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CHAPTER 1

Introduction

Mental illness is an affliction widely misunderstood and often feared within soci-
eties across the globe. Such fear emerges from its striking at the very core of the
human being, the mind. It is the very ‘higher order’ thought processes and behav-
iours, deemed to privilege humankind as the supreme life form, which distort or
fade when an individual is beset by mental illness. For the person with a mental
illness and their loved ones alike the basic tenets of human interactions and rela-
tionships, the normative expectations of human growth, development and expe-
rience, and the tacit understandings of spiritual being and perceived delineations
between spirit and mind are subject to considerable challenge. Certainties of the
past no longer hold as understandings of self and identity are reformulated and
renegotiated amidst the uncertainties and challenges that accompany the experi-
ence of mental illness.

Adding to the mystification that frequently defines the experience of mental
illness is the fact that the aetiology of mental illness is often multifactorial and
indeterminate, and the prognosis similarly unclear, leaving many people with a
mental illness and their loved ones having to come to terms with the prospect of
extended and recurring episodes of illness. In such instances, the illness experience
often comes to define the life experience, necessitating the seeking and reshaping
of new meanings and understandings of one’s being. In order to make sense of
these changes that mental illness brings, individuals draw on attendant social and
cultural resources to interpret the cognitive and behavioural manifestations of the
disease and to form judgements as to their aetiological underpinnings. This pro-
cess of sense making and understanding forms the starting point of this book.

Folk versus biomedical understandings

To state that cultural® groups vary in how they view and, indeed, actively construct
social phenomena, life experience and notions of fate and providence is rather

1. In this study, culture is defined as per Ting-Toomey (1999, p. 9):

First, the term culture refers to a diverse pool of knowledge, shared realities, and clus-
tered norms that constitute the learned systems of meanings in a particular society.
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trite. Yet this fact is often overlooked in relation to understandings of health and
illness. Part of the reason for this arises from the dominance of Western biomedi-
cine in framing such understandings over the last century, which has occurred at
an ever-increasing pace with late twentieth century globalisation. Samovar and
Porter (2001, pp. 243-244) define biomedicine as a “belief system” that

focuses on the objective system of diagnosis and scientific explanation of disease
... This approach emphasizes biological concerns and is primarily interested in
abnormalities in the structure and function of body systems and in the treatment
of disease. Adherents ... view this model as “real” and significant in contrast to
psychological and sociological explanations of illness. Disease is diagnosed when
a person’s condition is seen as a deviation from clearly established norms based
on biomedical science. Treatment through surgery, medicine, or therapy is de-
signed to return the person to the scientifically established “norm.

The subordination of folk understandings of health and illness to those of West-
ern biomedicine amongst public health professionals across the developed and
the developing world has seen great advances made in public health. However,
sustained improvements in public health necessitate concomitant change in gen-
eral public beliefs and attitudes. While changing the understandings of health
professionals is realized by means of a predominantly Western-premised medical
education, changing those of a general public more melded to tradition is signifi-
cantly more problematic. At the same time, there is a need to consider the desir-
ability of universally supplanting folk beliefs that have evolved from centuries of
existence with a biomedical model of Western and, as such, alien origin.

Such issues are of particular salience in the case of mental illness, whose clini-
cal appearance is far removed from that generally conceived of as disease, namely
systemic or infectious conditions, and for which a biomedical aetiology has only
been established in comparatively recent medical history. Since the clinical ap-
pearance of mental illness - the coldness and apathy of depression or the paranoia
and deluded thinking of schizophrenia - can easily be misinterpreted as behav-
ioural in nature, it may not be immediately conceived of as pathological in origin.
This can delay presentation to health professionals and so worsen the progno-
sis for the person with a mental illness. In the West, recent decades have seen
much effort afforded to public education campaigns seeking to instil a biomedical

Second, these learned systems of meaning are shared and transmitted through every-
day interactions among members of the cultural group and from one generation to the
next. Third, culture facilitates members’ capacity to survive and adapt to their external
environment.
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understanding of mental illness. ‘Psychoeducational? formats, such as television
and print media advertisements, community awareness weeks and the publishing
of informational literature, arguably have seen the biomedical conception of men-
tal illness receive broad community acceptance within the West, at least amongst
the non-migrant population.

While psychoeducational campaigns target the community as a whole, they
have achieved uneven results across cultural groups in multicultural countries
such as Australia and the United States. Here, for instance, there remains signifi-
cantly lower usage rates of government mental health services and higher invol-
untary hospital admissions amongst those born overseas, in particular Chinese-
speaking migrants, as compared to the locally-born public (Fan & Karnilowicz
2000; Klimidis, et al. 1999a, 1999b; Kung 2001; Loo, Tong & True 1989; Minas,
et al. 1996; Sue & Morishima 1982; Tabora & Flaskerud 1997). This occurs de-
spite research showing that the incidence of mental illness remains relatively
uniform across cultural groupings (Kleinmann & Mechanic 1981; Leff 1999; Lin,
Kleinman & Lin 1981; Steel, McDonald & Hornsey 1995).> While access and eq-
uity issues may play a role here, such as location of mental health services away
from neighbourhoods with high populations of Chinese migrants, a lack of Chi-
nese-speaking staff, along with culturally insensitive or exclusionary institutional
practices, ineffective community psychoeducation remains at issue (Bahl 1999;
Bhugra, Lippett & Cole 1999; Bhui & Riidell 2002; Kung 2001; Long, et al. 1999;
Sue & Morishima 1982; Yang, et al. 1999).

The biomedical ‘normalisation’ of mental illness in the West has allowed
mainstream recognition of its prevalence within the community, broader discus-
sion of its prevention and treatment, and its inclusion within the greater populari-
sation of health experienced in recent decades (Gwyn 2002). Yet experiences out-
side the West and for migrant populations in Western settings remain less clear.
While a biomedical understanding of mental illness may prevail amongst health
professionals in these contexts, there is a need to determine how such an under-
standing is being disseminated to the relevant public. Research to date has failed
to examine what forms the psychoeducational message takes in such contexts and

2. While the author acknowledges that the expression ‘psychoeducational literature, denot-
ing educational leaflets and information sheets produced for the general public on mental
health topics, emerges from a biomedical and professional register of usage, this does not by
any means indicate a preferred understanding of mental illness by the author. The use of the
expression merely reflects the source of the literature under study, namely public health bodies
and affiliates, and its continued utilisation throughout the study is purely for convenience.

3. McGrath, et al. (2004), in fact, have documented in migrants a significantly higher inci-
dence of schizophrenia.
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how culturally appropriate the disseminated messages may be. It has yet to un-
cover whether there are differences in the forms of psychoeducational messages
presented across cultural settings and, if so, why such differences exist. Explora-
tion of these issues will allow a deeper understanding of how the public health
message — here community psychoeducation - is formulated in different cultural
settings. It will clarify how a homogeneous view of mental illness based on the
biomedical conception embraced by health professionals worldwide is dissemi-
nated to heterogeneous populations across the globe. While the intended message
may be uniform in relation to content, there is a need to determine the extent to
which its discursive presentation varies from setting to setting in order to accom-
modate the target community. Such enquiry remains of particular importance to
multicultural contexts where there exist divergent cultural concerns in relation
to mental illness. In such settings are messages formulated differently across resi-
dent co-cultures or are the concerns of minority cultures ultimately submerged by
those of the dominant culture?

Objectives of the study

This book explores the above issues in relation to a cultural group strongly bound
by indigenous traditions, which nevertheless constitutes one of the largest dia-
sporic communities of the Pacific, if not the globe: the Chinese. It will exam-
ine how the psychoeducational message is communicated in literature produced
across the Chinese diaspora:* from the People’s Republic of China (hereafter
‘mainland China’) and Taiwan through to Australia, where Chinese is the most
common language spoken after English. The book will explicate differences that
emerge in the discursive formulation of the message across the three settings un-
der study. These differences will be examined in relation to the specific contexts
of these sites: mainland China as the ‘homeland’ custodian of traditional culture
yet subject to over half a century of authoritarian communist rule; Taiwan as the
voice of ‘free’ China, whose traditions remain unaffected by communist doctrine
yet who was subject to 50 years of Japanese colonial rule from 1895 to 1945 and
who, since the Allied victory in the Pacific War, has retained strong political and

4. While strictly speaking ‘diaspora’ denotes communities residing away from their ancestral
homeland, for terminological convenience this study employs a broader definition including
the People’s Republic of China.
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cultural ties to the United States; and Australia, whose Chinese communities®
constitute one of the largest ‘minority’ cultural groups in an Anglo-dominant so-
ciety. The salient position of traditional Chinese beliefs will be considered in rela-
tion to the three sites under study. Judgements as to the communicative efficacy
of the psychoeducational literature from each setting will be made in light of the
elicited discursive forms and salient cultural concerns in relation to beliefs and
communicative norms.

Communication across cultures

To understand the communication of the psychoeducational message across dis-
parate settings it is necessary to position the phenomenon within the broader
context of communication and culture. Communication is culturally determined
(Edelstein, Ito & Kepplinger 1989; Garcés 2002; Samovar & Porter 2001, 2003;
Ting-Toomey 1999). The manner a message is constructed and presented to an
addressee, the deemed appropriateness of linguistic choices employed in the mes-
sage, the sequence of presentation of ideas and the format adopted to convey the
message, amongst other communicative features, are significantly determined by
beliefs and expectations held by a cultural group. As Johnson (2003, p. 192) states:

Culture, then, frames communication by directly influencing its form and con-
tent. Routine language use, for example, varies from culture to culture. In this
regard ... communicative episodes ... are both highly predictable and cultural-
ly specific: Culture provides an individual with shared cognitive schemas that
shape language use and broader communicative conduct ... Cultural similarity
enhances the prospect that language use will lead to communicative effective-
ness. Cultural dissimilarity portends the opposite unless cultural mindedness or
intercultural communication competence is developed.

This notion of ‘intercultural communication competence’ is a salient theme in
intercultural communication research. The field of intercultural communication
studies itself necessarily emphasises the essential connection between culture and
communication. Through analysis of communication across diverse cultural com-
munities, research in the field has brought to the light the different ways messages

5. 'The plural term ‘communities’ is used here as the Chinese diaspora in Australia has diverse
origins, including China, Hong Kong, Indonesia, Malaysia, Papua and New Guinea, Singapore,
Taiwan and Vietnam. Chinese-speaking migrants, however, are mostly from China, Hong Kong
and Taiwan.
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are conveyed and constructed, and the significance of this for successful and effec-
tive communication. The focus in the main is placed on the ‘intercultural’ episode
whereby people from differing cultural backgrounds engage in communication
(Jandt 2004; Ting-Toomey 1999), illustrated in this study by the Australian setting
where an Anglo-dominant public health body disseminates a psychoeducational
message intended for consumption by a Chinese-speaking readership. Howev-
er, the ‘cross-cultural’ enquiry, whereby communicative phenomena are com-
pared across different cultural settings, also falls within this rubric (Jandt 2004;
Ting-Toomey 1999). Taken as a whole, this book first and foremost falls under
the latter scenario in that the communicative phenomenon of community psy-
choeducation is compared across three distinct settings: mainland China, Taiwan
and Australia. Strictly speaking, the study performs a bicultural analysis (Chinese
vs. Australian), given that both mainland China and Taiwan constitute Chinese-
dominant societies. However, as already noted in this chapter, the two settings
can be distinguished by their disparate socio-political contexts that may have a
bearing on how public health messages such as community psychoeducational
messages are conveyed. Thus, the fundamental principles embodied in the cross-
cultural approach remain of relevance to this work.

Another caveat in relation to this study is the hegemonic nature of the discur-
sive genre under study: medical discourse. As discussed earlier in this chapter and
forming the central thesis to Chapter 3 of this volume, biomedical understandings
of health and illness underpin medical discourse globally. The texts under study
here, therefore, are positioned, in actuality, at the interstices of this hegemonic
discourse and the cultural forces discussed above. That is to say, while the dis-
cursive form of the psychoeducational literature may be subject to and so reflect
the cultural context within which it is produced or, more importantly, that of its
target audience (as discussed above), at the same time the pervading influence of
a biomedical conception of mental illness held by health professionals across the
globe may counter this. Thus, potentially, there may be no variance across settings
if this hegemonic dominance is all-consuming. The study’s data will provide the
answer to this question.

The author’s earlier cross-cultural studies of Chinese and Australian print
mass media text (Ramsay 1997, 2000, 2001a, 2001b) have examined this inter-
relationship between the discursive form of a ‘globalised’ text genre and culture.
The 1997 study confirmed earlier work by van Dijk (1988) that the essential con-
tent presented in news texts from mainland China and Australia, and the global
rendering of this content into superstructural schema (namely: HEADLINE -
LEAD - BACKGROUND - MAIN EVENT - CONSEQUENCES - EXPEC-
TATIONS & EVALUATIONS), are broadly analogous across cultural settings.
However, more local level explication of the news texts’ discursive form revealed
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distinct differences across settings. Specifically, the discursive form of the Chi-
nese texts studied was more digressive; a much lower proportion of main ideas
presented in the Chinese texts were realised in prominent positions within their
discursive hierarchy; and the Chinese texts placed a greater discursive emphasis
on the particulars surrounding reported events, with less emphasis placed on the
corroboration and documentation of claims, and on reflection on and question-
ing of issues (Ramsay 1997, 2000, 2001a, 2001b). Thus, print mass media text,
schematically more or less uniform across cultural settings, nevertheless varied
significantly in finer aspects of its discursive formulation. The results of the stud-
ies suggest that culturally determined discursive styles, such as the preference for
inductive rhetoric in Chinese, underpin these differences in what, at least at the
schematic level, appears to be a highly uniform text genre.

Variation across cultures even in highly globalised forms of discourse such as
print mass media text highlights the importance of considering cultural norms
and expectations when constructing a message, given that any mismatch in the
rendering of a message can lead to communicative breakdown. There are numer-
ous day-to-day examples of ineffective communication arising from a lack of con-
sideration for or unawareness of culture-bound discursive practices, especially in
multicultural social settings. Kirkpatrick (1993, p. 28), for example, cites the fol-
lowing example of a Chinese police constable’s (CPC) request for compassionate
leave from his British superior (EO) in a Hong Kong police station:

CPC: Sir

EO: Yes, what is it?

CPC: My mother is not very well sir.

EO:  So?

CPC:  She has to go into hospital sir.

EO:  Well, get on with it. What do you want?

CPC:  On Thursday sir.

EO:  Bloody hell man, what do you want?

(At this point, the police constable mumbled something like ‘Nothing sir’ and
left the office.)

Here, the relatively indirect, delayed presentation of the request for leave made
by the Chinese police constable, deemed respectful in light of the seniority of
the addressee, on the contrary only serves to irritate his superior. The addressee’s
cultural expectation in such a context, grounded in his Anglo-British cultural ex-
perience, demands a far more direct approach than that being proffered by his
subordinate, leading to communicative breakdown. Some understanding on ei-
ther interlocutor’s part of their colleague’s cultural expectations in relation to such
a communicative act would have avoided the confusion.
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The preceding discussion has examined the salience of culture to communica-
tion. It has brought to light the relevant elements of intercultural communication
theory to this study, noting that where cultures are disparate, that is where “cultur-
al distance™® is large, the potential for communicative difficulties is at its highest.
This, of course, is of obvious relevance in this study to the Australian setting, where
an Anglo-dominant society (and, likewise, its public health institutions) seeks to
communicate with a cultural minority (Chinese-speaking migrants). Even when
Chinese language is used as the code of communication there remains great poten-
tial for the institutional values and communicative norms of the dominant group
(Anglo-Australians) to persist in the ensuing discourse, as seen in the Hong Kong
Chinese police constable’s English-language request for leave.

The discussion has also postulated that differences may equally surface when
comparisons are made across the settings under study. While cultural distance
per se may be deemed low when contrasting mainland Chinese and Taiwanese
settings (as opposed to mainland Chinese-Australian or Taiwanese-Australian
comparisons), both being Chinese-dominant societies, social distinctions such
as disparate political histories and outlooks may impact on how mental illness
is discursively constructed within each setting. For instance, a blending of tradi-
tional Chinese and Marxist conceptions of mental illness may have currency in
mainland China, while traditional Chinese, Japanese and American conceptions
may be more significant in Taiwan. Such issues are further discussed in Chapter 2
of this volume.

Finally, the preceding discussion has noted that any comparisons need to take
into account the hegemony of the biomedical conception of health and illness
held by public health bodies globally. This may be expected to attenuate some-
what the extent of difference in discursive form experienced across diasporic set-
tings, although the author’s earlier work on print mass media text contests such
a view.

Culture and public health communication

How does the relationship between culture and communication translate to the
domain of public health communication? Community education is a key ele-
ment to contemporary public health policy across the globe. Public health bodies
deem an informed community to be more likely to engage in healthy life prac-
tices, to seek appropriate health care earlier, and to develop greater awareness

6. See Triandis (2003, p. 18) for a definition of “cultural distance” and discussion of the factors
contributing to this phenomenon.
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and understanding of specific health issues (Arthur 1995; Bhui & Riidell 2002;
Commonwealth Department of Health and Aged Care 1999; Dixon, Adams &
Lucksted 2000; Fan & Karnilowicz 2000). This is of particular importance to se-
rious public health issues, such as mental illness. As McCulloch (1998, p. 270)
states, a poorly informed public:

makes life in the community more difficult for people with mental illness ... It
can affect not only their quality of life, but also their prognosis. And if people are
not educated to acknowledge that they or members of their families can become
mentally ill, and they are able neither to recognize the symptoms nor to admit
their significance, then they will find it difficult to seek help. This results in a huge
amount of unnecessary misery and probably in preventable suicides and other
negative outcomes.

The “global applicability” of any public health promotion strategy such as com-
munity psychoeducation, however, remains problematic given that “health pro-
motion’ is by no means a culture-free entity” (MacDonald 1998, p. 33). Research
has emphasised the importance of the adoption of effective and culturally appro-
priate communicative strategies to the success of community education initiatives
addressing serious public health issues (Bhui & Riidell 2002; Chiu 1987; Garcés
2002; Kuo & Kavanagh 1994; Witte & Morrison 1995). Gallois and Callan (1997,
p. 142) have observed that, “It is easy to forget the role of culture in contexts like
these, but culture plays a vital role in the success of [public health] campaigns.”
For example, in relation to HIV/AIDS public education measures in Africa, they
have noted the failure of early initiatives to properly take culture into account,
with health campaigns unsuitably reflecting “Western cultural values” even
though “educators realised early on that cultural values about sexual practice and
sex roles would be an important factor in the success of the campaigns” (p. 142).
Gallois and Callan have found that recent recognition of the “crucial importance
of locally relevant communication” has seen more culturally appropriate com-
munity HIV/AIDS education strategies emerge across developing and developed
world settings (p. 142). They illustrate as follows (p. 143):

In most Western cultures, sexual decisions are thought of as the domain of in-
dividual people; they are each person’s responsibility. Thus, the HIV-prevention
campaigns ... emphasised individual responsibility. The message was that ‘you
owe it to yourself to protect yourself from HIV infection’ and that ‘only you can
practice safe sex’. This message is congruent with Western values, in particular
the high value put on individualism. It is also compatible with the belief that sex
is private and under the control of individual people ... The story is quite differ-
ent in Africa ... Here, sexual decision-making is not so private, and is discussed
more freely than in most Western countries. On the other hand, many African
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cultures are more collectivist, and place more emphasis on the importance of
family life. For these reasons, the Western-driven mass communications fell
rather flat in Africa. They were too prudish about sex, and they relied too much
on convincing individuals to ‘do the right thing’ In more recent years, HIV-pre-
vention campaigns in Africa, and in other communities with similar attitudes
and values about sex and the family, have relied more on emphasising a person’s
obligation to the family (‘If you get sick, what will your family do?’) ... these cam-
paigns have taken a frank and rather humorous approach to sex, something that
would probably not be culturally acceptable in many Western countries.

Gallois and Callan’s findings neatly demonstrate how consideration of cultural is-
sues can be crucial to efficacious public health communication. Disparate cultures
(West vs. Africa) entails disparate communication approaches and styles. The rel-
evance to the current study is clear, that considered attention needs to be given
not just to content but to how the intended message is presented when significant
belief change is sought, for example, in the case of highly stigmatised illnesses
such as HIV/AIDS and mental illness.

‘Explanatory models’ of health and illness

Through the preceding discussion, it has become apparent that in order to change
the prevailing beliefs held by a community in relation to health and illness one
first must examine the culture-bound understandings that inform them. As with
any social phenomenon, popular “[i]deas about health and illness are grounded
in culturally based understandings” (Kuo & Kavanagh 1994, p. 553), and mental
illness is no exception (Kung 2001; Williams & Healy 2001). An individual’s at-
tempts to make sense of the symptoms and consequences of mental illness, in
relation to themselves, a loved one or stranger, will be strongly influenced by how
mental illness is conceptualised by society at large. This, in turn, is very much
informed by longstanding cultural beliefs (see Chapter 2, this volume). For in-
stance, in Australia the time-honoured belief that depression is simply a tran-
sient manifestation of emotional despondency, often suggestive of weakness in
personal character, persists amongst some members of the population, leading
public health bodies to invest great effort into publicising a biomedical aetiology
and pathogenesis for the disease.”

7. Others may argue that the profits of pharmaceutical manufacturers are also a considerable
force here, given that they stand to reap great financial reward from the biomedicalisation of
mental illnesses such as depression.
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Cultural beliefs are not the sole determinants of an individual’s conception
of mental illness such as depression — a fundamental premise of this book is that
community psychoeducation can lead to belief change — but their salient position
should not be underestimated in any public health campaign (Committee on Com-
munication for Behavior Change in the 21st Century 2002). Differences in cultural
beliefs, therefore, need to remain “a vital concern ... especially ... in the realm of
health care because diverse cultural experiences produce different expectations and
forms of communication” (Samovar & Porter 2001 p. 241). Acknowledging the im-
portance of consideration of cultural nuance and cultural diversity to effective lat-
ter-day public health communication, Cora-Bramble and Williams (2000, p. 265)
call attention to culturally based “explanatory models for health and illness”. A use-
ful concept for this study, explanatory models constitute “beliefs about illness, the
personal and social meaning of the illness, expectations about what will happen as
a result of illness, how a healer is expected to intervene, and what therapeutic goals
are held” (Cora-Bramble & Williams 2000, p. 265). Particularly in multicultural set-
tings such as Australia and the United States, there exists a need to astutely posi-
tion explanations of health and illness within a target community’s broader cultural
“framework” or “paradigm” (Cora-Bramble & Williams 2000, p. 265):

In order to communicate effectively about health and illness, one must under-
stand something about how it is conceptualized and understand aspects of the
paradigm in which explanations of health and illness are embedded. Failure to
recognize and understand the divergent definitions of illness and conceptions of
health will create distance between the health provider and the patient. As the
cultural distance increases, so does the likelihood of communication difficulties.

Most effective communication is seen to result when the explanatory models of
health and illness held by health professional and health consumer “converge”
(Callan & Littlewood 1998, p. 2).2 Yet, in multicultural settings such as Australia

8. Inrelation to making sense of mental illness, the concept of “a coherent explanatory model”
has been critiqued by Williams and Healy (2001, p. 473), who in a study of “new referrals
to a community mental health team” (p. 465) found that in reality individuals “explore and
move between a varied and complex set of beliefs ... a map of possibilities, which provides
a framework for the ongoing process of making sense and seeking meaning” (p. 473). Their
study has concluded that “in seeking meaning individuals may hold a variety of explanations
simultaneously, or may move rapidly from one belief to another” even after a biomedical
cause (psychiatric diagnosis) has been established, and that this exploratory process is not
“necessarily problematic to the individual” (p. 473). McCabe and Priebe (2004) have noted the
potential fluidity of explanatory models held by people with schizophrenia, with Callan and
Littlewood (1998, p. 10) observing in relation to acute psychiatric admissions that “explanatory
models can change during the course of a single illness episode”. Indeed, these findings are not
at odds with the theoretical underpinnings of this study, which, too, acknowledge multiple
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and the United States explanatory models often diverge. Despite the best inten-
tions of public health bodies to diminish the communicative ‘static’ caused by cul-
tural distance, messages these bodies produce, perhaps unwittingly yet ultimately,
are colonised by the dominant (Anglo) institutional paradigm. This has a bearing
on the communicative efficacy of the public health messages they produce. What
is more, professional and lay explanatory models may not necessarily converge
even in indigenous settings, for example in relation to mainland China and Tai-
wan in this study (Kleinman 1980; Phillips, et al. 2000). Here, the biomedical
model of health and illness that dominates the health profession globally can di-
verge significantly from local cultural understandings.

This study, therefore, through analysing community psychoeducational mes-
sages propagated in both indigenous and migrant settings across the Chinese di-
aspora, not only aims to explicate any attendant differences in their discursive
forms but also contemplates how the discursive form of a message intersects with
local community beliefs (‘cultural explanatory models’). As such, any differences
observed between professional explanatory model (Chapter 3, this volume) and
cultural explanatory model (Chapter 2, this volume) will be considered in relation
to achievement of the intended communicative outcome, namely belief change in
the direction of the former. In so doing, the potential communicative efficacy of
the respective psychoeducational messages will be evaluated.

Shaping minds

This introductory chapter has brought to the fore the fundamental importance
of knowledge of and respect for cultural understandings of mental illness for the
successful reshaping of community attitudes and beliefs toward mental illness. It
has posited that, even though seeking to overcome entrenched popular beliefs,
communication of any public health message still needs to be fundamentally cul-
ture-centred. This is of particular importance given the highly ‘globalised’ bio-
medical understandings of health and illness, including mental illness, held by
health professionals across world cultures. It is essential, therefore, to take into

extant ‘explanations’ that may be differentially embraced by individuals (Kleinman 1980).
Here, though, it is contended that efficacious, culturally appropriate psychoeducation can instil
a deemed preferred belief amongst the broader community. While community beliefs will to a
significant extent inform those held by people with a mental illness, the author acknowledges the
extra considerations impacting on this group, so that claims made in this study of community
psychoeducation are necessarily more equivocal in relation to the psychoeducational experience
of people with a mental illness.
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consideration the potential discord between the message intended for commu-
nication by the public health body and the cultural understandings of the target
community if effective psychoeducation is to take place. Such consideration is
necessary in both indigenous contexts and where the target community is of mi-
grant origin, although the potential for miscommunication is likely to be greater
in the latter case, given that, as Johnson (2003, p. 192) states, “In a multicultural
society, there is plenty of room for communicative misunderstanding and conflict
based on different language systems, which arise from different cultural systems
and their accompanying discourses.”

Chapter 2 of this volume discusses the cultural conceptions of mental ill-
ness (cultural explanatory models) salient to the Chinese societies under study.
It documents these conceptions from imperial times through to present-day, en-
compassing traditional Confucian, religious and medical understandings along
with literary portrayals of the times. The chapter examines the impact of Western
scientific and political ideas imported during the twentieth century on concep-
tions of mental illness, in both republican and communist era China and Taiwan.
The essential challenges cultural explanatory models and culture-bound stigma
present to community psychoeducational strategies emerge from this discussion.

Chinese health professionals would be expected to have insight into indig-
enous cultural explanatory models, yet their own understanding will be strongly
conditioned by the professional explanatory models gained during their medical
training. Their cultural understanding or “primary discourse: that discourse “to
which people are apprenticed early in life”” to a marked extent will be subsumed
by professional understandings or “secondary” discourse: that which people ac-
quire later in life “[a]s members of groups” [original emphasis] (Johnson 2003,
p. 192). Chapter Three of this volume, accordingly, turns to the setting within
which the psychoeducational message is constructed, exploring the discursive
underpinnings of the contemporary medical experience of health and illness. The
chapter firstly presents a discourse analytic model to frame this study, discourse
analysis being a disparate, multidisciplinary field of research. The model framing
this study postulates an inter-positioning, in communicative undertakings, of dis-
courses, as ways of representing aspects of the world; texts, as tracts of language
in use; and social experience. Moreover, an intersection and blending of multiple
discourses, in both synergic and antagonistic associations, sees discursive hybrid-
ity characterise most communicative events.

Chapter 3 also documents the distinctive ways the medical profession rep-
resents health and illness, particularly mental illness and mental health care.
The means by which this professional outlook is promulgated in communica-
tive undertakings, be they doctor-patient interviews, clinical rounds or, as of
concern here, public health educational texts, is brought to light. The chapter
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reviews earlier discourse analytic research on medical discourse and eluci-
dates a hybrid construct variably resonating three salient ‘voices’: the profes-
sional, privileging specialised practice and expert knowledge; the institutional,
privileging the established organisational structure and the maintenance and
assertion of a hegemonic position; and the client-centred, a recently emerg-
ing counter-discourse privileging life experience and consumer empowerment
(Ramsay 2004a). Within this conceptual framework, any instance of medical
communication will embody these discursive forms to a greater or lesser extent.
Moreover, determination of dominant discursive forms, their intersections and
articulations provides insight into the intended communicative outcome and its
manner of propagation.

Chapter 4 of this volume describes the discourse analytic framework em-
ployed in the study and its application to the literature of concern. The Rhetori-
cal Structure Theory (RST) framework, as applied in the author’s earlier research
(1997, 2000, 2001a, 2001b), is used to explicate the discursive form of the psy-
choeducational literature sourced from across the Chinese diaspora. Drawing on
the notion of medical discourse as a hybrid construct, as discussed in Chapter 3,
results obtained from the RST analysis allow determinations to be made as to the
degree of resonance of professional, institutional and client-centred voices within
each regional corpus of psychoeducational literature. Based on the model of dis-
course analysis framing the study, this chapter, therefore, examines the inter-po-
sitioning of text and discursive practice. The inter-positioning of text, discursive
and social practice is explored in Chapter 5.

In Chapter 5, the significance of the findings from the preceding chapter for
each regional corpus of psychoeducational literature is discussed, subsequent to
evaluation of the potential communicative efficacy of the literature for effecting
intended belief change in the target communities. Comparisons are made of the
discursive strategies evident in the psychoeducational literature from each of the
diasporic regions. Differences observed are discussed in relation to the deemed
proclivity of certain discursive forms to facilitate belief change in the target com-
munity, given prevailing cultural explanatory models, as documented in Chap-
ter 2. Thus, for each regional corpus, comments are made as to the significance of
and reasons for the presence of specific discursive features in their psychoeduca-
tional texts, both as a group and individually; and judgements are made as to the
appropriateness of the discursive makeup of the psychoeducational message in
light of the cultural explanatory models informing the beliefs deemed to require
change. The relevance of these findings to public health bodies across the global
Chinese diaspora is considered.
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In the concluding chapter, Chapter 6, the issues raised in this introductory
chapter are revisited in light of the findings produced by the study. New insights
gained into community psychoeducation in indigenous and migrant settings, and
in relation to medical discourse more broadly, are discussed, along with the atten-
dant theoretical implications for this study’s guiding disciplines: discourse analy-
sis, cross-cultural communication and health communication.






CHAPTER 2

Chinese cultural explanatory models
of mental illness

The previous chapter has brought to light the importance of culture to people’s
conceptions and understandings of mental illness. As a formative influence from
birth, culture, or its mediated experience within the contexts of family and broad-
er society, strongly dictates how people come to think about departures from
what is commonly deemed normal in a society, be it in relation to behavioural
conduct, disability or illness. Unless a credible, accessible alternative is presented
to an individual, culturally determined conceptions of difference will continue
to preside. Hence the importance of community psychoeducation, in the case of
mental illness, in disseminating new conceptions of mental illness that are plau-
sible in light of widely held beliefs and knowledge and, as such, able to replace,
or at least challenge to a significant extent, culturally determined understandings
and meanings.

In seeking to explicate the discursive form of Chinese-language psychoeduca-
tional literature drawn from three diasporic settings, the need to understand the
cultural and socio-pragmatic contexts from within which the literature emerges is
crucial to this study. One cannot successfully make sense of the existence of par-
ticular discursive positionings in the case of community psychoeducation unless
one fully grasps the cultural context within which psychoeducation resides, facets
of which it may seek to counter (Schiffrin 1994). As noted in Chapter 1 of this
volume, the limited initial success of community HIV/AIDS campaigns on the
African continent can be explained in part by public health educators overlooking
the pivotal role of culture (Gallois & Callan 1997). Before analysing the discur-
sive forms of the psychoeducational literature under study, this chapter, therefore,
will document the salient cultural understandings and beliefs pertaining to men-
tal illness found in Chinese societies from traditional through to contemporary
times. In so doing, the formative influences on lay and professional conceptions
of mental illness and what this means for community psychoeducation across the
present-day Chinese diaspora will be evaluated.

The chapter firstly determines what the dominant explanatory models of men-
tal illness were in traditional Chinese times, from the early imperial period up to
the early twentieth century when civilian rule began (1912). Folk and traditional
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medical conceptions of mental illness are described and their potential impact on
lay explanatory models along with their contribution to Chinese cultural stigma
toward mental illness is discussed. The influence of the dissemination of Western
knowledge and theories during the modern period (1912-1949), at least among
the elites of republican Chinese society, is then considered. The situation is re-
evaluated through the contemporary period, which follows the communist vic-
tory on the mainland in 1949. This period saw communist orthodoxy dominate
mainland China until the economic reform period (1978 to date), when a greater
focus on both Chinese tradition and Western ideas has re-emerged. In Taiwan, on
the other hand, an exiled republican government and successive administrations,
strongly allied to the United States, have presided over a Chinese society where
cultural values and norms have remained for the most part unchallenged by an-
tithetical ideologies. The impact of these divergent contemporary experiences on
how members of the respective communities conceptualise mental illness and,
additionally, how members of these communities who emigrate negotiate under-
standings in their ‘host’ destinations, are addressed.

Traditional conceptions of mental illness in China

In seeking to understand contemporary lay thinking about mental illness it is
useful to examine traditional understandings of mind, illness and mental illness,
which may have informed the existing views prevailing in Chinese societies (Lin,
Tseng & Yeh 1995). In the dominant teaching of Chinese culture, Confucianism,
notions of the ‘mind’ entailed the definitively human feelings of “commiseration
(benevolence) ... shame and disgust (righteousness) ... humility and consider-
ation (propriety) and the sense of right and wrong (moral judgment)” (Tseng
1973a, p. 193). These correspond to the venerated Confucian qualities of ren ({7),
yi (X), li (L) and de (%), respectively. Loss of mind, therefore, saw the indi-
vidual ‘disembodied; losing “the ability to function not only as a social, but as a
cultural entity” and becoming “burdensome and embarrassing to the most imme-
diate group to which he belongs - the household” (Traphagan 2000, pp. 8, 153).
Moreover, the consequences of this disembodiment extended beyond the imme-
diate context of the family to broader society, the nation and afar:

when the mind is purified, then one can cultivate his moral character; when
he has cultivated himself, he can head his own family successfully; when he is
head of the family, he can serve and regulate his own country; when he can serve
the country, then he can attain the final goal of serving the world by his virtue.

(Great Learning, K, cited in Tseng 1973a, p. 193)
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Loss of mind, therefore, portended serious consequences in traditional Chinese
thinking, fundamentally threatening notions of order and harmony that lie at the
core of Confucian teachings (King & Bond 1985; Kung 2001; Lin, Tseng & Yeh
1995; Metzger 1981). Loss of mind also threatened the core Confucian precept
of maintenance of the family line through male heirs. Patrilineal continuity de-
manded production of healthy male oftspring:

Patrilineal culture, in which reproduction was represented as something poten-
tially dangerous that should be carefully regulated in order to safeguard the lin-
eage’s future, permeated many medical publications in the late imperial period.
Individuals were represented as a key element in a patrilineal line of descent,
envisaged as an indispensable link connecting past ancestors and future descen-
dents, and as such were enjoined to regulate and administer their reproductive
behaviour for the sake of the lineage. The individual, seen in relationship to the
lineage, was held to be responsible not only for his or her own reproductive be-
haviour, but also for the health of future offspring. (Dikotter 1998, p. 8)

Mental illness presented a clear threat to the preservation of healthy future gen-
erations as its hereditary potential was well recognised in Chinese culture from
early on (Lin 1981; Ran, et al. 2005).

The challenge mental illness presented to these deep-seated traditional val-
ues explains the acute stigma toward mental illness that is widely acknowledged
to permeate Chinese societies, both past and present (Bahl 1999; Bentelspacher,
Chitran & Rahman 1994; Fan & Karnilowicz 2000; Loo, Tong & True 1989;
Phillips 1993; Ran, et al. 2005). Pearson (1996, p. 438) states:

Of all conditions, mental illness is one that confounds a culture that values con-
formity, discretion, modesty, and rectitude. The potential for disorder and non-
conformity that severe mental disorder represents — particularly the symptoms
of mania and schizophrenia - is deeply disturbing within Chinese society. Stigma
and rejection of the mentally ill are common experiences in most societies, but in
China they seem to be felt with a particular intensity.

When mental illness occurred the burden on the family in imperial China was
great. Not only did family members need to deal with the hurdle mental illness
presented in meeting Confucian ancestral duties and an attendant loss of ‘face; but
they also had to cope with rejection from society at large. Moreover, in imperial
times immediate responsibility for care of people with a mental illness remained
with the family. This reflects the central role of family in Confucian societies.
Chiu (1981, p. 81) notes that early in the Qing rule (1644-1911):

a sub-statute was enacted, spelling out clearly the obligations of relatives, com-
munity, and officials. Relatives were given the initial duty to report the existence



20

Shaping Minds

of an insane family member and keep him in strict confinement. If the family
failed to report to the authorities or the insane had no family, then neighbors,
clan heads, and local leaders were explicitly instructed to take charge. The district
magistrate was expected to exert verbal pressure by ordering the family and the
like to keep the insane under strict surveillance. To top it all off, any one who ne-
glected to do his part, resulting in the insane killing himself or others, was subject
to specified penalties.

Such reporting provisions conflicted with one’s Confucian duty to patrilineal
continuity and filial piety, which saw families extremely reluctant to publicly di-
vulge the existence of mental illness in the family (Chiu 1981). Revelations were
considered shameful, in all likelihood to lead to family members being excluded
from the marital pool, and filially inappropriate where parents or elders were suf-
fering from mental illness. In most cases people with a mental illness simply were
hidden away from the community, usually detained within a room in the family
home and often shackled (Chiu 1981). Only the most severely disturbed acutely
psychotic individuals were incarcerated by the state, usually dangerous forensic
cases involving serious crime such as homicide (Chiu 1981).

Historical practice in China through imperial times and well into the mod-
ern (republican) period rarely saw people with a mental illness institutionalised
(Pearson 1996; Ran, et al. 2005). Asylums for the insane did not appear in China
until the turn of the twentieth century, under the tutelage of Western missionaries
(Hsueh-Shih 1995; Kleinman 1986; Pearson 1996; Ran, et al. 2005; Tseng 1986).
Families, therefore, determined the form of care, if any, that people with a mental
illness received. Help-seeking responses were determined by the cultural explana-
tory model that families subscribed to. For the vast majority of the lay population
in imperial times, poor and illiterate, mental illness was viewed as spirit or de-
monic possession or retribution for ancestral misdeeds. The primary avenue for
care was folk healers (Li & Phillips 1990; Tan 1981; Unschuld 1985).

The link between the supernatural and mental illness, in particular psycho-
sis, is commonly recounted in traditional fiction, such as Strange Stories from a
Chinese Studio (I 75 &5 %), an eighteenth century anthology of supernatural tales
written by Pu Songling (i FA #2):

A certain mad priest, whose name I do not know, lived in a temple on the hills.
He would sing and cry by turns, without any apparent reason; and once some-
body saw him boiling a stone for his dinner. At the autumn festival on the 9th
day of the 9th moon, an official of the district went up in that direction for the
usual picnic, taking with him his chair and his red umbrella. After luncheon he
was passing by the temple, and had hardly reached the door, when out rushed
the priest, barefooted and ragged, and, himself opening a yellow umbrella, cried
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out as the attendants of a mandarin do when ordering the people to stand back.
He then approached the official, and made as though he were jesting at him; at
which the latter was extremely indignant, and bade his servants drive the priest
away. The priest moved off with the servants after him, and in another moment
had thrown down his yellow umbrella, which split into a number of pieces, each
piece changing immediately into a falcon, and flying about in all directions. The
umbrella handle became a huge serpent, with red scales and glaring eyes

(Pu 1916, p. 426).

Ng (1990) interestingly observes that in traditional Chinese society spirit pos-
session as a cause of mental illness may actually have been less stigmatised than
ancestral transgression, as the former can be considered more indiscriminate in
nature, a consequence of ill fortune rather than familial shortcoming. On the oth-
er hand, a seemingly chance possession of an individual could still in the end be
attributed to fundamental vulnerabilities in the individual concerned and accord-
ingly re-accentuate the familial connection and its associated stigma.

In imperial times, Traditional Chinese Medicine (TCM) provided alterna-
tive understandings of mental illness to the folk models described above. TCM’s
holistic approach to illness views interaction between the natural environment
and the body and its affect on organ homeostasis within the body as accounting
for disorders in health, including those known as mental illnesses today (Chiu
1986; Leung 1998). Disease of the mind per se was not broadly distinguished, with
the aetiology of emotional and behavioural symptomatology generally attributed
to underlying problems afflicting organ systems in the body. For instance, TCM
viewed happiness as coupled to the heart, anger as coupled to the liver, worry
as coupled to the lungs, fear as coupled to the kidneys and desire as coupled to
the spleen (Lin 1985). Emotional and behavioural disturbances were believed to
originate from imbalance or disharmony, resonant of the Confucian social tradi-
tion, in the complementary Taoist elements yin ([}]) and yang (FH), in the flow of
the universal life force gi (“<) or in the status of “a person’s vital energy” jing (¥%),
(Chiu 1986, p. 37). In contrast to folk beliefs, in TCM spiritual and demonistic
aetiologies for the most part were de-emphasised, although greater reference to
these aetiologies in TCM texts occurred during the high point of religious (Taoist
and Buddhist) influence leading up to and including some years of the Tang dy-
nasty (618-907) (Tseng 1973b). This subsequently declined with the re-assertion
of Confucianism during ensuing dynasties (Ng 1990; Tseng 1973b).

The somatisation or “normative expression of personal and social distress in
an idiom of bodily complaints and medical help-seeking” (Kleinman 1986, p. 2)
that characterises TCM saw few explicit references made to depressive illness
in TCM until Ming times (1368-1644), while depression was well recognised
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in ancient Greece (Kleinman 1986; Tseng 1973b).! At the time, Wang Kentang
(F#%E, 1549-1613) formally proposed an explicit higher-order category of men-
tal illness in TCM, shenzhi (i), marking “alandmark in the history of Chinese
psychiatry” (Chiu 1986, p. 45). This categorisation, however, failed to impact on
later imperial-period medical texts, indicating that explicit higher-order classifi-
cation of mental illness “always remained only a minor strand in Chinese medi-
cal thought” (Chiu 1986, p. 300). This subordination, Lin (1985, p. 386) states,
“exerted an inhibiting effect on the development of psychiatry as an independent
system of psychological medicine as it is in the West” and saw depression remain
broadly unrecognised clinically until very recent times.

While TCM explanatory models for the most part somatise mental illness, it
is believed that the somatic presentation of mental illness that characterises Chi-
nese societies can also be attributed to the aforementioned deep-seated cultural
stigma against mental illness (Cheung 1995; Chiu 1986, Kleinman 1986; Kua,
Chew & Ko 1993; Lin 1985). Somatisation allows an “ambiguity of expression
about mental distress without bearing the stigma of psychiatric illness” (Cheung
1995, p. 162). Responses to physical illness are relatively straightforward, merely
entailing the acquiring of appropriate remedies provided by TCM or folk medi-
cine. Treatment of mental illness, however, is much more problematic due to the
nature of its aetiological basis, such as spirit possession and heredity, and the sen-
sitivities that accompany such conceptions. Kleinman (1986, pp. 54-55) believes
that stigma along with allied cultural norms predispose Chinese people to soma-
tise mental disorders:

culturally shaped psychological processes lead Chinese to suppress distressing
emotions. These processes include valuing the harmony of social relations over
the expression of potentially disruptive and ego-centered intrapsychic experi-
ence; a situation orientation that emphasizes state appropriate emotional expres-
sions over trait appropriate ones; cognitive coping mechanisms that systemati-
cally employ externalizing idioms of distress over internalizing ones; strongly
negative valuation of the open verbal expression of personal distress outside close
family relations, which is viewed as embarrassing and shameful; the use of a rich
cultural code of bodily metaphors of psychosocial problems; and a desire to avoid
the strong stigma that attaches to families with members labelled emotionally ill
... These and other traditional cultural concepts and norms ... overdetermine a
somatic idiom for the expression of personal and social distress among Chinese.

1. Kleinman (1986, p. 56) argues that “from the cross-cultural perspective it is not somatiza-
tion in China (and the West) but psychologization in the West that is unusual and requires
explanation.”
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Nevertheless, there remains an important exception to the somatisation of men-
tal illness, namely schizophrenia and related psychoses, whose pathogenesis in
TCM has always been associated with dysfunction of the mind (Chiu 1986). This
conception of the pathogenesis of psychosis provides evidence for Chiu’s (1986,
p. 302) claim that, despite the supremacy of the paradigm of integration between
mind and body, TCM still retained “a mode of discourse which expresses mental
symptoms in direct, specific language” Reference to psychotic forms of madness
or kuang (JF), in fact, dates back to the Huangdi Neijing (57 N £), a semi-
nal ancient Chinese medical text most likely originating from the Han Dynasty
(206BC-220AD) (Chiu 1986; Hsueh-Shih 1995; Ng 1990; Tseng 1973b). Recom-
mended therapy at the time essentially comprised non-intervention:

If a patient wants to go, let him go; if he wants to stay, let him stay; do not deny
him what he wants and do not suppress him. If we comply to his wishes and let
him satisfy his needs, then all of his excessive positive force will be appropriately
discharged and he will consequently get well. (Tseng 1973b, p. 571)

In later imperial times herbs came to form the basis of treatment of psychosis
(Tseng 1973b).

While in TCM the pathogenesis of psychosis (largely emanating from the
mind) was differentiated to some extent from that of the somatised mental dis-
orders such as depression (largely emanating from the body), Lin (1985, p. 386)
claims that the pervasiveness of somatisation in the Chinese illness experience and
the high incidence of paranoid symptomatology found in Chinese people suffer-
ing from psychosis, nevertheless, both embody a “turning away from intrapsychic
mechanism - the former through bodily manifestation, and the latter projecting
to person(s) or happenings in the outside world.” In other words, whether suffer-
ing from somatised depression or psychosis, for the individual concerned the root
cause of illness is similarly located beyond their minds. Such rationalisation may
allow for maintenance of a semblance of ‘face’ for the individual concerned.

In sum, in TCM it appears that the supremacy of a paradigm of integration
between mind and body saw only the most unmistakably (i.e., socially disrup-
tive) psychological pathology, such as psychosis, conceptualised as a higher-order
mental syndrome. This singular distinction of psychosis as disease of the mind
would have only added to its social stigmatisation. It is important to note, how-
ever, that in imperial times the vast majority of lay Chinese did not possess the
financial means to access qualified practitioners of TCM. Its role in influencing
lay explanatory models of mental illness remains unclear. Nevertheless, the fun-
damental beliefs of TCM and its attendant conceptions of mental illness provided
a framework of understanding for some.
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The conceptions of mental illness salient to traditional Chinese society docu-
mented so far in this chapter neatly accord with Unschuld’s (1985, p. 7) taxonomy
of Chinese aetiological schema for illness more broadly:

1. The Paradigm of Cause-and-Effect Relations between Corresponding
Phenomena

1.1 Causation through Magic Correspondence
1.1.1 Homeopathic Magic
1.1.2 Contact Magic

1.2 Causation through Systematic Correspondence
1.2.1 Yinyang Correspondence
1.2.2 Five Phases Correspondence

2. The Paradigm of Cause-and-Effect Relations between Noncorresponding
Phenomena

2.1 Causation through Intervention by Supranatural Phenomena
2.1.1 Ancestors
2.1.2 Spirits and Demons
2.1.3 God(s)
2.1.4 Transcendental Law

2.2 Causation through Influence of Natural Phenomena
2.2.1 Foods, Drinks
2.2.2 Air, Wind
2.2.3 Snow, Moisture
2.2.4 Heat, Cold
2.2.5 Subtle Matter Influences
2.2.6 Parasites, Viruses, Bacteria, and others.

Categories 1.1 and 2.1 encompass lay mystical and spiritual understandings dat-
ing back to early imperial times. Categories 1.2 and 2.2.1-2.2.5 encompasses
TCM conceptions, while category 2.2.6 encompasses those of Western medi-
cine, which, while disseminated throughout China by Western missionaries in
the nineteenth century, came to prominence in China in the twentieth cen-
tury (Unschuld 1985). These aetiological conceptions along with other relevant
Western ideas that came to prominence in the twentieth century are discussed
in the following sections.

Conceptions of mental illness in modern China (1912-1949)

The fall of the Qing Dynasty in 1911 saw great changes in China socially and
politically. While Western ideas were already receiving greater prominence in
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the latter period of Qing rule as overseas trained scholars returned to China,
the late 1910s and 1920s saw a dramatic movement against Confucian traditions
and supporting ‘modernisation’ By the 1930s, the embracing of Western scien-
tific ideas made possible the appearance in China of the study and practice of
psychiatry (Hsueh-Shih 1995; Kleinman 1986; Pearson 1991). While remaining
embryonic in the modern period and concentrated in the major urban centres,
this development of psychiatry set the stage for a greater expansion in decades to
follow. For the most part, the experience of these social changes of the modern
(republican) period was limited to the urban intellectual elites of major centres
such as Shanghai and Beijing. Communism with its anti-traditionalist revolution-
ary stance and strong attraction to the Western scientific tradition, however, ul-
timately was disseminated much more widely across China, leading to a decisive
victory for the communists in 1949.

As in imperial times, mental illness, notably psychosis, featured as a recurring
theme in popular fiction. Many modern authors allegorically framed iconoclastic
attacks on the traditions deemed to maintain the inequalities and injustices of
Chinese society at this time through representations of madness. The first and ar-
guably most important work of modern fiction, Lu Xun's (1) Diary of a Mad-
man (J£ N\ Hig), published in 1918, recounts the paranoid delusions of a young
man with schizophrenia who fears society is literally seeking to devour him and
who only regains his sanity through his eventual “collaboration with the estab-
lished order” of Chinese tradition (McDougall & Louie 1997, pp. 94-95). In the
following excerpt curious locals observe the ‘madman’ in his home:

Outside the gate stood a group of people, including Mr. Chao and his dog, all
craning their necks to peer in. I could not see all their faces, for they seemed to
be masked in cloths; some of them looked pale and ghastly still, concealing their
laughter. I knew they were one band, all eaters of human flesh. But I also knew
that they did not all think alike by any means. Some of them thought that since
it had always been so, men should be eaten. Some of them knew that they should
not eat men, but still wanted to; and they were afraid people might discover their
secret; thus when they heard me they became angry, but they still smiled their
cynical, tight-lipped smile.
Suddenly my brother looked furious, and shouted in a loud voice:

“Get out of here, all of you! What is the point of looking at a madman?”

Then I realized part of their cunning. They would never be willing to change
their stand, and their plans were all laid; they had stigmatized me as a madman.
In future when I was eaten, not only would there be no trouble, but people would
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probably be grateful to them. When our tenant spoke of the villagers eating a bad
character, it was exactly the same device. This is their old trick.
(Lu 1972, pp. 16-17)

Attitudes toward mental illness amongst the intellectual and governing elites of
the modern period were further evident in the “eugenic vision” of 1920s and 1930s
China, “a period of drastic political, social and cultural change during which ideas
of racial hygiene permeated almost every field related to human reproduction,
from birth control to sex education” (Dikotter 1998, p. 3). In response to the
standing of the eugenic vision in the West at this time, many in Chinese scientific
and government circles embraced a notion that promoted the need to strengthen
the quality and resilience of the Chinese gene pool by eliminating the deemed
imperfect or inferior. This occurred despite more extremist proposals in China, as
Dikétter (1998, p. 112) notes, “for eugenic laboratories at the provincial level and
special villages, where people with perfect brains and ideal bodies could be bred
in order to generate the future ‘model race”, along with “plans for the forcible
elimination’ of entire categories of people judged deficient”, which included the
“mentally disordered.”

Dikétter (1998) argues that the Chinese eugenic vision, which, as will be seen,
maintains currency in contemporary reproductive discourse promulgated by the
communist state, merely reconstituted the traditional Chinese cultural emphasis
on patrilineal continuity that commanded the production of healthy male offspring
to continue one’s family line. Here, scientific rationale was enlisted to legitimise
longstanding cultural beliefs, including those discussed earlier which traditionally
marginalised people with a mental illness. As a consequence, the eugenic vision
reinforced the serious stigma attached to families with a history of mental illness
by “collud[ing] with patrilineal culture, in particular folk models of inheritance
which see disorders as running in family lines” (Dikotter 1998, p. 181).

The penetration of the eugenic vision across all echelons of Chinese society
of the time, in particular the vast rural poor, would have been limited. Education
and literacy levels in the countryside were low, few had access to the mass media
and dialect-based language barriers across China were considerable. However,
the significance of the popularisation of the eugenic vision amongst the elites of
modern China lies in the fact that there remained no challenge to the negative
conceptions of mental illness that characterised traditional times. These concep-
tions in fact retained currency in the modern period particularly among the rural
masses and, as elaborated in the following section, still retain varying degrees of
influence today (Unschuld 1985).
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Conceptions of mental illness in contemporary China and Taiwan
(post-1949)

Two distinct ‘indigenous’ Chinese societies emerged from the communist victory
in the Chinese Civil War in October 1949: one on mainland China and the other
on the neighbouring island of Taiwan. Each was governed by quite disparate politi-
cal systems, which led, in many respects, to differing social outlooks and practices.
Until the death of veteran communist leader Mao Zedong in 1976, ‘cross-straits’
differences were marked, with mainland China following doctrinaire communism
while Taiwan continued to attach great importance to the Chinese Confucian tra-
dition at the same time looking westward to the United States for security. Since
the ‘open door’ liberal economic reforms introduced on the mainland in 1978 by
paramount Chinese leader Deng Xiaoping, cross-straits differences in many areas
have become less marked with both societies focussed on developing Western-
style modernisation programs and expanding the market economy. Nevertheless,
cross-straits tensions remain high with mainland China hostile to Taiwan’s recent
contemplations over independence (Taiwan remains a renegade province of China
in the eyes of most of the world) and with many regional democratic states, such as
Australia, more supportive of China in the international theatre as a consequence
of China’s position as a regional economic power.

China

The development of psychiatry that occurred in China during the modern period
continued into the contemporary period. Mental health services expanded after
the communist victory in 1949, with Soviet neuropsychiatry dominating psychi-
atric practice through the 1950s and 1960s, although the emphasis on the indi-
vidual that underpins psychiatry remained of continuing concern to the political
authorities of the time (Kleinman 1986; Pearson 1996; Ran, et al. 2005; Tseng
1986; Yan 1985). Such suspicion saw the provision of mental health services se-
verely disrupted during the Cultural Revolution (1966-1976), a chaotic decade
where leftist political ideology dominated and mental illness was seen more as a
subversive manifestation of incorrect political thought (Boey 1997; Hsueh-Shih
1995; Kleinman 1986; Ran, et al. 2005; Tseng 1986; Xia & Zhang 1981). Post-Mao
China has experienced significant expansion in hospital and community based
mental health services and in the practice and study of contemporary psychiatry
(Ran, et al. 2005). A Western-based biomedical approach to mental illness now
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dominates contemporary psychiatric practice in China, with possible vestiges of
the somatic elements of traditional Chinese medicine (Kleinman 1986; Pearson
1995b; Phillips 1993; Ran, et al. 2005; Tseng 1986).

As was the case in imperial times, families in contemporary China remain
ultimately responsible for monitoring people with a mental illness and ensuring
that they do not disrupt social order (Ran, et al. 2005). Over ninety percent of
people with chronic schizophrenia in China live at home with their families, con-
siderably higher than the corresponding figure for the United States, only forty
percent (Phillips 1993; Ran, et al. 2005). This places a particular burden on the
families given that eighty percent of people with a serious mental illness still re-
main untreated in China (Pearson 1996; Ran, et al. 2005). According to Ran, et al.
(2005, p. 8), reasons for this high percentage of untreated include: “Poor recogni-
tion of mental illness, stigmatization associated with psychiatric illness, family
low-economic status [particularly in rural and remote areas], and lack of trust in
psychiatric services.” The high level of untreated, unfortunately, continues to see
the physical restraint of people with a mental illness by their families in present-
day China (Pearson 1996). In many cases, hospital care is only sought when the
burden of home care becomes too great for the family, when public disturbances
occur or when family caregivers die (Pearson 1995c¢). Effective community psy-
choeducation would go a long way in addressing many of these issues. Indeed,
Pearson (1996, p. 450) has found that mainland Chinese families caring for family
members with a mental illness “show a desire to know more about the illness and
how to handle th[e] patient best at home”, with families often quite unsatisfactori-
ly having to “glean the scraps of information they have pieced together from other
families in outpatient waiting rooms and hospital wards to try to make sense of
their own family member’s condition.”

Schizophrenia draws the foremost attention of mental health services in Chi-
na today (Boey 1997; Brassington 1995; Pearson 1996; Ran, et al. 2005). Pearson
(1995b, p. 1164) notes that “Between 75-80% of psychiatric hospital beds in Chi-
na are occupied by people diagnosed as suffering from schizophrenia” In 1997,
the prevalence of schizophrenia in China was put at 6.55 per 1000 population,
people with schizophrenia estimated to number 5.3 million in 1996 with 4.3 mil-
lion living in rural areas (Ran et al. 2005). In contrast, the incidence of depres-
sion is deemed to be very low (Brassington 1995; Leff 1999; Pearson 1995b). As
was the case in imperial times, depression is much more likely to be somatised
in China than in the West (Kua, Chew & Ko 1993; Lin 1982). Kleinman (1986)
paradoxically found in a 1980 mainland Chinese clinical study evaluating the ef-
ficacy of antidepressant medication for the treatment of patients presenting with a
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common somatised form of depression, ‘neurasthenia’ ({15 %£54),? that fewer pa-
tients labelled their illness as ‘depression’ after treatment than before, even though
all patients had been informed of their diagnosis of depression pre-treatment and
antidepressant medication had provided clinical improvement in eighty-seven
percent of patients. This somatisation and denial of depression in China reflects
a broader stigma against mental illness that has strong roots in tradition, as dis-
cussed earlier (Kleinman 1986).

The somatisation of mental illness is viewed by Western-trained health pro-
fessionals as “maladaptive” (Cheung 1995, p. 164). For those inculcated with a
biomedical understanding of health and illness, there is greater credence given to
a more direct aetiological relationship between underlying pathology and clini-
cal signs. In such an understanding, when one suffers from some form of psy-
chopathology the expectation is for the pathology, for example, neurotransmitter
imbalance, to clinically manifest in directly related psychological signs, such as
psychosis or depression. When the relationship between underlying pathology
and clinical presentation is more oblique, with conventional psychological symp-
toms suppressed or obscured by somatisation, the immediate cause-and-effect
logic and the attendant understanding of disease process inherent to biomedical
science is challenged. Rather than referring to alternative conceptions of health
and illness for answers, such as normative cultural explanatory models grounded
in life experience, challenges to conventional professional wisdom as a matter of
course are characterised as deficient and problematic.

Such characterisations only add to existing cultural stigma and see many Chi-
nese seek alternative pathways to care for a wide range of mental illnesses. As
Cheung (1995, p. 165) has found:

Chinese psychiatric patients travel a detoured course before arriving at psychiat-
ric consultation. Studies consistently reported that Chinese psychiatric patients
go through a process of self-help or a social support network prior to seeking
professional help ... For emotional distress, the Chinese generally resort to self-
control, psychological endurance, pragmatic coping, and communication with
their families or close friends rather than seeking professional help. The most
common coping strategies are passive and resigned attitudes of learning to live
with one’s problems ... Help-seeking is usually propelled by the recognition of
somatic concomitants whereupon patients approach the general practitioner.

2. Although this expression linguistically was imported from the West via Japanese, Kleinman
(1986, p. 154) states that “the concept and, more importantly, the social function are ancient.
The concept that weakness of vital essence causes disease is a core category in traditional Chi-
nese medicine and can be traced back to the classical texts”
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Once again, the need for effective community psychoeducation addressing ap-
propriate pathways to care for people with a mental illness is demonstrated. Such
information can rarely be found in the Chinese media where mental health issues
are “rarely acknowledged” (O’Donnell 2002, p. 8) and people with a mental illness
“have a low or invisible profile” (Ran, et al. 2005, p. 129). Literary portrayals of
mental illness abound, but, according to Brassington (1995), are rarely positive,
for the most part emphasising the “alienation and hopelessness” (p. 205) of the
illness experience and the unattractive physical appearance of mentally ill pro-
tagonists (p. 215). In fiction, mental illness once again is employed allegorically to
symbolise broader social dysfunction, for example, the chaos and upheaval expe-
rienced during the Cultural Revolution. Alternatively, it reflects the stylistic fea-
tures of a literary genre fashionable during the 1980s and 1990s in China, namely
magic realism, where borders between the supernatural and reality are purposely
blurred. Many leading contemporary authors address the issue of mental illness,
including Can Xue, Han Shaogong, Wang Shuo, Zhang Jie and Zhang Xianliang
(Brassington 1995, p. 201). The following excerpt is taken from Zhang Xianliang’s
(7K 5% 5%) Half of Man Is Woman (%5 N[F)—=2F- /&% \), a controversial work pub-
lished in 1985 in which psychotic hallucinations and delusions, amongst other
post-traumatic disorders, afflict a protagonist suffering under the political and
sexual repression of Maoist China (McDougall & Louie 1997):

As I said these words, a great gust of wind came bearing down out of the branch-
es. The willow and oleaster leaves were sent scattering, throwing dancing shad-
ows on the ground. Out of the wind came a thick circle of inky mist, and out of
the blackness came a tragic voice.

‘It’s all because the moon is not on course! It's come closer to the earth, and
hence everyone has gone mad!” A dark face appeared, and then an ancient Vene-
tian war-costume. Othello’s eyes glared as he hovered above the ground. ‘T have
lost my courage too! Any coward could easily wrest my sword away from me. Evil
has triumphed over good - does glory remain anywhere? Let everything return
to oblivion!’

He had been tormented in hell until he went insane, and his own conscience
had played a part in his torture. His tragic voice was calling out a warning to
every man who thought of killing his wife and then of killing himself.

The black mist slowly dissolved, and the two spirits disappeared without a
trace.

Presently, the light of the moon brightened as the sky cleared up. My body
felt as if it were riding along on my own line of vision, as I passed through the
deep blue blue of the night sky, roaming through all the corners of space. From
where I sat under the oleaster tree I could hold a conversation with any celestial
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body in the universe. Merely lifting my hand or my foot sent them out into the
vastness of the world. I had thrown myself into the firmament.
(Zhang 1988, pp. 168-69)

These literary representations to some extent reflect a continuing salience of su-
pernatural understandings of mental illness amongst lay Chinese, in particular
rural dwellers, despite the strong stance against superstition maintained by the
communist government since 1949 (Phillips 1993; Ran, et al. 2005).? The govern-
ment stance is echoed, for example, in state criticism of beliefs promoted by the
Falun Gong movement at present. The currency of supernatural understandings
of mental illness sees folk healing and shamanism, while officially unlawful in
China, still commonplace (Kleinman 1986; Li & Phillips 1990; Ran, et al. 2005).
In one study, Li and Phillips (1990) found that folk healers were consulted by at
least seventy percent of people with a mental illness residing in rural China. The
folk and shamanist practices used to treat mental illness, Li and Phillips (1990,
p- 221) state, are syncretic, drawing on “aspects of Taoist, Buddhist, and animistic
beliefs”, with practitioners “explain[ing] illnesses in terms of spirits and ghosts,
and ... treat[ing] patients by intervening in the spirit world on their behalf” In the
following, a typical folk healing experience encountered in rural Hubei province
is recounted (Li & Phillips 1990, pp. 222-223):

Mr. A was an 18-year-old peasant with 6 years of education who worked as a
temporary laborer at a rural factory. Without any clear precipitant, over a period
of 2-3 days he stopped eating, did not sleep, smashed household goods, stated
that he was one of the 10 field marshals of China, and talked to himself, reciting
the names of famous leaders and movie actors. After 3 days of this behavior his
family members went to a local witch doctor and explained the problem. Without
seeing Mr. A, the witch doctor told the family that an important deity was not
protecting Mr. A from evil spirits. The witch doctor wrote the patient’s name, date
of birth, time of birth, and a request to the deity to take especial care of Mr. A on
a large piece of yellow ceremonial paper. He then burned the paper, mixed the
ashes in a bowl of water, and instructed family members to make Mr. A drink the
mixture. This treatment, however, was not effective, so family members consulted
another witch doctor.

The second witch doctor came to Mr. As home carrying a large sword and
wearing a ceremonial hat and gown with multiple symbols woven into the fabric.

3. Pearson (1995b, p. 1166) has reported psychological explanations for mental illness from
women clients in urban China, noting that “This is not a frame of reference that Chinese doc-
tors usually share” She has also reported social explanations for mental illness by clients and
families (Pearson 1995b).
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He burned ceremonial paper and incense and then sat down and chanted in-
comprehensible words. He then rapidly entered a trance state in which his voice
changed, and he said that he was a spirit who had come to drive out the evil ghost.
He picked up the sword, walked around the room several times chanting, and
then entered Mr. A's room, commanding the evil spirit to go. Mr. A argued loudly
with the witch doctor, pushed him out of the room, and refused to take the prof-
fered ritual drink (noncompliance!).

State rejection of folk explanatory models of mental illness in contemporary Chi-
na, at the same time, is complemented by promotion of the Western biomedical
model and promulgation of the eugenic vision that characterised the republican
government’s utterings during the earlier modern period. In 1995, the Chinese
National People’s Congress passed the The People’s Republic of China’s Maternal
and Infant Health Care Law ("h*H N EIAT E B R{EIX), a piece of eugen-
ics legislation which restricts the reproductive rights of people with a mental ill-
ness, amongst other disorders deemed ‘undesirable’ by the state (Dikotter 1998;
Pearson 1995a). The law stipulates that “those ‘deemed unsuitable for reproduc-
tion’ should undergo sterilisation or abortion or be compelled to remain celibate
... in order to prevent ‘inferior births” (Dikotter 1998, p. 1). It constitutes “sim-
ply a matter of quality control” of a burgeoning population from the Chinese
viewpoint (Pearson 1995a, p. 1). Contemporary health manuals in China also see
people with a mental illness, regardless of their state of recovery, as “unfit for
reproduction” (Dikotter 1998, p. 137-138). Pearson (1992, 1995a), too, has docu-
mented the practice of sterilisation of people with schizophrenia in China.

Once again, a state-condoned eugenic vision that rejects corporal and psycho-
logical imperfection coincides with and so reinforces an aversion to mental illness
(amongst other disorders) that attends Chinese patrilineal traditions. In present-
day China, state-propagated biomedical conceptions that represent mental illness
“as an organic lesion, a blot on the brain or a hereditary trait that is almost incur-

»

able” and consequently “advocate a strict ban on the reproduction of those deemed
once again concur with traditional “folk notions [that] represent madness
as a somatic defect running in family lines” (Dikotter 1998, p. 139).

In conjunction with the reproductive argument, the Chinese government also

»

‘mad

emphasises the importance of effective management of mental health issues to the
maintenance of social order and stability, a key concern of the current regime. In
April 2001, Chinese Vice-Premier Li Lanqing in an address for World Health Day
stated that “mental well-being is an integral part of the overall health of people.
To improve mental health is an issue related not only to the health of millions of
people, but also to the social stability and security of human life and property of
people” (Message of the Vice Premier 2001). Such statements, where people with
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amental illness are “considered as a source of disruption and chaos, someone who
is an inherent threat to public order and who needs to be controlled by outside
forces”, continue to be heard in government pronouncements concerning mental
illness (Pearson 1996, p. 452).

Thus, in China, a state propagated eugenic vision and biomedical explanatory
model of mental illness, together with the equating of mental illness with social
disorder, potentially only serve to augment the already serious culture-bound
stigma felt by Chinese individuals with a mental illness. As Dikotter (1998, p. 186)
states:

explanations, which might point to ... the randomness of genetic mutations, are
abandoned in favour of causal interpretations which often assign a clear respon-
sibility to individuals. Individual agency has been overemphasised by medical
determinism ... [and] subordinated to the nation in the name of the collective
health of future generations.

Stigma is also foregrounded in response to the demands of the market economy
that now presides in China, particularly in competitive urban centres. Phillips et
al. (2002), for example, have found that stigma experienced by Chinese families
when a family member has schizophrenia is particularly evident in urban set-
tings; amongst the educated; when ‘positive’ symptoms (e.g. hallucinations and
delusions) are marked; and with persistent forms of illness. Stigma is also felt
more profoundly by men and younger people with a mental illness (Phillips et
al. 2002). This is because of the poor employment and marriage prospects that
entail and the affect that these have on a family’s livelihood in settings where tra-
ditional social safety-nets are rapidly disappearing (Fan & Karnilowicz 2000). In
contemporary China, people with a mental illness, therefore, can readily be seen
as unproductive and a burden - ‘disembodied’ — unable to contribute to the finan-
cial well-being of their family and carry out culturally prescribed social roles and
expectations (Pearson 1995¢; Traphagan 2000, 2004; Wong 2000).

Taiwan

Unlike mainland China, post-1949 the Chinese community of Taiwan was not
subject to a radically new vision of the world which negated feudal’ traditions
and superstitions and upheld materialist and scientific understandings of phe-
nomena. China’s Confucian heritage continued to be revered by the Taiwan-
ese government, in distinction to its rival on the mainland. For the lay popu-
lation, traditional understandings of mental illness as sustained in republican
China prevail, with a pluralist conception of mental illness commonplace in
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present-day Taiwan. This conception variably draws on ancestral and spiritual
reckonings, family member transgression and heredity to explain mental illness
(Kuo & Kavanagh 1994; Yang, et al. 1999), as well as “sorcery, hot/cold imbal-
ance’, “geomancy’, “imbalances of yin/yang, bad fate” and “psychological and
social stress” (Kleinman 1980, pp. 95-96). Kleinman (1980) claims that Taiwan-
ese families simply opt for those conceptions that are most compatible with their
particular experience and circumstance. Given these understandings it is not
surprising that folk healing and shamanism remain commonplace in Taiwan,
even more so than on the mainland (Kuo & Kavanagh 1994). Cheung (1995,
p. 166), for instance, has documented widely practiced treatments for schizo-
phrenia in Taiwan including “the use of herbs, secret recipes, and massage; Chi-
nese- and Western-style tonics and non-prescriptive drugs; and folk healing such
as shamanism, physiognomy, geomancy, temple worship, and spirit-calling” As
on the mainland, few lay Taiwanese subscribe to the Western biomedical model
of mental illness (Kleinman 1980; Phillips 1993), while a closer correspondence
between lay and TCM explanatory models sees TCM conceptions more readily
accepted by lay Taiwanese (Kleinman 1980).

This diversity in the explanatory models held by Taiwanese families reflects
the myriad of coexisting aetiological possibilities provided by the Taiwanese his-
torical experience: a deep Chinese tradition untouched by divergent political ide-
ology, Japanese colonisation during the first half of the twentieth century and
a fervent pro-Western (United States) outlook in the latter half. The strong in-
fluence of modernisation and embracing of Western ideas by the younger more
educated outward-looking Taiwanese population born after 1949, who currently
seek a more independent, local identity, however, may see less faith placed in
traditional folk conceptions and greater acceptance of the Western biomedical
model in the future. This is likely to be replicated on the mainland as well.

Migrant Chinese settings

The third Chinese community of interest to this study are recent migrants to West-
ern countries such as Australia. Although Australia itself has a long history of
Chinese migration dating back to the early nineteenth century (Ramsay 2004b),
it is Chinese-speaking ‘recent’ arrivals that the Australian psychoeducational lit-
erature under study seeks to reach. In Australia, these predominately constitute
migrants from mainland China, Taiwan and the Hong Kong Special Administra-
tive Region of the People’s Republic of China, and this pattern is broadly repli-
cated in other Chinese emigrant destinations in the West, such as Canada, New
Zealand and the United States. The explanatory models of mental illness for these
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migrants would be expected to strongly correlate with those of their respective
‘homelands’ as described above (Kleinman 1980).

This is confirmed by Lin and Lin’s (1981, pp. 388, 392) study of stigma toward
mental illness across the Chinese diaspora, which found that:

The shame the [Chinese] family feels about the presence of a mentally ill member
in its midst is, as a rule, intense and pervasive. This feeling is rooted in cultural
views of the etiology of the mental disorder ... The moral view, a commonly held
etiology, emphasizes “misconduct” as a cause of mental illness; deviation from
socially prescribed behavior especially in neglecting the respect due to ances-
tors. Mental illness is regarded as a punishment for violating Confucian norms
governing interpersonal relations, especially filial piety ... [T]The psychological
etiological view of mental illness causes the family to feel ashamed ... [because
the] psychological difficulties of the individual that have presumably precipitated
or caused the mental illness reflect the failure, in the minds of the family, of per-
forming their duty in guiding or protecting the individual in order to avert such
disaster. The religious etiology implicates the family as having had ancestors who
committed some kind of misdeeds. According to the genetic theory, mental ill-
ness tarnishes the family name, making it difficult for its young people to marry,
which of course brings extreme disgrace to all those connected with the family
... It is in this fear of the family exposing its own shame to outsiders that the origin
of the stigma attached to mental illness in Chinese society can be found. [original
emphasis]

Mirroring the contemporary experiences in China and Taiwan, the explanatory
models of mental illness salient to migrant Chinese communities living in the
West can be characterised as heterogenous, encompassing traditional ancestral,
spiritual, mystical, somatic and genetic causes, alongside the biomedical model
that dominates most ‘host’ societies (Kleinman & Kleinman 1995). Given the
salience of these explanatory models amongst migrant Chinese, the potential
for conflict with the prevailing understandings of the host community, in par-
ticular their health services, is considerable. Lin (1985, p. 387) has documented
“far-reaching mental health implications” for migrant Chinese arising from “the
resistance of the Chinese to insight-oriented psychotherapy and the dominance of
intra-familial coping in response to mental illness ... where resolution of conflicts
is attempted, consciously or unconsciously, by extrapsychic rather than intrapsy-
chic mechanisms.” Kuo and Kavanagh (1994, p. 556) have recorded a much more
convoluted pathway to mental health care for migrant Chinese with a serious
mental illness, typically comprising

a protracted period of interfamilial coping with even serious psychiatric ill-
ness; followed by recourse to friends, elders, and neighbors in the community,
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consultation with traditional specialists, religious healers, or general physicians;
and finally treatment from Western specialists.

The effectiveness of community psychoeducational literature in responding to
this potential clash of understandings is explored in the ensuing chapters of this
volume.

Chinese cultural explanatory models and community psychoeducation

This chapter has revealed that, while frequently somatised in Chinese societies,
mental illness in fact has been recognised in China dating back to early imperial
times. It has revealed that vestiges of the cultural explanatory models of mental
illness salient to imperial times continue to inform conceptions held by many
across the contemporary Chinese diaspora. The chapter has reported the influ-
ence of Western ideas introduced during the twentieth century, such as the eu-
genic vision, on the intellectual and governing elites in China, as well as the influ-
ence of ideological differences that emerged post-1949 across the Taiwan Strait.
The chapter argues that in recent times these differences have likely diminished,
with a heterogeneity in lay explanatory models of mental illness distinguishing
present-day China, Taiwan and their respective emigrant communities across
the globe.

This heterogeneity manifests a plurality of understandings relating to the
causes, pathogenesis, pathways to care and appropriate treatment of mental ill-
ness. This situation for the most part contrasts with that in the West, where the
biomedical model of mental illness is more universally accepted across contempo-
rary professional and lay populations alike. Here, health professionals constitute
the primary response when mental illness is encountered. In indigenous Chinese
settings (China and Taiwan), however, the biomedical model remains confined
mostly to health professionals and the primary response to mental illness varies.
This mismatch between explanatory models of mental illness held by health pro-
fessionals and lay populations in indigenous Chinese societies and between those
held by health professionals in the West and migrant Chinese communities there
has implications for effective community psychoeducation in both settings. This
is explored in subsequent chapters of this volume.

The chapter also has documented the causes for the intense stigma toward
mental illness that permeates the Chinese global diaspora. Stigma in Chinese
societies has clear cultural origins based for the most part in Confucian tenets,
such as patrilineal continuity, familial duty and responsibility, and social order
and harmony. These have been legitimated, for example, by the eugenic vision
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propagated in China during the twentieth century by republican and communist
governments alike and by the emphasis of the present-day communist govern-
ment on social stability. Stigma sees individuals and their families reluctant to
acknowledge mental illness due to the attendant shame and loss of face incurred.
This ultimately has untoward consequences for the person with a mental illness.
It is these very attitudes and behaviours that the psychoeducational literature ex-
amined in the following chapters seeks to overcome.






CHAPTER 3

The discourse of health and medicine

The act of disseminating new understandings and meanings occasions a discourse
in the lay sense of ‘conversation’ or ‘exchange of ideas, here between public health
body and target community, albeit conspicuously unidirectional in manner. A
view is presented by speaker or writer,! generating an expanse of language that
mediates a matrix of contextual features within which the expanse of language,
or discourse, is produced. This context entails not only the physical environment
of text production (typically a health department office in the case of psycho-
educational literature) but also the salient worldviews, beliefs and ideologies that
inform and constitute the organisation producing the text. Consideration of these
latter contextual elements is of particular importance to this study in that they,
realised in language, will impact on reader reaction to the intended message, be
it negatively or positively. That is to say, the way a text ‘speaks’ to a reader will be
underpinned by the way an issue is conceived of and ‘spoken about’ by the text
writer and, as noted in Chapter 1, this may or may not be conducive to effective
communication of the intended message.

Explication of how the salient beliefs and communicative norms of the pre-
senter of a message are mediated in text, be it spoken or written, is the province of
the field of discourse analysis. Such an approach, therefore, forms the basis of this
study’s analysis of community psychoeducational literature.

A discourse analytic approach

Discourse analysis is a disparate field embracing diverse theoretical paradigms
and drawing on a vast range of methodological approaches, depending on the
task at hand and the epistemological disposition of the researcher (Schiffrin
1994). Jorgensen and Phillips (2002, p. 1) note that “discourse analysis is not just
one approach, but a series of interdisciplinary approaches that can be used to ex-
plore many different social domains in many different types of studies. And there
is no clear consensus as to what discourses are or how to analyse them.” This is

1. Here, the usage may encompass singular or plural forms of the nouns, ‘speaker’ and ‘writer’.
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not necessarily problematic, discourse analysis being a burgeoning field of study
for over three decades, provided that a clear statement of theoretical approach
and explanation of adopted definitions is presented from the outset. This is the
purpose of this section.

The preceding discussion has already employed two related but slightly dif-
fering notions of discourse: discourse as ‘conversation’ or ‘exchange of ideas, ar-
guably the dominant lay understanding of the term, and discourse as ‘expanse of
language’ or ‘text, one of the prominent definitions employed by many discourse
analysts. The connection between the two notions is reasonably clear, namely,
language as tracts of words, speech or communication, forgoing, at least in the
author’s opinion, the need to make any immediate distinction when both usages
were employed in tandem earlier on. However, other common notions of dis-
course that feature in discourse analytic research move away from language as
the sole concern, placing more emphasis on deemed normative beliefs or ways
of viewing the world that are both constituted by as well as reflected in language
use. It needs to be made explicit, therefore, how the expression is defined and
employed in subsequent chapters of this volume.

Discourse analysis is frequently defined as the study of language in use (func-
tion) or language organisation beyond the level of the sentence (structure) in or-
der to differentiate it from the descriptive studies of abstract language, usually
isolated sentences, that characterise formal linguistics (Schiffrin 1994; Scollon &
Scollon 1995; van Dijk 1997; Wood & Kroger 2000). There may be variable em-
phasis on function or structure across discourse analytic studies. Schiffrin (1994,
p- 360) notes that where the

focus [is] on structure, our task is to identify and analyze units [of language] ...
discover regularities underlying combinations of units, and make principled deci-
sions about whether or not particular arrangements are well formed (or whether
they conform to, or violate, sequential expectations). If we focus on function, on
the other hand, our task is to identify and analyze actions performed by people
for certain purposes, interpret social, cultural, and personal meanings, and jus-
tify our interpretations of those meanings for the participants involved.

Regardless, a structural approach can ultimately deduce useful functional conclu-
sions and a functional approach does not preclude the consideration of structure,
for example, how “the types of functions analyzed in discourse are realized in
ways that create structures” (Schiffrin 1994, p. 339). As will become evident in
subsequent chapters, while this study is primarily motivated by functional con-
cerns corresponding to the use of language for communicative intent and effect
across diverse settings, these determinations are dependent to a large extent on
discourse structural considerations.
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As mentioned earlier in this chapter, the primary focus of attention in dis-
course analytic studies may not necessarily be directed toward narrow language
concerns but toward the dominant belief structures, hegemonic ideologies or
‘social orders’ that are at once realised in and shaped by, amongst other things,
language (Jaworski & Coupland 1999). Here, language use “is assumed to be
interdependent with social life, such that its analysis necessarily intersects with
meanings, activities, and systems outside of itself” (Schiffrin 1994, p. 31). As such,
tracts of language (texts) provide a means by which dominant belief structures
and hegemonic ideologies, mediating the social experience of, for example, gen-
der, race, sexuality, family, criminality, science and health, can be explicated and
critically examined. This is because, within texts, discourses delimit meanings
(Lehtonen 2000). They

produce their own representations of reality. For example, discourses control the
way ideas can be linked: what can be seen as a cause of a consequence, and vice
versa. Hence, a discourse within itself sets restrictions to what can be said about
... any topic. (Lehtonen 2000, p. 43)

Fundamental to such a notion of discourse is this interrelationship between text
and discourse, which accords linguistic commonalities to texts that share discur-
sive influences. Lehtonen (2000, p. 42) writes:

As people produce meanings in discourses, the result may be texts (speech, writ-
ing, sound and/or visual images) similar to each other in the way that they share
the central assumptions of the discourse. In this sense, the concepts of ‘a text’
and ‘a discourse’ are complementary ... If we want to focus our attention on a
particular case of a speech, writing, TV programme or other equivalent textual
phenomenon, we talk about ‘texts. Again, if we attempt to seek for more universal
patterns and matters that link the texts to other texts and human practices, we
talk about ‘discourses.

The concept of ‘a discourse’ thus defined is in a critical relationship to the
notion of language as communication.

This study of the communication by public health bodies of a preferred con-
ception of mental illness embraces such a definition of text and discourse. Text
constitutes the tract of language under investigation, here community psycho-
educational literature. Discourse comprises “ways of representing aspects of the
world - the processes, relations and structures of the material world, the ‘mental
world’ of thoughts, feelings, beliefs and so forth, and the social world” (Fair-
clough 2003, p. 124). These ways of representing the world are both realised in
and constituted by texts and, as such, bind thematically and functionally related
texts together.
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Text, discourse and society

The above characterisations of text and discourse usually imply that the dissemi-
nation of a belief system or way of representing the world is strategic in nature,
“tied in to projects to change the world in particular directions” (Fairclough 2003,
p. 124). The intention may be to maintain the way a society, or section of a society,
views an issue, or to promote a new way of thinking or viewpoint. The develop-
ing consumerist discourse mediating higher education in the West provides one
example. More sinister, the intention may be to maintain or establish disparities
in power distribution between groups in a society, usually to benefit a privileged
group. Gendered and racist discourses are familiar examples that sustain male
and dominant culture privilege, respectively. These are themes common to ‘criti-
cal’ discourse analytic (CDA) studies, whose research agenda, as Jorgensen and
Phillips (2002, p. 63) note, lie in explication of

both the discursive practices which construct representations of the world, social
subjects and social relations, including power relations, and the role that these
discursive practices play in furthering the interests of particular social groups ...
[and] in the maintenance of the social world, including those social relations that
involve unequal relations of power. [original emphasis]

While the focus of CDA research for the most part is directed toward countering
established political ideologies and attendant social injustices, its basic method-
ological approach is pertinent to most discourse analytic endeavours. This en-
tails:

- analysis of the linguistic structure (the level of the text)

- analysis of the discourses ... which are articulated in the production and the
consumption of the text (the level of discursive practice)

- considerations about whether the discursive practice reproduces or, instead,
restructures the existing order of discourse and about what consequences this
has for the broader social practice (the level of social practice)

(Jorgensen & Phillips 2002, p. 69)

Fairclough (cited in Jorgensen & Phillips 2002, p. 68) represents such an “analytic
framework for empirical research on communication and society” in Figure 3.1
below.

Linguistic features explicated in the text under study allow determinations of
the salient discourses at work, both realised in text during production and consti-
tuted through text during consumption, facilitating the drawing of conclusions in
relation to wider social or cultural issues. In the context of this study, differences
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text production

TEXT

text consumption

DISCURSIVE PRACTICE

SOCIAL PRACTICE

Figure 3.1 Fairclough’s three-dimensional discourse analytic framework

in linguistic features apparent in Chinese language psychoeducational literature
(text) drawn from across the Chinese diaspora allow determinations to be made
as to the salient discourses at work (discursive practice). These are explored in
relation to the broader communicative norms and salient sociocultural meanings
attached to mental illness in Chinese societies (see Chapter 2, this volume) and
their potential engagement, synergic or otherwise, with this discursive practice
(social practice).

Discursive hybridity

The discursive practice or makeup of a text may draw on more than one discourse.
Gendered and racial discourses, for example, can coincide in an instance of lan-
guage use and serve to accentuate social distance or disempowerment (Fairclough
2003). In other instances discourses may be fundamentally antagonistic and com-
pete for dominance (Fraser 1999). Representations of health and illness, for ex-
ample, may draw on the biomedical conceptions that characterise professional
medical practice or the more social understandings of everyday life experience.
Mishler (1984, p. 104) encapsulates these competing discourses as the “voice
of medicine” and the “voice of the lifeworld”, respectively. While antagonistic in
reflecting distinctly different world views, one underpinned by science with the
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other by life experience, in any instance of health communication both voices
may resonate to varying degrees. Coupland, Robinson and Coupland (1994,
p. 90) state:

The ‘medical versus social’ dichotomy is, in fact, difficult to establish as an absolute
distinction in medical discourse, not least because all talk, indeed all utterances,
articulate socio-relational meanings [original emphasis] ... Even when a ‘medi-
cal’ frame apparently dominates in a specific medical encounter, participants will
presumably pursue socio-relational goals in certain dimensions of their talk and
these may be more visibly foregrounded at particular junctures.

Discursive hybridity, therefore, denotes a blending of discursive forms or ‘voices’
in an instance of language use, whereby competing voices differentially resonate
with one achieving relative dominance, or synergic voices coincide with mutual
amplification. Accordingly, the “forensic task of the discourse analysis”, Jawor-
ski and Coupland (1999, p.9) state, entails “track[ing] how various forms of
discourse, and their associated values and assumptions, are incorporated into a
particular text, why and with what effects”. This includes consideration of propor-
tional and hierarchical dominance, given that “some discourses prevail and are
more self-evident than others” while some “must struggle hard to be recognized
at all as possible ways of speaking, let alone to reach the position of the dominant
discourse” (Lehtonen 2000, p. 44). This needs to be reflected methodologically in
the discourse analytic undertaking (see Chapter 4, this volume).

Mishler’s aforementioned medicine-lifeworld dichotomy of representations
of health and illness resonates in discussion of mental illness as well (Gwyn
2002). Harper (1996, p. 430) has stated that “professional accounts” of the para-
noia associated with schizophrenia and related psychoses are ultimately “embed-
ded in a deeper cultural reservoir of knowledge” Mehan (1999, p. 570) likewise
observes that

Two competing languages about the nature of mental illness have developed ...
One, called the “medical model’, treats the issue in biological terms. Because the
body is an organism, its various parts are subject to pathologies. Mental illness
has developed as an extension of this way of thinking. The mind is treated by
analogy to an organ of the bodys it, like the heart, liver or pancreas, is subject to
disease. As an organ, it can be treated in the same way as disease to other organs,
i.e., by medicine, confinement, operations to remove diseased tissues. The cause
and the cure of mental illness, like physical illness, is to be found in the biologi-
cal realm ... The second, called the “sociological” or “deviance” model, treats the
issue of mental illness in social and contextual terms. Denying the analogy be-
tween the mind and organs of the body, mental illness is talked about in terms
of actions and rules. Mental illness is the label attached to people who break a
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certain set of society’s rules. Its origins are to be found, therefore, not in biologi-
cal pathologies, but in the social context of relationships between people, people
who identify rule breakers, people who apply labels and in extreme cases, institu-
tionalize the rule breakers.

Recent research into medical communication, in fact, presents a more nuanced
discursive distinction that distinguishes ‘professional’ and ‘institutional’ voices
of medicine and recognises a ‘client-centred’ voice that draws together Mishler’s
voice of the lifeworld and latter-day concerns for consumer empowerment. A fur-
ther complication emerges from the increasingly ‘conversationalised’ nature of
communication in institutional settings, reflecting “the reproduction and trans-
formation of different voices in new articulations” that inevitably attends discur-
sive hybridity (Jergensen & Phillips 2002, p. 151). Rather than subsume the voice
of the lifeworld, institutional discourse can appropriate it in order to achieve its
customary intent in a world increasingly unreceptive to bureaucratic practice (Sa-
rangi & Slembrouck 1997). These discourses salient to medical communication
and their potential interplay and intermixing are examined in the following sec-
tions of this chapter.

The professional voice of medicine

The practice of medicine has a long history and discrete traditions which have de-
veloped and cultivated within the health professions a distinct world view. Their
way of representing the world is strongly grounded in scientific belief and proto-
col, and attaches great importance to materialist, rationalist and logical under-
standings of phenomena. Its fundamental tenets rely

on the assumptions that reality can be rationally ordered by humans and that
such an ordering, using the scientific method, allows people to predict and con-
trol much of life ... [TThis emphasis on science reflects the values of the rational-
istic-individualistic tradition that is so deeply embedded in Western civilization

(Samovar & Porter 2001, p. 63).

Fundamental to the scientific tradition is the belief that understandings of phe-
nomena are substantiated and legitimated by means of rigorous testing regimes
that are carefully designed to establish ‘proof” or verify scientific ‘truths. These
practices and truths for the most part “devalue emotion and intuition as sources
of knowledge” (Macionis, quoted in Samovar & Porter 2001, p. 63) and “tend
to prize rationality, objectivity, empirical evidence, and the scientific method”
(Samovar & Porter 2001, p. 63). As has been noted earlier, in such an ethos the
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voice of life experience is significantly devalued, with “social, cultural, and bio-
graphical explanations” summarily dismissed (Dixon-Woods 2001, p. 1419).

Through their educational training and subsequent professional practice,
health professionals acquire an expert knowledge encompassing “shared ways
of knowing and seeing” (Roberts & Sarangi 1999, p. 480). These shared ways of
understanding and representing the world find credibility and substantiation
in the rigorous and well-established scholastic protocols of science, and this, in
turn, is reflected in the professional’s language of communication (Candlin 2001;
Harper 1996; Mishler 1984; Sarangi & Roberts 1999; Selander, et al. 1997). Most
obvious is the health professions’ use of terminology that draws heavily on the
language of science, producing, as Fleischman (2003, p. 473) observes, a distinct
“occupational register ... that gets passed from one generation of physicians to
the next through the highly ritualized institutions of medical education.” Here,
differential utilisation of lexicon sees “patients’ accounts [of illness] ... set apart
and relegated to the domain of the “subjective” - a negatively valued category in
the world of science”, with patient “observations ... typically introduced using
nonfactive predicators”, such as ““state”, “report”, “claim’, “complain of”, “admit’,
or “deny” (Fleischman 2003, p. 477). In contrast, Fleischman (2003, p. 477) notes
that health professionals’ accounts of illness are much more likely to be marked
lexically by “factive predicators that put a stamp of truth/objectivity on the in-
formation that follows”, such as ““note”, “observe’, or “find™. This register’s rever-
ence for professional opinion over patient experience extends even to the more
“humanistic” fields of health care practice such as family medicine, where one
finds “a sizable vocabulary for classifying and describing respiratory infections,
but only one word for poverty” (Fleischman 2003, p. 474). This preference for the
use of specialised vocabulary by health professionals, while providing for preci-
sion and specificity in communication and signifying professional collegiality and
belonging, may also have unintended detrimental consequences for the health
consumer (Wodak 1996). White (1995, pp. 113-115), for example, believes that in
the practice of psychiatry such language may further ‘pathologise’ the consumer
experience of mental illness and its attendant marginality:

pathologising discourses are cloaked in an impressive language that establishes
claims to an objective reality, [and] these discourses make it possible for men-
tal health professionals to avoid facing the real effects of, or the consequences
of, these ways of speaking about ... those people who consult them[;] ... ways
of speaking ... that reproduce the subject/object dualism that is so pervasive in
the structuring of relations in our culture[;] ... ways of speaking ... [that] make
it possible for mental health professionals to construct people as the objects of
psychiatric knowledge, to contribute to a sense of identity which has “otherness”
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as its central feature. The success of these discourses is beyond question, and I
believe that this achievement represents one of the truly great marginalisations
of contemporary culture.

White (1995, p. 115) further argues that in the practice of psychiatry ‘pathologis-
ing’ discourses actually mask consideration of more experiential based, socially
unpalatable explanatory models of mental illness:

Pathologising discourses have the potential to bring to us a degree of comfort in
a world in which it is becoming increasingly difficult to find this. The discourses
make it possible to define those problems for which people seek help as aberra-
tions. As such, they assist us to avoid the acknowledgment of the fact that these
problems are very significantly of our culture, that these problems are products of
our modes of life and of thought. The discourses of pathology make it possible for
us to ignore the extent to which the problems for which people seek therapy are
the outcome of certain practices of relationship and practices of the self ... And
the discourses of pathology make it possible for us to ignore the extent to which
the problems for which people seek help are so often mired in the structures of
inequality of our culture, including those pertaining to gender, race, ethnicity,
class, economics, age, and so on.

It needs to be noted, nonetheless, that the utilisation of select or specialised vo-
cabularies, subject to much attention in research on medical discourse, remains
a phenomenon not unique to professional groups. As Valle (1998, p. 115) has ob-
served, less conspicuous linguistic features of professional discourse remain of
equal or greater concern:

One of the most obvious social features of a professional community is that
membership in it is based on training, often lasting for many years, usually tak-
ing place within the university or other comparable educational institution. In
the course of this educational process, the novice or apprentice acquires an enor-
mous body of knowledge, which is shared by the members of the community ...
[Their use of] specialized vocabulary is only the most visible sign of professional
discourse; at least of equal interest is the information structure of the text, which
reflects the structure of the professional community as a social and cultural en-
tity. [original emphasis]

The discursive organisation and presentation of information in a text, therefore,
will be symptomatic of the broader world view of the professional group that au-
thored the text. In medical communication, this manifests in the pervasiveness of
linguistic features that mediate the tenets characterising the professional practice
of biomedicine, such as cause-effect reasoning, judicious practice and the eluci-
dation of complexity (Gee 1999; MacDonald 2002; Selander, et al. 1997). Texts
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where these features dominate, therefore, are deemed to strongly resonate the
professional voice of medicine. Chapters 4 and 5 of this volume make use of this
relationship in explicating the discursive form of the psychoeducational literature
under study.

The institutional voice

Medical communication not only mediates the expertise and shared world views
held by health professionals but also the structured organisational environment
within which the social practice of medicine takes place (Candlin 2001). The lat-
ter realises the institutional character of medical communication, whereby a pre-
existing systemic order or organisational structure, or the agenda promoted by
such entities, can shape, to varying degrees, the language utilised when health and
illness is discussed both within the institutional setting and beyond.

Pelsmaekers and Geluykens (1995, p. 6) have stated that institutions and their
attendant discourses are distinguished by their prescription of “roles” for organi-
sational members and consumers, their specificity of “operation” and their delim-
iting of procedural “norms for ... action.” This institutional character is strongly
contingent on the existence of a power differential exercised between organisation
and consumer (hospital-patient), organisational representative and consumer (ad-
ministrator-patient) or allied professional and consumer (doctor-patient), which
ultimately privileges the former (Barton 2000; Fisher & Todd 1986a; Garcés 2005;
Harris 2003; Iedema 2003; Mumby & Clair 1997; Pelsmaekers & Geluykens 1995;
Sarangi & Slembrouck 1997; Thornborrow 2002; Wodak 1996). This power dif-
ferential, as Agar (1985) notes in his seminal article examining (and entitled) in-
stitutional discourse, is sustained in order to effect control and, as a consequence,
maintain the hegemonic position of the institution. This hegemonic position in
turn allows “those in power the authority to pursue defined goals ... to control
resources and to act as gatekeepers, allowing options to some while denying them
to others” (Fisher & Todd 19864, p. ix-x). In the medical realm this is illustrated
in the practice of health care bodies “using the institutional authority of their role
[to] provide information in ways that function to persuade” which, while most
likely well-intentioned, “denies patients the information they need to be active
participants in their own health care” (Fisher & Todd 1986b, p. 23). More sinister-
ly, in the field of mental health, White (1995, p. 114-115) sees institutional coun-
tenance and propagation of a biomedical understanding of mental illness exploits
what first and foremost is a professional conception of disease in order to “avoid
accountability, and to retain and to extend on their monopoly on power.” Such
practice demonstrates a synergic interdiscursive juncture between institutional
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(‘control’) and professional (‘expertise’) discourses, an upshot of the hybrid nature
of what is broadly known as medical discourse (Candlin 2001; Wodak 1996).

Control can be realised by institutional discourse in a variety of ways, includ-
ing limiting or silencing the consumer voice, curbing or constraining consumer
viewpoints and ways of understanding, exercising institutional imperatives or
“directives” (what should be done), and managing the flow and presentation of
information (Agar 1985, pp. 149-150). Institutions, not consumers, presume and
define the posing of questions in an institutional encounter and, as such, largely
control its direction. Institutions or their representatives determine what is sig-
nificant (or noteworthy) and what is marginal (or unremarkable); what is permis-
sible (or admissible) and what is precluded (or inadmissible). Institutions stipu-
late appropriate courses of action to which consumers are expected to comply.
Consumers who fail to do so, whether through oversight, passive neglect or active
choice, are usually considered by institutions to be uncooperative, problematic
or insubordinate: the ‘problem client’ or ‘troublemaker’ Institutions determine
preferred positions or correct perspectives which are disseminated to consumer
groups in order to effect belief change, with the consequence that individuals who
fail to embrace the new institutionally-derived position or perspective are easily
marked as intransigent or even, with the passage of time, deviant.

Through their membership of an organisation and their consequent accultur-
ation into the established creed and normative system of arrangements and pro-
cedures that characterise the organisation, organisational representatives come to
hold shared ways of knowing and seeing (discourses) that are reflected in the lan-
guage of communication employed in the day-to-day operation of the organisa-
tion (Sarangi & Slembrouck 1996). Representatives of an organisation, therefore,
are instilled with an “institutional culture” that mediates their behaviours in the
workplace, including their linguistic behaviours in producing “texts whose pur-
pose is, explicitly or implicitly, to regulate social behaviour” (Fraser 1999, p. 194).
According to Iedema (1997, p. 73-74), these

institutional discourses can be typified as concerned with the realization of con-
straint, or ‘shouldness, on the one hand, and with the construal of levels of in-
stitutional enablement and power on the other. Realizing ‘shouldness” according
to prevailing institutional conventions makes possible hierarchical structures of
power and authority, or the range of institutional positionings ... [It] creates in-
stitutional distance, which, by limiting the ‘space for dialogue, disagreement, or
differing points of view’ ... tends to legitimize the Command involved.

Textually this produces a “linguistic subtlety and complexity [that] serves two pur-
poses at once: the organization of human activity (shouldness) and institutional
positioning (interpersonal distance)” (Iedema 1997, p. 95). Fraser (1999, p. 196)
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specifies these linguistic features of institutional text, noting that at the level of
the sentence one characteristically finds a propensity for the use of “formal rather
than everyday terms” and a “vocabulary ... of defining conditions” often signalled
by the imperative “must”; in sum, a “lexis” denoting “regulation” [original em-
phasis]. Sarangi (1998, p. 383) likewise considers the “overuse of nouns (rather
than substituting pronouns)”, “nominalization (verbs transformed into nouns)”,
“preference for passive structures’, “use of noun strings (e.g., healthcare main-
tenance organization)”, “parallel syntactic structures”, “complex syntactic struc-
tures” and “[jlargon or special vocabulary (including abbreviations)” to be “dis-
tinct feature[s] of institutional discourse” [original emphasis].

Closer consideration, however, reveals that many of these sentential level fea-
tures are common to professional discourse, as defined earlier. Another complicat-
ing factor in recent years is the aforementioned increasing ‘conversationalisation’
of institutional texts as part of a strategy to promote a more “consumer-friendly
image” for organisations (Sarangi & Slembrouck 1996, p. 187). As a result, ev-
eryday language and communicative forms are becoming more commonplace in
institutional texts. Sarangi and Slembrouck (1996) note that in many ways the use
of “apparently non-coercive” (p. 144) plain language and the coopting of lifeworld
discursive forms (e.g., narrative), “in which meaning becomes subordinated to
instrumental effect” (p. 187), could merely constitute “further camouflage for in-
troducing new forms of public control” (p. 9).

Consequently, as Valle (1998) called for earlier in relation to professional dis-
course, analysts of institutional discourse see value in shifting analytic attention to
the presentation and organisation of information in texts (Sarangi 1998; Sarangi
& Slembrouck 1996; Wodak 1996). Sarangi (1998, p. 384), for example, has noted
that “[bJeyond the threshold of linguistic and stylistic features ... information
exchange in institutional settings is characterized by an asymmetry which is real-
ized through interactional dominance” He states that in markedly institutional
forms of ‘talk, such as courtroom cross-examinations, asymmetry in information
exchange is demonstrated by a distribution of turn-taking sequences in which
“[q]uestions are formulated in order to constrain and influence what the witness
can or cannot say in reply” (Sarangi 1998, p. 384). Thus, an important discursive
feature of institutional talk (text) is control and the delimitation of boundaries,
while in professional talk (text) it is professional rigour and conduct, that is, sys-
tematic, meticulous and scrupulous adherence to principles and practices laid out
within a body of knowledge such as biomedical science (Candlin 2001; Garcés
2005). For example, the primary concern in the doctor-patient consultation is to
ask questions “in a procedural manner to seek information from patients in order
to arrive at a diagnosis” (Sarangi 1998, p. 384). While an element of control also
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exists, underscoring the hybrid nature of medical discourse, it is not of foremost
concern, unlike the courtroom cross-examination experience.

Along with control, it can be seen that the crafting and maintenance of proce-
dural rules and systemic boundaries distinguishes the institutional voice from the
professional. Sarangi and Roberts (1999, p. 14) note that

The notion of a profession stems from the idea of a vocation in which professed
knowledge is used ... An institution, by contrast, does not have the same roots
in people as active agents. Rather it is an orderly arrangement of things which
involves regulations, efficient systems and very different kinds of knowledge from
that of the professional ... It seems then that professionals, although most of
them are institutional representatives as well, are endowed with a sense of agency
based on knowledge and freedom ... By contrast, institutional representatives
in a bureaucratic organisation tend to underline objectivity and rule/procedure
orientation of systems. [original emphasis]

Professionals, while frequently located in institutions and, on occasions, called
upon to represent the institution, just as often, like consumers, have to negoti-
ate institutional practices and boundaries. Institutional discourse, ostensibly, may
appear to “share conventions” with professional discourse, for example, the prac-
tice of classification and categorisation, however, while knowledge-based rigour
underpins the latter “[i]t is the combination of accounting practices and ab-
stract rules which produce the shift from professional to institutional discourse”
(Sarangi & Roberts 1999, p. 17).

In sum, this study sees language use in institutional text affirming and medi-
ating institutional control and authority, and the rules and boundaries that sus-
tain the control and authority. In the medical realm, this obliges (and subordi-
nates) consumers (patients) to abide by medically-instituted agenda in order to
obtain sought-after benefits (health care). Discursive imbalances and restrictions
in the structuring of information presented in institutionally derived texts, such
as those which inform consumers about illness and access to health care, will re-
alise the power differentials and procedural boundaries that ultimately maintain
the hegemonic position of the medical institution, here public health bodies. This
phenomenon is explored in relation to the literature under study in the ensuing
chapters of this volume.

The client-centred voice

A growing reconsideration by many of the dominant biomedical explanatory
model of health and illness and the institutional practice of medicine has led to
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the steady encroachment, in recent decades, of alternative conceptions and repre-
sentations of health, illness and the practice of health care that place greater em-
phasis on life experience and consumer empowerment. This movement reflects “a
recognition of the poor quality of the evidence for many medical interventions,
and of the existence of alternative, competing and contested views that may draw
on lay ideas” (Dixon-Woods 2001, p. 1424). Alongside the aforementioned pro-
fessional and institutional voices of medicine, this discursive orientation toward
consumer interests and lay understandings, the ‘client-centred’ voice, has emerged
as a consideration in contemporary medical communication.

Strictly speaking, the client-centred voice constitutes a ‘counter-discourse’ in
that it mediates an alternative response to more established understandings of
health, illness and the practice of health care. As mentioned earlier in this chapter,
one distinguishing facet of this counter-discourse is its prioritising of life experi-
ence through “an increased emphasis on the patient’s social context and experi-
ences rather than solely relying on signs, symptoms, and demonstrable patholo-
gies” (Dixon-Woods 2001, p. 1418). This responds to the emphasis traditionally
found in medical communication on a narrow concern for “bodies” rather than
“human beings and their perception of their real-world” (Selander et al. 1997,
p. 188). The prioritising of the lifeworld over biomedicine is particularly cogent
when considering mental illness, given that in the social realm the distinction
between behaviour and psychopathology is often blurred (see Chapter 2, this vol-
ume); and that despite considerable pharmacotherapeutic advances in the treat-
ment of mental illness in recent years the promise of universal, straightforward
clinical recovery to date remains elusive.

There are sound communicative reasons for accentuating the voice of the
lifeworld in medical communication. Bhui and Bhugra (2002, p. 6) note that
acknowledging “patients’ rich view of the world and of their illness within that
world” through their expression of “social rituals, symbols in communication,
forms of knowledge and illness narratives” leads to “a better understanding of
their illness, including its meaning to them and their expected recovery process”
Similarly, Selander et al. (1997, p. 188) have found in relation to dietary health
educational literature that:

If we really want to reach individuals, the information must be brought in line
with individual knowledge, interest and ways of organizing knowledge. The op-
portunity for individual practice and experience should be provided ... If a pa-
tient receives information he/she regards as irrelevant for his/her needs or incon-
sistent with information from other sources, he/she is likely to refute the message
due to lack of coherence, and the voice of medicine loses credibility. This means
that information material should be directed from ‘the voice of medicine’ to ‘the
voice of the life-world’
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The lifeworld voice, therefore, is seen to achieve a higher degree of resonance with
the health consumer by bringing the intended message closer to the consumer’s
frame of day-to-day experience. Dixon-Woods (2001) claims that the greater
communicative efficacy that results from this legitimisation of the lifeworld expe-
rience leads to improved therapeutic compliance by the health consumer, provid-
ing benefit to consumer and health professional alike.

In addition to foregrounding life experience, client-centred discourse em-
powers the health consumer. Indeed, foregrounding life experience itself, for
example, through the use of personal narrative, to some extent empowers the
health consumer by contesting the intrinsic “social distance between patient and
physician” and by allowing the health consumer “to assert a self ... suppressed in
the institutional discourse” (Ainsworth-Vaughn 2003, p. 460). This restores “the
“personhood” of patients, who have been banished from a discursive stage on
which organ systems essentially play out their dramas” (Fleischman 2003, p. 479).
More distinctly, consumer empowerment promotes active choice, advocacy and
involvement in therapeutic decision-making (Coulter, Entwistle & Gilbert 1998).
Here, the health consumer is privileged as being capable, resourceful and ade-
quately equipped to make rational choices and decisions, thus rejecting the pre-
vailing professional perception of “patients as passive, there to be manipulated,
and amenable to the objectives of the biomedical model were they not so incom-
petent” (Dixon-Woods 2001, p. 1425). In sum, empowerment privileges patient
“autonomy” over professional “paternalism” (MacDonald 1998, p. 102).

Harper (1995, 1996) has examined the resonance of the client-centred voice
in the mental health care setting. In one study he explores its operation in the con-
text of auditory hallucinations that accompany psychosis, proposing alternative
readings of the phenomena that challenge dominant biomedical explanations:

For those seen as mad in the West the dominant narratives of madness revolve
around psychiatry and the ‘psy complex. Many users of mental health services
find the subject positions and identities provided for them in such discourses
to be disempowering ... ‘[H]earing voices’ ... need not imply pathology (many
spiritualists, for example, derive great meaning from such experiences) ...
[E]xplanations need to include alternative perspectives from traditional psycho-
logical or psychiatric ones. Such an approach is useful in that users are given
more of a choice in how to understand their experiences.

(Harper 1995, pp. 352, 354)

Harper believes that due consideration of lifeworld explanations and commit-
ment to choice are necessary conditions for a proper and empowering response
to auditory hallucinations. In a subsequent paper, Harper (1996, p. 431) likewise
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reconsiders psychotic paranoia, noting that the paranoid experience can more
usefully be seen as part of

a whole tradition of ‘suspicious interpretation’ ... where meaning is derived from
an inherent distrust of what is apparent and an urge to see what is the ‘deeper’
meaning. Suspicion is ubiquitous in everyday life. Although commonly denied,
it helps us to understand the actions of others by speculating on intentions or
motives. Such suspicious accounts are common in forms of gossip ... A broader
viewpoint sees a conspiratorial or paranoid discourse as one used not only by
supposedly pathological individuals but by all members of society.

Harper (1996, p. 432) goes on to argue the “meaningfulness” of psychotic delu-
sions, given that

the content of ‘delusional’ beliefs make sense when viewed from a stance in-
formed by the believer’s biography ... [and] that abnormal beliefs may have pow-
erful functions for individuals, including: the maintenance of self-esteem([;] ...
the conferring of special status; provision of comfort; provision of guidance; and
removal of responsibility for negatively judged behaviour. Indeed, even a superfi-
cial look at the content of so-called ‘paranoid’ subjects in psychological research
demonstrates the cultural embeddedness of these beliefs.

Harper (1996, p. 436) ultimately concludes that “there exists a wide variety of valid
explanations — medical and other - for such experiences” His work on mental
illness usefully brings to light the essential characteristics of a consumer focussed
or client-centred discourse as it relates to mental illness and mental health care,
namely: emphasis on the lifeworld experience with normalisation of difference
and sanctioning of social and cultural interpretations of the clinical manifestations
of mental illness; facilitating empowerment, self determination of subjectivity and
resistance to psychiatric objectification; and the active provision of choice with
open acknowledgment of multiple, diverse, co-existing explanatory models of
mental illness. Such a definition is employed in the analysis of Chinese-language
psychoeducational literature undertaken in the ensuing chapters of this volume.

A discourse analysis of Chinese-language psychoeducational literature

The chapter has laid out the discourse analytic concepts and broad approach ad-
opted by this study. Discourse is viewed as ways of representing the world that are
both realised in and constituted by texts. Texts are viewed as tracts of language in
use. In mediating and constituting discourses, texts ultimately intersect with so-
cial phenomena. This study explores how the discursive form of Chinese-language
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psychoeducational literature sourced from across the global Chinese diaspora in-
tersects with prevailing professional and cultural conceptions of mental illness.

The chapter has shown that the discursive character of medical communi-
cation is plural and hybrid, mirroring the discursive experience for most social
phenomena. Here, discursive hybridity manifests in the differential resonance of
discursive ‘voices’ deemed salient to the act of health communication, namely, the
professional, institutional and client-centred. The professional voice mediates ex-
pert knowledge and specialised practice; the institutional voice mediates control
and the setting of rules and boundaries; and the client-centred voice mediates life
experience (Mishler’s voice of the lifeworld) and active empowerment. The ensu-
ing chapters will explicate the extent to which and the manner in which these dis-
cursive voices differentially resonate and blend within the public health literature
under study. Jorgensen and Phillips (2002, p. 151) state that in “multivocal” texts
such as those under study, the essential questions requiring answers are:

1. What characterises the different voices of the text?
2. When does each voice speak?
3. What meanings do the different voices contribute to producing?

The discourse analysis undertaken in this study will address all three questions by,
firstly, elucidating what linguistic features actually mediate a particular discursive
voice; secondly, explicating how discursive voices differentially resonate within a
text both proportionally and hierarchically; and, thirdly, evaluating what under-
lying conceptual understandings of mental illness and normative communica-
tive practices are represented by the blend of discursive voices realised in a text
and how they potentially intersect with prevailing cultural explanatory models of
mental illness. These questions underpin Chapters 4 and 5 of this volume.






CHAPTER 4

A discourse analysis of Chinese-language
psychoeducational literature

Drawing on a notion of discourse and its hybrid realisation in texts dealing
with health-related themes, as discussed in the previous chapter, this chapter
explicates the discursive form of Chinese language psychoeducational literature
sourced from three settings: mainland China, Taiwan and Australia. The extent
to which and the manner by which professional, institutional and client-centred
discourses are constituted in the texts under study are specifically evaluated. At-
tendant differences in discursive form presenting across the diasporic sites under
study are also explicated. From an academic perspective it is interesting to ex-
amine how messages are communicated across different cultural (and diasporic)
sites of action and contemplate the reasons for any existing differences. More
practically, such analysis allows for judgements to be made as to the appropriate-
ness of the form of a message communicated to a community, be it in indigenous
or migrant contexts.

As discussed in the previous chapter, discourse analysis is a disparate field of-
fering a wide choice of theoretical and methodological approaches to draw on for
an analytic undertaking. Such diversity can be seen as fundamentally problematic
to researchers from more conventional disciplines in that the soundness of study
findings and their comparability with other studies are brought into question.
However, work by leading discourse scholars such as Mann and Thompson (1992)
and van Dijk (1997), in particular, have shown that once a theoretical approach
has been clearly explained and soundly justified in relation to the task at hand,
as conducted in the previous chapter, the range of methodological frameworks
offered by the various disciplines that comprise the field of discourse analysis
does not necessarily lead to conflicting interpretations of texts. On the contrary,
the inherent diversity allows for a richness of textual analysis brought about by
the opportunity to draw on a most appropriate framework or elements of dif-
fering frameworks in order to explicate the discursive features of interest to the
researcher (Tannen 1990).

In the following section the discourse analytic framework employed in this
study is presented. In so doing, its particular value to the analytic task at hand
is clarified, namely explication of the discursive form of the psychoeducational
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literature under study in order to allow comparative analysis of site specific dis-
cursive features.

Rhetorical Structure Theory

Rhetorical Structure Theory (RST) views texts as comprised of networks of func-
tional (rhetorical) relations that provide for textual coherence, at both local and
global levels, and, at the same time, manifest the functional composition and
discursive intent of a text. In this approach, developed by researchers William
C. Mann and Sandra A. Thompson in the 1980s, rhetorical relations are seen to
define both the relationships existing between a text’s most basic structural units
(clause or sentence) as well as those existing between larger text segments (groups
of clauses or sentences). RST methodology, therefore, allows for the comprehen-
sive description of the rhetorical form of a text at all levels of a text’s organisa-
tional structure, “rather than selective commentary” (Mann & Thompson 1988,
p. 243). As such, it is able to transcend alternative content-based approaches to
discourse analysis that largely confine themselves to quantitative subject-matter-
based determinations of text form and function without adequate consideration
of organisational hierarchy.

The RST framework is a proven analytical tool of broad application, having
been tested on a wide range of text genre, topics and length (Mann & Matthiessen
1991; Sanders, Spooren & Noordman 1992; Taboada & Mann 2006). In earlier
work, the author successfully applied the framework in explicating differences in
the discursive form of mainland Chinese and Australian news text (see Ramsay
1997, 2000, 2001a, 2001b). The current genre under study, community psycho-
educational literature, likewise lends itself to RST analysis.

The starting point of an RST analysis is segmenting the text under study into
constituent units. These units can be determined by the analyst based on conve-
nience and relevance to the task at hand, but generally comprise “clauses, except
that clausal subjects and complements and restrictive relative clauses are consid-
ered as parts of their host clause units rather than as separate units” (Mann &
Thompson 1988, p. 248). In practice, this means that the vast majority of RST
units constitute adverbial clauses and sentences; ultimately, consistency in analyst
judgement is what is most required. Once the constituent units have been delin-
eated (the numbers of RST units comprising texts in this study range from the
mid-20s up to the high 400s, most being in the 100-200 range), the analyst needs
to determine what form of rhetorical relation exists between units and groups of
units (spans) comprising the text. It is important to note that determinations as
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to what relations exist between constituent units or spans are based on judgments
of intended functions and meanings, regardless of “whether or not they are gram-
matically or lexically signalled”, for example, by adverbial conjunctions or dis-
course markers such as ‘therefore] ‘although, ‘however’ or ‘in order to' (Mann &
Thompson 1988, p. 244). This is a fundamental principle of RST, as an approach
focussed on function rather than morphology, whereby:

a text is understood to cohere in the ways that it does largely by virtue of its
relational structure rather than by virtue of overt markers signalling relations
among its parts. In other words, connectives are better thought of as guiding the
interpretation of a text than as necessary [or specific] signals of relations.
(Mann, Matthiessen & Thompson 1992, p. 64)

By explicating intended functions and meanings, in linguistic terms the frame-
work is “pre-realizational, since it makes statements about how such meanings and
intentions are structured and combined, but not about how they are realised” (Mann
& Matthiessen 1991, p. 233) [original emphasis].

While theoretically the set of relations that are deemed to exist between con-
stituent text units or spans is potentially unlimited, in practice the number em-
ployed to analyse a corpus of texts is usually small: twenty-three were employed
in this study (see Figure 4.1).

Rhetorical Abbrev.  Edited examples translated from psychoeducational texts
relation
antithesis ant Because schizophrenia can make people behave oddly and make

them hear or see things that no one else can, some people think
they are “possessed” by bad spirits. This isn't true of course. «ant«
These are just symptoms of the illness which can usually be con-
trolled by medication just like any other disease.

background bgd This is why it’s so important for all of us to know the facts about dis-
eases like schizophrenia so we can be more understanding towards
people with the illness. »bgd» Because schizophrenia can make
people behave oddly and make them hear or see things that no one
else can, some people think they are “possessed” by bad spirits.

circumstance  cir Just when she needs their help and understanding most, «cir« they
say she’s crazy and they avoid spending time with her.

concession cen Although the problem affects between one to three percent of peo-
ple of all ages, «ccn« it often begins in the teens and early 20s and
is partly caused by an imbalance of chemicals in the brain.

conclusion ccl But it’s hard for Kate’s teenage friends to understand this. Just when
she needs their help and understanding most, they say shes crazy
and they avoid spending time with her. This means that Kate has
to cope with, not just a frightening and bewildering illness, but
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condition

contrast

elaboration

enablement

evaluation

evidence

joint

justification

list

cdn

cnt

elb

enb

evl

evd

jt

jus

Ist

also the loss of her friends. »ccl» This is why it’s so important for
all of us to know the facts about diseases like schizophrenia.
Knowing more about schizophrenia also makes it easier for fam-
ilies to recognise the symptoms »cdn» if a relative develops the
disease.
With normal adolescence, things like moodiness and depression
only last for a few days at a time, «cnt» while with schizophrenia,
the moods go on and on.
Kate is one of many thousands of young people in Australia with
a serious mental illness called schizophrenia. »elb» It often begins
in the teens and early 20s and is partly caused by an imbalance of
chemicals in the brain.
Anyone who is concerned that a family member may have signs
of schizophrenia should contact their doctor, the Mental Health
Team at their Local Community Health Centre, or:
Transcultural Mental Health Centre »enb»
Cumberland Hospital
5 Fleet Street
North Parramatta NSW 2151
Tel: 840 3800 or 1800 648 911 for callers outside Sydney.
Some people think they are “possessed” by bad spirits. »evl» This
isn’t true of course.
These are just symptoms of the illness which can usually be con-
trolled by medication just like any other disease. »evd» In Kate’s
case for example, her doctors hope that medication will soon im-
prove her condition.
One reason is that she often feels very frightened because she
hears voices telling her she will be captured and locked in a cage.
«jt» Another reason is that her behaviour makes many of her teen-
age friends feel uncomfortable.
People that claim that marriage can lead to an improvement in the
mental state of a person with schizophrenia are utterly mistaken.
»jus» There is absolutely no scientific basis to this claim.
Conditions for referral: »lst»
o illness stabilised, stable mental state and not posing a threat
to others
o suitable for open ward residency
o possessing aptitude for work, motivation and capability to
be trained
«  able to take care of personal hygiene
o capable of undertaking vocational training and
employment preparation
«  no infectious diseases
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means

motivation

purpose

reason

restatement

result

sequence

solution

summary

mns

mot

pur

rea

rtt

res

seq

sol

sum

Drama therapy is an adjunct therapy »mns» whereby therapists
observe children’s plays in order to gain insight into and treat
problems.

This is why it’s so important for all of us to know the facts about
diseases like schizophrenia. »mot» Knowing more about schizo-
phrenia makes it easier for families to recognise the symptoms if a
relative develops the disease.

Drama therapy is an adjunct therapy whereby therapists observe
children’s plays »pur» in order to gain insight into and treat prob-
lems.

One reason is that she often feels very frightened »rea» because she
hears voices telling her she will be captured and locked in a cage.
WHAT IS DEPRESSION? »rtt» What is depression? You first need
to distinguish between feeling sad and suffering from depression.
It often begins in the teens and early 20s and is partly caused by an
imbalance of chemicals in the brain. »res» Doctors think that this
imbalance causes people with schizophrenia to hear and see things
which aren’t really there, and to have very disordered thoughts.
Yonnie was rushed to hospital having suffered a cerebral embo-
lism. »seq» Surgeons conducted an emergency operation. »seq»
After the operation she remained paralysed down the left side of
her body.

These are just symptoms of the illness. »sol» They can usually be
controlled by medication.

. »sum» In short, when a person’s mental illness reaches the
chronic stage, their family on the one hand will need to offer even
more care, patience, understanding and assistance, and on the
other hand will need to cooperate with health services, and make
appointments for clinics and attending rehabilitation sessions.

Figure 4.1 List of rhetorical relations employed in the study, with examples

In RST, the determination of what relations exist between text units or spans is
based on reference to a set of relation definitions. These definitions clarify what
constitutes a relation in question, that is, they provide the criteria by which an
analyst can confidently and plausibly make a judgment as to what relation is in
play in a certain instance (Taboada & Mann 2006). Systematic reference to rela-
tion definitions ensures analytic consistency and reliability, enabling validity to
be achieved in a process that potentially remains open to criticism of subjective
variation, given that relational judgments pertain to functional intent and are not

primarily based on lexical or grammatical markers. Subjectivity is inherent to ap-
proaches like RST, as noted by Mann, Matthiessen and Thompson (1992, p. 52):
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To account for communication as one of the principal functions of language,
a linguistic theory must be functional, in the sense that it must provide repre-
sentations and draw conclusions about what the functions of particular uses of
language are. If a linguistic theory of text structure is to be functional, judgments
about the functions of texts and text parts must be made in the process of creat-
ing and testing the theory. In practice, such judgments are necessarily subjective,
since they are made only by human beings who communicate, on the basis of
what they know about their culture, their society, and their language ... We use
this approach in RST because it is an effective way to develop functional descrip-
tions of text, as a step toward ultimately coming to understand communication.

Two complete relation definitions are provided in Figure 4.2, illustrating how po-
tentially similar relations, those of ‘purpose’ and ‘motivation, can be distinguished

Drama therapy is an adjunct therapy whereby therapists observe children’s plays [N] »pur» in
order to gain insight into and treat problems [S].

Relation name: PURPOSE

constraints on N [Nucleus]: presents an activity

constraints on S [Satellite]: presents a situation that is unrealised

constraints on the N + S combination: S presents a situation to be realised through the
activity in N

the effect: R [Reader] recognises that the activity in N is
initiated in order to realise S

locus of the effect: Nand S

This is why it’s so important for all of us to know the facts about diseases like schizophrenia [N].
»mot» Knowing more about schizophrenia makes it easier for families to recognise the symptoms
if a relative develops the disease[S].

Relation name: MOTIVATION

constraints on N: presents an action in which R is the actor,
unrealised with respect to the context of N

constraints on S: none

constraints on the N + S combination: comprehending S increases R’s desire to perform
action presented in N

the effect: R’s desire to perform action presented in N is
increased

locus of the effect: N

(Based on Mann & Thompson 1988, pp. 274-76)

Figure 4.2 Relation definitions for the relations of ‘purpose’ and ‘motivation’
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analytically. For convenience, Figure 4.3 subsequently summarises only the ‘effect’
component of each relation definition.? The effect component, the most impor-
tant of a definition, constitutes “a statement of some condition that is routinely
achieved through the use of the relation” and, as such, “serves as a constraint
against an inappropriate use of relations” (Mann & Thompson 1988, p. 258).

Rhetorical ‘Effect’ component of relation definition
relation!
antithesis Rs positive regard for N increases on comprehension of S and the

incompatibility existing between the situations presented in N and S

background R’s ability to comprehend N increases on comprehension of the contextual
information presented in S

circumstance R recognises that the situation presented in S sets the framework, usually
temporal or spatial, for interpreting N

concession R’s positive regard for N increases on comprehension of S and the ultimate
compatibility existing between the situations presented in N and S despite an
acknowledged potential or apparent incompatibility

conclusion R recognises that the situation presented in S can be logically inferred from
information already presented

condition R recognises that realisation of the situation presented in N is contingent on
realisation of the hypothetical, future or otherwise unrealised situation
presented in S

contrast R recognises the comparability and the difference(s) yielded by the balanced
comparison being made between the situations presented in two N or, on
occasion, in N and S

elaboration R recognises the situation presented in S as providing additional details
about the situation or some element of the subject matter presented in N or
inferentially accessible in N

enablement R’s comprehending S increases R’s potential ability to perform the action
presented in N

evaluation R recognises that the situation presented in S assesses the situation presented
in N and recognises the value it assigns

evidence R’s comprehending S as credible increases R’s belief of N

joint Equates to a rhetorical conjunction

justification R comprehending S increases R’s readiness to accept the writer’s right to
present N

list R recognises that the items presented in multiple N are serial parts of a larger

overarching structure

1. See Figure 4.1 for examples.

2. For complete relation definitions for the RST relations employed in this study, please refer
to Mann & Thompson (1988), Mann, Matthiessen & Thompson (1992) and Fox (1987).
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means R recognises that the situation in N occurred or is likely to occur by way of
circumstances presented in S

motivation R’s comprehending S increases Rs desire to perform the action presented in
N

purpose R recognises that the activity in N is initiated with the intention of realising
the situation presented in S

reason R recognises S as a cause of N

restatement R recognises S as a restatement of N where S and N are of comparable bulk

result R recognises S as a consequence of N

sequence R recognises the relationship of temporal succession existing between two
or more N

solution R recognises the situation presented in N as an answer or solution to the
question or problem presented in S

summary R recognises S as a shorter restatement of N where N comprises more than
one unit

Based on definitions provided in Mann & Thompson (1988),
Mann, Matthiessen & Thompson (1992) and Fox (1987).

Figure 4.3 ‘Effect’ components of relation definitions utilised in the study

The RST analyst utilises the effect components of relation definitions in order
to make the most plausible judgment as to the intended functional relation. As
Mann, Matthiessen and Thompson (1992, p. 51) state:

judgments about the writer or readers must be plausibility judgments rather than
judgments of certainty. That is, every judgment of the completed analysis is of
the form, It is plausible to the analyst that ... In the case of the Effect field, for
example, the analyst is judging whether it is plausible that the writer desires the
specified effect on the reader. [original emphasis]

While it is granted that more than one relational effect seemingly may explain an
occurrence in question, the analyst ultimately makes a determination based on
what can most conceivably account for the writer’s intention (Fries 1994).

Note that RST methodology recognises that some units or spans play a more
central functional role in a text (nuclear) than others (satellite) (Taboada & Mann
2006). Relational asymmetry as an intrinsic element of text is substantiated by
the research of the developers of RST, Mann and Thompson (1988, p. 266), as
follows:

1. Often, one member of the [nucleus-satellite] pair is incomprehensibly inde-
pendent of the other, a non-sequitur, but not vice versa. Without the nuclear
claim, the evidence satellite is a non-sequitur, as is the background satellite
without the nuclear span it illuminates.
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2. Often, one member of the [nucleus-satellite] pair is more suitable for substi-
tution than the other. An Evidence satellite can be replaced by entirely differ-
ent evidence without much change to the apparent function of the text as a
whole; replacement of a claim is much more drastic.

3. Often, one member of the [nucleus-satellite] pair is more essential to the writ-
er’s purpose than the other.

Mann and Thompson (1988, p. 271) conclude that, especially in relation to text
whose primary communicative intent is persuasion, such as that under study, the
nucleus-satellite distinction represents “an expressive resource that directs the
reader to respond to the text in a particular and locally structured way. It seems
to strongly influence the overall response that the writer intended.” This nucleus-
satellite distinction, along with the fact that RST takes into account relations be-
tween texts units and spans that may not necessarily be sequentially proximal,
entail a hierarchy of governing relations within a text (Taboada & Mann 2006).
This distinguishing feature of the RST framework is of particular appeal to the
current study, as will become evident in the next section.

Sample analysis of psychoeducational texts

In this section, one of the psychoeducational texts from each regional corpus un-
der study will be analysed in accordance with the above framework. This will
serve as illustration of the analytic process for all the texts under study, given that
length considerations do not permit analysis of the entire corpus to be presented
in this volume. The sample text analysed from the Australian (AUS) corpus is
‘Text 6. The text comprises the content of a psychoeducational leaflet produced
by the New South Wales (NSW) Department of Health’s Multicultural Health
Communication Service. The service provides public health literature in languag-
es other than English to serve the local community. The sample text analysed
from the People’s Republic of China (PRC) corpus is “Text 3G’ The text is one of
many compiled in the edited psychoeducational monograph #1573 FE 52 S 42
(Selected Readings On Recovery From Mental Illness). The compiled texts had
originally been published in a monthly psychoeducational newsletter & il 5¢ 5 ¢
(Mental Illness Recovery News) put out by the b5 K 2% K5 il L AE#EFT T (Men-
tal Health Research Institute of Beijing University). The sample text analysed
from the Taiwanese (TW) corpus is an extract of “Text 6. Given the length of the
text only an extract can be presented here. TW Text 6 comprises the content of a
psychoeducational brochure produced by the 4 7% N # [CH:4 ¥ (John Tung
Foundation), a public health charitable trust based in Taipei.
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Identification details of the three sample texts are provided in Figure 4.4.

AUS Text 6 PRC Text 3G TW Text 6

Title MO ZUERUEH N R 25782 (My experience of & Hi B #2101 [7] B5 K
(Schizophrenia and taking medication). In (Walk out of depression
young people) I RUEIRT)E R and into clear skies)

(Selected Readings On Recovery
From Mental Illness)

Author/Editor ~ NSW Health Wk 5t AL % (Yao Guizhong WL N GE G G ar
Chief Editor) (John Tung Foundation)
Publication date 1996 2000 €2000

Figure 4.4 Identification details of sample texts

The initial steps in the RST analysis are demarcation of the constituent text
units, followed by assigning of rhetorical relations. For each of the three sample
texts these steps are represented in Figure 4.5, in both the original Chinese-lan-
guage text and a literal English-language translation provided for reader conve-
nience.?

(a) AUS Text 6:
R BURE B N 1 velby

LK Z WAL EEAA L, 2rrear (AR AAEZS B 22 FLAR Ao 3 wrean Forp— 1 J5
TR b 35 00T, 4 wrean PR 28 Qi S 8] — R 55 245 G b A 17 8 s AR RN BB AT HE S . 5 wresm AT HFIE A
WAR AN, 6 »resy —EUHE AT AT ATHE T o 7 «jt» [w/ 4] {08 S5 DR B R4 T 2 AR 22 473 (R A
TEREEA L : 8 wrear TINFIBIAGZ BT HEE, SARWER S, BHSEEE, 9 jo» FIRGIRHE
BLUBATER, 10 wrean K] Wb @y — 55 IR 2 75— (56 . 11 »elb» [of 2-11]

RN Z TR R RS M [ A RGP 4> 240E" (Schizophrenia)] 4 A H—1iH. 12
velby [13+14] HEARTEFTATHLIIANT, AHAZ =R AN Z “MAZIEMERE 2, 13 «cen«
T8RRI AR DR A ERE B A . 14 wreay 20 TR IR HIES T I IO AR E AN ST BT
15 »res» 5 A=A A2 2% 1 R AN 1A 25 S0 AEORE o 43 R0 (1) N HIE B AN 29 A7 BLIEAA/E R A, i B A
0 AR 65 8L, 16 «ent

EE SR DA AR SRR IS — Bl e 17 vevdy [18+19] IF 5 M5 il AU AM )L BRI ik, 18
«eire ARAMTATRS A2 AR R0 T, i ELARAMIE S B 7L . 19 wresy JAJE, THSEAMAZIEANS AN
TARRUAN ST I, Mg R E R KM . 20 »ecls [fr. 17-20]

3. The AUS Text 6 text’s translation draws on, but is not identical to, the English-language
version developed by the NSW Multicultural Health Communication Service. For demonstrative
purposes, the English translation presented in this study is more literal to the Chinese version,
which differs to a certain extent from the Multicultural Communication English version. This is
not surprising given that, although the latter most likely would have been used as a template for
the Chinese version, various negotiations would have been made in its redrafting into Chinese,
taking into account linguistic and, hopefully, cultural differences. The PRC and TW texts were
translated by the author with the assistance of Bai Ding.
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RIE, A BTAT N AR 2 TR 10 43 SLRE S50 ) EAH, 21 »moty LU B AP 3 B G2 AL 1N
BRI, 22 »bgd» [23+24]  HHAREI4X 2L n] LAE M AT 238 4320 58, 00 HAE AR R 2 805
FIHAb N A TR BCE BN HIE, 23 «rea« L8N LLAMMHE A B FHHE". 24 »evly FARIEAR
H.[P. 25 «ant« [23-25] 5 e U SRR A5, 26 wsoly A i 1] DL ZEW) Ac 2], — 27 wenty 1
AR — k. 28 vevdy BT, TESRMEAATATELEY € A ASEEIFER . 29 »mot» [for 21]

T8 PRSP 5 ORE IR R I H e A K AR 2 SR SRR (0% . 30 »res» [31+32] WIALIEPIA
ISR, 31 «cdn« FLEE S 4453 5. 32 vevly [of 30-32] iE 22 TN, 33 »rea» [34+35] [A]
PR R R, 34 «edne I AR BETE A RSOWSERF IR, 35 sress Al Uil B9 AE TS FIAS T 2
A B K P RETEAR L =i 36 »elby [of 30-36]

ER O RUETE AR IR AR, 37 «cire TEEEMISEL . (TERDSCE. 0. HEAE TR, B
FN S S AT W B i R A DR NI TE R 1T 2o 38 «cene [37+38] WL IEH ITEEW, 39
«edne 5 &H KB ANMES S NS R FHEIIOR ;. 40 «ent» (B ORI 20 ZLRE 0 R S F R BT 1 4. 41
«jty [w/ 39-41] 1ELE RS H 2 800 6 /D AF B AAS[R] 1 55— B2 Al AP A7 IRp it 1] L K AR
KA A 1 A CIAL S ARG - 42 «ent» [43+44] 11K ZPUDERI R B G [ CIER N, 43
«een« {HIE A E HIE H AT A . 44 »sol» [to 37-44]

AT AN A R0 H SR AT BEAT RS ZLEMIEDE, 45 «edne BERZBLR A2 L B 4 [ R
1.0y (Community Health Centre) [FURE#H g FEER . BOBIERSCALRS g B0y (Transcultural Mental
Health Centre) i4¥, 46 »enb» Hitil: Cumberland Hospital, 5 Fleet Street, North Parramatta, NSW 2151,
iz (02) 9840 3800, 715 AR LA 1T LLFT 1800 648 911. 47 »mot» [for 45-47] 5% L]
DLEL Bl A AP BRLERABA™ 0 B RS RORS PP O 2 35 N TR 4% . 48 «jt» [w/ 46] K5 #1170 Z49E €7 (Schizophrenia
Fellowship) 1 1] DL 2k 1 70 ZLE R AR H KA FRAE ORI IS 8% . 49 wenby Hifi: (02) 9879 2600 50

Schizophrenia and Young People 1 »elb»

Kate is unlike most 17 year-olds. 2 »rea» She spends very little of her leisure time seeing friends. 3 »rea»
One reason is that she often feels very frightened, 4 »rea» because she hears voices telling her she will be
captured and locked in a cage. 5 »res» Sometimes this makes her feel very anxious, 6 »res» causing her not
to want to go out anywhere. 7 «jt» [w/ 4] Another reason is that her behaviour makes many of her teenage
friends feel uncomfortable: 8 »rea» Sometimes she seems to be talking to herself, or she laughs at things
which aren’t funny. 9 «jt» Sometimes her conversation is difficult to follow, 10 »rea» because she jumps
from one topic to another. 11 »elb» [of 2-11]

Kate is one of many thousands of young people in Australia with a serious mental illness called schizophrenia.
12 »elb» [13+14] Although the problem affects between one to three percent of people of all ages, 13 «ccn«
it often begins in the teens and early 20s. 14 »rea» It is partly caused by an imbalance of chemicals in the
brain. 15 »res» Doctors think that this imbalance causes people with schizophrenia to hear and see things
which aren’t really there, and to have very disordered thoughts. 16 «cnt«

But it’s hard for Kate’s teenage friends to understand this. 17 »evd» [18+19] Just when she needs their help
and understanding most, 18 «cir« they say she’s crazy, and they avoid spending time with her. 19 »res»
This means that Kate has to cope with not just a frightening and bewildering illness, but also the loss of her
friends. 20 »ccl» [fr. 17-20]

Thus, all of us need to know the facts about diseases like schizophrenia, 21 »mot» so we can be more
understanding towards people with the illness. 22 »bgd» [23+24] Because schizophrenia can make people
behave oddly, and make them hear or see things that no one else can, 23 «rea« some people think they are
“possessed” by bad spirits. 24 »evl» This isn’t true of course. 25 «ant« [23-25] These are just symptoms of
the illness. 26 »sol» They can usually be controlled by medication - 27 »cnt» just like any other disease. 28
»evd» In Kate’s case, for example, her doctors hope that medication will soon improve her condition. 29
»mot» [for 21]
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Knowing more about schizophrenia also makes it easier for families to recognise the symptoms of this
disease. 30 »res» [31+32] If a relative develops the disease, 31 «cdn« then it’ll be easier to detect. 32 »evl»
[of 30-32] This is important, 33 »rea» [34+35] because if it’s detected early, 34 «cdn« sufferers can receive
more effective treatment, 35 »res» giving them a better chance of leading a normal life and staying out of
hospital. 36 »elb» [of 30-36]

When schizophrenia begins in adolescence, 37 «cir« the warning signs such as changing moods, personality
changes, depression, difficulty concentrating and withdrawing from the family are sometimes assumed to
be just normal teenager behaviour. 38 «ccn« [37+38] If it were regular adolescence, 39 «cdn« things like
moodiness and depression would only last for a few days at a time; 40 «cnt» but in the case of people with
schizophrenia the moods go on and on. 41 «jt» [w/ 39-41] Another point of difference in the case of
teenagers who are developing schizophrenia is that they sometimes will withdraw from their family and
friends as well as from their social life - 42 «cnt» [43+44] but while most teenagers may withdraw from
their families sometimes, 43 «ccn« they usually do not withdraw from their friends. 44 »sol» [to 37-44]

If anyone is concerned that a family member may have signs of schizophrenia, 45 «cdn« they should
contact their doctor, the mental health team at their local Community Health Centre, or the Transcultural
Mental Health Centre, 46 »enb» Address: Cumberland Hospital, 5 Fleet Street, North Parramatta, NSW
2151, Tel: (02) 9840 3800. Callers outside Sydney can phone 1800 648 911. 47 »mot» [for 45-47] The centre
can help put people in touch with mental health professionals who speak their language. 48 «jt» [w/ 46] The
Schizophrenia Fellowship can also provide information and support to people with schizophrenia and their
families. 49 »enb» Telephone: (02) 9879 2600. 50

(b) PRC Text 3G:
I HZ R 2 1 velby

PAE19934F ORI /- 2LIEN, 2 welbr [3+4] IR A E K ARER B O, 95 A EEMAREE
JRSHER A CA G, 3 «jty LG BETFRRSALEN 0T F O, AL B Sk Al Srvb S S i 1
o 4 »seq» X, FRIZEEAER IR 14576 )58, 5 »seq» [6-8] AT H, 6 «ir« Z]5H0
FREFIEIH R T o 7 «cenc [6+7] HAERAI O R WERA ZHIIMIBAIIRAETE . 8 »seqr [9+10] 548
AR T 0 =, 9 «cir FRIW SRR SIAFRIIE H AR Z KINIX 5 T o 10 »seq» [11+12]

[MIERESZ I TAFE, 11 «rea« T 19944E8 H 1524, 12 »seqy MR Z K], Wtk T, AERA
I ZEAZ . 13 »seqr BERAIUG, 5 LARFRINHIAT ), 14 »seqy [15+16] 1 T B, 15
«cir« XWKE T IEH . 16 »seq»

19964, FEERTATMAL 17 »seqy XTI E RIS A/ . 18 »seqy [19-21] FAL LT
M2y, 19 wea« EFHSIL, 20 »resy T199TFEY S L) T o 21 nseqy [22+23] 1525 [E it /5
R M HECIRRETE, 22 vevds AMEAF L), 171 HICASE, MEMIL, BEE. 23 »seqr [24+25] 15
W SARRFIE ST, [24] rress BALRIRAAERIBR TR, 25 »seqr [26+27) M TIEHA
H. 26 «cire SORARWE, i HHZABRIER T, 27 »seqy [28+29] J5 X ve /5t i
2y, 28 «cir« KE T IEH . 29 »seq»

JUERPER A5 »lsty

(1) RG> 2L LR RN 24, 30 »ants NRENZIZ T/ . 31

2) HZHER AR, 32 wea« I TS HAMZY 33 «cir« SAEREL 25, 34 »mot» [for
33+34] FREVH SR, 35 «cir« B LR BB RIFHIZY, 36 «rea« HEEUT]
T, 37 sresr SEHMBASIARZ, LK IERINER], 38 velbr [39+40] A{HEKIY
KR, 39 wents I T HABEDIR. 40 »seqr [41+42] JRORZEEAETE, (RS
THERFIE 2258, 41 amns« REPKE T 1IEH . 42

(3) WM, BHIHAL, 43 rant AREWIA A, BTRM. 44
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My Experience of Taking Medication 1 »elb»

I developed schizophrenia in 1993. 2 »elb» [3+4] At the time I always felt that people around me were
following me, that the number plates on the cars running on the road had something to do with me. 3 «jt»
It seemed that the words and actions of other people were always aimed at me, that the scenes on television
were maliciously talking about me. 4 »seq» At the time every day I took 14 tablets of Perphenazine
according to doctors” advice. 5 »seq» [6-8] After I had taken this medication for nearly a month, 6 «cir«
the hallucinations and paranoia disappeared, 7 «ccn« [6+7] but the anxiety, restlessness and feeling of
loneliness that accompanied the illness still remained. 8 »seq» [9+10] After having taken Perphenazine
continuously for three months, 9 «cir« my body recovered to a level not so different to normal people. 10
»seq» [11+12]

Since tiredness affected my work, 11 «rea« I stopped taking medication in August 1994. 12 »seq» Not
long thereafter my illness recurred with symptoms much as before. 13 »seq» After finding this out my
mother made me take Perphenazine straight away. 14 »seq» [15+16] After a period of time, 15 «cir« I again
returned to normal. 16 »seq»

In 1996 I met a boyfriend. 17 »seq» He was keen to get married and have children. 18 »seq» [19-21]
Because I was taking medication 19 «rea« I was afraid of giving birth to a disabled child 20 »res» and in the
beginning of 1997 I again stopped taking medication. 21 »seq» [22+23] After that the illness reappeared
once again and worse than before. 22 »evd» Not only did I have hallucinations but I also wanted to die, to
lie on the railway line or jump from an apartment building. 23 »seq» [24+25] Again my mum took me to
hospital to get diagnosed and treated, [24] »res» the doctors asking me to take Risperidone and Prozac.
25 »seq» [26+27] After taking them for nearly two months 26 «cir« the results were not obvious and my
periods became irregular. 27 »seq» [28+29] Then I changed to medications such as Perphenazine and
Xanax 28 «cir« and I returned to normal. 29 »seq»

Over the years I have personally realized that: »Ist»

(1) People with schizophrenia must persist in taking medication over the longer term; 30 »ant» one cannot
stop taking medication at will. 31

(2) Medication will be different for different people. 32 «rea« When you find medication that suits you 33
«cir« do not change it rashly. 34 »mot» [for 33+34] In my second relapse, 35 «cir« having seen on television
that Risperidone was the best medication, 36 «rea« I switched to using Risperidone. 37 »res» The result
was that I developed side effects like restlessness and irregular periods. 38 »elb» [39+40] Not only did the
original symptoms not abate, 39 »cnt» but on the contrary other symptoms emerged. 40 »seq» [41+42]
Later on, through adjustments by the doctor and taking Perphenazine and Xanax, 41 «mns« I quickly
returned to normal. 42

(3) Only change medication on doctors’ advice and do it gradually. 43 »ant» Do not change at will, eager
for immediate results. 44

(c) TW Text 6 (extract):
AR EK 1 relby

PRI A IE TR TG S RVE B2 2 2 wsoly [3+4] WIALUREEDL [ Cul B I8 1R AR 401 v R i A
PLE, B SRS RS b B I AR 5 T R B2 T L 3 «edne BB AR IR BL
BN E o o o o o o 4relbr...

wlsty B ELREZE M1 146 »elby A-35_F1K)/N T 147 »elb»
HMNIREE /N, WARESRLA A R 148 velby
MRS BN JEMhAS F CIITERT . 149 »elbs FEINAA L (B S, A KRS

SERPTLL A IR L 150 velby [151+152] OIS T H O [ B HINGRTT . FAEES , A1
B IERZTT LA QB ] L 151 »resy FOE B TR SR F QAL . 152

i
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»elb» [of 148] [153+154] A Al A & 5835 L MTERE . 153 «reac & H AR FIHIET . 154 »seq»
[155-157] TENRFSAB N B IR |, 155 «cire IR HETE S XOREF | 156 «rea« LA A AT B IR )
157 »seq» [158+159] Wikl . 7EUbAY 45 AN DLEEI [FIIRF L 158 «cire AEEDL A CUIK B B8 @ A
€y PRt WL MR S BRI —— . 159 »seq» [160+161]

A SIS M ACS A E RIS . BE A RIFERAEE -, i — S SR FAE IR . 160
«rea« ST EPESER [ COSE . 161 wseqr WA [NHBWAZES THEACIKE 1 | 162 »seqr
[163+164] £ —[li IR IR A% . 163 «cir« F EFIHMRISKB). 164 »seqr [165+166] KIfH
IR MEVRAE 2 B AR B 45 L 165 wrear [M 2035 Ri 0l FIFE L 166 »seq» [167-169] ENlifE LN 167
«cen« OGS [REGEIVELF |, RETAE 1 | 168 rresr AMELRALPEiAHE  TTE
R TR REROC R YOO B8 ) 169 »seqr ERENELC M AEFL IE BAR KK
T 170 vevds  FFEZFAREF WA CMEAIER - [ R TEARENLE 0 R EEIERGEH
T2 ] 171 vevd» [of 170] WBHAA I BLR |, BEARIIIHE IR S . 172 »seq»

T 1 NIBJE S 15 28 173 velbr

2 FERIE T, 174 «cire ME—FREREGE BE. BN RBUG SRS T TH A= 95 1 Bh -
175 welb» [176-183] »lst» AAH S NINCIL, WHER BEEESEIRPIVGE) 5 176 BIRE A FEVORL T #wk BEnz
EH B 5 177 S23 BAb A 2> S0 R 5 178 BRIGE A CRISESK | 179 »mns» [180+181] 1K
FHRR 180 «cir« TR A OIS —BOCH AHEERR 5 181 IR AT MM 4 5 182 I B H
O I A - TR EEIE] o 183 »seqr

WhER - THRRM R EEEEAEN 1 ] 184 velby [185-193] LA #EH [ Cb— W AKZHE )7 |
185 »ant» ANFEHEFTIE | ANEHREZ A A K UF 5, 186 »res» RILZE Hy Bl A\ #1958, 187 «ent» HILE
AT EERE S H RS W ELAN | 188 »res» [189+190] A T K . 189 «cir« k7
EWCA 5 190 «enty BUIEA T & A OAS LS L 191 wresy SEPEAE BRI 45 AL B0 1] BE X2 0
RTS8 IR BRC R ST S UL TE L 192 wres» S ERRIH AR . 193 »seq»

BIAE M A ST M B RS BN H L & T A IR B0 JE IR 22 R 194 wresy REARAM AT
PAAS 25 02 FLSZ BN 1) . 195 »elb» [of 194+195] 53— J70 . W& & T dnfaf 4948 T4 b i
77 AENTE oy 2 B0 b ) NS TGS 0 (O Z 17 . 196 »seqy [197+198] /N AT HUZ 4t A
B, 197 «ante H CABRETT L LLRTHREE HL 709 F A5 . 198

»lsty 254612 199 welby» 75452514 200 »elby ...
Walk out of Depression and into Clear Skies 1 »elb»

Have you often been feeling down or depressed lately? 2 »sol» [3+4] If you find that you or your family and
friends around you have been continuously feeling down for more than two weeks, have lost interest in all
kinds of activities, hobbies or making friends and are lacking in drive and willpower, 3 «cdn« you need to
pay attention to these early warning signs of depression ...... 4 »elb» ...

»Ist» Case 1 of Depression 146 »elb» Clown in Life 147 »elb»
The Clown Who Brings Joy to Other People Should Not Forget to Laugh Heartily for Oneself 148 »elb»

“Clown in life” is the nickname she gave herself. 149 »elb» Her key duty, she thought, was to help others, to
listen attentively to their heartfelt voices and bring joy to everyone. 150 »elb» [151+152] She quietly told
herself “T am the object of other people’s grievances and trust. When there is a problem I ought to be able to
deal with it myself” 151 »res» Thus, she became accustomed to internalising her sadness. 152

»elb» [of 148] [153+154] Because of her perfectionist temperament 153 «rea« she often set herself high
expectations. 154 »seq» [155-157] While serving other people, 155 «cir« because of her impatient and
exacting personality, 156 «rea« she placed even greater pressure on herself. 157 »seq» [158+159] Gradually,
at the same time as bringing joy to other people, 158 «cir« she found her own health deteriorating more
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and more, with symptoms like diarrhoea, vomiting, insomnia and intention tremors appearing one after
another. 159 »seq» [160+161]

Because a friend of hers had once experienced depression and knowing a bit about the early signs of
depression from reading newspapers and magazines, 160 «rea« she immediately became aware of her
abnormality. 161 »seq» She said “the clown should not forget to laugh heartily for oneself!” 162 »seq»
[163+164] Following a period of time of feeling unwell, 163 «cir« she immediately sought psychiatric help.
164 »seq» [165+166] At the very beginning she was unable to tolerate the medication she was prescribed,
165 »rea» because the medication would make her drowsy. 166 »seq» [167-169] Even though ill, 167
«cen« in her heart she still thought “I want to quickly be cured. I want to work” 168 »res» Not only did
she demand to be treated in hospital but even more loudly said to the doctor “if you ever make me dizzy
like this again I will kill myself!” 169 »seq» Depression caused her tremendous physiological suffering. 170
»evd» She could no longer achieve many things as she ideally wished to: “Why can’t I get better faster? Why
must I live like this?” 171 »evd» [of 170] Extreme episodes of binge eating or loss of appetite also began to
emerge. 172 »seq»

Lively People Can Still Get Depression 173 »elb»

With many things not turning out as planned, 174 «cir« the only things she continued to do were seeing the
doctor, following his or her advice and starting to seek out various life outlets: 175 »elb» [176-183] »lst»
continuing to take part in leisure activities such as mountain climbing, singing and dancing; 176 reading
books and materials to find out the purpose of seeing the doctor and taking medication; 177 learning
to share heartfelt feelings with others; 178 reducing demands on herself 179 »mns» [180+181] by, when
feeling anxious, 180 «cir« reminding herself to slow down a bit and think what does it have to do with; 181
expressing repressed feelings at the right moment; 182 and, most importantly, being bravely candid and
honest to friends around her: “I have depression.” 183 »seq»

She said “lively people can still get depression!” 184 »elb» [185-193] Previously she would rather bear
pressure alone, by herself. 185 »ant» She was not willing to be disturbed and not willing to accept other
people’s kindness. 186 »res» Consequently it was easy for conflict with people to arise. 187 «cnt» Now she
thinks to take the initiative and make other people aware of her own circumstances and ideas. 188 »res»
[189+190] When other people understand, 189 «cir« they can fit in with her; 190 «cnt» not understanding
each other can often give rise to deep-rooted problems and misunderstandings. 191 »res» The outcome of
avicious circle will more likely lead to the ill person being unable to gain acknowledgment and support and
instead being more dispirited, 192 »res» affecting recovery from the illness. 193 »seq»

Nowadays, she continues to fulfil her duty to be the clown in life, giving fellow sufferers empathy and
comfort at the right moment. 194 »res» This allows them to be able to obtain the most direct and immediate
assistance. 195 »elb» [of 194+195] On the other hand she has learnt how to ease the pressure of work and
knows how to communicate with people who care for her and how to make self-compromise. 196 »seq»
[197+198] The clown no longer merely brings laughter to others; 197 «ant« she also lives more happily and
brimming with more self-confidence than before. 198

»lst» Case 2 199 »elb» Youthful Dream Shattered 200 »elb» ...

Figure 4.5 Demarcation of RST units comprising the sample texts and assignment of
RST relations

The next analytic step entails constructing the RST diagram for the text in order
to reveal its governing hierarchy of rhetorical relations. The schematic conven-
tions employed by the author in earlier studies (Ramsay 1997, 2000, 2001a) are
employed here due to their clarity in illustration of rhetorical hierarchy. These
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draw heavily on Fox’s (1987) RST conventions. Figure 4.6 provides an example of
a ‘purpose’ relational schema under this convention.

Drama therapy is an adjunct therapy whereby therapists observe children’s plays 1 »pur» in order
to gain insight into and treat problems. 2

name of relational PUR rhetorical relation
schema |
|
nuclear unit (or [1| ] pur 2) satellite unit (or
> [1]------ -
span) span)

Figure 4.6. RST ‘purpose’ relational schema

Not surprisingly, the name of a schema typically matches the relation it depicts.
The exception in this convention is the ‘Issue’ (ISS) schema, which encompasses
the relations of elaboration, background and evidence. This is because elabora-
tion, background or evidence satellites can concurrently originate from the one
nuclear claim, known as the ‘issue¢’ Such a situation does not eventuate with other
relations’ schematic representations.

Hierarchy emerges as a consequence of the nucleus or satellite of a relational
schema being realised through spans rather than units. The hierarchy in rhe-
torical structure constitutes a “basic assumption underlying rhetorical structure
analysis ... that texts are not merely strings of clauses but are instead groups of
hierarchically organized clauses which bear various informational and interac-
tional relations to each other” (Fox 1987, p. 78). At the uppermost “macro level
of organization” a single rhetorical relation governs the entire text (Stuart-Smith
2007, p. 42). For example, the text as a whole may constitute the answer to a prob-
lem posed in the title or narrate a story based on the title’s theme. At the lower-
most “local level of organization” one finds individual clause-to-clause relations,
as illustrated in Figure 4.6 (Stuart-Smith 2007, p. 42). Since rhetorical structure
analysis “describes how parts of a text combine through relations to make larger
parts, which in turn combine to make up a whole text”, one finds between the
uppermost macro level of rhetorical governance and the lowermost local level of
clause-to-clause relations “rhetorical ‘chunking’ of different text span sizes within
a large text” (Stuart-Smith 2007, pp. 41-42). Each of these chunks (large spans) is
governed by an overarching relation. Thus, as one progresses from the uppermost
macro level of a text, down through the large spans comprising a text and ulti-
mately down to the lowermost local level of clause-to-clause relations, a rhetorical
hierarchy emerges.
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In the sample texts’ RST diagrams (Figure 4.7) this hierarchy of rhetorical
governance is illustrated. The highest or ‘primary’ level of rhetorical governance
of the text is signified by the overarching relation between the body of the text
and the text title. Relations governing the largest spans (chunks) that make up
the RST diagram of the body of a text constitute the ‘secondary’ level of rhetorical

(a) AUS Text 6:
1S5 Primary level of
| .
| e1b < rhetorical governance
[1]-=- {155}
|
| elb
T, (158) Secondary level of
I | rhetorical governance
| rea | elb 80
[RER] -=-==nonns (aT) [12] ---(RER) *
| rea S rea
[21---1{3) [RES] [REA] [CCH] ===~~~ (RES) CNT
|
es ea res cnt |
[RES) ~====-=-=-- [REA]  [8]---{JT) [14] (13) [15]----(18) ccL)
| | |
| res rea | | cel
[61---(7) (5)---[4] [9] [REA] I88) === =m=mmmmm e 158]
| |
rea | | evd |
11} ---[10] (RES) ----[17]
—»  sow |
| sel | | res
[I88] ----- (ANT) | [CIR]) ---(20)
| | ant bgd | |
evd | (26]----- (EVL) = ==---- (MOT] | eir
(29) [cNT] | | [19]1---(18)
| | mot | mot
ent | (22) ---[21] --~- (1SS}
(28) [27] evl |
(25) --- [REA] |
|
rea S0L
sol
[EVL] --- (CCN) - -- [CDN]
cd
evl [3T] ---(45)
--------- [RES] —
| |
res | [MOT] [ENB]
(CDN) === [30] | |
| mot |
res | cdn | [ENB] --- (48} |
{36) --—[CDN] (31)---[32]
| enb
cdn | (48] ---(47) |
{34) ---[35] |
enb |
{50) ---[49]
3 ccn
Tmlevel')f (CIR) ----[JT]
rhetorical governance |
cir
37) ----[38]
[CNT] [CNT]
==
[CON] [41] |
| —
cdn |
39)---[40] [42] CCN]
|
|
{43) [44]
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(b) PRC Text 3G:

Iss

‘ eip <

[1] --- [SEQ]

elb | seq
[2]---(JT) [5]1---I[SEQ]

[3+4]
seq
[SEQ]) ---[CCN]
ccn
seq [8] ----(CIR)
[SEQ] --- [CIR] | eir
cir [7]==—mli)
[10)----(9)
| seq
[REA] --- [SEQ]
rea | | seg
(11) --=-[12] [13] ---[SEQ]
| sea
[14]---[SEQ]
seq
[CIR]---[SEQ]
cir | | seq
(15} ---[16] [17]---[SEQ]
seq
[18]---[SEQ]
|
|
seq |
[SEQ] --~--~~ [RES]
seq | res
[SEQ] ---[1I88] [REA] ---{21)
seq | evd
[SEQ] --- [RES] [22]---1(23) rea
res [20]---(19)
seqg | [24] ---(25)
[SEQ] --- [CIR]
seq | cir
[LST] --- [CIR] [26] ---(27)
Ccirxr
[ANT] - [29] ---(28)

ant
(31} ---[30] - [MOT)
mot
[ANT]-| [REA)-------- (SEQ)
ant | ‘ | seq
(44) ---[43] rea [RES) -==-=====c=m== [MNS]
[CIR]---(32) | mns
res (42) ----(41)
cir [CIR]} ==mmwr (155}
[34]---1(33)
cir elb
[REA] ---(35) [38]---(CNT)
rea |
(36)---1[37] cnt

|
(40)---[39]
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(c) TW Text 6 (extract)
188
elb <
[1] ---[188]
elb
[80L] -~ |----1lsue
BO.
(2) --- [COM] elb
—e==lans
cdn
(3)----(4] elb <
-=-= (LET) <
--[1858]
elb
[188]--| [146]--- (185}
e
(188} ---[199]
elb :
[200] ---t.0s
[188] ======m=msemsmemsmmmmoascsm s smmmsm e mmmmsnaan
l elb elb
[173] ---(SEQ) [148] -~ ----{143)
elb | elb
{8EQ) ---- | --=- (150}
seg | elb
[SEQ] --- [REA] ---~-{RES)
| res
| [154]---(153) [151]---{152}
[seq] ---=-----[CIR]
seq ] eir
[8EQ] ---- [CIR] [REA] --- (155)
cir
[159] === (158) rea
[157] --- (156)
[REA]----m-em [SEQ)
| | seq
rea [162] --- [sEQ]
[161]1---(160) seq
[CIR] --- [SEQ]
eir seq
{163} --- [164] [REA] - -- [SEQ]
rea
{166] === [165]
seq
(188] --- [RES]
avd 8
{171} === | == (1701  [CCW]--- [16%)
evd cen
(172)---- [168]---(167)
seq
(b R (sEQ)
| seq
elb (2= R e e £-3-1+)
[CIR) --- (LST}
cir | elb
1174} === [175] -=[176-178] [184]---(CNT)
[MNS] -- | -- [182-183] et CNT
mns [RES]  [RES] i
(CIR} - -~ [179] res res | |
(187} -~ - [ANT] [188] -=- (CIR] [RES]
ocir
[181] - -- (180}

res
ant cir [RES] - -- (193}
(186} --- [185] (188) ---[190]

resa
[181)---(192)

[ANT] e e mem e {1ss]

elb
(196) --- [RES]

res
1195) --- [194]
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Figure 4.7. RST diagrams of sample texts
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governance. These spans are comprised of a number of smaller spans, each gov-
erned by a relation (‘tertiary’ level of rhetorical governance). These higher levels
of governance are of interest here, as they contribute to the dominant rhetorical
form of a text, so levels of governance beyond the tertiary are not considered in
this study.

Looking at the RST diagram for AUS Text 6 one finds at the primary level of
rhetorical governance the elaboration relation (realised as an Issue schema). Thus,
the body of the text (clause units 2-50) rhetorically constitutes an elaboration of
the title, as opposed to, for example, the answer to a question posed in the title
(Solution schema). At the secondary level of governance one finds a prominent
Contrast schema governing two main spans covering clause units 2-16 and 17-50.
Thus, within the main body of the text, the elicitation of comparison and differ-
ence can be considered as prominent in the rhetorical hierarchy. At the tertiary
level of governance, that is, the smaller branching spans comprising the latter of
the two main spans, Solution schema are most prominent. Thus, while solutions
to problems feature rhetorically in AUS Text 6, they do so at a relatively lower
level in the rhetorical hierarchy.

Looking at the RST diagram for PRC Text 3G one once again finds at the
primary level of rhetorical governance the elaboration relation (realised as an
Issue schema). Thus, the body of the text (clause units 2-44) rhetorically con-
stitutes an elaboration of the title. Following a long sequential chain, at the sec-
ondary level of governance one finds a prominent List schema governing clause
units 30-44. Most prominent in this list, at the tertiary level of governance, is a
Motivation schema.

Looking at the RST diagram for TW Text 6 (extract) one again finds at the
primary level of rhetorical governance the elaboration relation (realised as an Is-
sue schema). Thus, the body of the text rhetorically constitutes an elaboration of
the title. At the secondary level of governance one finds a prominent List schema
governing an elaborative chain. Prominent in this chain, at the tertiary level of
governance, is a Sequence schema.

The hierarchies of rhetorical governance of the three sample texts are illus-
trated in Figure 4.8.

Commenting on the hierarchy evident in RST diagrams, Abelen, Redeker and
Thompson (1993, p. 339) state that “The highest levels of the rhetorical structure
should most directly reflect the writer’s overall purpose, while relations on lower
levels can represent various subordinate goals”. The upper levels of the hierarchy,
therefore, embody the essential functions of a text, as presented to the reader.
In AUS Text 6 this constitutes the provision of detail through a comparison of
circumstances, culminating in the provision of solutions to deemed problems at
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(a) AUS Text 6:

ELB

L

SOL

SOL

(b) PRC Text 3G:

ELB

LST J
MOT J

(c) TW Text 6 (extract):

ELB

LST J
SEQ J

Figure 4.8 Hierarchy of rhetorical governance in sample texts

hand. In PRC Text 3G this constitutes the provision of detail, culminating in a list
of recommendations with at least one playing a decidedly motivational role. In
TW Text 6 (extract) this constitutes the provision of detail through the presenta-
tion of a series of narratives.

In addition to the representation of rhetorical hierarchy in a text, the RST dia-
gram also allows quantification of the component rhetorical relations. The ‘rela-
tive frequencies’ of the relations comprising the three sample texts are presented
in Figure 4.9.
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(a) AUS Text 6:
Rhetorical relation Number in RST Relative frequencies
diagram (rounded %)
ant 1 2
bgd 1 2
ccl 1 2
ccn 3 6.1
cdn 4 8.2
cir 2 4.1
cnt 4 8.2
elb 4 8.2
enb 2 4.1
evd 2 4.1
evl 2 4.1
jt 4 8.2
jus 0 0
Ist 0 0
mns 0 0
mot 3 6.1
pur 0 0
rea 8 16.3
res 6 12.2
rtt 0 0
seq 0 0
sol 2 4.1
sum 0 0
TOTAL 49 100
(b) PRC Text 3G:
Rhetorical relation Number in RST Relative frequencies
diagram (rounded %)
ant 2 4.8
bgd 0 0
ccl 0 0
ccn 1 2.4
cdn 0 0
cir 7 16.7
cnt 1 2.4
elb 3 7.1
enb 0 0
evd 1 2.4
evl 0 0
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jt 1 24
jus 0 0
Ist 1 2.4
mns 1 2.4
mot 1 2.4
pur 0 0
rea 4 9.5
res 3 7.1
rtt 0 0
seq 16 38.1
sol 0 0
sum 0 0
TOTAL 42 100
(c) TW Text 6 (extract):
Rhetorical relation Number in RST Relative frequencies
diagram (rounded %)
ant 2 3.1
bgd 0 0
ccl 0 0
ccn 1 1.5
cdn 1 1.5
cir 6 9.2
cnt 2 3.1
elb 14 21.5
enb 0 0
evd 2 3.1
evl 0 0
jt 0 0
jus 0 0
Ist 3 4.6
mns 1 1.5
mot 0 0
pur 0 0
rea 4 6.2
res 7 10.8
rtt 0 0
seq 21 32.3
sol 1 1.5
sum 0 0
TOTAL 65 100

Figure 4.9 Relative frequencies of sample texts’ constituent rhetorical relations
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Evaluation of text discursive form

Having a picture of a text’s rhetorical makeup in terms of the relative frequencies
of its functional relations and its hierarchy of rhetorical governance allows an an-
alyst, in turn, to make determinations as to the discursive form of the text. This is
because the rhetorical relations utilised in the RST framework suitably lend them-
selves to categorisations that reflect the discursive features of interest to a study.
Such categorisations are purpose driven; there exists no exclusive taxonomy for
the RST relations. Mann and Thompson, for example, have proposed a taxonomy
distinguishing “subject matter” and “presentational” relations, whereby the former
“serve mainly the purpose of information transfer” and the latter “aim at securing
the reader’s acceptance and collaboration” (Abelen, Redeker & Thompson 1993,
p- 333). Abelen, Redeker and Thompson (1993, p. 323) subsequently drew on the
classification of discourse functions proposed in systemic linguistics, broadening
Mann and Thompson’s taxonomy to incorporate “interpersonal, ideational, and
textual” relations. Here, the ideational and textual “discourse relations” are seen
to mediate “a greater concern with clarity” while the interpersonal mediate “open
persuasion” (Abelen, Redeker & Thompson 1993, p. 323). Kong (1998) and Ram-
say (2001b) provide other examples of RST relation taxonomies.

This study draws on the discursive ‘voices’ deemed salient to medical com-
munication, as described in Chapter 3 of this volume, namely professional, in-
stitutional and client-centred, in order to categorise the rhetorical relations ex-
plicated in the psychoeducational texts. The resulting taxonomy is presented in
Figure 4.10.

In this study, rhetorical relations signifying professional discourse encom-
pass those mediating scientific expertise and specialised practice, in particular

Professional Institutional Client-centred Non-discourse-specific
discourse discourse discourse
conclusion antithesis background joint
condition concession circumstance
evidence evaluation contrast
purpose justification elaboration
reason list enablement
result motivation means
restatement sequence
solution
summary

Figure 4.10 Taxonomy of rhetorical relations
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the essential tenets of biomedicine (see Chapter 3, this volume). The emphasis
here, therefore, is on the epistemological foundation to the practice of medicine,
namely the science of biomedicine, its protocols and the world view it entails, as
opposed to the utilitarian and pragmatic side to medical practice, such as main-
taining authority and gaining patient compliance, which more reflect the insti-
tutional character of medical practice. Thus, in this study, rhetorical relations
deemed to signify professional discourse (the professional voice of medicine)
are as follows:

Reason, where cause is attributed; and result, as cause-and-effect or consequence

(Noordman, Vonk & Simons 2000; Selander, et al. 1997).

H A IE LE LR JE AN & [ EIRERN, AP KPS 00 5 et 7 ZRORE R 1S T A 4 1 145 2 A
7. <Since these medications are not addictive, most people with schizophrenia can make a
fairly complete return to society.> (AUS Text 4)

A LIRS A 53R SRR AR, BN B %], <Sometimes  these
feelings become overpowering and persist for a long time, such that people find it difficult to
deal with or control.> (AUS Text 7)

Conclusion, where a position is logically deduced following a series of statements.

FERM, AT RS T A PR E B IR Bl S b it s sl SR FO PR R, A AT
RIS e . AR H UM 2 RS A . <In Australia, community services can help
you. You might need financial assistance or you might need temporary respite to give you the
chance to take a rest. You do not need to deal with all the caregiving on your own.>

(AUS Text 8)

Purpose, providing intention or rationale.

Ftti SRR e G, EE IAE. TAERRE, DSBS A i A2y, 1
HREAMEL, MIHAES RIS, <After their condition has stabilised, people with a mental illness
need to re-learn life and work skills in order to help them better adapt to society, strengthen
their self-confidence and return to life in society.> (PRC Text 1)

Condition, delimiting or qualifying through the unrealised or hypothetical.
QR R R R PRSI, SR 2V . <If one is aware of mental illness early on then it
is easier to treat.> (AUS Text 1)

Evidence, where a claim is substantiated.

AR CAN S T AR I, AN TEVERG R B A E R R 2 . A
DRGSR ), FERA S, <Mental illness is no longer a frightening and mysterious
disease. Many people with serious mental illness are able to return to society through taking
medication and seeking psychological rehabilitation in the community.> (PRC Text 4)

Rhetorical relations signifying institutional discourse encompass those where
authority is affirmed, those where consent is procured through coercive ‘should-
ness and those that realise structural features characteristic of text produced
by large organisations (see Chapter 3, this volume). The emphasis, therefore, is
on those aspects of medical practice that reflect its authoritative basis, its wish
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to see professionally-determined outcomes achieved and the organisational re-
quirement of structure, order and record-keeping. Thus, in this study, rhetori-
cal relations deemed to signify institutional discourse (the institutional voice of
medicine) are as follows:

Antithesis and Concession, where the correctness of a preferred viewpoint is affirmed to the
exclusion or subordination of an alternative. With Antithesis, an alternative perspective or
compromise is refuted or denied.

X, PIASFT (R S A . SR SO, TN LU AR A B F i AIT. <At these times,
you simply cannot gruffly criticise and find fault with the ill person, but should treat them
kindly in a tolerant way.> (PRC Text 2)

With Concession, while an alternative perspective may be proffered, giving the appearance of
conciliation or compromise, this alternative in the end is subordinated to a preferred position.
As such, Azar (1999, p. 106) states, “presentation of a counter-argument” in a concession relation
is “psychologically manipulative” in that “such a maneuver ... eliminates a possible unfavorable
intervention and also reinforces the credibility of the [preferred position], because the readers
are led to understand that the writer has already considered [alternative perspectives] ... and
rejected them.” Thus, the pre-eminence of the authoritative position is maintained.
XY RES B L8 NANEIRIER], EIXLERIE AT IMEIEA K. <These
medications might also lead to some unpleasant side effects, but there are ways to reduce these
side effects.> (PRC Text 4)

Justification, where an unqualified right to advance a position is asserted, usually relating to an
authoritative position or professional experience.

BN GEUE T N PR, A A I B B R (K, BT R AR
<That kind of way of thinking that says marriage can bring happiness to the ill person and
cause the disease to change for the better is extremely mistaken. It has no scientific basis.>
(PRC Text 2)

Evaluation, where authority is presumed to proffer positive or negative commentary that tends
to advance a preferred viewpoint. While Evaluation may be integral to the protocol of any
professional intercession or assessment, or may give the appearance of consumer engagement
or input, at the core of the evaluation relation is a presumed entitlement or privilege to make an
assessment. This presumption both stems from and maintains the authoritative position.

REH TR EFBEEE, ZANRIEM S EZZ N EE, <The person in recovery needs a

warm family environment. A family’s love and care are very important.> (PRC Text 5)

Motivation and Solution, where consent is procured through grades of coercion (‘shouldness’),
ranging from the covert to the overt. Motivation utilises incentive to draw one toward a
preferred position or practice (‘you should do this as you will get this reward’), while Solution
uncompromisingly provides the answer to a problem or question (‘this is what you should
do).

BATIBEEIRM NS SR B  AN S IE B . o o BETER LR R S0w S ST EeZ V6 5%,
AT RSP FEMR . <People with these symptoms should seek help from medical
personnel ... If sufferers receive treatment when they have just fallen ill or before their condition
intensifies then a more speedy recovery is possible.> (AUS Text 2)
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TR A B A T DA | B 8, a8 PR el T DL 48 AR B, <Imbalance
of chemicals in the brain can lead to depression. This problem may be controlled by anti-
depressive medication.> (AUS Text 5)

Restatement, frequently used as a persuasive strategy or to call attention to an issue, particularly
in political and marketing discourse.

FERATE » BERAE o JUCRE 28] B TE&IE] 1%, <What is
depression? What is depression? One first needs to know the difference between “depressed
mood” and “clinical depression”.> (TW Text 5)

List and Summary, which tend to feature structurally in texts produced by large organisations.
LA AR RE AR A ) B B REAH B

- BEEE HR

- MEHRANZ

- RSB EAML

- REFLBILE) S

<Any of the following symptoms could be related to depression:

feeling depressed and crying easily

— restless sleep

- change in appetite and body weight

- loss of interest in things and motivation> (AUS Text 3)

o BB RSN R BB R, T A R NS 2 B O TR,
Ty U5 T E R RRERC 1, 2 WP T2 6 i e 2 N184E . <... In short, the chronic course
of disease for the person with a mental illness requires, on the one hand, greater care, patience,
understanding and help from the family and, on the other hand, cooperation with health
agencies, regular outpatient treatment and participating in rehabilitation.> (TW Text 7)

Rhetorical relations signifying client-centredness encompass those mediating
consumer empowerment, active choice and the recounting of life experience (see
Chapter 3, this volume). In this study, rhetorical relations deemed to signify cli-
ent-centred discourse (the client-centred voice) are as follows:

Background, circumstance, elaboration and means, where context and detail are proffered.
T 1982 ARG I REAE, W% EIF e Ky, 245 HIRGERE . . o
FAEAE M 1, e MR, EARER . SR, sEHIREEER.
<In 19821 had the misfortune to develop schizophrenia. In spite of the illness I passed the university
entrance exam and completed my university studies. To date I have remained on a maintenance
dose of medication ...

I live in a closet. It is not like a regular closet: nobody can see it, touch it or accompany me
inside it.> (PRC Text 3)

FEBOR P AR, ASAE B 2 B W2 DR RBOG BT A AT T g
FR BT T UL A i Tk . <In the process of seeing the doctor many times, no matter how
expensive the cost or how much time was required for treatment, Grandad never gave up on
any means for making Grandma’s condition better.> (TW Text 6)

PIE 1991410 H iy — 2 R i B 1K, TR I BRI 22 B, 88 B AR A AL A
JEW]. <1 developed a mental illness in October 1991. At the time, I had only just graduated
from university and had set foot in my workplace for barely a week.> (PRC Text 3)
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BERA AR MZ TGS, WA CAE A LA, BRI ERER .
<Through soul-searching and many forms of counselling Mother came to understand that
even if there were some shortcomings she remained a capable mother.> (PRC Text 5)

Contrast, where choice, options and comparisons are volunteered.
AMEJFR IR 245, MR T HAbSER . <Not only did the original symptoms not
abate, but on the contrary other symptoms emerged.> (PRC Text 3)

Enablement, where the realisation of an action is made possible.

M S S A R R B M O B R e AR R IR RSO ML B L3 T
PRe] DABE I S R A » o« o MEESE EEEYIASE =1 . <The carers association can
get in touch with the local Chinese community workers, carers’ support group and specialist and
volunteer services on your behalf. You can phone them at any time ... The carers’ association’s
telephone number is listed on page three.> (AUS Text 8)

Sequence (narrative), where events are recounted in a temporally coherent sequence (story)
(He 1998). Gwyn (2002, p. 140) notes that “it is ... sequentiality which differentiates narrative
from other forms of conveying and apprehending information”

I PRI A FD, DAER AR . W R 2 Bl T AR ] A AR «
“EEANEGHEM. ” ML EAER HIT . <At the time I felt bewildered and could not help
but weep involuntarily. Mummy only gave me a very simple explanation: “Daddy is not up to
watching television” In my heart I was extremely upset.> (PRC Text 3)

The joint relation, equating to a rhetorical conjunction, is classified as non-dis-
course-specific in that it is not distinctive of any of the salient discourses in
question.

Applying Figure 4.10’s categorisations to the three sample texts, the texts’ rela-
tive discursive compositions, as calculated from the relative frequencies in Figure
4.9, are illustrated below (Figure 4.11).

In Figure 4.12, percentages adjusted for the discursive non-specificity of the
joint relation provide a measure of the ‘discursive content’ of the text (see Chap-
ter 3, this volume).

Thus, proportionally, the professional voice of medicine dominates the AUS
sample text and the client-centred voice dominates the PRC and TW sample texts
in virtually equal manner.

Figure 4.13 illustrates the discursive hierarchies of the three sample texts,
based on the hierarchy of rhetorical governance presented in Figure 4.8.

Combining the findings of Figures 4.12 and 4.13, AUS Text 6 presents as cli-
ent-centred in discursive form, yet a greater proportion of the text resonates the
professional voice of medicine. On the other hand, a greater proportion of PRC
Text 3G and the extract of TW Text 6 resonates the client-centred voice (spe-
cifically the ‘lifeworld voice’ of narrative), despite the prominence of institutional
features in their upper-level discursive hierarchies. The Australian sample text,
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(a) AUS Text 6:

027% 0 8% O 22%

O Institutional
B Professional

O Client-centred

O Non-discourse-specific

B 43%

(b) PRC Text 3G:

O02% 0O12%

O Institutional
B Professional

O Client-centred

O Non-discourse-specific|

067% B 19%

(c) TW Text 6 (extract):

0 67% O00% O11%

O Institutional
B Professional
O Client-centred

O Non-discourse-specifid]

W 22%

Figure 4.11 Relative discursive composition of sample texts

therefore, appears to discursively present to its reader as engaging and empower-
ing (client-centred) while its discursive core remains characteristically biomedical
in form (cf. the outward ‘conversationalisation” of institutional communication in
the West, noted in Chapter 3 of this volume). The PRC and Taiwanese sample
texts, on the other hand, are seemingly more visibly marked as institutional in
form yet their discursive cores draw heavily on the lifeworld.

In subsequent sections, the analytic findings for the three corpora of psycho-
educational texts under study (PRC, Taiwanese and Australian) are presented in
like manner.
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(a) AUS Text 6:
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O Client-centred
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(c) PRC Text 3G:

0 69% o 12% B 19%

O Institutional
B Professional

O Client-centred

(c) TW Text 6 (extract):

O11% B 22%

O Institutional
B Professional
O Client-centred

067%

Figure 4.12 Discursive content of sample texts (adjusted for joint relation)

Analytic findings for mainland Chinese psychoeducational literature

The corpus of mainland Chinese (PRC) psychoeducational texts analysed in this
study is drawn from a body of literature collected during a field trip to main-
land China during the months of December and January of 2002-2003. It was
obtained from hospitals and non-government mental health bodies in Beijing
(northern China) and Guangzhou (southern China). Literature was collected
from both regions in light of the geographical vastness of mainland China and
the potential differences that could emerge as a consequence of southern China’s
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(a) AUS Text 6:

(b) PRC Text 3G:

(c) TW Text 6 (extract):
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Figure 4.13 Discursive hierarchies of sample texts

distance from the seat of central government in Beijing and its proximity to the

former British colony of Hong Kong. Indeed, the southern literature was pro-
duced by the Likang Family Resource Centre in Guangzhou, a joint project of
the Richmond Fellowship of Hong Kong and the Guangzhou Federation for the
Disabled, which provides services to people with a mental illness and their carers
in the Guangzhou district. Authorship of the PRC literature was limited, with just
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three sources dominating: the China Disabled Persons’ Federation, the Likang
Family Resource Centre and the Mental Health Research Institute of Beijing Uni-
versity (Yao Guizhong).

The PRC psychoeducational texts were lengthy, limiting the number of texts
comprising the PRC corpus to five. The five texts were chosen on the following
bases:

1. Topic. By and large the PRC texts deal with mental illness generically, with
only one sourced text focusing on specific illness. Accordingly, four texts se-
lected for analysis deal with mental illness generically, with one text (Text 1)
dealing specifically with psychotic mental illness.

2. Form of publication. The PRC texts came in the form of tri-fold pamphlet,
booklet, newsletter and edited monograph. Each form was represented
amongst the five texts selected. In the case of the psychoeducational newslet-
ter and edited monograph (itself a compilation of newsletter texts), due to
excessive length, representative texts comprising these publications (mostly
personal and carer narratives about mental illness) were drawn and analysed
individually. The results of the analysis of the individual texts drawn from
each publication are combined as PRC Text(s) 3 and PRC Text(s) 5.

3. Place of publication. Reflecting the relative numbers of sourced texts, the
corpus contains three texts of northern origin (Beijing) and two of southern
origin (Guangzhou).

Details of the texts selected for study are listed in Figure 4.14.

The relative frequencies of rhetorical relations for each of these texts and
the average for all PRC texts analysed are presented in Figure 4.15. On aver-
age, elaboration (16.7%) followed by sequence (9.6%) relations constitute the
larger proportions of the analysed PRC psychoeducational literature. Individu-
ally, however, sequence relations dominate only Text(s) 3 (31.3%) and Text(s) 5
(14.7%), where narrative is extensively utilised. Sequence relations do not feature
strongly in the other PRC texts. Text 1, dealing with psychotic mental illness, has
well above average levels of antithesis relations (12.1%). Restatement, summary,
justification and enablement relations are minimal both on average and within
individual texts.

Figure 4.16 illustrates the proportional discursive content of each text as
well as the average for all PRC texts analysed. Client-centred discourse features
substantially in all the PRC psychoeducational texts, as the proportionally larg-
est or essentially equal largest discursive presence. Taken as an average, client-
centred discourse eclipses the professional and the institutional; nevertheless, it
does not constitute a majority (> 50%). It is interesting to note that despite their
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PRC text
average
%(rnd)
5] :
a9
15
55
47
7.6
3 3.5
E 12 16.7
1 0.6
n 19 7.9
11 33
5 32
0 0.1
2 3.3
3 2.7
9 41
7 26
5 35
n 16 9 8.1
0 | 0 0 0
n 1 6 96
14 11 47 49
n 0 0 0 0
66 | 202 467 438 100

Figure 4.15 Relative frequencies in PRC psychoeducational texts

high proportion of sequence (narrative) relations, PRC Texts 3 and 5 in the end
are not set apart from their counterparts discursively; in fact they represent the
polar extremes of client-centredness (56% & 35%, respectively). This is because
the narrative presence in Text 5 is offset by a substantial presence of professional
discourse (mediated in particular by the evidence relation), thus diminishing the
degree of client-centredness. Text 1 that addresses psychotic mental illness most
strongly resonates the professional voice of medicine (38%). These issues will be
taken up in Chapter 5.

Figure 4.17 compares the discursive composition of psychoeducational texts
sourced from northern and southern regions of the PRC. This comparison is un-
dertaken due to Guangzhou’s close proximity to Hong Kong, which remained
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Figure 4.16 Discursive content of PRC psychoeducational texts
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NORTHERN PRC TEXTS (1-3) SOUTHERN PRC TEXTS (4-5)
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Figure 4.17 Discursive content of PRC psychoeducational texts by region

under British colonial rule from the 1840s until its return to China in 1997. As a
consequence of the longstanding British presence, Western attitudes could pos-
sibly have gained a foothold in Hong Kong mental health circles. Given that the
Guangzhou psychoeducational texts under study are produced by a joint Hong
Kong and Guangzhou undertaking, the Likang Family Resource Centre, there is a
need to determine if any Western-derived Hong Kong influences distinguish the
southern PRC literature from its northern counterparts.

While texts from the two regions are equally professional in discursive con-
tent, the northern PRC psychoeducational texts are more client-centred and less
institutional than the southern texts. In order to further explore this regional dif-
ference, comparisons need to be made with findings obtained from the Taiwanese
and Australian corpora (see Chapter 5, this volume).

Figure 4.18 illustrates the discursive hierarchies of the PRC psychoeduca-
tional texts and the PRC text average. Typically, client-centredness is found at
the highest level of the discursive hierarchy, with institutional forms dominating
the penultimate levels. The PRC texts with a high narrative element (Texts 3 & 5),
however, are not dominated by institutional forms at any level, with client-cen-
tredness dominating the primary level and a scattering of discursive forms evident
in secondary and tertiary levels. Regionally, while client-centredness dominates
the highest level of the southern texts” hierarchies, in the northern texts client-
centred and institutional forms equally dominate. The potential significance of
these differences will be further discussed in Chapter 5.

In sum, analysis of the PRC psychoeducational texts has revealed a literature
that is appreciably client-centred. When regional differences are taken into ac-
count, a picture emerges whereby southern texts present as client-centred with
institutional features at penultimate levels of governance. They display propor-
tionally more institutional content than northern texts. The latter, in contrast,
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(a) Discursive hierarchies of PRC psychoeducational texts
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generally are more institutional in presentation but proportionally more client-
centred in discursive content.

Analytic findings for the Taiwanese psychoeducational literature

The corpus of Taiwanese (TW) psychoeducational literature analysed in this study
is drawn from a body of literature collected during a field trip to Taiwan during
March 2005. Like the PRC corpus, the literature was obtained from hospitals and
non-government mental health bodies, in this case, located in the Taipei district.
As a small island, regional differences were not considered of concern here. Au-
thorship of the TW literature was once again limited, with three sources domi-
nating: the Taipei City Psychiatric Center, the John Tung Foundation and the De-
partment of Health of the Executive Yuan of the Republic of China (Taiwan).

The TW psychoeducational texts were not as lengthy as their PRC counter-
parts, allowing slightly more individual texts (seven) to be analysed. The seven
texts were chosen on the following bases:

1. Topic. While once again focussing on mental illness generically, in the sourced
TW literature there were more publications dealing with specific illness (de-
pression more so than schizophrenia), as compared to the PRC literature.
There were also more publications examining caregiving and pharmacother-
apy in mental illness. Accordingly, texts were chosen for analysis to reflect this
spread of topics.

2. Form of publication. The TW texts came in the form of tri-fold pamphlet,
brochure and monograph. Each form was represented amongst the five texts
selected. In the case of the psychoeducational monograph, due to its length,
only the chapter dealing with schizophrenia was analysed. Schizophrenia was
preferentially chosen due to the lack of attention to the illness in any other
publication form.

Details of the texts selected for study are listed in Figure 4.19.

The relative frequencies of rhetorical relations for each of these texts and the
average for all TW texts analysed are presented in Figure 4.20. On average, elabo-
ration (26.6%) comprises the larger proportion of the analysed TW psychoeduca-
tional literature. While sequence relations are less evident compared to the PRC
result, TW Text 5 (9.9%) and Text 6 (18.8%) individually attain the PRC average.
Like their PRC counterparts, both feature narrative and, interestingly, both deal
solely with the issue of clinical depression. Text 1, dealing with treatment options,
has a well above average level of purpose relations (11.0%) and Text 3, dealing
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TEXT 1 TEXT 2 TEXT 3 TEXT 4
Title FERRPR D Ia B SRS g PR BRI SR L P
(Modes of treatment  (Getting to know 75 it Jfl il e i (Family members
for mental illness) mental illness) (Lifestyle suffering from
adjustments and mental illness)
care for people
with chronic
mental illness)
Author / GAbTT R Gk bt ALl EEERt  Channing Bete Co.,
publisher (Taipei City (Taipei City (Taipei City South Deerfield,
Psychiatric Center) Psychiatric Center) Psychiatric Center) MA., US.A.
Translated by
G S HERE b
(Taipei City
Psychiatric Center)
Year of 2001 c2000 1990 1986
publication
Place of Taipei, RoC (TW) Taipei, RoC Taipei, RoC Taipei, RoC
publication
Description Glossy tri-fold Glossy tri-fold Glossy tri-fold 12 page plain paper
pamphlet pamphlet pamphlet brochure
Topic Mental illness — Mental Illness — Mental Illness — Mental illness -
therapy general caregiving general
TEXT 5 TEXT 6 TEXT 7
Tite EE, AURERT  EMECWEEA IR BRI A

Author / publisher HAFVE N GRS €
(John Tung Foundation)

(Depression is not just
about thinking too much)

Year of publication 2001

Place of
publication

Description

Topic

Taipei, RoC

20 page colour brochure

Depression

(Walk out of depression
and into clear skies)

i

(How to help people with a
mental illness: getting to know

mental illness)

WAEE N REE T T

(John Tung Foundation) (Department of Health,
Executive Yuan, RoC)

c2000 c2000

Taipei, RoC Taipei, RoC

17 page colour brochure 50 page monograph

Depression

Mental illness — general &
schizophrenia

Figure 4.19 Identification details of TW psychoeducational texts
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with caring for people with a mental illness, has a well above average level of
enablement relations (5.6%). As with the PRC texts, restatement, summary and
justification relations are minimal both on average and within individual texts.
With the exception of Text 3 mentioned above, levels of enablement relations in
the TW texts are low.
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Figure 4.20 Relative frequencies in TW psychoeducational texts

Figure 4.21 illustrates the proportional discursive content of each text as well as
the average for all TW texts analysed. As with the PRC literature, client-centred
discourse features substantially in all the TW psychoeducational texts, as the pro-
portionally largest discursive presence. Taken as an average, client-centred dis-
course again eclipses the professional and the institutional, yet does not constitute
a majority (> 50%). Of particular interest here are the disease-specific texts: Texts
5 and 6 dealing with clinical depression, which both display a very high degree
of client-centredness (53% & 56%, respectively); in contrast to Text 7 which ad-
dresses schizophrenia, where the professional voice of medicine resonates at a
level well above that found in any other text (37%).

Most of the TW psychoeducational texts are analogous to their northern
PRC counterparts in that they are decidedly client-centred and less institutional
in composition. However, two texts (Texts 2 & 4) stand out, possessing notably
higher institutional values (32% & 37%, respectively), reminiscent of the southern
PRC texts. Interestingly, Text 4 originates from the United States. This issue will
be further explored in the Chapter 5.

Figure 4.22 illustrates the discursive hierarchies of the TW psychoeducational
texts and the TW text average. Like the PRC literature, typically, client-centred-
ness is found at the highest level of the discursive hierarchy, with the institutional
voice governing penultimate levels. A minority of texts have institutional forms
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at their primary levels reminiscent of the northern PRC texts — the text which ad-
dresses schizophrenia conspicuous in this regard - but no variation was found at
penultimate levels of the discursive hierarchy: all texts are exclusively institutional
in form regardless of topic or content type.

In sum, analysis of the TW psychoeducational texts has revealed a literature
that is similar in many respects to that sourced in the PRC, typically presenting as
client-centred, although institutional forms are evident. On average, the greater
proportion of the texts’ discursive content is client-centred, especially the case in
texts dealing with clinical depression. Where schizophrenia is addressed as an is-
sue, however, the professional voice of medicine resonates within an institutional
discursive presentation.

Analytic findings for the Australian Chinese-language
psychoeducational literature

The corpus of Australian (AUS) Chinese-language psychoeducational literature
analysed in this study constitutes a body of literature collected in Australia over
a period covering 2001-2004. Texts were obtained from the Queensland Trans-
cultural Mental Health Centre, a government-funded specialist mental health
service for people of non-English-speaking background living in Queensland,
Australia, as well as from the Multicultural Mental Health Australia (MMHA)
website (see http://www.mmha.org.au). MMHA is a national association that
“links a wide range of state and territory mental health specialists and services,
advocacy groups and tertiary institutions to promote the mental health and well
being of Australia’s diverse communities” (Multicultural Mental Health Austra-
lia 2004). Predictably, as a ‘minority’ language psychoeducational resource, the
number of Chinese-language texts available in Australia was more limited com-
pared to the numbers available in the PRC and Taiwan, and there was duplica-
tion of texts across the sites of collection. By and large the texts were also shorter
in length than their PRC and Taiwanese counterparts. As a consequence, after
excluding duplicate texts, the paramount body of texts collected constituted the
actual study corpus.

The topics of the eight Australian texts studied cover a similar range as the
PRC and Taiwanese corpora — mental illness generically, depression, schizophre-
nia and caregiving — but unlike the other corpora no single topic dominated. The
Australian texts came in the form of A4 infosheets, multi-page pamphlets and a
leaflet. Details of the texts are provided in Figure 4.23.

The relative frequencies of rhetorical relations for each of these texts and
the average for all AUS texts analysed are presented in Figure 4.24. On aver-
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age, evidence (10.5%) and elaboration (10.4%) comprise the larger proportions
of the analysed AUS psychoeducational literature. This stands in distinction to
the PRC and TW texts where elaboration alone comprises the larger propor-
tion (16.7% & 26.7%, respectively). Also distinctive to the AUS literature is the
very low representation of sequence relations (0.1%) on average compared to
the PRC and TW texts (9.6% & 5.5%, respectively) and the higher level of en-
ablement relations (5.6% compared to 0.6% & 1.6%, respectively). Contrast rela-
tions on average have a higher representation in the AUS texts than the PRC and
TW texts (7.4% compared to 3.5% & 2.2%, respectively), while antithesis rela-
tions are lower (1.7% compared to 4.0% & 4.5%, respectively). The significance
of this will be taken up in Chapter 5, simply to note here that antithesis and
contrast are ‘fraternal’ relations: contrast entailing a balanced, non-value-laden
comparison; antithesis, a positioned, value-laden comparison underpinned by
incompatibility.

Distinctive in relation to text topics in the AUS corpus is the higher than aver-
age level of enablement relations (10.6% & 19.0%, respectively) obtained in Text 1
and Text 8, both dealing with the issue of caring for people with a mental illness.
A higher than average level of enablement relations also occurs in the TW text
dealing with caregiving. Enablement makes possible the performing of an action
by the reader.

Like the PRC and TW corpora, restatement, summary and justification rela-
tions are minimally represented in the AUS psychoeducational literature, both on
average and within individual texts.
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Figure 4.25 illustrates the proportional discursive content of each text as well
as the average for all AUS texts analysed. In contrast to the other corpora, on aver-
age, professional discourse represents proportionally the largest discursive pres-
ence, eclipsing the client-centred and the institutional, although not constituting
a majority (> 50%). While four of the texts (Texts 1, 4, 6 & 7) individually follow
this discursive pattern, client-centredness is proportionally largest in three texts
(Texts 3, 5 & 8) and institutional discourse proportionally largest in the other
(Text 2). Two of the client-centred exceptions (Texts 3 & 5) comprise the AUS
texts addressing clinical depression. Well above average levels of client-centred-
ness are also characteristic of the TW texts dealing with depression. Nevertheless,
here client-centredness is not mediated by sequence relations (narrative).

The other disease-specific texts (Texts 4 & 6), dealing with schizophrenia,
have below average levels of client-centredness (30% & 29%, respectively), strong-
ly resonating the professional voice of medicine (45% & 47%, respectively). Well
above average levels of professional discourse are a feature of texts from the other
corpora which address schizophrenia and related psychoses.

AUS TEXT 1 AUS TEXT 2
00 29%
0 349
% B 30%
O 28%
| 38% O41%
O nstitutional B Professional O Client-centred I Il Institutional B Professional O Client-centred
AUS TEXT 3 AUS TEXT 4
0 43% 00 30%

O 25%

O 25%
B 32% B 45%
O Institutional B Professional O Client-centred I Il Institutional B Professional O Client-centred
AUS TEXT 5 AUS TEXT 6
0 43% 0 29%

O21%

B 36% B 47%

O Institutional B Professional O Client-centred I Il Institutional B Professional O Client-centred
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Figure 4.25 Discursive content of AUS psychoeducational texts

Figure 4.26 illustrates the discursive

hierarchies of the AUS psychoeduca-

tional texts and the AUS text average. In contrast to the other corpora, client-cen-

tredness no longer dominates the highest

level of the discursive hierarchy. Here,

institutional and professional discursive forms are now more highly evident, with

client-centredness ‘slipping back’ to the penultimate levels of discursive gover-

nance and beyond. In nearly all AUS texts, the institutional voice governs penul-

timate levels.
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Figure 4.26 Discursive hierarchies of AUS psychoeducational texts

Unlike the AUS texts dealing generically with mental illness or the issue of
caregiving, those dealing with specific illnesses (schizophrenia and clinical depres-
sion) are dominated by client-centredness or the professional voice of medicine
at their highest level of discursive governance. However, there is no consistency
within these topic groups at this level. As pointed out above, the penultimate lev-
els of these texts are predominantly institutional in character. Further exploration
of this relationship between topic and discursive form follows in Chapter 5.

In sum, analysis of the AUS Chinese-language psychoeducational texts has
revealed a literature that for the most part presents as institutionalised, with cli-
ent-centred forms present but less dominant than in PRC and TW literature. On
average, the greater proportion of the AUS texts’ discursive content resonates the
professional voice of medicine, in stark contrast to the other corpora. This is es-
pecially the case for texts dealing with schizophrenia.
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The discursive form of Chinese-language psychoeducational literature

The chapter has explicated the discursive form of the texts under study using the
RST analytic framework. RST has proved to be an effective tool for this, allow-
ing explication of discursive content and hierarchy. The chapter has identified a
number of similarities and differences within and across the PRC, TW and AUS
corpora. In terms of Fairclough’s model of discourse analysis presented in the
previous chapter, the interpositioning of text and discursive practice has been ex-
amined so far. In so doing, the first two questions pertaining to discourse analysis
of ‘multivocal’ text, as raised in Chapter 3, have been addressed, namely, Ques-
tion One: What characterises the different voices of the text? (see in particular
Figure 4.10); and Question Two: When does each voice speak? (see in particular
Figures 4.16, 4.17, 4.18, 4.21, 4.22, 4.25 & 4.26).

In the next chapter, comparisons across psychoeducational corpora will be
undertaken and the potential communicative efficacy of the literature under
study will be evaluated in light of these comparative findings.






CHAPTER §

Shaping minds

The introductory chapter of this volume drew attention to the desirability of soci-
ety at large and people with a mental illness and their carers ascribing appropriate
meaning to mental illness, that is, embracing a conceptual explanatory model that
is in harmony with cultural beliefs yet, at the same time, overcomes the stigma and
prejudices fixed in tradition. It was noted that the explanatory model employed by
health professionals in the West at present, and for the most part across the globe,
is founded on a highly biomedicalised conception of mental illness. This concep-
tion views imbalances in the body’s neurochemistry as the aetiological basis for
mental illness, and promotes the timely use of medication and adjunct therapies
as the key to alleviation of clinical signs. Such an explanatory model of mental ill-
ness is utilised in the West in government public health campaigns to educate the
broader community about mental illness. In so doing, health care bodies hope that
the lives of people with a mental illness and their carers are improved by shaping a
constructive and sympathetic understanding of mental illness within the minds of
the broader population. At the same time, as discussed in Chapter 3 of this volume,
shaping minds in such a way positions the health care provider at the centre of
the community’s (and the family’s and the individual’s) response to mental illness,
replicating institutionally-derived power inequalities already deeply entrenched in
most societies. This has led to calls for a more client-centred approach to mental
illness and mental health care: one which places greater emphasis on life experi-
ence and empowerment of the health consumer, with lesser emphasis placed on
the essential role of medicine, health professional and health institution.

The introductory chapter also brought to light the importance of consider-
ation of culture in achieving effective community psychoeducation. In Chapter 2,
the prevailing lay conception of mental illness in contemporary Chinese societ-
ies was shown to be heterogenous, encompassing traditional ancestral, spiritual,
mystical, somatic and genetic aetiologies, alongside the biomedical model propa-
gated by Western medicine. A plurality of understandings pertaining to disease
pathogenesis, appropriate pathways to care and the proper treatment of mental
illness was found to characterise Chinese populations across the diaspora. Chap-
ter 2 also noted that the biomedical conception of mental illness dominates health
professional understandings in China and Taiwan. This accords with the proposi-
tion presented in Chapter 1 that Western biomedicine would likely inform the
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prevailing explanatory model of health and illness amongst public health pro-
fessionals across the developed and the developing world. Chapter 2, however,
cautioned that such a conception coincides with traditional stigmatic notions of
mental illness based on heredity at the same time as legitimising the eugenic vi-
sion that maintains currency in mainland China today.

Drawing on the results of the analysis undertaken in Chapter 4, the current
chapter explores how the biomedical explanatory model of mental illness em-
braced by health professionals across the Chinese diaspora is communicated in
the community psychoeducational literature under study. The chapter examines
how the psychoeducational message is discursively represented and how this
representation intersects with the salient cultural understandings documented
in Chapter 2. Similarities and differences in the discursive form of the literature
sourced from the three sites under study are discussed and considered in terms of
their potential influence on effective communication of the intended psychoedu-
cational message. Reasons for differential formulation of the psychoeducational
message across the Chinese diaspora (mainland China, Taiwan and Australia) are
contemplated.

Shaping minds in mainland Chinese and Taiwanese
psychoeducational literature

In promulgating a professional explanatory model of mental illness grounded in
the biomedical conception, Chapter 4 reveals a mainland Chinese and Taiwanese
psychoeducational literature distinguished by substantial resonance of the client-
centred voice, both in terms of discursive proportion as well as hierarchy. Al-
though the professional explanatory model of mental illness in mainland China
and Taiwan, like that in the West, is informed by biomedicine, mainland Chi-
nese and Taiwanese psychoeducational texts are not distinguished discursively
by greater resonance of the professional voice of medicine. This finding suggests
a preferred communicative form for the representation of mental illness in main-
land Chinese and Taiwanese community psychoeducational literature. This pre-
ferred form places significant value on client-centred representations. The results
of Chapter 4 indicate that client-centredness here is overwhelmingly character-
ised by the voice of the lifeworld, mediated by narrative and the provision of de-
tail, and rarely extends to empowerment and active choice.

This use of the voice of the lifeworld as a discursive strategy has precedence
in mainland China, where it is commonplace in news text. It is not unusual to
encounter extensive narrative in mainland Chinese news bulletins, print stories
and political genre in order to draw attention to an issue of concern (Lu 2000;
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Qiu 2000; Wang 2002). The power of narrative in persuasive communication, of
course, has been recognised across many cultural settings, storytelling being “one
of the oldest and most quintessential human of activities” (Gwyn 2002, p. 139).
Narrative’s persuasive potential emerges from its ability “to impart a vision of re-
ality and one that is at once socially positioned and culturally grounded”, which
sees narrative serve as an effective cultural conduit for the dissemination of mes-
sages, particularly in indigenous settings (Garro & Mattingly 2000b, p. 260). Lu
(2000, p. 7), in fact, documents a narrative tradition in Chinese rhetoric, where
anecdotes comprise part of a discursive armoury employed by Chinese writers
“as means of persuasion for the purpose of moral teaching, political control and
expediency, and interpersonal manipulation.” Despite the passing of ages, in con-
temporary Chinese writings such devices, Lu (2000, p. 7) states,

remain fundamentally the same. Even in contemporary Chinese rhetoric and
communication, we see classical themes and forms resurface, sometimes being
appropriated or displaced for various purposes. Such phenomena indicate the
enduring force of Chinese rhetorical culture and the relationship between rheto-
ric and culture.

Recent movement toward consumer interests in the West has seen greater use of
narrative in persuasive communication here, for example, in advertising. Its broad-
er potential in health communication also has been acknowledged, given that

hearing narrative accounts is a principle means through which cultural under-
standings about illness — including possible causes, appropriate social responses,
healing strategies, and characteristics of therapeutic alternatives - are acquired,
confirmed, refined or modified. (Garro & Mattingly 2000a, p. 26)

Chapter 4 of this volume, however, has found that while narrative clearly features
in indigenous Chinese psychoeducational literature and is a key contributor to the
client-centredness that ultimately differentiates the indigenous Chinese literature,
this is not the case for Australian psychoeducational literature targeting Chinese-
speaking migrants. Here, narrative is rarely encountered despite recognition of its
value in persuasive communication, particularly health communication.
Chapter 4 has also found that client-centredness in indigenous Chinese psy-
choeducational literature is rarely characterised by empowerment and active
choice, in contrast to the Australian psychoeducational literature. This limited
expression of empowerment in the indigenous Chinese psychoeducational lit-
erature accords with Confucian notions of direction by authority and collective
responsibility. Such values subordinate concern for the individual and valorise
respect for and compliance to those in positions of power and in possession of
specialised knowledge (Fan & Karnilowicz 2000; Kung 2001). Kleinman (1980,
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p. 264) has observed that in Chinese societies the health practitioner’s “secret
knowledge, somewhat higher social status, and emotional distance are signs of
his therapeutic power and, therefore, are an essential part of the doctor-patient
relationship” Accordingly, the cultural expectation in relation to the psychoedu-
cational message would be instruction by the authority (here, public health body)
as to the appropriate course of action and how to accomplish it (Pearson 1995c).
This appears to manifest in the literature under study through silencing of con-
sumer empowerment and resonance of the institutional voice.

The client-centredness distinguishing the indigenous Chinese psychoeduca-
tional literature results in a discursive understating of the professional voice of
medicine. This accords, as raised in Chapter 2, with the fact that a biomedical
conception of mental illness may legitimise the biogenetic component to cultural
stigma salient to Chinese societies, which views mental illness as running in fam-
ily lines. Privileging of the biomedical agenda in community psychoeducation,
therefore, could be counterproductive by serving to reinforce the very cultural
phenomenon that psychoeducation seeks to overcome. The study’s findings for
the mainland Chinese and Taiwanese psychoeducational corpora, therefore, point
to a notably client-centred literature that understates the professional voice of
medicine, seemingly reflecting normative persuasive communication in Chinese
culture and the potential intersection of the biomedical conception of mental ill-
ness with Chinese cultural stigma.

Shaping minds in Australian Chinese-language
psychoeducational literature

The Australian corpus is distinct from the other two under study in that it com-
prises text produced for Chinese communities where they are a minority popu-
lation-wise, albeit one of the largest migrant populations in Australia. Here, as
described in Chapter 2 of this volume, Chinese cultural explanatory models of
mental illness and culture-bound stigma differ from those of Anglo-dominant
Australian society. In the introductory chapter it was noted that, in order to pro-
duce effective psychoeducation in the target community, culture needs to be tak-
en into account. However, an ever-present danger in the migrant setting is that
messages formulated by public health bodies, while effective for achieving belief
change in dominant society, may not be effective for changing beliefs prevailing
in minority co-cultures. Thus, if discursive strategies developed for dominant so-
ciety psychoeducation ‘colonise’ minority group psychoeducational texts, a loss in
communicative efficacy may result.
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The results of Chapter 4 suggest that colonisation is evident in the Austra-
lian Chinese-language psychoeducational literature. On average, the Australian
Chinese-language psychoeducational literature substantially resonates the pro-
fessional voice of medicine, notably more so than the indigenous Chinese texts.
Compared to the indigenous Chinese texts, the professional voice of medicine is
more resonant proportionally and fields a greater presence in the higher levels of
discursive governance. Given the deemed effectiveness of biomedicalising mental
illness as a community psychoeducational strategy in the West, these findings
from Chapter 4 suggest a colonisation of psychoeducational literature targeting
Chinese-speaking migrants residing in Australia by discursive phenomena char-
acterising Anglo-dominant society. Put simply, what has been deemed effective
for bringing about belief change in dominant society has been replicated when
seeking to bring about belief change in minority co-cultures.

The hegemony of dominant society discursive strategies is further confirmed
by the lack of uniformity across individual texts comprising the Australian corpus
as compared to the indigenous Chinese corpora. Despite the professional voice
of medicine resonating proportionally largest in the typical Australian text, the
client-centred voice resonates largest in three individual Australian texts and
the institutional voice in one text (see Figure 4.25, this volume). What is more,
all three discursive voices dominate the primary level of discursive governance
across individual Australian texts (see Figure 4.26). This discursive profile of the
Australian corpus is distinct from that of the indigenous Chinese corpora, where
individual texts for the most part mirror corpus averages in terms of trend and
where variation across individual texts, when it occurs, can be accounted for by
disease topic. Variation evident in all corpora arising from disease topic is dis-
cussed subsequently.

Chapter 3 of this volume noted the contemporary debate in the West over
preferred representations of mental illness. An alternative client-centred explana-
tory model of mental illness, one which promotes life experience and consumer
empowerment, has emerged of late to challenge the biomedical conception that
has come to dominate the health profession and lay society alike in the West. This
dominant society debate manifests in the Australian psychoeducational literature
targeting Chinese-speaking migrants, with some Australian Chinese-language
texts strongly resonating the professional voice of medicine while others strongly
resonate the client-centred voice. Once again, a hegemony of discursive phenom-
ena salient to dominant society is evident in texts targeting minority co-cultures.
Dominant society debate over preferred conceptions of mental illness and ap-
proaches to mental health care, namely biomedical versus client-centred, which
sees one or the other propagated or, at least, accommodated by public health
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bodies, hegemonicly resonates in psychoeducational literature intended for Chi-
nese-speaking migrants.

Ironically, the hegemony of competing discourses at first glance sees some
of the Australian Chinese-language psychoeducational texts, namely those that
resonate the client-centred voice, field discursive forms similar to those that char-
acterise the indigenous Chinese texts. However, unlike the indigenous Chinese
texts, client-centredness in the Australian literature is mediated by sizable quan-
tities of enablement (AUS text average = 5.6%) and contrast relations (AUS text
average = 7.4%). The combined frequencies of enablement and contrast relations
is equal to or exceeds the frequency of elaboration relations in five of the eight
Australian texts under study (AUS texts 1, 3, 6, 7 & 8), often exceeding by large
amounts. Moreover, the frequency of enablement relations alone exceeds that of
elaboration relations in two of these Australian texts (Texts 1 & 8) and the fre-
quency of contrast relations is on par with or exceeds that of elaboration relations
in another two texts (Texts 6 & 7).

Such a finding is unprecedented in the indigenous Chinese texts, where en-
ablement and contrast relations are of minimal significance (in combination or
taken individually) when compared to the dominant relation mediating client-
centredness in the indigenous Chinese texts (elaboration or sequence). Figure 5.1
illustrates this difference in the mediation of client-centredness across Australian
and indigenous Chinese corpora. Narrative (sequence) features in the latter but is
virtually absent from the former. The converse applies for enablement relations,
which mediate empowerment. Contrast relations, which also mediate empow-
erment through the expression of active choice, also field higher frequency in
the Australian corpus as compared to the indigenous Chinese corpora. Figure 5.1
further shows that mediation of option or alternative differs across these corpora.
While the frequency of contrast relations, where a balanced comparison of op-
tions is proffered without indication of preference, is higher in the Australian cor-
pus, the frequency of antithesis relations, where an incompatibility deemed to
exist between options commands a preferred option, is higher in the indigenous
Chinese corpora. Simply put, contrast allows one relative freedom to follow one
course of action or another, while antithesis obliges one to follow one course of
action at the expense of another. This study’s data, therefore, indicates that the
expression of options and alternatives in the indigenous Chinese corpus is more
contained than that in the Australian corpus, with the former resorting more to
the authoritative imperative and the latter facilitating active choice.

This discursive profile indicates that empowerment and the provision of
choice are salient features of the Australian corpus. This is not the case for the in-
digenous Chinese corpora. Such a profile likely reflects dominant societal notions
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Figure 5.1 Client-centredness mediated in PRC, TW and AUS psychoeducational texts:
comparison of sequence/enablement/contrast/antithesis relative frequencies

of importance of the individual in Australia, which appear to have colonised pub-
lic health literature targeting a minority migrant group. In light of the valorisa-
tion of Confucian notions of direction by authority and compliant response in
Chinese culture, as reported in Chapter 2 of this volume, the colonisation of texts
targeting Chinese-speaking migrants by antithetical notions of empowerment
and choice in the end may prove problematic for the target readership and conse-
quently lower the communicative efficacy of the texts concerned.

Shaping minds across the Chinese diaspora

This section continues the comparative discussion by foregrounding the simi-
larities and differences in the discursive form of the literature sourced from the
three sites under study and evaluating their potential influence on effective com-
munication of the intended psychoeducational message. In the previous section,
differences in the resonance of the professional voice of medicine across Austra-
lian and indigenous Chinese corpora were highlighted and explained in terms of
dominant society discursive hegemony. Differences in the resonance of the pro-
fessional voice of medicine across corpora and across individual texts comprising
the corpora are explored below.

Figure 5.2 reaffirms that the Australian Chinese-language psychoeducational
literature, on average, more strongly resonates the professional voice of medicine
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Figure 5.2 Comparison of professional discursive content across PRC, TW and AUS
psychoeducational texts

than its indigenous Chinese counterparts.! From the perspective of individual
texts, only one of the Australian texts under study possesses a level of professional
discourse (slightly) below the mainland Chinese and Taiwanese averages. It al-
ready has been noted in this volume that a psychoeducational message intended
for Chinese communities which overstates the biomedical explanatory model
of mental illness in the end may be counterproductive. Kung (2001, pp. 98-99),
for example, observes “cases in which siblings of [Chinese] patients became very
disturbed over the psychiatrists’ remark on a genetic factor as the cause of men-
tal disorder” This has clear ramifications for the communicative efficacy of the
Australian psychoeducational corpus given its higher resonance of the profes-
sional voice of medicine when compared to the indigenous Chinese corpora. Any
overstating of the biomedical message may intersect with cultural stigma based
on heredity, merely augmenting the cultural beliefs that the psychoeducational
message intends to overcome.

Figure 5.2 also shows that individual indigenous Chinese texts do possess lev-
els of professional discourse approaching the Australian corpus average. Disease
topic provides some explanation for this phenomenon. Chapter 4 of this volume
documented higher than corpus-average proportions of professional discourse in
individual psychoeducational texts that specifically addressed schizophrenia and

1. SPSS16.0 analysis of variance found difference between AUS and PRC corpora approaching
significance at p = 0.060; difference between AUS and TW corpora significant at p = 0.014; and
no significant difference between PRC and TW corpora (p = 0.645).
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Figure 5.3 Comparison of professional and client-centred discursive content across
indigenous Chinese? and AUS corpora according to disease topic

related psychoses. This occurred across all corpora. It appears that greater reso-
nance of the professional voice of medicine characterises texts dealing with a dis-
ease whose ‘positive’ symptoms such as delusions and hallucinations particularly
challenge societal norms of behaviour. There appears to be greater resorting to the
professional voice where the disease experience is exceptionally confronting and
social stigma especially intense. Even in indigenous Chinese psychoeducational
texts, where normative persuasive communication and the genetic component to
stigma determine a relative understating of the biomedical model, greater voicing
of this model occurs when addressing schizophrenia and psychosis.

Figure 5.3 shows that Australian and indigenous Chinese texts dealing with
schizophrenia and psychosis possess levels of professional discourse higher than
the average level found in the indigenous Chinese corpora. Levels in the Aus-
tralian texts are particularly high given the higher base-line level found in the
Australian corpus as compared to the indigenous Chinese corpora. It appears that
where the biomedical explanatory model of mental illness is broadly accepted by
dominant society or, at least, remains culturally unproblematic (Australia), and
where schizophrenia and psychosis are the topics of concern, the professional
voice of medicine resonates loudest. An Australian psychoeducational message of

2. Given the parity in average values obtained for the indigenous Chinese corpora
(professional = 27% & 29%; client-centred = 45% & 47%), combined averages (professional =
28% & client-centred = 46%) form the normative values employed here.
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Figure 5.4 Comparison of client-centred discursive content across PRC, TW and AUS
psychoeducational texts

this type is likely to be particularly counterproductive when targeting Chinese-
speaking migrants, for reasons stated earlier.

The higher levels of professional discourse in psychoeducational texts dealing
with schizophrenia and psychosis produce particularly marked below-indigenous-
Chinese-average levels of client-centred discourse in the Australian texts (see Fig-
ure 5.3). This may bring the communicative efficacy of the Australian literature
dealing with schizophrenia further into question, given indigenous Chinese norms
for persuasive communication. Levels of client-centredness in the indigenous Chi-
nese texts dealing with schizophrenia and psychosis remain close to average, pos-
sibly maintaining levels that meet expectations for normative communication.

A greater resonance of the client-centred voice, on average, in indigenous
Chinese psychoeducational literature when compared to Australian literature is
reaffirmed in Figure 5.4. As to individual texts, Figure 5.4 shows that all the in-
digenous Chinese texts analysed possess proportions of client-centred discourse
equal to or above the Australian corpus average. Moreover, no Australian texts
exceed the mainland Chinese and Taiwanese averages. These findings add weight
to the claim made in this study that client-centredness, characterised by the voice
of the lifeworld in indigenous Chinese psychoeducational literature, represents a
normative form for persuasive communication in Chinese culture.

3. SPSS16.0 analysis of variance found difference between AUS and PRC corpora significant at
p = 0.049; difference between AUS and TW corpora significant at p = 0.011; and no significant
difference between PRC and TW corpora (p = 0.668).
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Figure 5.4 also shows that individual Australian texts do possess levels of cli-
ent-centred discourse approaching the indigenous Chinese corpus average. Once
again, disease topic provides some explanation for this phenomenon. Chapter 4 of
this volume documented higher than corpus-average proportions of client-cen-
tred discourse in individual psychoeducational texts that specifically addressed
clinical depression. This occurred across all corpora. It appears that greater reso-
nance of the client-centred voice characterises texts dealing with a disease whose
symptoms can be interpreted more within the frame of normative social behav-
iour and experience. Particularly in the case of indigenous Chinese psychoedu-
cational literature, there seems less need to foreground the professional voice of
medicine, which risks intersecting with stigmatic conceptions in Chinese culture,
where the disease experience is not overtly fear-provoking and strongly stigma-
tised in society.

Figure 5.3 confirms that indigenous Chinese texts dealing with clinical de-
pression possess higher than average levels of client-centred discourse. Australian
texts, typically more biomedicalised than their indigenous Chinese counterparts,
also demonstrate greater client-centredness when addressing depression, with
levels approaching the indigenous Chinese corpus average. However, client-cen-
tredness in the Australian texts, it must be remembered, resonates empowerment
and active choice to a much greater extent than indigenous Chinese texts. An
Australian psychoeducational message of this type would not accord with the
normative expectations of a Chinese-speaking audience anticipating direction
and instruction.

Figure 5.3 also confirms that psychoeducational texts addressing clinical
depression display much lower resonance of the professional voice of medicine
than texts addressing schizophrenia and psychosis. Nevertheless, the Australian
depression texts still possess above-indigenous-Chinese-average levels of pro-
fessional discourse and this relative overstatement of the biomedical message in
these texts may prove counter-effective for a Chinese audience, given the bioge-
netic component to cultural stigma.

As text produced by organisational bodies, it is not surprising that the insti-
tutional voice notably resonates in the psychoeducational literature under study
(see Chapter 3, this volume). This was confirmed in Chapter 4, with a common
institutional ‘core’ evident in all corpora. The average proportion of institutional
discourse is analogous across diasporic sites (see Figure 5.5),* in contrast to the
variation found in professional and client-centred discourse. There is relative

4. SPSS 16.0 analysis of variance found no significant difference between AUS and PRC
corpora (p = 0.732); no significant difference between AUS and TW corpora (p = 0.702); and
no significant difference between PRC and TW corpora (p = 0.996).
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Figure 5.5 Comparison of institutional discursive content across PRC, TW and AUS
psychoeducational texts

uniformity across individual texts comprising the corpora, with only one text
from each corpus displaying a level of institutionality that diverges markedly
from the bulk of the texts under study: the mainland Chinese compilation of nar-
ratives about mental illness predictably resonates the lowest level of institutional
voice; while a Taiwanese text originating from the United States and one of the
Australian texts examining mental illness generically are highly institutional in
discursive content. There is no marked preponderance of any single institution-
al-signifying relation in either of these texts and no demonstrable topic-specific
correlation, so it appears that greater resonance of the institutional voice may
characterise a minority of psychoeducational texts produced in the West, possibly
reflecting a more traditional view of the authoritative position of medicine and
health care providers.

The mostly uniform institutionality of the public health literature under study
suggests that, in the case of health communication, organisational phenomena
appear to transcend political and cultural boundaries. Thus, while the study has
determined that approaches to communication of the psychoeducational message
vary across indigenous Chinese and Western (migrant) settings in terms of the
extent of biomedicalisation and client-centredness and the extent to which client-
centredness is expressed through life experience and consumer empowerment,
the uniform affirmation of institutional control and authority and the rules and
boundaries that sustain this control and authority across the texts under study
highlights the unyielding nature of organisational phenomena in institutional
communication of this type.
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cational texts

The uniform resonance of the institutional voice across the psychoeducational
corpora in terms of discursive content is replicated in their discursive hierarchies.
Institutional discourse on average dominates the penultimate levels (secondary
and tertiary) of the discursive hierarchy in all three corpora. Figure 5.6 shows that
the institutional voice, in fact, resonates in at least one of the upper levels of the
discursive hierarchy in all texts studied. The most common relations mediating
this institutionality are solution and list, which are particularly widespread, fol-
lowed by evaluation, motivation and antithesis. The pervasiveness of the solution
relation can be explained by its capacity to “be a powerful and versatile persuasive
tool” (Abelen, Redeker & Thompson 1993, p. 337), while lists represent an organi-
sationally familiar and readily accessible format to the reader.

In only three individual texts across the three corpora, two from mainland
China and one from Australia, does institutional discourse fail to dominate the
upper levels of the text discursive hierarchy (see Figure 5.6). The upper hierar-
chies of these texts for the most part resonate the client-centred voice. The two
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mainland Chinese texts are primarily narratives, hence their client-centred pre-
sentations. The Australian text, used for analytic demonstration in Chapter 4 of
this volume, appears to acknowledge a perceived consumer preference for more
client-centred representations of mental illness and mental health care.

While institutional discourse, on average, uniformly dominates the penul-
timate levels of the discursive hierarchies of all psychoeducational corpora, Fig-
ure 5.6 shows that the primary level of the discursive hierarchy differs across
corpora. The typical indigenous Chinese text resonates the client-centred voice
at this uppermost level. The most common relations mediating this client-cen-
tredness are elaboration and background. Similar to the findings obtained for
discursive content in this study, empowerment does not feature in the discursive
hierarchy of the indigenous Chinese psychoeducational texts. Unlike the indig-
enous Chinese texts, the primary level of the Australian texts resonates all three
discursive voices. This variation at the uppermost level of the discursive hierarchy
is not related to text topic, with individual schizophrenia and depression texts
each resonating professional and client-centred voices at their primary levels
(see Figure 5.7). Thus, mirroring the findings obtained for discursive content,
the broader presentation of the Australian psychoeducational literature reflects
the continuing debate in the West over preferred explanatory models of mental
illness: biomedical versus client-centred (see Chapter 3, this volume). The most
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common relations mediating these presentations are conclusion (biomedical),
where a finding can be logically inferred from preceding claims; and elaboration
(client-centred), where the text provides additional details about subject matter.

Generally speaking, the discursive hierarchies of the psychoeducational lit-
erature under study, the more overt of the two discursive features analysed in
this study, reflect the organisational context of text production and the preferred
presentation of the texts. Indigenous Chinese texts are highly institutional in pre-
sentation to the reader and do not accentuate active empowerment. This adds
weight to the earlier finding that normative communication of this type concurs
with Confucian notions of direction by authority, unquestioning acceptance of
fact and compliant response. This is what the mental health body perceives is
appropriate to the circumstance and expected by the reader. The belief would
be that providing otherwise might only confuse the reader. The Australian texts,
on the other hand, while broadly institutional, possess a variety of overarching
presentations. This diversity adds weight to the earlier claim that dominant soci-
ety debate over preferred conceptions of mental illness and approaches to mental
health care hegemonicly resonates in psychoeducational literature intended for
Chinese-speaking migrants.

Figure 5.8 explains the aforementioned differences in the discursive hierar-
chies of indigenous Chinese and Australian psychoeducational corpora and the
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differences across individual texts comprising the Australian corpus in terms of
discursive ‘movement. A growing acknowledgment of the client-centred voice,
arising from promotion in the West of alternative conceptions of health in gen-
eral and mental illness specifically, sees client-centredness steadily advance into
the upper levels of discursive governance in the Australian texts, displacing the
more traditional institutional and professional voices. Fulfilment of this trend
ultimately would see the discursive hierarchies of indigenous Chinese and Aus-
tralian psychoeducational corpora coincide. While ostensibly this could improve
the communicative efficacy of the Australian psychoeducational message for
Chinese-speaking migrants, differences in the nature of client-centredness across
indigenous Chinese and Australian corpora also need to be considered. Greater
resonance of consumer empowerment in psychoeducational literature targeting
migrant Chinese in the end may lower communicative efficacy, given their cul-
tural expectation for direction and instruction in these circumstances.

Communicating mental illness

The discussion undertaken in this chapter has explored similarities and differ-
ences in the discursive form of the Chinese-language psychoeducational litera-
ture analysed in this study. Analysis of the two discursive features explicated in
Chapter 4 of this volume, discursive content, denoting the proportional resonance
of salient voices, and discursive hierarchy, denoting the broader presentation to
the reader, finds equivalence between mainland Chinese and Taiwanese corpora,
contrary to expectations stated in the introductory chapter of this volume that
disparate political and historical experiences (communist and colonial) may be of
consequence here. It is believed that their similarity to a significant extent stems
from (1) the salient influence of Confucian beliefs, which emphasise the heeding
of authority and compliance; (2) communicative norms for persuasion in Chinese
culture, which frequently draw on life experience; (3) understating of the profes-
sional voice of medicine, due to the potential intersection between the biomedical
conception of mental illness and Chinese cultural stigma; and (4) shared organi-
sational contexts of production.

The chapter has found that while an institutional core remains common to
all corpora, reflecting the texts’ organisational context of production, the discur-
sive form of the Australian Chinese-language psychoeducational corpus differs in
many ways from its indigenous Chinese counterparts. A hegemony of competing
dominant culture conceptions of mental illness, one grounded in biomedicine and
the other in notions of consumer empowerment, accounts for this finding. A po-
tential intersection of Chinese stigmatic beliefs based on heredity with biomedical
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conceptions of mental illness also may account for the greater resonance of the
professional voice of medicine in the Australian corpus when compared to its
indigenous Chinese counterparts. In the context of Anglo-dominant Australian
society, there exists no basis for this unfavourable intersection between psycho-
educational message and culture-bound stigma, so dissemination of the preferred
(professional) explanatory model of mental illness is much less problematic. The
chapter determines that, owing to the differential formulation of the psychoedu-
cational message across indigenous Chinese and migrant settings, the commu-
nicative efficacy of the Australian Chinese-language psychoeducational message
may be compromised by a potentially discordant intersection with Chinese com-
municative norms and cultural expectations and by an unintended legitimisation
of stigmatic features salient to Chinese cultural explanatory models.

Finally, the chapter has ascertained that disease topic can affect the discur-
sive content of psychoeducational literature. Texts addressing schizophrenia and
psychosis are more biomedicalised across all corpora while those addressing
clinical depression are less so. This may reflect the greater social and cultural dis-
embodiment that the delusions and hallucinations characterising schizophrenia
and psychosis represent (see Chapter 3, this volume). Conversely, texts address-
ing clinical depression are more client-centred across all corpora. This may re-
flect a disease presentation that is more in tune with normative social behaviour
and experience.

Interpositionings between all levels of Fairclough’s model of discourse analy-
sis presented in Chapter 3 of this volume have now been examined, namely: text,
discursive practice and social practice. In addition, the final question pertain-
ing to discourse analysis of ‘multivocal text, as raised in Chapter 3, has been ad-
dressed, namely: What meanings do the different voices contribute to produc-
ing? The preferred conception of mental illness (professional) and its intersection
with prevailing cultural norms and lay conceptions of mental illness have been
analysed. In the final chapter of this volume, the new insights into community
psychoeducation across the Chinese diaspora presented in the current chapter are
reflected on, both in terms of how these findings address the key issues relating to
public health communication and cross-cultural communication raised in the in-
troductory chapter of this volume as well as how they contribute to the theoretical
understandings of medical discourse described in Chapter 3. Qualifications to the
explanations proffered in the current chapter are also set forth, along with future
research suggested by this study’s findings.






CHAPTER 6

Conclusion

Community psychoeducation aims to shape the minds of a community toward a
professional conception of mental illness. This volume has noted that reshaping
community understandings of mental illness constitutes a particularly important
strategy for improving health service engagement of, timely treatment of and
prognostic outcomes for people with a mental illness. The volume has also shown
that the heterogeneity characterising the cultural explanatory model of mental
illness in Chinese societies, encompassing the ancestral, mystical, spiritual and
somatic understandings of imperial times that still retain currency today, along
with the nature of the intense stigma toward mental illness in Chinese societies
that emerges from a Confucian emphasis on order and harmony and patrilin-
eal continuity, mean that reshaping Chinese community understandings toward
a professional explanatory model informed by biomedicine can be particularly
problematic. There is a need, therefore, as recommended for any public health
endeavour in the introductory chapter of this volume, to position culture as a
primary consideration in the formulation of psychoeducational messages target-
ing Chinese speakers.

The heterogeneity characterising the Chinese cultural explanatory model of
mental illness contrasts with the homogeneity of the professional explanatory
model embraced across the globe. This volume has confirmed that the hegemonic
dominance of the biomedical conception of mental illness, where disturbances in
neurobiochemistry form the aetiological basis to the psychotic hallucinations and
delusions characterising schizophrenia and the melancholy and fatigue character-
ising clinical depression, extends to psychiatric practice across the Chinese dias-
pora. Despite this hegemony of the biomedical conception, the professional voice
of medicine, nevertheless, has been found to variably resonate in Chinese-lan-
guage psychoeducational literature produced in indigenous Chinese and Western
(migrant) settings. This finding in many ways echoes that found in the author’s
earlier studies of Chinese print mass media text (Ramsay 1997, 2000, 2001a,
2001b) where a globally uniform news text superstructural schema cloaks dis-
tinct differences in finer discursive features across Chinese and Western settings.
Both findings ultimately foreground the salience of culture to communicative un-
dertakings of any type. Accordingly, regardless of the hegemony of the biomedi-
cal conception of mental illness across global psychiatric practice, community



128 Shaping Minds

psychoeducational messages formulated in indigenous Chinese settings continue
to mediate features characterising normative persuasive communication in Chi-
nese culture and take into account culture-bound stigmatic beliefs.

The indigenous Chinese psychoeducational literature analysed in this study
is distinctively lifeworld in discursive form and downplays empowerment. The
former corresponds to a discursive norm characterising persuasive communi-
cation in Chinese culture. Such a norm has precedence in traditional Chinese
rhetoric (Lu 2000). Interestingly, prioritising life experience also characterises cli-
ent-centred counter-discourse as promoted by many in the West in opposition
to traditional medical approaches to health care. De-emphasis of empowerment
accords with the Chinese cultural expectation for direction by authority and com-
pliant response to instruction, as valorised in Confucian teachings (Ng 2000).
This, however, does not tally with Western notions of client-centredness, which
champion consumer empowerment.

The empowerment that is lacking in the indigenous Chinese psychoeduca-
tional literature, in contrast, is more evident in the Australian counterpart. This
feature, along with greater resonance of the professional voice of medicine, dis-
tinguishes the Australian literature from the indigenous Chinese literature an-
alysed in this study. Thus, biomedicalising mental illness and giving greater
consideration to an active consumer role in the practice of mental health care,
both deemed constructive albeit competing discursive strategies for community
psychoeducation in Anglo-dominant Australian society, hegemonicly resonate in
psychoeducational literature intended for Chinese-speaking migrants residing in
Australia.

The volume has claimed that these differences in the discursive form of the
indigenous Chinese and Australian psychoeducational messages may affect re-
ception of the message by the migrant Chinese audience. There are three main
bases to this claim. Firstly, culturally based communicative norms pertaining to
health body advisory information such as that under study would likely lead Chi-
nese speakers to expect direction and instruction to which they comply. Such ex-
pectation accords with Confucian emphasis on respect for authority, in particular
learned authority. While a discursive profile mediating direction and compliance
is evident in the indigenous Chinese psychoeducational literature, this is often not
the case for the Australian literature targeting Chinese speaking migrants, where
Anglo-dominant societal notions of empowerment appear to hegemonicly reso-
nate in many instances. This may prove overly demanding on a Chinese speaking
audience expecting direction.

A second discursive difference that may compromise the communicative
efficacy of the Australian literature is its greater resonance of the professional
voice of medicine. While biomedicalising mental illness remains a successful



Chapter 6. Conclusion

129

psychoeducational strategy in Anglo-dominant society, this volume has made
clear that such a strategy may be counterproductive for a Chinese-speaking audi-
ence, given the biogenetic component to culture-bound stigma which sees mental
illness as running in family lines. Here, as evidenced in Gallois and Callan’s (1997)
study of HIV/AIDS community education programs in Africa, cited in the intro-
ductory chapter of this volume, discursive strategies deemed effective for Western
audiences do not necessarily prove effective for other cultural groups.

Thirdly, greater resonance of the voice of the lifeworld in the indigenous Chi-
nese texts, deemed a successful strategy for persuasive communication in Chinese
cultural contexts, may see the psychoeducational message more effectively con-
veyed in the mainland Chinese and Taiwanese psychoeducational literature when
compared to their Australian counterpart. The volume has noted that greater ref-
erence to life experience in public health communication is likely to prove ben-
eficial in all cultural settings and, indeed, there appears to be acknowledgment of
this in individual Australian texts studied. Greater resonance of the voice of the
lifeworld is viewed by many in the West as a client-centred initiative that coun-
ters the professional and institutional discursive biases traditionally deemed to
characterise medical communication. The findings of this study where individual
psychoeducational texts feature lifeworld discursive forms in tandem with insti-
tutional forms, however, appear to support research findings that caution that
lifeworld forms can be re-articulated in institutional communication in order to
achieve institutionally derived goals that were previously achieved by overtly au-
thoritative use of language. The strategic ‘conversationalisation’ of texts produced
by organisations and an increasing use of narrative in advertising in the West
illustrate a trend where utilisation of the lifeworld voice in the end merely serves
as “further camouflage for introducing new forms of public control” (Sarangi &
Slembrouck 1996, p. 9). Care, therefore, needs to be taken in unequivocally in-
terpreting the client-centredness explicated in the psychoeducational texts under
study as manifesting the goals of the latter-day consumer empowerment move-
ment in the West, given that “the lifeworld (of conversations, informality and day
to day shopping) and the system world (of institutions, formality and red tape) ...
now share common discursive practices” (Sarangi & Roberts 1999, p. 33).

An important caveat to this volume arises from evaluating the potential com-
municative efficacy of the Chinese-language psychoeducational texts under study
under the assumption that the indigenous Chinese texts effectively communi-
cate the intended message. Premising this volume is a recommendation for more
effective community psychoeducation targeting Chinese speaking migrants re-
siding in multicultural countries such as Australia and the United States. The in-
troductory chapter of the volume has noted that such a recommendation stems
from numerous studies that have documented strikingly lower use of mental
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health services and higher involuntary hospital admissions for Chinese speak-
ing migrants residing in Western countries, in particular when compared to the
locally-born population but also when compared to co-resident migrant groups
(Fan & Karnilowicz 2000; Klimidis, et al. 1999a, 1999b; Kung 2001; Loo, Tong &
True 1989; Minas, et al. 1996; Sue & Morishima 1982; Tabora & Flaskerud 1997).
Improved community psychoeducation, along with a range of health service ac-
cess and equity measures, are viewed as necessary responses in addressing these
usage and admission issues (Chiu 1987).

The discursive differences that distinguish the psychoeducational texts tar-
geting Chinese speaking migrants from those produced in indigenous Chinese
settings indicate that the Australian texts are less likely to successfully convey
the intended message when compared to their indigenous Chinese counterparts.
This is because discursive features characterising the indigenous Chinese psycho-
educational literature are readily accounted for by cultural phenomena salient to
the Chinese experience. A close correspondence between mainland Chinese and
Taiwanese psychoeducational literature, despite the disparate political and social
histories of mainland China and Taiwan, further points to the salient impact of
culture. The discursive features characterising the Australian Chinese-language
literature, in contrast, appear to reflect phenomena salient to Anglo-dominant
society. Thus, being more culturally responsive, it would be expected that the in-
digenous Chinese psychoeducational literature would be more effective in com-
municating the intended message. Moreover, greater consideration of cultural
phenomena by public health bodies engaged in community psychoeducation tar-
geting Chinese speaking migrants would be expected to improve communication
of the intended psychoeducational message and so contribute to addressing the
service usage and hospital admission concerns raised earlier.

Although the volume has uncovered cultural specificity in the discursive
form of the psychoeducation literature, which sees analogous forms present in
disparate indigenous settings, there nevertheless remains no direct evidence that
the culturally preferred discursive form is more conducive to effective commu-
nication. Chapter 2 of this volume noted that in mainland China eighty percent
of people with a serious mental illness are believed to receive no treatment at
all for their disorder, a much higher proportion than, for example, in Australia
(Pearson 1996; Ran, et al. 2005). The chapter also noted that a large percentage of
people with a mental illness in mainland China and Taiwan primarily consult folk
healers for treatment. The grim mental health service treatment statistics appear
to suggest that community psychoeducation in mainland China and Taiwan is
less effective than that provided for Chinese speaking migrants residing in Aus-
tralia, contrary to claims presented in this study that point to the cultural ap-
propriateness of the indigenous Chinese psychoeducational literature. However,
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economic considerations present a major obstacle to contact with health services
in mainland China and Taiwan where all services, including mental health care,
are provided on a user-pay basis, unlike Australia where a national health scheme
provides universal coverage for all residents and, in particular, where government
in-patient and community mental health services are provided free of charge
(Ran, et al. 2005). It remains rather problematic, therefore, to evaluate the success
of community psychoeducation in mainland China and Taiwan due to these over-
riding access and equity concerns.

Although uncertainty exists as to the actual communicative efficacy of the
mainland Chinese and Taiwanese psychoeducational literature, this volume nev-
ertheless has explicated clear discursive differences between the indigenous Chi-
nese literature and their Australian counterpart, which point to a greater cultural
responsiveness of the former. Those seeking to improve the communicative effica-
cy of the Australian literature targeting Chinese speaking migrants, whose effec-
tiveness has been brought into question by a number of studies, are encouraged,
therefore, to consider conclusions made in this study stemming from the expli-
cated differences in discursive form in psychoeducational literature produced in
indigenous Chinese and Western (migrant) settings. By definition, the role of
discourse analysis is not to solve the communicative dilemma; discourse analy-
sis first and foremost constitutes “a tool which is used ... to identify limitations
of as well as desirable alternatives to current discursive practices” (Willig 1999,
p. 149). The limitations of current discursive practice in the literature in question
have been clearly identified in this volume. It remains the province of other dis-
ciplinary investigators, here communication researchers, to empirically evaluate
the communicative consequences of the discourse analytic findings made in this
study and propose remedies based thereon.

The analysis undertaken in this volume also further contributes to under-
standing medical discourse and methodological means for examining its make-
up. The RST framework has been confirmed as a useful discourse analytic tool
for analysing public health literature, analysing texts written in non-European
language, and ascertaining in what manner and to what extent discursive voices
deemed salient to medical communication resonate in public health literature.
The frameworK’s ability to attend to hierarchy as well as scale has allowed this
study to deliver a more comprehensive analysis than alternative discourse ana-
lytic approaches based on selective commentary and confined to subject-matter-
based determinations neglecting hierarchy. Fairclough’s discourse analytic model,
which posits an inter-positioning of text, discursive practice and social practice,
too, has been shown to provide a useful heuristic for “research on communication
and society” of this type (Jorgensen & Phillips 2002, p. 69).
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The hybrid nature of medical discourse has been substantiated in this vol-
ume, along with the more nuanced discursive distinction between the profes-
sional voice, mediating expert knowledge and specialised practice, and the in-
stitutional voice, mediating control and the setting of rules and boundaries, as
espoused by Sarangi and Roberts amongst others. This is similarly the case for the
client-centred voice, characterised by Mishler’s voice of the lifeworld and latter-
day notions of consumer empowerment. Together, these discursive voices provide
a conceptual framework of high explanatory value for the phenomena of interest
to this study, thus confirming the soundness of their “delimitation” for analysis
of medical discourse (Jorgensen & Phillips 2002, p. 144). The volume explicated
in some psychoeducational texts, as mentioned earlier, a hybrid articulation be-
tween lifeworld and institutional voices, which likely sees the former appropri-
ated to achieve organisation goals. Jergensen and Phillips (2002, p. 73) note that
articulations of discourses “in new and complex ways - in new ‘interdiscursive
mixes’ - are both a sign of, and a driving force in, discursive and thereby socio-
cultural change” Discursive articulations explicated in this volume, however, in
the end appear to only serve to sustain “the stability of the dominant order of
discourse and thereby the dominant social order” (Jorgensen & Phillips 2002,
p. 73). That is, while use of the lifeworld voice can bring the intended message
closer to the consumer’s frame of day-to-day experience, a concomitant institu-
tional dominance of the discursive hierarchy in many texts studied here suggest
that the use of the lifeworld voice merely serves to screen the authoritative voice
of the institution and, as such, facilitate maintenance of the authoritative position
of the public health body.

It is worth reminding the reader that the volume ultimately makes no specific
claims as to the intentionality of the writer/s of the texts in producing texts with
a particular discursive makeup. The vocal arrangements explicated in the texts
under study reflect discursive positionings and, as such, embody how certain
ways of representing the world — professional, institutional, client-centred — are
realised in and constituted by texts. A discursive feature of a text may reflect a cal-
culated strategy by the text writer/s or may simply reflect the natural expression
of a certain way of representing aspects of the world. Use of the lifeworld voice as
a communicative norm for persuasion in an indigenous Chinese text may register
lower on the intentionality scale while its use to camouflage institutional goals in
an Australian text may register higher on such a scale. Such judgements, however,
are open to contention and remain beyond the immediate scope of this study.
What is demonstrated in this volume, however, is that these discursive features
exist, they have explanation and they have potential consequences in relation to
the communicative efficacy of the texts concerned.
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In addition to its analytic findings and their implications for communication
research, an important contribution of this volume has been its assembling in one
source a widely-dispersed body of research examining traditional and contem-
porary conceptions of mental illness in Chinese societies. Chapter 2 has revealed
a complexity of lay understandings of mental illness and of pathways to mental
health care in Chinese societies. The chapter has also revealed the focal position
of family in Chinese societies, which sees them play a key role in responding to
mental illness when it appears in a family member and in choosing from amongst
a range of pathways to care available in Chinese societies. This situation serves to
emphasise the importance of effective community psychoeducation in Chinese
societies so that informed family members respond appropriately when mental
illness arises within the family (Fan & Karnilowicz 2000; Pearson & Phillips 1994;
Ran, et al. 2003, 2005; Zhang, et al. 1993). Chapter 2 confirmed a dominance
of the biomedical conception of mental illness amongst mainland Chinese and
Taiwanese health professionals. Community psychoeducation in mainland China
and Taiwan, therefore, would seek to reshape lay thinking toward mental illness
away from a plurality of understandings toward a homogenous biomedical con-
ception. While shaping community thinking in such a direction would assist pub-
lic health bodies in their management of mental health care, the volume has also
noted congruence between the biomedical conception and the mainland Chinese
government’s eugenic vision for a healthy and ‘high-quality’ population, which is
disseminated in particular through the one-child campaign for population con-
trol. This eugenic vision propagates the undesirability of mental illness and links
it directly to heredity. Greater lay acceptance of the biomedical explanatory model
arising from successful community psychoeducation in mainland China, while
seen by health professionals to provide for better health care outcomes for people
with a mental illness, at the same time risks affirming a government sponsored
eugenic vision that has obvious negative consequences for people with a mental
illness. A similar danger exists across all Chinese societies given the biogenetic
component to cultural stigma. Thus, this volume cautions that an explanatory
model of mental illness which aims to improve the lives of, provide better health
care outcomes for and reduce community stigma toward people with a mental ill-
ness, on the contrary, may see people with a mental illness further stigmatised as
lacking in biological ‘quality’ and further victimised through legislated or social
exclusion from the reproductive pool. Great care must be taken, therefore, when
applying public health strategies deemed of universal benefit to global popula-
tions to specific social and cultural contexts.

A wider-reaching finding of this volume, whose implications extend beyond
the specific linguistic and cultural borders of the psychoeducational literature
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under study, is the difference in discursive form of texts addressing schizophrenia
and psychosis when compared to those addressing mental illness generically or
other specific disorders such as clinical depression. The greater resonance of the
professional voice of medicine in texts addressing schizophrenia and psychosis
from all corpora likely reflects a disease symptomatology that particularly chal-
lenges societal norms of behaviour. Such a confronting disorder is universally ra-
tionalised, it seems, by greater foregrounding of a biomedical conception. A per-
ceived need for such a strategy in relation to community psychoeducation about
schizophrenia and psychosis, drawing heavily on bioscience while retreating from
the lifeworld, highlights that the depth of stigma toward the disease is apparent
in the communicative behaviour of those seeking to overcome this phenomenon.
The very perception by public health educators of a need to represent this disor-
der so differently from mental illness generically or other specific disorders such
as clinical depression reinforces the extent to which schizophrenia and psychosis
are conceived of as highly marginalised, socially disruptive and, for many, danger-
ous disease experiences. This is further accentuated by the distinctive discursive
form of psychoeducational texts addressing clinical depression in this study, a
disorder that falls more within the frame of normative human experience, where
texts appear more ‘at ease’ in voicing the lifeworld.

Specifically, returning to the Chinese experience, such findings echo claims by
Pearson (1995c) that Chinese people demonstrate great tolerance for depressive
symptomatology but little for psychosis. This arises, as noted in Chapter 2 of this
volume, from the strong association of psychosis in Chinese culture with disorder
of the mind, which is not the case for depression. Given that Chiu (1987, p. 10)
states that Chinese people “cannot easily accept a primary disorder of thought” as
it portends loss of control of revered human and social attributes such as propriety,
moral judgment, harmony and order, Chinese community psychoeducation about
schizophrenia will always present a great challenge to public health bodies.

In approaching the close of this volume, it is important to keep in mind that
while many positions argued in this and related volumes seemingly are highly
critical of the hegemony of the biomedical explanatory model of health and ill-
ness amongst health professionals as well as across many societies across the
globe, the study does not wish to diminish the many benefits that such a concep-
tion can bring to the practice of mental health care. It is not biomedical science
that is contested by research of this type, but its often hegemonic dominance to
the exclusion of alternative understandings. The findings of this volume caution
mental health bodies of the attendant dangers of overstatement of the biomedi-
cal explanatory model when undertaking community psychoeducation targeting
Chinese speakers. It would be unfortunate if such cautioning, however, led to
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silencing of the professional voice of medicine in psychoeducational and other
public health endeavours. As Kim (2003, p. 443) states:

The criticisms raised by ... critics of scientific epistemology do not deny the value
of the rational, inferential knowledge. Rather, they are directed to the error of
Western philosophy in regarding concepts that do not adhere to its mode as in-
valid. They refer to the arrogance or overconfidence in believing that scientific
knowledge is the only way to discover truth, when, in reality, the very process of
doing science requires an immediate, aesthetic experience of the phenomenon
under investigation.

This volume, therefore, calls for a balanced position that acknowledges the value
of the biomedical conception of health and illness but does not see it dominate to
the detriment of the unwell. For example, a great deal can be lost by ascribing to
the unwell a wholly biomedically derived “attribution of ‘deviance™ whereby “they
stop being seen in terms of individual cases, and come to represent very menacing
forms of collective adversity which threaten the equilibrium of the whole com-
munity” [original emphasis] (Rogers 1991, p. 37). Equally, the volume calls for a
balanced position whereby health consumers make determinations as to how to
conceptualise illness, in ways which are in harmony with understandings gained
through life experience yet which, at the same time, do not deny access to contem-
porary treatment options, many biomedical, that may significantly improve their
quality of life. In this balanced discursive position, Rogers (1991, p. 39) states,

the medical establishment is able to recognize the ideological traps of reification,
medicalization and the dogmatic assumption that ‘we know best, and yet is not
so paralysed by these challenges to its basic tenets that it becomes unable to deal
effectively with biological catastrophes.

There is little to be gained by “romanticising patients and demonising medicine
by the “patient empowerment” discourse” if this ultimately leads to negative out-
comes for people with a mental illness and their carers by merely dissuading them
from seeking to engage with potentially effective medical therapeutic options
(Dixon-Woods 2001, p. 1427).

The introductory chapter of this volume highlighted that in order to effec-
tively communicate a public health message it is imperative to locate culture as
a key consideration in the communicative undertaking. Findings of this volume
suggest that cultural considerations are evident in the mainland Chinese and
Taiwanese psychoeducational literature under study but less so in the Australian
Chinese-language counterpart. The indigenous Chinese texts, it appears, heed the
advice of Kuo and Kavanagh (1994, p. 554) that
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When it is necessary for aspects of Western biomedicine or health care to intrude
upon traditional ideas, that intervention will be least resisted when the integrity
of familiar, culturally oriented beliefs and behaviors is maintained ... For ex-
ample, explanations can be given in ways that fit clients’ expectations.

The Australian texts do not appear to meet such expectations. While the volume
has noted reservations as to the communicative efficacy of the mainland Chinese
and Taiwanese psychoeducational literature, their distinct differences in discur-
sive form when compared to the Australian Chinese-language counterpart sug-
gests a greater degree of cultural resonance in the mainland Chinese and Tai-
wanese literature. Commonality in message form and reader expectation would
likely heighten the efficacy of message communication in the mainland Chinese
and Taiwanese psychoeducational literature (Bhui & Riidell 2002; Kua, Chew &
Ko 1993; Witte & Morrison 1995). As such, this literature may be a suitable pro-
totype for Western counterparts targeting migrant communities, such as the Aus-
tralian psychoeducational literature under study.

The importance of such a finding to the quest to effectively deliver appropri-
ate mental health care and services to Chinese speakers across the globe cannot be
understated. As Wodak (1996, p. 35) states, “the risk for the medical institution is
that ineffectual communication will lead to harmful consequences”. These conse-
quences for people with a mental illness and their families are ever agonising and
distressing, particularly in the case of Chinese speakers, and they have been left
unaddressed for far too long.
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