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 LETTERS 

On the other hand, insurance companies
could lead the way and encourage noninva-
sive testing by negotiating with laboratories
for lower costs. This could be a win-win situa-
tion. Patients would appreciate the noninva-
sive testing, physicians would do more screen-
ing, and the insurance companies wouldn’t
lose money on noninvasive testing. Therefore,
STD rates would decline and the public
health would be better served.
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INTEGRATING CROSS-CULTURAL
PSYCHIATRY INTO THE STUDY OF
MENTAL HEALTH DISPARITIES  

Snowden’s article in the February issue of the
Journal presents a comprehensive review of
the literature regarding the role that practi-
tioners’ bias plays in the development of ra-
cial and ethnic disparities in the current men-
tal health system.1 Missing from this review is
the growing literature that directly examines
the role that culture plays in the expression,
presentation, and course of mental ill-
nesses.2–4 The integration of this body of
work into the current discussion of mental
health disparities in service use and quality of
care can help clarify and expand our under-
standing of the sociocultural processes that
create these inequities.

For instance, Good, in a critical review of
the literature on cultural issues related to di-
agnosis and comorbidity,5 specifies 3 key
areas of research that can help address the

gaps identified by Snowden. First, supple-
ment experimental studies that identify fac-
tors related to clinician bias with ethno-
graphic studies to elucidate how local
cultural and institutional contexts influence
illness narratives. Such studies could directly
examine how the context in which clinician-
client interactions occur influences diagnostic
and treatment decisions. Second, pay atten-
tion to how presentation of symptoms and
expression of disorders vary across cultures.
There is a rich literature in cross-cultural psy-
chiatry that examines how illnesses are orga-
nized and expressed in local idioms and how
these organizations and expressions may af-
fect help-seeking behaviors and service
use.3,4,6 Third, test the validity of diagnostic
categories across patient populations. Litera-
ture dealing with this issue has revealed how
different ethnic groups present different
symptoms for the same disorder7 or present
culturally bound clusters of symptoms.8

A multidisciplinary approach that combines
epidemiological, clinical, and anthropological
data can produce a better empirical base for
determining the roots of mental health dispar-
ities and can inform the translation of this
knowledge into practice to eliminate in-
equities in service use and quality of care.
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SNOWDEN RESPONDS  

Cabassa highlights the importance of cultural
factors, including culture-based differences in
the expression of distress, in a comprehensive
account of racial and ethnic disparities in
mental health. Indeed, because “culture
counts,”1 I have published studies investigat-
ing the African American idiom of distress2,3

and investigating the cross-cultural validity of
a widely used assessment instrument, the
BASIS-32.4 Helpfully, Cabassa cites key ref-
erences that provide excellent reviews of
work in the area and give strong conceptual
guidance.

I would also call attention to a promising
approach that remains largely unexploited,
that of applying to cross-cultural analysis the-
ories and methods for understanding cogni-
tive processes underlying interview and ques-
tionnaire responses (e.g., Warnecke et al. 5).
With Martha Shumway of the University of
California, San Francisco, I have begun to
pursue such an approach.

Owing to space limitations, I was unable in
my February article to fully consider the
many factors that are likely to contribute to
disparities. Thus, much more remains to be
said, not only about culture, but also about
the design of mental health programs, treat-
ment financing, and many other barriers to
care. My focus was on bias. I mentioned deci-
sionmakers who might exhibit bias and
decision points where it might occur, and, by
touching on a wide range of possible explana-
tions for disparities to which bias contributes,
I intended to frame bias in a larger explana-
tory context.
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