Not Inquired R =100 R = 0 R = 100.0

C = 5 C = 0 C = 3.0

Uncertain N = 3 N = 1 N = 4
R = 75 R = 25 R = 100.0
C = 5 C = 2.6 C = 4.0

------------------------- --



Tab1 e E.14

Patients' Reported Degree of Control or Responsibility
Over Cause of Disorder as a Function of Ethnicity

ETHNICITY
Other

Caucasians Japanese Hawaiial)s Filipinos Ethnicities Total
(N=30) (N=19) (N=20) (N=9) (N=2l) (N=99)

No Control N = 11 N = 9 N = 9 N = 3 N = 10 N = 42
or Responsibility R = 26.2% R = 21.4% R = 21.4% R = 7.1% R = 23.8% R = 100.0%

C = 36.7% C = 47.4% C = 45% C = 33.3% C = 47.6% C = 42.4%

Partial Control N = 18 N = 5 N = 8 N = 3 N = 8 N = 42
or Responsibility R = 42.9 R = 11.9 R = 19 R = 7.1 R = 19 R = 100.0

C = 60 C = 26.3 C = 40 C = 33.3 C = 38.1 C = 42.4

Total Control N = 1 N = 4 N = 2 N = 0 N = 1 N = 8
or Responsibility R = 12.5 R = 50 R = 25 R = 0 R = 12.5 R = 100.0

C = 3.3 C = 21.1 C = 10 C = 0 C = 4.8 C = 8.1

Not Applicable or N = 0 N = 1 N = 0 N = 2 N = 0 N = 3
Not Inquired R = 0 R = 33.3 R = 0 R = 66.7 R = 0 R = 100.0

C = 0 C = 5.3 C = 0 C = 22.2 C = 0 C = 3

Uncertain N = 0 N = 0 N = 1 N = 1 N = 2 N = 4
R = 0 R = 0 R = 25 R = 25 R = 50 R = 100.0
C = 0 C = 0 C = 5 C=11.1 C = 9.5 C = 4

.,.
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Table E.15

Patients' Reported Degree of Control or Responsibility
Over Cause of Disorder as a Function of Diagnosis

DIAGNOSIS

Affective Schizophreniform
Schi zophren ias Disorders Disorders Total

(N-49) (N-24) (N-26) (N-99)

No Control or N .. 21 N .. 10 N .. 11 N .. 42
Responsibility R - 50 R .. 23.8 R .. 26.2 R .. 100.0

C .. 42.9 C .. 41.7 C .. 42.3 C .. 42.4

Partial Control N .. 18 N .. 13 N .. 11 N .. 42
or Responsibility R - 42.9 R .. 31 R .. 26.2 R .. 100.0

C .. 36.7 C .. 54.2 C .. 42.3 C .. 42.4

Total Control N 5· N .. 0 N .. 3 N .. 8
or Responsibility R .. 62.5 R .. 0 R .. 37.5 R .. 100.0

C .. 10.2 C .. 0 C 11.5 C .. 8.1

Not App licab le N 1 N = I N = 1 N = 3
or Not Inquired R .. 33.3 R 33.3 R 33.3 R 100.0

C 2 C = 4.2 C 3.8 C .. 3.0

Uncertain N 4 N 0 N 0 N 4
R =100.0 R .. 0 R 0 R 100.0
C .. 8.2 C 0 C 0 C 4.0
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Table E.16

Patients' Reported Degree of Control or Responsibility
Over Cause of Disorder as a Function of Onset

MODE OF ONSET

Acute Onset Acute Onset
Sudden Onset Precipitous Onset No History Past History Insidious Onset Other Totals

(N=17) (N=17) (N=8) (N=18)' (N=32) (N=7) (N=99)

No Control N = 5 N = 8 N = 4 N = 9 N = 12 N = 4 N = 42
or R = 11.9% R = 19.0% R = 9.5% R = 21.4% R = 28.6% R = 9.5% R = 100.0%

Responsi- C = 29.4% C = 47. 1~ C = 50% C = 50% C = 37.5S C = 57. 1~ C = 42.4S
bility

Partia 1 N = 9 N = 7 N = 2 N = 8 N = 15 N = 1 N = 42
ccntro l or R = 21.4 R = 16.7 R = 4.8 R = 19.0 R = 35.7 R = 2.4 R = 100.0
Responsi- C = 52.9 C = 41.2 C = 25 C = 44.4 C = 46.9 C = 14.3 C = 42.4
bil ity

Total N = 1 N = 1 N = 2 N = 1 N = 2 N = 1 N = 8
Contl'ol or R = 12.5 R = 12.5 R = 25 R = 12.5 R = 25 R = 12.5 R = 100.0
Responsi- C = 5.9 C = 5.9 C = 25 C = 5.6 C = 6.3 C = 14.3 C = 8.1
bfl ity

Not N = 1 N = 0 N = 0 N = 0 N = 1 N = 1 N = 3
Applicable R = 33.3 R = 0 R = 0 R = 0 R = 33.3 R = 33.3 R = 100.0
or Not C = 5.9 C = 0 C = 0 C = 0 C = 3.1 C = 14.3 C = 3.0
Inquired

Uncertain N = 1 N = 1 N = 0 N = 0 N = 2 N = 0 N = 4
R = 25 R = 25 R = 0 R = 0 R = 50 R = 0 R = 100.0
C = 5.9 C = 5.9 C = 0 C = 0 C = 6.3 C = 0 C = 4.0

oj::>
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