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Learning outcomes

By the end of this chapter you should:

Have a working definition of culture
Understand the difference between emic and etic
approaches to mental health and distress

3 Know the different prevalent rates for diagnosed mental
disorders across cultures

4 Understand how various societies view mental health and
distress and the differences between some of them

Introduction

Psychological approaches to mental health and distress aim to
provide insight into the experiences, ernotions, behaviour and
states of mind that can contribute to the cause and/or mainte-
nance of mental health problerms. Psychologists and psychia-
trists are scientifically trained to reach agreement about what
problems ook like, what to call them, how best to measure and
eventually ‘treat’ theim. However, let us pause fora morment o
consider some of the issues relating to Lala and Simon; though
we may be able © reach agreement on whether their behav-
iour is unusual or distressing to them and others, we may not
be as confident about agreeing a standardized definition of the
behaviour, or cormparing the two sets of experiences. Do Lala
and Simon both 'have schizophrenia' or a form of psychosis?
When we look at culture and mental health, must we have a
universal set of assumptions and questions about human
experience? Is it the case that a Western orthodox understand-
ing of rental health and distress is universally recognizable?
Are the behaviours and states of mind described in Western
medicine and psychology actually found throughout the
world? Despite assurarices by some traditional texts about the
universal application of psychological and psychiatric models,
several questions appear to remain.

Guiding questions

1 To what extent do variations or similarities exist
between cultures, in terms of the prevalence, incidence
and course of traditionally defined mental ‘disorders’?

2 Do different societies draw the same line between
well-being and distress, sanity and madness?

The first substantial question addressed in this chapter is 'To
what extent do variations or similarities exist between cultures,
in terms of the prevalence, incidence and course of traditionally
defined mental “disorders”? We will address this by looking ata
proad range of data, including the World Health Organization
studies on 'schizophrenia’ It has been argued that if we were
to find strong similarities in the prevalence, incidence and
course of a disorder like ‘schizophrenia’, this would lend more
weight 1 biological {or pathoplastic) models, which propose
that while culture may shape the content of the symptoms of
this disorder, the form of the symptoms remains the same.
Incidence is a measure of the risk of disease, injury of death
at any given time period (e.g. over the course of a year) and
the occurrence of this within a population. Incidences are
often expressed in terms of percentages. The biological model

prioritizes a biological {neurological, brain structural and

physiological} explanation for the causes and maintenance
of mental health problems. ‘Pathcplastic’ refers to the various
influences (biological, social, cultural, psychological) on the
form of a disease once it has developed.

According to the pathoplastic model, for example, people
still have the illness 'schizophrenia) they may just attribute
different meanings to it and it may manifest in different ways,
according to cultural customs. Conversely, significant varia-
tions in the prevalence, incidence and course of 'disorders’ in
some societies invite us 10 ask whether we are measuring the
same ‘disorder’ at all

The second question is, ‘Do different societies draw a line
between well-being and distress, sanity and madness in the
same way?' Perhaps some societies genuinely express distress
and madness in ways that would not necessarily be recognized
by Western medical definitions and diagnoses and perhaps
there are emotions, bodily states, behaviours and states of
mind that hold completely different yreanings (Littlewood,

2002). If the variations pbetween cultures are too great, does
this make a universal model of mental health and distress
problematic?

The vast literature On culture and mental health has
developed largely within the disciplines of medical, cultural
and social anthropology, and transcultural or cross-cultural
psychiatry (Tseng, 2001) and psychology, but we will use
this literature here to address issues specificalty relevant to
psychology. Before turning to each of the questions in turn, we
must first address how different societies have made sense of
issues relevant to the study of mental iliness. It soon becomes
clear that the different approaches can begin with quite differ-
ent assurptions, leading 1o different questions and, ultimately,

different answers.

What is culture?

Defining culture has never been easy and the debates
pbetween and within anthropology, psychiatry and psychology
continue to rage. Too broad a definition of culture can often
obscure some of the key differences between people within
the same culture, and a 10 narrow definition can blind us
to important simnilarities. According to social psychologists
Kenrick, Neuberg and Cialdini (2010), a definition of culture
can include the set of peliefs, habits, customs and discourse
shared by people living in close proximity and time. Cultural
anthropologists have alco described how culture ‘shaplesl
experience, interpretation, and action [and] orients people in
their way of feeling, thinking, and beingin the world' {Jenkins
& Barrett, 2004, P. 5). Cultural practices often involve symbols,
language, rituals, dress and objects that signify a way of life for
a society and a set of principles that make up systems of Delief,
moral codes and legal doctrine. This can also be cross-cut
with differences in religious customs. An example from South
Asia would be the noticeable differences in religious beliefs
and rituals that exist between the Sikh, Hindu and Muslim
religions. Thus, even thiough 'South Asian' cultures may share
particular beliefs regarding selthood, the family and marriage,
tor example, there would remain religious variations that
would represent significant differences between these groups
(Loewenthal, 2007).
The term ‘culture’ is often misused and is often put forward
as a variable to be measured and compared. However, as

Art . -
ant};ur Klelrlu"nan, a leading US psychiatrist and medical
ropotogist (2004, p.952) argues, culture is not a 'thing’:

[ilt 1s.. a process by which ordinary activities acquire
emotional and moral meaning for participants. Cultural
processes include the embodiment of meaning in habitus
.and physiological reactions, the understanding of what
}s at stake in particular situations, the development Sf
1nte@ersona1 connections, religious practices, and th

.cultlvation of collective and individual identity. 'Culture ie
1ne?ctricab1y caught up with economic, politicz;ll pPs cho?
logical, and biologic conditions. Treating culture ’as ay fixed

variable serio USly 1Y Lpedes our ablllty to understand and

Can we then say that a unanimous ‘culture’ is embraced b
all who live in the same society or by those share the s L
gt.eogrzjlphical location? Not always; some societies <:ont::1?me
d1v§r31w of ‘cultures’ that may share certain moral or politiI:: 5{
beliefs, but diverge, say, on religious issues. British society, f:r
example, contains a number of different cultural groups ;:hat
cgm be further divided by religion and/or ethnicity Whei stud
ying culture and mental health, it could be arqued .that an'u ]
lar attention must also be given to the more specific dimx?u-
of family, religion and spirituality, ethnicity, class ericlins
and sexuality within the overarching deﬁnit’ion of’ cgultu .
as thése can have a dramatic impact on the organization re%
emotions, beliefs and norms of acceptable behaviour (Pilgrixc;
& Rogt‘ers, 2002; Addlakha, 2008; Pilgrim, 2009). Furthermore
many 'sub-cultures’ can exist within a society whose disti :
set of behaviour and beliefs differentiate them from the 1 i
cultural group as a whole, of which the sub-cultures are aargre’cr
Dt.xe co.nsideration must also be given to issues of culturep;a d
migration, where it is possible for migrating groups to I‘Itll
or fully retain their original beliefs and customs whilst 1iv1'1;1a _Y
a culture with a differing set of values on certain issues (Bg 11?‘
Bhugra, Goldberg, Sauer & Tylee, 2004). i

t

Som i i
mor;spaa:s %f North American §OC|ety are heavily influenced by Christian
ideals. How does this impact on what we define as culture?

InItt ;itglja;, tlrllen, that d'eﬁning culture is a complex affair.
geographic:: s{ 1cultk.n'al differences’ are often studied using
bt th ocation as a way to distinguish differences
T tulzies. Funherm9re, some cultural anthropolo-
et o.e ’that .thc.e distinctions between ‘industrialized’
i ping ‘soc1et1e.s often operate under the implicit

ption that ‘developing’ nations refer to members of a
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scf>c1ety F)ver‘ ‘there’ and 'developed’ nations refer to members
Zo g s)ochety her.e’, namely E.urope and North America (Hopper
4). fevelopmg countries are (broadly) countries of 1ower'
economic wealth, usually matched by less industrializati
anq technology. Industrialization is the shift from a br 1doln
agncultural and rural society to an industrial and urbanoa q
mgnal}ing technological and economic advances Howeo .
there.ls no universal definition of this term. For th;e pu o‘;er,
‘of this chapter, we will stay largely within the bour?zl esf
.geographical cultures’, to avoid some of the more <:omslc>
issues that warrant in-depth and prolonged discussi p' "
we do not have space for. sion wien
In addressing issues of culture in the context of mental
health, we must ask questions relating to the particular cust: ’
and habits of a given culture and how they may play a ro{)en'.lS
the development of specific mental health problems; whethm
all culltures are equally mentally 'healthy’; whethe‘r spe 'f? .
behaviours and states of mind are found only in fer(t:1 'C
cultures and, lastly, whether being ‘mad’ or ‘distressed’ in e
cu}turel may lead to a better outcome. Furthermore wlime
mlgratlon has occurred, we need to ask how this exp’elriertl3 .
Ilmpacts on an individual's mental health, especially when tlie
host’ culture has discriminated against the migrant or failed ;
accept their particular cultural beliefs (Fernando, 2003) s

‘Professional’ cultures

‘We ha
Litﬂewo\;ed’ t;s:)};’ ‘Il)).ultg;hey have customs’ (Pascal, cited in
hel;zt; worth notm'Lg that any discussion of culture and mental
' must consider not only the wider cultural beliefs of a
society, Put the professional disciplines that are sanctioned b
tha't s'oc1ety to measure and treat mental health and distlresy
Thls is because cultural beliefs regarding mental health ars.
informed and shaped by professional experts who claim te
know what (;auses mental distress and how best to managz
z1fr treacti _1t: Wth the growth of psychiatry within the discipline
medicine in the early 19th and 20th century, distress and
mental health became increasingly more m;edicalized i
1nc%ustrialized societies, with a whole set of human ex‘pelriencm
f'mlsen’(, anxiety, breakdowns) translated into terms such :S
illness’ and ‘disorder’. This has also bequn to have far-reachi ;
eﬁgct§ on countries undergoing economic development ng
rapid industrialization, where Western notions of mental heea;tlh
have grown in popularity, due to a number of factors, inctudin
the adc?ption of certain Western ideals (see Box 3.1) , ’
The introduction of pharmaceutical companieé into devel-
<.)p1ng countries is another potential reason for an increasin
1ntere§t in Western psychiatric views. In Europe and Nortg
America, mental health is still largely treated and measured a
a health and illness issue, although the emphasis on biolo ;
.and medication is much greater in North America than itg'y
1r_1 E.urc.)pe (Littlewood, 2002). Psychiatry has remained a sublf
discipline of medicine and is largely in charge of the manage-
ment of r.ne‘ntal health issues in these societies. Unsurprisingle
the remaining dominant view (but not the only one) in mentZi
heal'th services is that mental distress is an ‘illness’ or 'disorder’
to d'1agnose and primarily (but not exclusively, as psychologi-
cal 1nt_erventions are also recommended) treat with ph sigal
theraples (drugs). Thus, psychiatry has its own cultural y1'ac-
tices and rituals that can shape the individual behavioui3 and
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i ized
attitude of each psychiatrist and client, such as stand:;cﬁons
icati institutionalization, consu
measurements, medication, I o~ e vyalee
ional conduct. Clinical psyc gy
and codes of professiona . e i
i ich at times is able to WOI.
has its own culture, whic : O el
iatri it must operate in the conte
a psychiatric one, as 1 : O atey and
i times may oppose Psy
health tearn, while at other . e
ituals and practices that can :
create a new set of ritua . .
pendently (though, of course, clinical psychologists are still by
jcal institutions).
nd large employed by medica X
: Wha? is often missing from references to culture and meneta
health in psychology texts is the recognition that t(?eﬁvi r:y
idea of measuring people’s distress using scales and de 1;1 eg
mental distress according to an illness moldﬁl I{f; ;:2; gms
i arding mental nea
from Western assumptions 1eg J roen D es
igi blem in the individual (in ,
and the origins of the pro . o
ir hi i Rarely is there any
their history or personality). . e o
i Western culture itself op
in these texts about how ey (Cole
i 1 be a person and part o :
defines what it means to A
i of the cultural anthropotog
2005). Indeed, Kim Hopper, one :
wor€1><)ing as part of the DSM-1V task force to include cultural
i that it is rare for Western prac-
features in the manual argues e
iti to acknowledge the assump
titioners and researchers . : : B ok
i indivi lism and illness informing !
regarding individual . infor: B
ivi i i hical tradition is conc
Individualism as a philosop raditi :
the properties of the individual (deficits, illness, d1st1rests.),d el
k force on culture reporte
Furthermore, the DSM tas ] . f
ing disappointed by the lack of more gene@l dlscussm)n ;:S
cultural issues in the finalized DSM-1V (Klemmaln, _1.997it.self
Bentall notes (2003, P. 139) ‘this (DSM) enterpr?se is, mber;
culture bound. It represents the efforts of [certan}b] rrr:e e
i to make sense of human benavt
of one particular culture Ay e
¢ fatry and clinical psyc qy
breakdowns' Thus, psychia . . S
i t of traditions, which have p
developed their own s€ : R v
i i igi itics. This professional culture, ,
historical origins and politics : . e et
i iefs of a society regarding the
then impacts on the belie - s
i In China, for example, thoug
mental health and distress. . A
ini i il lower than in the West,
of clinical depression are s e
i he last 25 years, due to the
have risen sharply over t . Syl
1 -i d diagnostic and assess
tion of Western-influence : e o
i sychiatry and psycho ogy ‘
(Kleinmar, 1991). However, p : o
ifts i i ltural beliefs regarding
affected by shifts in wider cu : By
1d be highly unusual nowaaay:
normal or abnormal. It wou .
i the 19th century
iatri hologist to take seriously
a psychiatrist or psyc R o efeine
i i ia (an uncontrollable urg :
diagnosis of drapetomania : i T &
d in African—American si& .
slavery, often observe . b
ift i i itudes regarding slavery, 39
due to a shift in social attl . s
ift i ientifi inking. lan Hacking, a pii
to a shift in scientific thin ol
i fessional cultures not only
of science, argues that pro . &
culture with the knowledge they prodgce, they 1n. iuvf,rilhm
affected by the cultural beliefs of the society they e>c1sf " mo_.
This can apply equally to sub-cultures — the .remova.ﬂ [o) cl).t. "
sexuality from the DSM was strongly associated with politic
i i d gay activists.
ampaigns led by lesbian an '
‘ Thiz ISJSM—IV—TR has now been translated into 22 Iangua%es(i
including Chinese and Arabic, and continufas tF) be Ee?:énfal
i i te for the classification O
as an international templa S
i 1t is, therefore, unsurprising
disorders across the world, , e
i i i t mental health and distre
wider societal beliefs abou e
introduced by professio
in turn shaped by the language ! g
iscipli Western psychiatry and psy
disciplines. Of course, e
iscipli to shape local beliefs reg
are not the only disciplines o
mental health and distress. Traditional healers, for example,

. - ie-
remain powerful figures in many non—mdustnalcllzedez?sne
o . -
1 ici i 4 traditional healing an
ties; officially sanctione : i
is legally recognized and is often the first plac;a ;ha; ii?oan;rl
ivi in ti  distress (Jilek, 1993). 1ra
individuals turn to in times © . e T
_established professional cu :
healers have a well-es iy
i the advent of modern psy
n (often dating back before P
SW and psychology) including a set of culturallyl spec1ﬁc forlmz
(;fy assessment and treatment. Although traditional h.eat.zlrS )
i societi
i ber of sub-Saharan African
(who operate in a num _ i S
tern systems of diagnosis,
may not adopt Wes : ' s
tive version of diagnosis,
they do have an alterna . .
dimynation Divination is a process oI ritual carnicll olut by :,
- 1 aley Ma’
i illness or poOSsSE€ss1ON. The he
healer to read signs of i (o
look at patterns in liquid or observe superna'ﬂ.nla%lkact';llvrci;l:l (‘;y
. e ;
ievi tate of consciousness. Unlike .
achieving an altered s . el
i i t take place in the averag .
vidual consultations tha v ey i
i ivinati be performed publicly, esp
nation, divinations may I
the patient’s complaint is believed to be the result of.collsalt)he
interview
i ial U 2001). The healer then 1
ing social ties (Tseng, . : e ete
ient’ i d relatives and, in doing so, ct
patient’s family an ves 2 o bfiiing
i ial fi i tion can be carrie
of his/her social field. Divina : o e
iali ing into medicated wate ;
specialist herbs or peer : e
have contributed to C
ancestral roots that may o
i i The healer may then see O
tensions (Laine, 2007). S
i iri itches who may have occup
voices of dead spirits or Wi . e O and
i i ho are in conflict with the p
bodies of the relatives w. e be
1 their illness. One treatme
are thus responsible for vt
i i here members of the commu athe
a public exorcism, W \ i e eete
1 i 1 of the evil spirit from
1o witness the withdrawa \ .
body. This would be accompanied by dan§e and song;ﬂt
a wa.y to purify the patient and her/his wider community

(Turner, 1974).

Studying culture in the context of mental
health and distress

i i how

In addition to the contribution of professional cultu:rie; %
tionship between culture an

we make sense of the rela : ~ R

derstanding of people (pPsy
health must depend on our ur DT
lth more generally (Kazarian :

ogy) and mental hea e L

ieti al and community 1
In non-Western societies, mor :
more commonty addressed in the context of understanding

ion i - ocieties, a
Despite a shift to industrialization in a'number of non-Western s
sense of collective tradition still remains
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Box 3.1

Professional cultures in Zambia

When studying culture, it is always neces-
sary to consider the interplay between
the general cultural customs of a society
towards unusual behaviour or distress,
and the professional culture that has been
developed to deal with them. The two
may not resemble one another, but may
variously be used by members of that
culture. On a recent field trip to Zambia,
one of the authors (Reavey) discovered
there to be 42,000 registered faith healers
and only four registered psychiatrists
amongst a population of 11 million. There
are a handful of clinics that offer cognitive
behaviour therapy but this is extremely
rare. Zambia is largely a rural country,
where traditional medicine is still widely
practised by faith healers to treat mental
and physical illnesses. The origins of
mental illness are believed to be medical,
spiritual or religious, or a combination of
these. Traditional medicine can involve the
use of herbs, animal skins and tissue (fat,
internal organs) to relieve symptoms, and

the healer will be paid for each visit. Faith
healing can also include specific ceremo-
nies where evil spirits or dead souls are
exorcized by the faith healer, who is
trained to go into altered states where she
or he can communicate with the spirits.
Furthermore, faith healers connected
with Christianity can perform ceremonies
where the patient is exorcized according
to Christian doctrine, in the presence of
the religious community. Both traditional
healers and psychiatrists are responsible
for treating mental health and distress and
are officially recognized by Government
bodies. In addition, the Zambian govern-
ment has sought to increase the role
played by medical practitioners (following
Western principles of medical treatment)
by developing a scheme that trains ‘clini-
cal officers’ who are employed to perform
a similar diagnostic and treatment role to
psychiatrists, largely in outpatient clinics
(there is only one psychiatric hospital in
Zambia). The clinical officer is trained to
use the DSM diagnostic system and to
medicate patients. They are trained for
only two years, following high school
(this is roughly equivalent to UK A-levels).

The idea behind the use of clinical
officers is that larger numbers of them
can be trained to deal with mental health
caseloads, by following the descriptive
model of the DSM and prescribing
established (Western) medications. The
assumption is that following a well-
established biomedical model will lead
to more cost-effective and successful
management of mental health problems,
because they can be treated using
standardized medical knowledge. The
cultural picture for mental health and
distress is, therefore, mixed. On the one
hand, there is a strong belief in traditional
medicine and the Christian faith, and on
the other hand, there is a move towards
establishing a psychiatric culture that
resembles physical medicine involving
short consultations (to monitor medica-
tion ~ case management) or, in extreme
circumstances, short-stay hospital treat-
ment. Other ethnographic reports suggest
that most individuals living in sub-Saharan
African societies rely on both traditional
and Western psychiatric/psychological
systems of support to tackle a variety of
needs (Lefley, 1999).

the causes of mental distress, seeking an explanation in
outside forces, rather than the individual's personality or
possible biological dysfunction (Littlewood, 2002). In Western
psychiatry and psychology, moral issues are usually replaced
with concerns over symptoms of illhealth or ‘states of mind’
because the emphasis is on the search for a problem with
the person’s health, rather than their moral standing in the
community. Furthermore, it has long been noted in anthro-
pological writings that a positive belief in individualism
is a key feature of Western societies, in which autonomy,

independence, ‘personality’ and free-will are credited with

greater significance than collectivity, religiosity, morality and

dependency, which are more common to non-Western socie-
ties (Triandis, 1989,1995; Bharati, 1985). In non-Western socie-

ties, collective concerns may, in fact, overshadow individual
needs.

Self and culture

Western societies have long been associated with the ideals of
individualism and personal autonomy. Individualism is more
often associated with liberalism and a form of 'I-consciousness’
(Hofstede, 1984). Liberalism is the belief in the importance of
equal rights in society.

According to theories and empirical studies in cross-cultural
bsychology, Western societies, personal life histories, internal
beliefs, desires, commitments and thought are believed to
provide the information we require to understand ourselves
(Hofstede, 1980; Sadler, 2005). Another key assumption in
Western culture is the existence of a ‘unified self, based on the
idea that we have stable and coherent personalities.

A national survey conducted in the US, for example, found
that 97% of Americans believed strongly in 'being responsible
for your own action's and 89% in ‘being able to stand up for
yourself. They also believed that ‘being in good health’ and
‘being able to express your feelings' was essential to good
mental health (Cherlin, 1999, cited in Keyes & Ryff, 2003). Social
psychological studies have also revealed how views on the self
can actually moderate psychological well-being. For example,
studies that have established a relationship between increased
self-esteem, overall life satisfaction and psychological well-
being have been unable to fully replicate these findings in
collectivist societies (Ritter, Chaudry, Aigner, Zitterl & Stompe,

2010; Suh, Diener, Oishi & Triandis, 1998).

In collectivist (mainly non-industrial or developing)
societies, selfhood may be more invested in community and
family activities (though it is right to exercise caution here, as
non-industrialized societies may adopt some individualistic
values - see Box 3.2) rather than personal history and selt-
esteem alone. Collectivist societies are more often associ-
ated with traditionalism and a form of ‘we-consciousness’
(Hofstede, 1984), Selthood is more widely dispersed, and
grounded in shared activities and values. Having high self-es-
teem may not be valued, therefore, if as a result the individual
stands out and appears to separate from the rest of the group.
Such societies may also seek the attribution and resolution of

certain experiences or problems, not in the individual's mind
or body, but the community, and in particular, the family. This
contrasts with much Western psychiatric or psychological
intervention. Despite these differences in models of the person
and the attribution of the cause of mental distress, psychiatry
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BOX 3.2

Economic growth and therise
of eating disorders in Japan

The number of reported cases of eating
disorders (anorexia and pulimia nervosa)
has increased substantially in EUrope
and North Arnerica in the last fifty years:
The term refers to a group of 'disord_ers
characterized by unusual eating habits,
including restrictive or excessive food
intake, which may have negative .
conseguences for mental or physical
health. .

In fact, there was some discussion as
to whether eating disorders should be
included as culture-bound syndromes
in the last version of the DSM, because
almost no cases had been reported
in developing or non-industrialized
societies until fairly recently. The
pursuit of thinness is reported by those
diagnosed with these conditions, as
the core feature is an intense fear of fat
and poor self-image. The vast majority

of cases are young females, a fact that
has been attributed to a crisis in female
identity, following conflicting demands
for women's success in education

nd industry and their continued

submissiveness and dependency in the'
domestic sphere. The increasing pursuit
of individualism and personal success,
along with the fragmentation of Ean.-i'ly
ties, is also belleved to be contributing to
the growing number of eating disordelrs
in these countries. Developing countries
were thought to be immune because
non-industrialized societies were more
collective in outlook, had less access 10
food and supported strong family bonds
(conditions opposite to those that foster
eating problems). However, since the
1990s, cases of eating disorders have
been reported in countries as diverse as
Denmark and Nigeria. Why is this? One
reason may be the growth of indus-
trialism in previous non-industrialized
socleties and the adoption of consumer
culture and individualism {although the
simplistic view that non—industriaiizgd
socleties merely mimic their industrial
counterparts should be avoided). ‘
Consumer culture refers 1o societies in
which the purchasing of material goods
is driven by desire rather than need.
One's social status and relationships are
in part defined by how much one owns
and has access to economic wealth.
Greater wealth is desirable and affords
greater social status. Ultimately, part of

our identity is written into our success in
acquiring wealth and goods. :
A particularly interesting case IS
Japan, often considered to be thg most
economically developed society in
Southern Asia. Since the Second World
War, some of the conditions that have
led to the increase of eating disorders
in industrialized societies have arisen
there, including individualism, conflicts
between traditional and contemporary
female roles and the growth of consum-
erism and the media in influencing and
shaping public attitudes. Changes in
the economic and industrial climate
in Japan, as well as shifts in cultural '
attitudes, are believed 0 play a role in
the sharp increase in eating disorders,
according to leading experts (Nasser,
Katzman & Gordon, 2001). Even though
figures do not match US or European
rates, anorexia has risen from virtually no
reported cases in the mid-20th century
to around 30 per 100,000. Another factgr
is the rapid growth of Western psychiatric
diagnostic assessments and treatments,
which may also explain why the number
of cases identified by professionals has
risen sharply. Despite this, it is unlikely
that this alone would explain the sharp
increase in eating disorders countrywide.

.k

and psychology are still aiming for universalism. At::lerr];f:i ;Z
compare individual syrmptormns across cgltures are st1.ﬁp rue
pecause the assumption is that, despite cultural differ nees
in the content of symptoms and beliefs about the sself, ced ace
life events, genetic dispositions and s'tres.sors can still cll)r; r:(m
similar symptoms. According to this v1§w, Lala an 1f o
could still initially be classified psychot{c, rega}'dless o. ne
difference in the cultural ideas surrounding their behavio
anl(fio?i:g;ple, if we were to treat ‘schizophrenia’ as a dlseasle_
(that is, qualitatively distinct from the rest of human ex.pent
ence and one which runs its course regardless of human mp1.‘1u
or cultural content), our study of culture anq mental health wi :
probably involve some objectified and reliable measurﬁme;l
of schizophrenia. This standardized measuremelnt cant edn (;
used to make comparisons across cultures, as in the stu 3; ;13
medical conditions. Standardized deﬁniltior‘ls are also key1 o . se
development of certain (largely qua.nnjcatwe) methodo oci:neoé
Quantitative research adopts standardized measurements N
phenomernia so that the relationships between E.ﬂ(:‘r[“tenls can Ie1
measured and analysed mathematically. G.Iualln.atwe resez;rlc_
is interested in the meanings given by 1}'1dn.nduals tott Zlf
beliefs, experiences and pehaviours; the :?um is not to 's art1 g
ardize or nathematically measure meaI‘11ng but to prioritiz
the individual's subjective meaning-making process. e
In epidemiology, for example, it is _necessary to es areL;:ts
an operational definition of a disease 11l ordgr to meaSLtlt =
prevalence, course and outcome across different settings.

Epidemiology is the study of health .and ililness patte;r}s. 111:
and across societies: it is a form of ev.ldence—based réle 1:1:1on
designed to identify risk fa-:to;s for disease, usually base
> itative methods.
laIg:ﬁ;Cii; g?szr;tses, drawing causal chains f?r disease and t:(z
formulation of specific health strategies are uﬁpqﬂant asptle1 b
of epidemiology and have been used in psychiatric 1resez:urcThe
establish prevalence, course and outcorr:te ach)ss ?ul'furei. o
assumption is that we are comparing ?1ke with hke.‘o'n y e
cultural setting is considered to be variable, not the ‘disor
ltsg]i the other hand, if we believe that ciu‘lturesl therln_selves;
define the terms of human experience,l imposing dﬂ.’ferezs
meanings on behaviours, thoughts, emetions and expener;;e
and applying a universal name 10 ther_n may not be Poss tha{
For example, the cultural psychologist _ Geerlz clal'rrfs e
though all human cultures have some notm.n of whatitis i
a hurnan being (unlike, for example, an .ammal, rockor p )
the individualistic notion of self found in Western cultur.esd'_
not universally recognized, as what it means to be a'n ind 1d
vidual and a self is tightly bound by cultural convent1o.ncaz)r11e
depends upon culturally specific language (.Geertz, 15183, ma,
2005). Emotions, behaviours and states of mind, theretore, 3:
not be culturally equivalent, due to different ‘1anguage conv'en
tions (Leff, 1973). The Western understa'mdl.ng of depressior;
for example, does not translate readily into non-We§ era
cultures, where there are ditferent models of self (.Pﬂgn;n i
Bentall, 1999). In the Western literature on depression, ther

has been a great deal of work linking particular self-constructs
(the discrepancy between the ideal and actual self, for exam-
ple) with depression (Hammen, 2005), but do these constructs
resonate across all societies? A classic counter-example to
a Western perspective on self can be found in Japan, in the
syndrome taijin kyofusho, in which the individual is extremely
fearful of her/his acceptability to others. If one considers the
Japanese proverb ‘the nail that stands out gets pounded down'
we can see that a DSM diagnosis of social phobia would miss
the cultural subtleties and meanings that provide the context
for that behaviour (Markus & Kitayama, 1991).

On a visit to an AIDS hospice in Lusaka, Zambia, one of the
authors (Reavey) met patients described by the (extremely rare)
local cognitive behaviour therapist as ‘depressed’. Cognitive
behaviour therapy (CBT) is a therapeutic practice aiming to
change or modify and individual's thought processes and
behaviour. When speaking to these people, Reavey found that
asking questions about individual feelings and self-esteem
(as one might do in the UK) had little resonance with these
patients from rural communities, though, interestingly, the
more educated urban dwellers were more able to address the
question. Although anecdotal, this last example illustrates how

differences between urban and rural communities can be
crucial.

Emic versus etic distinctions

In practice, cultural studies of mental health and distress have
been carried out by two different groups of researchers, who
start out with different assumptions (Bentall, 2003). These can
broadly be divided into the emic and etic perspectives. The
former refers to an approach that prioritizes the meaning the
person under observation attributes to their beliefs, experi-
ences and behaviours, using their own cultural reference
points. An etic approach gives greater priority to a univerdal
definition of beliefs, experiences and behaviours, offered by a
scientific observer. The main aim of is this approach is to be
culturally neutral and objective and apply observations and
measurements across cultures.

The etic or 'outside' perspective (as some anthropologists
refer to it) follows in the tradition of behavioural psychology
(Skinner, 1938), transcultural or cross-cultural psychiatry and
anthropological approaches that link cultural practices to
external or antecedent conditions, such as economic, social
and ecological factors that may or may not be part of the
vocabulary, beliefs or explanatory system of the inside group.
This 'experience-distant’ approach encourages the researcher
to standardize categories and diagnoses, which can then be
used to carry out cross-cultural comparisons. In methodo-
logical terms, this translates into the generation of hypotheses,
used in large epidemiological or smaller experimental stud-
ies. Nevertheless, this perspective welcomes the exploration
of cultural differences, in terms of the content of particular
behaviours and symptoms. However, the assumption is that
the form of the problem under investigation remains the same
— depression is the same disorder, whether in India or North
America.

The emic or insider perspective follows in the tradition
of psychological studies of folk beliefs (Wundt, 1888) and in
cultural and social anthropologists’ pursuit of the mative’
participant's point of view (Malinowski, 1927; Sapir, 1924;
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Mead, 1928; Sullivan, 1938) and, later, Kleinman & Kleinman,
1995). This ‘experience-near’ perspective privileges the
participant's account of his/her experience, avoiding any
unnecessary intervention or standardization of response
by the researcher (Jenkins & Barrett, 2004). It often involves
understanding mental health problems as extensions of
normal human experiences, rather than as qualitatively
distinct categories of disorder or illness, emphasizing
the continuity between the ordinary and the unusual or
‘extraordinary’ (Sullivan, 1962). In methodological terms, this
could take the form of an ethnographic or qualitative study,
which would not involve testing a prior hypothesis, or a
quantitative or experimental study of specific behaviours and
experiences, rather than beginning with broader diagnostic
categories. Emic knowledge is essential for a more empathic
and complex reading of culture and psychological processes
more generally.

There are differences between cross-cultural psychiatrists
and psychologists, who adopt the invariant model of ‘disorder’
(typical of etic approaches), and anthropologists, who argue
that important variations exist, resulting in a fundamentally
different kind of experience (typical of emic approaches).
According to the emic view, standardized measurement
would be problematic. However, the emic and etic distinctions
are not always strictly adhered to, as a number of psychiatrists
and anthropologists have argued that careful emic knowledge
is required before hypotheses can be developed, implying that
neither approach should be used in isolation (Morris, Leung,
Armes & Lickel, 1999; Cheng, 2002), In this chapter, we will draw
on both emic and etic forms of knowledge, to address each of
the substantive questions in turn.

Are the boundaries between mental
health and normality similar or
different across cultures?

In order to address the first question - ‘To what extent do
variations or similarities exist between cultures, in terms of
the prevalence, incidence and course of traditionally defined
mental "disorders”?’ — we must first discuss what is meant by
mental health and distress across a variety of cultural contexts.

Definitions of mental health problems rely largely upon
definitions of normality, as the former are often identified via
the impairment of a person's social or occupational status — in
short, when there is some sort of disruption to normal social
behaviours (Warnetr, 1996).

Definitions of normality, like definitions of health, vary
widely across societies and depend upon a range of possible
perceptions by members of that society or culture towards
certain social behaviours (see Helman, 2000 & 2007, for
an extensive discussion). Some distressing behaviours
and thoughts involving a religious or spiritual dimen-
sion, for example, may be misinterpreted when standard
Western categories of illness or disorder are adopted - see
Neurasthenia, below. The use of a standard psychiatric
category may miss important features of a particular cultural
belief system that would be useful to explain, treat and,
eventually, ‘heal’ the person (Loewenthal, 2007). In Japan,
for example, 'fox possession’' is a commonly recognized
experience that can lead to distress and voice-hearing: the
person believes they are possessed by a fox spirit who enters
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and speaks to them. Shamans, rather than psychiatrists, are
commonly consulted and often perform religious rituals that
enable the person to understand the nature of the possession
by eventually establishing harmony with the fox spirit. This
can even lead to the person becoming a Shaman themselves
and carrying out religious rituals of the kind used to treat
their own distress.

As well as unusual behaviours being read in different ways
in different cultures, emotions can be constructed and expe-
rienced differently. In some African languages, for example,
anger’ and ‘sadness’ are not viewed separately ang, in
Japan, dependent emotions (honour, obedience, deference,
selflessness) are viewed more positively than in the West
(Leff, 1973). In Western psychology, emotion and cognition
are often studied independently, indicating the assumption
that thoughts and emotional states are distinct (consider the
contrast between ‘thought disorders’ such as schizophre-
nia and ‘affective disorders’ such as depression). Despite
there being significant similarities in conceptualizations of
emotions across cultures, there are significant differences in
the way in which emotion is seen to interact with mind and
body processes (Leff, 1977).

Across different time periods and in different societies
there have been countless recordings of ‘odd/ ‘abnormal’ or
“unusual’ behaviours: behaviours, emotions or states of mind
that do not appear to fit with majority perceptions or actions
(Littlewood & Lipsedge, 1982). Furthermore, it is clear that in
every society what people consider ‘mormal’ or ‘abnormal’
social behaviour can differ widely (Helman, 2000). In spite
of this, there do appear to be behaviours and experiences
that appear throughout the world, and that are considered
to be problematic. These can include intense sadness (for no
apparent reason), problems with eating, body dissatisfaction
and culturally inappropriate peliefs, all of which are cormmon
everywhere (Nasser et al, 2001). Arthur Kleinman argues
that the universal existence of human suffering underpins
cultural displays of distress; the existence of abuse, poor
communication, hostility, trauma and stress may lead to
mental distress and/or poor mental health. Though most
might agree that these behaviours, emotions and experiences
are indeed universal and troubling (if they lead to social
impairment), there is still a great deal of dispute about how
1o label them and whether the meanings assigned by differ-
ent societies and cultures actually amount to the same thing
(Littlewood & Lipsedge, 1997). If a local healer in Malaysia,
for example, hears voices and interprets them as spirits who
instruct her healing practices, should we use the same label
for her behaviour as we would for a British-born man living
in London who hears the voice of Christ? Although both
individuals both share the form of behaviour or 'symptoms’
{hearing voices), can they be regarded as equivalent, and
should they necessarily be considered ‘il or ‘distressed? In
order to begin to address these kinds of questions we will
be drawing on studies using both etic knowledge with a
Western (often diagnostic)' definition of mental disorder to
measure ‘abnormal’ behaviours or experiences found across
fhe world, and emic knowledge that has concentrated on the
more local experience-near features. How we assess whether
mental health and distress are universal may largely depend

on the types of knowledge we draw on and the tools we use
to measure them. Even then, definitions and eventual diag-
nosis used within the same ‘culture’ (Western culture) may

differ across countries, due to differences in professional and
clinical practices (see Box 3.1).

Prevalence rates across cultures

At the beginning of the S0th century, a number of investiga-
tions revealed different rates and forms of mental diseases
in Western and non-Westerm societies. This is not surpris-
ing when we consider that the study of culture began with
observations on the British ternperament: in particular, the
tendency towards repression and melancholia because of the
climate (Jenkins & Barrett, 2004}

Since then, research has moved on to draw cormparisons
hetween 'developing’ and 'developed’ societies. One of the first
to do this was Kraepelin (1904/74), in his study of the psychoses
(including dementia praecox and manic depressive psychosis)
in Java and Europe. Kraepelin compared the Javanese and
Furopean symptoms of these 'diseases, finding some simi-
\arities, yet also key differences. For example, he reported that
there were fewer examples of delusions and hallucinations
in the Javanese, which he attributed to an impoverished
language system and greater reliance on sensual imagery for
thought (Kraepelin, 1904/74). In fact, the view that European
displays of madness and/or abnormality were less likely to
occur in societies deemed ‘primitive’ or ‘closer 10 nature’, due
to a lesser capacity for higher thought, was widely held, and
was accompanied by anthropotogical studies that documented
physical differences (e.g. skull size) between racial groups as a
way of measuring intelligence and personality across cultures.

A study investigating the African mind, commissioned by
the World Health Organization (WHO) in 1952, for example,
vrent as far as to suggest that the underdeveloped frontal lobes
of Africans could account for their poorly developed personal-
ity and primitive tendencies. It is clear that in the first half of
the 20th century, cultural differences were observed through
the lens of colonial and racist stereotypes, rather than by
systematic scientific investigation.

Current practice in cross-cultural psychiatry and psychol-
ogy is to count cases of mental disorder using objective
and standardized measures, rather than relying on emic
descriptions of distress and mental health found in qualitative
anthropological studies. Prevalence rates can be measured
with a range of instruments, including standard DSM or
ICD diagnostic criteria or other recognized assessment
tools such as the Present State Examination. The Present
State Examination was designed in the 1960s 10 assess an
individual's present mental state (questions refer 10 the past
month only) in order to identify any mental disorder. The test
includes a standard checklist of items, with some flexibility
permitted in questioning.

It is important to note that different studies measure different
populations for rates of mental health problems. Populations
may consist of clinical samples (inpatient and outpatient

services; GP or mental health services) or cornmunity sarmples.
Accurate estimates are distupied by differential access to
services (leading to varying rates of formal diagnosis) and by
different levels of acceptance of Western forms of diagnosis
and assessment measures. This makes the determination of
“true’ incidence difficult. However, a limited number of cross-
cultural studies exist that reveal variations in mental health
diagnoses across cultures.

The World Health Organization Collaborative Study on
Psychglogical Problems in General Health Care (Ustzn &
Sartorius, 1995), for example, was an epidemiological cross-
cultural study designed to examine the frequency, recognition
and outcomes of psychological disorders in ge1;1era1 health-
care setti.ngs across cultures. Prevalence rates for a range of
ICD-10 diagnoses varied significantly across different cultures
(see Table 3.1). The authors of this study discussed some of
the predictors of such variation, including health beliefs,
help-seeking behaviour, diagnostic practices and patterns o%
response, A follow-up investigation (using a meta-analysis
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of the original results) of the cultural factors involved in th

different prevalence rates produced several findings (Maerck: :
2001). Current depression was less frequent in countries wh e
values of self-mastery and personal strain were valued (: 5
Japan, China and Zimbabwe). In addition, generalized anxic-.fy;
wgs negatively associated with countries that valued conserv-
atism (e.g. Greece &Brazil: countries showing social control b

the peer group and a preference for hierarchy). These findin Ssr
also correspond to certain social theories that predicted highir

rates of personal irritability in societies that value personal
freedom (see Foucault, 1961).

3 y
able 31 Prevalence of mental disorders and p|95e||t|||g health Colllplalllts in the WHO general practltlon r stud
er stu

n st C n -1 r t: f tients atte ealth care facilities eri
Prevalence of most common ICD-10 dlagnoses o] esent'ng Complaln S O pa ients att ndlng h alth ca aciliti (p 00 )
0

Any ICD-10 Current Gen Dep
- | Mental disorder Depression Anxiety Alcohol Psychological Fatigue Pai
io de Janeiro 355 15.8 22.6 4.1 7.6 -
| : 1
Zans 263 13.7 11.9 43 11 : 4 -
| 2
(Hr;)lrlialazr; 239 159 6.4 34 12.8 57 2:3;
Athéns 19.2 6.4 14.9 10 22 51 2
Berlin 183 6.1 9.0 3.7 37 52 .
Ankara 16.4 11.6 0.9 1.0 2.6 56 .
\S/eattle 11.9 63 21 15 26 1.6 joj
erona 9.8 4.7 37 0.5 6.4 3.7 27'
Ibadan 9.5 4.2 , 29 04 23 9.0 =
Nagasaki 9.4 26 5.0 37 13 | -
' . 9
_Shanghal 73 4.0 19 ., 02 : —~
Source: Ustun and Sartorius (1995, tables on pp. 324, 326, 352). = =

BOX 3.3

D_ifferences in psychiatric
diagnosis in England and France

A study by Van Os and colleagues (1993)
rgvealed significant differences betweeh
diagnostic and clinical practices in
England and France, although both these
countries are ‘Western’, industrialized

or developed nations. Major differences
were found between the way 92 English
psychiatrists and 60 French psychiatrists
conceptualized the cause, diagnosis

theoretical and philosophical traditions,
which, in turn, directed their diagnostic
and clinical work. In England, the
tradition was that of Anglo-Saxon
empiricism (the pursuit of truth through
scientific experiments),while in France, it
was continental rationalism (the pursuit
of truth through thought and interpreta-
tion). This meant that in England, greater
trust was placed in biological (neuro-
biological and genetic) and behavioural
theories, and, in France, in psychody-
namic theories {that emphasize parent-
ing) and familial dynamics. Incidence

and .management of schizophrenia. In
particular, each group of psychiatrists
appeared to be influenced by their

rates in the two countries were also
different. France had higher rates of
schizophrenia in individuals under 45

years of age and lower rates in those
over 45. In France, there was a greater
reluctance to diagnose schizophrenia
after the age of 45 and a number of
other problems (‘pseudo psychopathy’)
were identified that English psychiatrists
would not have recognized under the
label schizophrenia. Cooper and his
associates have also revealed differences
between British and North American
psychiatrists in the diagnosis of bipolar
disorder and schizophrenia (Cooper,
Kendell, Gurland, Sartorius & Farkas,
1969). These studies clearly point to key
differences in incident rates, diagnosis

and clinical practice in two Western
cultures.
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The World Health Organization studies of
schizophrenia

issi i £ studies investigat-

he WHO commissioned a series O ‘ :
i ourse of schizophrenia, using hroader
local descriptions and Western (Schneiderian) criteria ‘(:ee
Chapter 2). Schneiderian refers to the work of Kurt Schneider,

who described the syraptoms of schizophrenia that differenti-

ate tlle coT Ldltloll. fIOIIL OﬂLE-.‘r pSfChOth dlﬁordﬂrﬂ as iust Ialll‘
; va],ie.m, Qf haﬂ!lcl‘r‘&ﬁcns

symptoms, which mainly comprise a
and delusions. . . . ]
Since then, nearly thirty research sites 1n.n.1neteer.t counh
tries (Western and non-Western) have part1c1pate1d mt::cto
The WHO went to great leng
a study (Hopper, 2004). ‘ reat :
include ‘developing’ and ‘developed countnes1 ;nTELdte;reZ
i tes across the world.
establish stable prevalence ra ‘ . .
main studies - the International Pilot Study of Sch1chhren1a;
(TPSS, beginning in 1967}, the Determinants of.Outcome od
Sever‘e Mental Disorder (DOSMed, beginning 1n.197i) :rz:ia
the recently completed International Study of Schgc:lp rang
! I _
inni i 82) — with follow-up perio ]
(ISOS, beginning in 19 . . o e
i i s (and in some sites,
ing from two 1o five year e
imi inci ross the world (be
orted similar incidence rates ac .
?5 and 1.3). DOSMed started with twelve sites bult eventuamq
réported from seven (Aarhus in Denmark, Chand1ga1rh—. nglae
énd urban - in India, Dublin in Ireland, Honoluu. mh ©
Us, Moscow in Russia, Nagasaki in Japan and Nott?_ng a :
in ﬁme UK), in order to make cross-cultural comparlsorltstcd
I The ISOS study complete
incidence rates and outcorne. —
ion i _up interviews of both the orngt
data collection in follow-up it . : .
1SOS study (24 years after the episode of inclusion) and the
DOSMed cohort. . o
These studies report equally distributed nurmbers o;nd;‘cl)lud:;e
i i i 1 we shall see that the
als liable to schizophrenia {thoug . .
and outcome were significantly different across cou?izis;};
Subseguently, the results have been used to gatr}er -
support for biomedical theories claiming that schlzc;)]:uh?er:1 2
is a culturally invariant (in terms of prevalence and form ea:’ N
genetically based disorder (Jablensky et al., 1992). If the 1:1 >
lence rates of the WHO studies are correct, only the gon (—::nbIe
' : > onhrenia can be considered variable,
the 'symptoms of schizop . e
lity of their form. However,
rather than the rate and qua . . -
itici £ these studies, which pol
have been a number of criticisrns O . . : .
to definitional problerns and poerly _descnbed mclusml;. anEd
exclusion criteria (Kleinman, 1991). Firstly, Bentall hcais a Iit.;st_
that it was inevitable that the initial IPSS study found co e
ent rates of schizophrenia across cultures, a§ only pa. 1ethe
meeting the Western diagnostic criteria were 1nc1)ud:d 11:1 o
i i (Bentall, 2003). Seco g
final cross-cultural comparisons .
1 the second study (D ,
when examining the data from DO -
isti sonificant differences of incidenc
there were statistically significan -l
across sites when a hroader las opposed to a Schnellderia;}
definition of schizophrenia was used [Jable-nsky et al., :'ngmi
Thirdly, there are clear reported diﬁerence.s in the coursT :
outcome of psychosis between develop.mg and deve otp :
countries. Does this pose serious questions for a Wester .
medical approach that claims to be able to measuril an(tic orrer?e
! i \tures? If the course and o
equivalent illnesses across cul _ e
i i talking about the
f psychosis varies markedly, are we ik
;rc?blim or is the same 'disorder’ better dealt with in some

societies?

ing the incidence and C

Cross-cultural differences in_the course
and outcome of schizophrenia

The findings of the WHO studies suggest signiﬁ:;anjt chffer;
ences between ‘developed’ and ‘developing’ countrl?s in ;EEIEE
t schizophrenia over time. in
of the course and outcome © : ok
initial ISOS study, 27% of patients from develop;:;g cour:;;;ie
i i hotic episode, followed by €O
experienced a single psyc . Pl 5
7 tients from developed ¢
ecovery, compared to 7% ofpa ‘
fk.t the ?xr'kcl of the follow-up period, this advantage e>.<tended ;o
levels of disability, with 65% of patients in developing C?Zes
tries, compared with 56% of patients from devel_oped coun y
expe:riencing little or no long-term social mpaume;xt. —
The DOSMed and ISOS studies later confirmed t ?s o
i 150 study suffered from
observations, although the Ny
i i India to represent the develop
eventual inclusion of only D
i i Kong was remove
fg nations (note that Hong : P .
1;:a%tlegmry following its substantial industrialized growth du.n‘rig
the study's 15 year period). The later DOSMed was expélc;’; y
i i i link between culture an e
designed to investigate the ;
cou?s.e and outcorne of schizophrenia (Jablensky et. a:l,, :tg:i:j
i i trong case for the persisien
the final results making a s 3 ;
powerful effect of culture: After a two—yelar foucw. up p;\ncfé
patients from developing countries experienced O

37% of

i anied b
The rise of industrialization in certain cultures can be accomp nied by

i i arns and
an increase in certain forms of distress, such as eating problam

sadness and worry

psychotic episode, compared to only 16% in the developed
world. Approximately 16% of patients in the developing coun-
tries experienced social impairment compared with approxi-
mately 42% of those in developed nations.

These results appear robust, even when attrition (drop-out
rates), groupings (the distinction between developed and
developing nations), diagnostic ambiguities (the removal of
‘non-affective acute remitting psychosis’) and gender and
age and outcome measures are controlled for (Stevens, 1987;
Hopper, 2004). Given that such findings appear stable and
ultimately compelling, it is now time to turn to some of the
reasons given for these persistent cross-cultural differences.

The task of measuring cultural differences is often complex
and is commonly overshadowed by the requirements
of a large-scale study to standardize measurement and
operationalize terms. This is why a number of anthropolo-
gists have been openly critical of the WHO studies that have
largely failed to provide emic knowledge of cultural practices,
instead choosing to assign culture to a geographical location
only (Kleinman, 1987, Hopper, 2004). Indeed, as the authors
of the DOSMed study themselves lament, neither IPSS nor
DOSMed was designed to ‘penetrate in sufficient depth below
the surface on which the impact of this unknown factor
(culture) was established’ (Jablensky et al., 1992, p. 89). Despite
such shortcomings, several explanations, taken from three
sub-studies of the DOSMed, have been assembled to explain
the more favourable outcome among developing countries.

Among these explanations are three key topic areas: (i) family
relationships and expressed emotion, (ii) a lack of social stigma
and employment opportunities and (iii) marriage and long-

term relationships (see Hopper, 2004 for a fuller discussion of
these factors).

Family relationships and expressed emotion

Expressed Emotion (EE) is the amount of emotion displayed
in a family, and has long been found to have adverse effects oh
the course and outcome of individuals diagnosed with schizo-
phrenia and bipolar disorder, especially in terms of relapse rates
(Leff & Vaughn, 1985; Butzlaff & Hooley, 1998). High expressed
emotion refers to the existence of hostility (the patient is
blamed for the problem), emotional over-involvernent (family
members blame themselves and pity the individual with the
problem} and critical comments (combining hostility and
emotional over-involvement). High expressed emotion has
been linked to a poorer prognosis for individuals with mental
health problems and to the risk of developing certain mental
health problems in the first place, and protective factors and a
lower risk of relapse were found in families low in EE and high
in emotional warmth (Lépez et al,, 2004).

The direction of this relationship (causal or maintaining),
however, is still open to debate (Bentall, 2003). It is not clear,
for example, whether EE causes the initial distress or whether
living with a family member with high levels of distress signifi-
cantly contributes to familial unrest and disruptive commu-
nication patterns (in other words, EE). The frequency and
intensity of individual types of EE have been found in the WHO
and other studies to vary across cultures, with the proportion
of high EE among relatives of individuals with schizophrenia
defined by the Western operational criteria, ranging from 8%
In rural India (Wiget et al,, 1987) to 67% in urban US (Vaughn,
Snyder, Jones, Freeman & Falloon, 1984). Despite these claims,
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some researchers have questioned the validity of Western
definitions of EE. It has been pointed out that what counts as
criticism, hostility and emotional over-involvement is cultur-
ally defined (Jenkins & Karno, 1992); further studies should
adopt a combined emic and etic approach, using longitudinal
designs (McGruder, 2004; Cheng, 2002).

Employment opportunities and social
responses

The WHO and other later studies have largely shown that the
family members of those with severe mental health problems
in developing countries tend to be more supportive and
proactive. Instead of being placed in psychiatric institutions
or isolated community settings, those with problems tend to
remain with their families, where employment is provided
and a sense of purpose more likely (Warner, 1994). Here, the
family is considered to be responsible for social and emotional
welfare, and in some cultures, the entire social network may
be involved in treatment and rehabilitation (Helman, 2000).
Industrialized nations are not as well disposed to those who
cannot contribute to the economic system and families tend to
be less extended and more isolated (Warner, 1994). It has been
argued that higher levels of social support, familial warmth
and low stigma in some developing countries positively medi-

ate the individual's emotional response towards their ‘problem’

and ultimately improve their outcome (Warner, 1996; Lopez et

al,, 2004). This evidence from these powerful culturally medi-

ating factors is compelling and makes it difficult to argue that
mental health problems have a ‘'natural’ course to follow.

Marriage and long-term relationships

In a subsequent analysis of marriage rates in the WHO stud-
ies, Hopper has recommended further investigations into the
potential benefits of marriage or long-term partnerships in
the study of psychosis (Hopper, 2004). For example, the long-
term marital prospects of the participants in the developing
countries are in stark contrast to those in the developed world.
Jablensky & Cole (1997) have even argued that the data from the
DOSMed point to how marriage may actually delay the onset
of psychosis. In the ISOS study, 73% (74% of men and 71% of
women) of the Indian cohort remained married at follow-up,
compared to only 38% (28% of men and 48% of women) in
the developed country cohort. Although the inevitable differ-
ences within cultures that result in various splits, due to class,
gender, religious and caste distinctions, it is argued that the
overall picture indicates the success of the social ethic Hindu
Indian society (Shweder, 1990).

In support of the view that partnership may play a positive
role in the course of schizophrenia in developing countries,
other studies have also revealed the more universal buffer-
ing effects of long-term relationships and marriage. For
example, married women with a diagnosis of schizophrenia
in developed countries tend to fare better overall than men,
as they tend to continue their relationships and participate in
parenting (Jenkins, 1992). Rather than advocating marriage as
a type of therapy (especially as domestic violence and abuse
against women is far from uncommon in marriages, leading
to significant mental distress), these results nevertheless point
to the detrimental effects of isolation and seclusion in relation
to the onset, course and outcome of schizophrenia and other
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raental health problems. Indeed, service Users often report that
stable long-term relationships are a positive force in buffering
the effects of mental distress (Cherlin, 1999).

These lines of investigation remain speculative and require
substantive and longitudinal evidence before conclusions
regarding the exact nature of this positive relationship between
developing countries and schizophrenia outcormne can be
understood. Furthermore, some authors, following a system-
atic review of the WHO data and further studies, have argued
that the picture of better recovery rates in developing countries
is not as straightforward as originally thought. For example, in
a review of 23 studies in 11 low- and middle-income countries,
Cohen, Patel, Thara & Gureje (2008) have argued that there is
(a) greater variation of outcome and course across developing
countries (e.g. good in India and poorer in Brazil and China),
(b) levels of disability vary among developing countries (e.g.
good in India and Indonesia but poorer in Nigeria and (c)
social functioning and family relationships have so far not
been examined in sufficient depth to determine whether
developing countries as a whole provide better support for
those diagnosed with schizophrenia (there being evidence of
varying respornses by farnilies to ‘mental illness' across devel-
oping countries). In sum, these authors conclude that further
ethnographic and qualitative work is required to examine the

quality of relationships and social support available across
countries. They also argue that we should rernain cautious
about stating that those diagnosed with schizophrenia will
always fare better in developing countries, before a more
nuanced examination of the difference between countries is

carried out.

Different cultural emphases, different
problems?

In this section, we will discuss a range of different experi-
ences and behaviours in order to assess whether some forms
of mental health and distress are bound to specific cultures
in particular ways. This focus will assist us with the second
question raised at the beginning of the chapter, namely, ‘Do
different societies draw the same line between well-being and
distress, sanity and madness?’

‘Culture-bound syndromes’ is the term for a unique set
of behaviours and experiences recognized by members of
a particular culture, and treated by them in 2 locally specific
manner (Helman, 2000). They remain controversial, some
arguing that such behaviours and experiences are merely
different ways of expressing an underlying illness, and others
that they cannot be inserted into existing Western diagnostic
categories, given their symbolic and rmeaningful status in a
society. These syndromes are characterized by behaviours
that make sense and follow a given pattern in a population
(Rubel, 1964). Of course, contemporary anthropologists have
argued that all distress can be viewed as ‘culture pound;, as the
expression of distress is always socially prescribed and never
independent from human action (Littlewood, 2002).

The fourth edition of the DSM recognizes ‘culture-bound
syndromes, but only ina marginal sense, as they sit in the
manual like an exotic enclave, dedicated to behaviours and
peliefs that do not fita traditional Western diagnosis. This is
despite the existence of a DSM task force set up 1o advise and
gather evidence on a variety of culture-bound syndromes

(including Western ones). However, we will not confine
ourselves in this section, to a discussion of exotic beliefs from
distant lands. Instead, we will look at a range of experiences,
beliefs and behaviours that raise questions about the rela-
tionship between cultural emphasis and mental health more
generally.

In the following sections, we will begin to see how certain
behaviours can be viewed in a different light, according to
their connection to particular cultural and religious beliefs
on the nature of rationality and imagination, and of mind
and body.

In order to illustrate this more fully, two main areas will
be explored. First, we turn to different cultural constructions
of dissociation and psychosis. Dissociation is the partial
or complete disruption or disintegration of an individual's
conscious or psycholﬂgical functioning, It can be a 1E5pOnSe
to trauma or drugs and can be adaptive in the short term,
for example as a means 1o distanice the individual from an
unbearable experience. Qver time, however, dissociation can
dominate or even replace the individual's conscious percep-
tion of reality, especially at times of distress.

Dissociation Identity Disorder has often been associated
with US culture and particular fherapeutic practices there,
and is characterized by the individual's display of a number
of distinct identities or personalities (sometimes known as
alters or alter egos), each with it own unique perspectives and
ways of behaving. This diagnosis used 10 be called Multiple
Personality Disorder.

We will examine the link between particular cultural beliefs
on trauma and selfhood and the emergence of DID in the
late 20th century, In addition, dissociation connected to
particular religious and spiritual practices will be explored
in order to assess the different ways in which these ‘altered
states of consciousness’ are regarded in different religious and
cultural communities (Clarke, 2010). Finally, we will examine
how certain non-industrial societies have regarded psychotic
states (e.g. hallucinations) as meaningful, and how resistance
to psychiatric views of psychosis has also emerged in some

European industrial societies (hallucinations are a sensory
experience in which a person can hear or see something that
others cannot).

We next explore the idea that different cultures have a vari-
ety of ways of expressing distress. Traditionally, examination
of the various cultural “dioms of distress' led some to claim
that non-Western societies were more likely to express mental
distress through the body — a process known as somatiza-
tion: psychological stress or distress that leads to physical
complaints. \

The sornatization thesis was often used to explain essential
differences between Western and non-Western societies in
the expression of distress, such as why South Asian patients
presented with physical symptoms such as ‘an aching heart’
when depressed (see Lowenthal, 2007, for an excellent review
of evidence relating to the somatization thesis).

The thesis has also been put forward as an explanation
for why diagnoses of depression have traditionally been less
common in the Eastern hemisphere, whilst diagnoses of
‘neurasthenia’ (nervous exhaustion) — that may resemble
depression —have largely been higher (Kleinmarn, 2005). These
two main areas illustrate how the lines between well-beingd,
madness and distress can not only be drawn at different points
but can lead to vastly different outcomes.
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Box 3.4

Some ‘culture-bound
syndromes’

Koro (Malaysia, China, Africa). This is a
belief in fatally retracting male genitals,
or a belief in genital theft. It can cause
widespread social concern or can
remain the preoccupation of an isolated
individual.

Wendigo psychosis (North America,
Canada). The Wendigo (a malevolent
spirit) is part of the traditional belief
systems of various Algonquian-speaking
tribes in the northern United States
and Canada, most notably the Ojibwa/

Saulteaux, the Cree and the Innu/
Naskapi/Montagnais. Common to all
these cultures is the conception of
\tl)Vt-?ndigos as cannibalistic supernatural
eings of great spiritua
T Wzndigct pp))c;;s::?'.o,:isperson then use to control them.,
craves human flesh, and believes that
the evil Wendigo spirit possesses them,
irain fag (West and South Africa). A

condition mainly found i

i man)i/fests aslgifrg(a:tit;t?:ents. (mostly UK and US). This syndrome,
concentrating on study and in somatic
{physical) symptoms, including general
fatigue and depression. It has similar
symptoms to the Trinidadian illness (Ritalin)
studiation madness, whose main features .
include anxiety and depression,

Jinn (Middle East, North Africa). In
Arabian and Muslim folklore, jinns are evil
and grotesque demons with supernatural
powers that they can give to people and

School refusal syndrome (UK). A
behaviour identified in children who
refuse to attend school.

Attention hyperactivity deficit disorder

involving hyperactive behaviour and a
.lack of concentration, has been found in
increasing numbers, mostly in children,
and is treated with prescribed medication

DSM-[V-TR (2000)

Dissociation: spiritual enli
e nlightenment or

Western professional practice is based on the assumptio
t.hat .what is rational can be clearly distinguished from wﬁat 1n
1.nat19na1, and what is apparent (the real) from what is not ('chs
imagined) (Littlewood, 2002). That is why states of dissociati ;
fmd psychoses are often presented as prototypes of ‘madneon’
in .Western societies: they represent the opposite of the hi 1:1s
pn.zed idea of a unified identity and self and adherence tog’(hy
rational and the real (Hacking, 1996). Dissociation, accordi ;
to Western diagnostic criteria, denotes a state of ac,ute menrtlag{
decompensation, in which certain thoughts, emotions
sensations, and memories are sectioned off, due t’o their oft ,
traumrfltic content; it represents the functional deteriorationer;
Z If)c;rewously working structure or system in the human bo'doy
and ;:; ;ccur as a result of trauma, fatigue, di/stress, disease
.Decompensation is a key feature of the Western bound
disorder Dissociative Identity Disorder (DID: formerly knu
as multiple personality disorder) and is present 3ifn P‘:)owtr-1
t.raumétic Stress Disorder and other dissociative disord:
11§ted in the DSM-IV. These disorders are considered to I;Z
::g::: lr?afwa;nbundelrlying pathology, although significant ques-

: een. raised about the cultural specificity of DID in
pa.rtlcular, as this is rarely reported in Europe, in comparison
;/xsrltltq North America (Hac.king, 1996; Littlewood, 2002). But

. i . always the case that individuals who experience disso-
;\;atlon are il1? To answer this question, we must move beyond
toesit:;r:szc.lentiﬁc und§r§tandings of the real and the rational
i issues of reh.glon, morality and spiritualism, as it is

e that the boundaries between the real and the imagined
not only shift but may crumble altogether. ;

?1sso.ciation and multiple selves: Dissociative
dentity Disorder in the US

f}:lei;;adbsuﬁered serious.abuse as a child, and in psycho-
e D}:N ieﬁ:rl 1;co reveal. dlﬁeregt personalities: ‘quiet, middle
n armog agnt ,J ekhystencally bh.nd and mute Jeffrey; Michae],
et ock, the coguettish Tian .. To the therapist's

ment, a total of 27 personalities were gradually

revealed, Eric s.hifting personalities as many as nine times in a
?;:;::OW §ess1on. Some of the personalities would not talk to
erapist, whereas others would; some were aware of each
other, and some were very reflective and insightful about Eri
(based on Comer, 1999; cited in Loewenthal, 2007, p.105) IC
Although there is support for the idea that thé sélf is‘ made
up of a ‘community of internal voices' which resemble previ-
ous fex.periences and conversations (sometimes referred t
as a ‘dialogical self' — see Vygotsky, 1978; Thomas & Leud .
2000,: Osatuke et al, 2005), the idea that there is a unita aifil
consistent self is more familiar to Western professiona?s, and
lay peqple alike. The notion that several voices or personas
can &.exllst within one person is, therefore, often treated with
suspicion in certain societies, and may only be openl
addrgssed when some form of discrepancy or trauliat'y
association between the various voices or personas exist Thl'C
e).cplan.ation resembles the traditional Western approa.ch t1 ;
dissociation, in which an individual who experiences a seriez
of traumatic events (commonly child sexual abuse in the case
of DID) may avoid future pain by defending him or her self
ilg;r?n}t)amml memories by repressing them and splitting the
displayc; ; ;u];r;t];?r of different alters (the distinct personalities
HA d1.agnosis of DID is more common in women than men
ia atckm—g, 1996; Haaken, 1998), The alters can be regarded as
ntasy-based characters or as different versions of the self
They develop in order to carry the burden of the painful mem -
ries and perform different roles, such as the protective adl(jlt
alter who emerges in a situation that is stressful or volatile. O
altgr ma.ly be unaware of the behaviour or thoughts of amc.rchl(:l(re
\glkg):hd ;simwiy many ‘multiples’ (individuals diagnosed wit};
oF Fo remember what some of their other alters
have done. This is because they have split off aspects of thei
personality into separate components, and switches betweelr
alters may occur in different situations. DID can thus be underr:l
stood as a strategy used by individuals with a history of trauma
to co.p.e with and defend against further pain. But how culturalt
specific is this coping strategy? Do all survivors of severe chﬂz
sext'lal abuse behave in this way? The short answer to this isno
Socio-cognitive theorists (Spanos, 1994) have argued that DIﬁ
has emf'erged out of certain cultural beliefs that legitimize the
expression of difficult memories and experiences into separate
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components of the self. Psychcmerap?ists can ‘:‘c{nml?ute :s Elz
process by providing further professpnal 1egm?mat1?n ko
form of expression and by encouragng the client to semon-
different versions of themselves as distinct @d separal ept' o
Slities, According to this view, the disorderis a corlﬂ;stru{i :zrmg
therapist and client interactions, and not a. naturally octmcﬂcn
phenomenort. Although such views regarding th.e cgns e op
of DID are controversial (Coons, Bowmgn & Ivulsulam],al.?am,or
is interesting to note that DID is rarely f:llagnose'cl in Bri o
Furope. Hacking, in 2 detailed exploration of thls issue nau“,(
has suggested that hundreds of cases of mlumple pe;so s
disorder emerged in the US within a relatively shf:h 1; o
(beginning in the 1980s) and from a smaﬂ nurmber off er dpma{
This view was supported by Modestin (1992), who_ oui\ o
DID cases were reported by only 0.1% of ‘tllle- professiena fm ;;“
lation. Spanos (1994) has also argued thatif DID were ad:aa = };
occurring condition, there would not have been su g
i :n yeports during the 1980s. o
mc{;ez;i];: l‘DI][JD may be considered less a 'c.ondmon tl;a;;ia;
culturalty specific social movermnent, supported by a
er of professionals and clients. _ .
nu;zt:pite tllj'le overwhelming focus op dlisruptwe an;l ll'sg_l';z
culturally bound diagnoses in psychiatric aI‘ml psyc Dh‘l?;ren
literature, dissociation is not uncornmon either in C 1. =
(Bliss, 1980), or adults (Dorahy & Lewis, 2001) across all S-OCITN =
(Clarke, 2010). This includes dissociation relat_(.a(? to copmg g
trauma, as well as dissociation related to :‘ehglous or SPl:’lnce
experience. The interesting thing to note 1s that the ex‘:.:.hebut
of dissociation per se does not lead to poor menltal h_ea‘ i Sed,
rather, the interpretation and pu.rposg for which _1tt?.s \.1am!”.r
The question we must ask is whether Im sOIMme SoCIE 1e§dered
or religious cormmunities, states of rm.pd that are cdoigirenﬂ
dissociative in one culture may be viewed very A
even positively, in another.

Dissociation and religious experiences

My first experience of speaking in .tcmgues ?vtash:iﬁ
amazing. 1 had beena Christian attending a Bapustc o
for some time and had always wanted t© connect w;id
the holy spirit. The pastor in my church had always s -
that once you could speak in tongues, you had se}:urc:h
a special place in the kingdom of heaven. A‘s the chur :
orchestra began to play, I felt a presence takmg over rg 1
\ifting me, running through my body. I felt hglht .anide
pbegan to hear the voices of a thousand ange§ ins
and outside my head. Everyone in the congregation C\;a;
participating. Their eyes Were closed,.hanlds outstretche :
and then, some people begarn speakmg in an 11.nre§qg
nizable language. I 100 began to join in, speak.mgdm i
language that 1 did not recognize. I te?t euphoric, runo
almost, and overwhelmingly happy; as if my body v?.ras n‘f
longer my own, like ] had been possessed by God hmis:a n
1 was told by a friend that my trance lasted for about @
minutes, though it felt like it was l?ogrs befgre I Cal';li
round again (description of glossolalia in & British Baptis
church; personal correspondence).

In certain societies, what we might consider to bg c'hss?-
ciative may in fact be connected to cat;lturally or reﬁl‘loﬁ ;;
specific states. Possession states sha:t? with DID the fee gmirLS
the core self is being substituted with another that cornv

new knowledge and motives. This can include possesm:)r;:])éreei
spiritual entity or alteration of consclousness th!o‘ugh a re -
like state (Loewenthal, 2007), Case studies from Smg;p:; s 21
5000), Colombia (Pineros, Rosselli & C_alderon, 1998), }h:]ve
(Bullard, 2005} and other African societies (Helman, ?Gotoamms
shown possession and trance states 10 s.hare ce?'t?r*: eand .
with dissociative states, such as amnesla, multip 1c1ty1t e
loss of touch with reality. Possessions may also r;sus -
personally stressful and traumatic experiences sucp alsesmc'n
tion or abuse, although this is not always Ir;l;:tzcalsi;j ;sa o
ce states are often 1more con . ‘
?;?gigizbeﬁets, such as the belief in reincam.auon and :p(i:l"::;
But how useful is it to consider ﬂ;ese experiences as
of mental disorder?
m&;izfnfogxsam & Budowski (1996 dES(_:Iibe s‘Fates o; fha;
(spirit possession), common in parts of Africa, Asian a;;u %o
Middle East. Despite being considered by sorrtte asapsy ;g
or neurological disorder, Zar has been dgscnl?ed asac -
based syndrome that fulfils certain functions }n ? CSTS;?S thé
including the reinforcement of cosmelogical eex_o;dsm
psychological rnanipulation of women, and whep a::Al_AdaWi
is performed, the redestablishment‘of c_!roup ties = 2007],
Martin, Al-Salmi & Ghassani, 2001, cited in Loewentha ,‘ble tc;
Like DID, it is wormen who appear to be more suscipuerson
spirit possessior; possession is only accel.:ted when the EL et
thinks they are possessed and cormr:umt? mem‘t_aers c; e
this (Lewis, 1971} Although pDSSESSl.On is considere &
abnormal and uindesirable in certain cucurnstan.ce.s lespe?th e;f
where the person is withdrawn or distres.sefi], it is ne‘;:: i
less endorsed by members of some societies and cu uxbei
normative (Helman, 2000}, The solution (Iar' tre_atmen_t can w2
community-involved exorcism of the spirits, invelving m
and dance and a general acceptance of the person. -
Glossolalia (speaking in tongues) is alsc a commgn eIa o
of certain religious practices in parts of North America, In 5;
Africa, the Caribbean and many Pentecostal churches 1au:::reom
Europe and the US. Tt is an activity that gguallylr takez P aloser
church and is associated with highet splfltuallxty ax:t Ia o) A
connection to God. It involves a trance—hll(e dissociative ::h e
in which the individual rolls or closes their eyes, tears a.td =
clothes and may scream and fall over. T?Lough conmbero "
dissociative in form, glossolalia is only consnc_iered tobea }nu -
ral when itis uncontrollable (Littlew?od & Ll?SEdgE, 199751“:13
once again clear that different sociefies se‘? d}f?eren; sltiaze e
regarding what is acceptable, and rr_Lany clinicians he eassess_
religious practices should be taken into a_ccount wlzli'. _—"
ing the likelihood of there being undertying menta _50 e
the route cause of dissociation (Helman, 2907; Cllar‘ke. 2h1 u .
the case of some religious communities, dlssqt:lauon t rcaﬂgrs
glossolalia itself is not necessarity problemahc; what matte .
is whether the person is able to control it or not. Even so, ‘
ig clear that cultural and religious metaPhors Tun tl‘nr_t::;:gOf
these experiences and behaviours, including .the. e_:;arr;p s
Dissociative Idertity Disorderin the US (mfmy individua st s
have been diagnosed with DID have clamrued to have et
part in satanic Tituals). Just as spirit possession and gloss:: and
cannot be understood without reference to the cuhj-ura aan
religious comntexts in which they are embedsled. nezthercz o
DID be comprehensible without referenc:e to 1t§ emerger:m o
particular therapeutic contexts and within particular {cultur
constructions of selfhood.

Are the boundaries between madness

and sanity similar or different across
cultures?

We are already well acquainted with the Western psychiatric
(and variously) psychological view that psychotic behaviours
- delusions and hallucinations — are clear signs of disorder
and disease, or what we have euphemistically come to regard
as madness (mainly contained as the symptoms of schizo-
phrenia) (Bentall, 2003). However, this interpretation of hallu-
cinations may not be universal, as some societies do not have
such a clear public dividing line between imagination and
reality or between spiritual and real consciousness (Al-Issa,
1995). Cultural anthropologist Erika Bourguignon, for example,
found that hallucinations played a role in the ritual practices of
62% of the 488 societies she studied and were not necessarily
considered to be a sign of illness.

Behaviour that is considered psychotic or mad according to
Western psychiatric standards may be treated with respect and
reverence and considered to be legitimate signs of authority
and/or higher consciousness. Shamans and traditional heal-
ers (holy individuals who are believed to experience higher
consciousness) may be initiated into their profession through
a 'psychotic’ experience (i.e. hearing voices), believing that
this experience has led to a higher and more positive state of
consciousness.

Communicating with spirits that are not visible to others
could be considered a sign of a psychotic mental illness.
However, many anthropologists would argue that there are
noticeable differences between many shamans and healers
and psychotic individuals (Krippner & Achterberg, 2000).

American anthropologist Richard Noll, in comparing a DSM-III
diagnosis of schizophrenia with shamanic behaviour, found
the major difference to be the ability of the Shaman to volun-
tarily enter and leave his or her altered states of conscious-
ness. The degree of organization and self-control requiréd
by shamans and healers would not necessarily be evident in

The role of the Shaman varies across African and South American
societies. Generally, the shamanic practitioner is considered to have
access to the world of spirits and perform a number of healing rituals
Here a Zulu witchdoctor throws his bones on a straw mat, and by reading

their layout receives messages from dead ancestors, which he relays to
the Chief and rest of the tribe
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an individual experiencing a full-blown psychotic episode,
as diagnosed by a Western practitioner. Moreover, to equate
the states of mind evidenced by shamans and healers with
psychotic states or madness (as understood diagnostically)
would be to deny the contribution they clearly make to their
communities and cultures, on a practical and symbolic level.
Often it is necessary to be aware of the symbolic content of
unusual experiences and thoughts in order to pass reasonable
judgment on them and to understand the constructive mean-
ings underlying these kinds of experiences and behaviours
(Littlewood, 1998). Despite such noticeable cultural differences
in the values placed upon those who enter altered states of
consciousness, it should be remembered that most people who
hear voices or experience delusional states (people who would
be diagnosed psychotic) in industrialized nations often do not
come into contact with psychiatric or psychological services
(Bentall, 2003). This indicates that the distinction between
the imaginary and the real is more a prerequisite for Western
psychiatric and psychological practice, rather than a simple
reflection of what people in various countries experience or
how they act upon such an experience (see Box 3.5). In other
words, psychotic cases described in the Western literature are
largely those who are known to psychiatric services, rather
than a true reflection of those experiences in society (Clarke,
2010).
In all cultures, it appears that there are people who enter the
realm of the imaginary (e.g. hearing voices) on a daily basis
who may live independent lives, without any intervention by
mental health services. Some societies clearly create valued
roles for those who would otherwise go unnoticed (if they did
not approach services) or be deemed sick or dysfunctional in
Western societies. As in the experience of the shamans and
healers, it appears that those individuals who believe they can
control their experience, or are stronger than their voices, will
probably not be distressed by them in Western countries and
remain absent from professional psychiatric and psychologi-
cal accounts (Romme & Escher, 1993).

Body, mind and society

A continuing theme in the mental health literature is the
extent to which different societies (specifically, Western and
non-Western) express mental health problems and distress in
different ways. Many observers have pointed to the traditional
Western emphasis, originating in Descarte's philosophical
meditations, on mind-body distinctions (Cartesian dualism).
Western models of mental illness typically locate causality
either in the mind (e.g. cognitive models of depression) or in
the brain {(e.g. depression as a result of low levels of serotonin,
dopamine or noradrenalin), as well as distinguishing both
mind and body from the environment. Current treatments for
mental illness address either the brain (psychiatric medication)

or the mind (psychotherapy, counselling, CBT and all ‘talking
cures’), without much attempt to explain how either system
operates in the context of the environment.

Eastern traditions have tended not to distinguish mind
from body, but have instead emphasized the interdepend-
ency between mind, body and environment (Krause, 1998).
Most Asian and Pacific cultures take a more holistic approach
to mind, body and environment, with a more widespread
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BOX 3.D

Professional and lay interpreta-
tions of psychosis in European
societies

in the early 1990s, the Dutch psychiatrist
Marius Romme was challenged by Qne
of his patients to acceptan alter.natlve
view of the voice-hearing experience.
After failing to accept his psychiatric ‘
interpretation of her voices (that hearing
voices was a symptom of a mental
iliness), she described t© him how in
Ancient Greece, voice-hearing was part

stronger than they were, whereas the
non-patients did not feel this way. As a
result of this patient intervention, RPmme
and journalist Sandra Escher organized a
national network for Dutch voice-hearers,
where voice-hearers could meet, discuss
their experiences and support each ‘
other, outside of psychiatric services. This
organization, known as Resonar.')ce, takes
the position that voice-hearing is part of
normal human variation, rather than a sign
of mental illness. The ethos of the group
is self-advocacy, rather than professional
intervention. Wherever possible, members
are encouraged to avoid psychiatric
services and accept their voices, by

lives and eventually to exercise more
control over their experiences.
In the UK, the Hearing Voices
Network (HVN) is a registered charity and
has a number of local branches across.
the country, as well as a national helppne.
A number of psychologists and psychia-
trists in the UK are supportive of HYN,
though it remains marginal i.n relation to
statutory mental health services. .
These self-advocacy groups provide
individuals with the space to accept and
respect their experiences. According t.ol
these networks, voice-hearing, wher.1 itis
seen as part of normal human variation
rather than an illness that requires a cure,

of normal experience. After Romme' a'nd
his patient appeared on Dutch television,
450 voice-hearers called in, many of
whom had never attended a mental
health consultation. Around one third of
callers reported being distressed by their
voices. The main difference between
those who had become patients was
that they perceived the voice to be members

understanding why the voices may

have emerged, and to create a dialogue
with themn. Many voice-hearers report
troubled, stressful and traumatic events
in their lives that lend meaning to the
content of their voices. The purpose of
these self-advocacy groups is to provide
with the space to explore their

can be integrated, understood, supported
and respected.

Networks such as these demonstrate
how lay views can create sub—cultu.re.s
of their own. They also signal how it is .
possible for professionals to change their
minds on certain issues, when presented
with a viable alternative. _J

-

recognition that there is a symbolic correspondence be;:;ee;
these elements, wherein natural su?t?‘ansf z)r;i i;\;l\’g—b(,)dy
ernatural forces, are indistinc nd-
‘gf;t:ea:ses;l If?b’L:—lIStﬂ_-lla & White, 1982). Greater :emphas!s is ;}22
placed on the body in relation to the envnronm'ent, fwelin
means that psychological processgs (personality, 1€ X b(_i
states), although considered to be important, m;gﬁ zzznces
regarded as the origin of the problem. Al;hou-gh _ eosis -
in cultural traditions still exist (see below for the dlag-nh‘anic
neurasthenia), it is important to note that Western ps;;; ‘:’ e
and psychotogical professional culture.s have beep{ st o o
shift non-Western perspectives on mind-body 1€ a‘1o1 hpe
towards a more Cartesian and hence Western medical

(see Krause, 1998).

Somatization

The term sornatization refers to the exi§tence oprhyslll({:l
symptoms that have Nno identiﬁab'le Prganlc caus'e. dI;:tI:ess_
proposal is that non-Western societies tend to view e i
ing experiences as physical symptoms — soxtnatot;lp;y Cl,w_
contrast to Western societies who take the view psy =
logical distress causes physical symptoms.— psy;r;o}—{s:\::; ol
{Angel & Guarnaccia, 1989; Marsella B.V.\Thlte, 1982 i e in,
somatic complaints with no identifiable organic : %ie;
are commorn in both Western and non-Western soc'1e »
(Dubovsky, 1987), the difference being that the expressro: 2
distress through the body is accepted and even encotfl eguef
more readily by non-Western societies, due to a genera

in the lack of separation between mind ar‘1d bpdy.I e

In the mental health literature somanzatllon is some Lmts1

referred to as one of the 'idioms of distress, whereby rne::\ al
distress is communicated through the body as ?r%ys1c:I
compiaints and/or symptoms. But what are the origins

y correct? The proposal that

rvations, and are the
ot to somatizing mental health

on-Western societies are prone
1;rc:blearns has a leng history. I{rae;)elin, fo; e):izr;zle;ea:i;?i
that the Javanese people tende to_w.ar. s =
jons of iliness, due to a deficit In h1ghfar th'oug
iﬁ::iisosning. Littlewood & Lipsedge (1997 argue_ in Ahen;S:r1
Alienists (1982) that the history of the somanz.ation p1ropdm
is based on a set of naive and racist assumptlons. reg;r. hegi
the inability of non-Western people to recogrulze ) :fion
thoughts and feelings within themsellves. In ﬂ:llSﬂS anc,l
we will consider the evidence regardmg sonlat}za or} e
the extent to which it is more commoen 1n §§ﬂa1n soclge 0;
or maore commonly acknowledged ag a iegmmare_ m? 2 2
expression. A commonly held viewl in the psychx;tr;fhave
psychological literature is that phys;c;i‘l tsg;nﬁlc:gsand s
nic origin are common acr !
2; ?;gcl?vidual'sgur;ental state (Kleinman & Klemman__ 192:;
Stress, trauma, loss and physical and mental oppressmln. =
all lead to somatization, in any cultu.re. The psycl’}o ogd -
mechanisms contributing to sornatization a:re often v;ewehd_
dysfunctional responses in Western Psychlatry and ps.;r;c:J =
ogy, perhaps because of the emphasis 0Tl open i?x'_?elsdual .
thought processes and the residing focus oln the indivl e
the source of the probler). Denial {:I don't have a'\ pn;l neec,l
suppression (1 can deal with it later) and represstll’(zn e
to get that off my mind so I can concentrate og o erhamiﬂ )
(Dubovsky, 1997) are all believed t10 be the main mec
ich somatization develops. .
tmv?el%:ﬂ:g};iss aches and pains and exhau.stion anq fat.lgue_,
as these complaints have been commonty discussed m:t{arz .
ture with reference 10 their resemblance to Western mo els
i d anxiety.
deg;esmi‘f;niuestiom raised in psychiatry and pslyct'xctl:nlogg
have been whether certain societies hav? a great.er mci er; .
of soratization or whether there are simply different way

of diagnosing and treating them. It is clear that in Eastern
professional and lay cultures, somatization is accepted and
considered to be a legitimate form of expression. But is it the
case that somatization is less common in non-Western socie-
ties more generally?

A World Health Organization study (1997) collected data from

15 centres across Europe, Africa, Asia and North and South
America (Gureje, Simon, Ustun & Goldberg, 1997). 25, 0000
primary care attendees were screened and interview data were
collected from 5, 438 people. The interesting finding was that
chronic pain was related to psychological distress across all of
the centres, despite some variation. Furthermore, independent
studies have not found higher rates of somatization in South
Korean(see above) or Ghanaian samples (Ofori-Atta & Linden,
1995).

In the UK, Perkins & Moodley (1993), studied 60 acute
admissions into psychiatric wards, finding that nearly 60% of
those admitted did not think they had a psychiatric complaint
and 40% believed they had a somatic complaint or that their
problems were social in origin. In another British study, Bhui
et al. (2004) compared symptoms in Punjabi (2006) and white
English (173} participants attending a primary care clinic in
London. Contrary to previous work, where South Asians have
been commonly perceived to have a tendency to somatize
distress, somatic complaints were equally prevalent in the
Asian and white British sample. Furthermore, depression was
higher among the Asian participants, which again fails to
support the common view about Asian individuals and their
tendency to express distress through somatization. Further
studies have confirmed higher rates of depression in South
and East Asian women in the UK, based on a household survey
of 10,000 adults (Meltzer, Gill, Petticrew & Hinds, 1995 — report
1). This finding does not support the proposal that somatiza-
tion in Asian populations, replaces or poses an alternative to
psychological presentations of distress.

Culturally specific forms and diagnoses
of somatization?

Although somatic complaints appear to be common in all
societies, what is often missing from Western psychological
accounts is the extent to which different cultures encourage
somatization, and thus the extent to which it would be viewed
as dysfunctional or functional in different cultural settings.
One society, for example, may vallie a more.indirect expres-
sion of unpleasant feelings, than another that places values on
self-expression and emotional or individualistic accounts of
adversity.
For example, consider the example below:

Over the past two years, Mrs Lin's physical symptoms
have worsened and she has frequently sought help from
physicians of both biomedicine and traditional Chinese
medicine. When questioned by me, she admits to more
symptoms — difficulty with sleep, appetite and energy, as
well as joyfulness, anxiety and feelings that it would be
better to be dead. She has an intense feeling of guilt about
the stillbirth and also about not being able to be helpful in
practical ways to her paraplegic brother. During the past
six months she has developed feelings of hopelessness
and helplessness, as well as self-abnegating thoughts. Mrs.
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Lin regards her life as a failure. She has fleeting feelings
that it would be better for all if she took her own life, but
she has put these suicidal ideas to the side and made no
plans to kill herself.

From Mrs Lin's perspective, her chief problem is her
‘neurasthenia’. She remarks that if only she could be
cured of this ‘physical’ problem and the constant head-
ache, dizziness and fatigue it creates, she would feel more
hopeful and would be better able to adapt to her family
situation. For a North American psychiatrist, Mrs Lin
meets the official diagnostic criteria for a major depres-
sive disorder. The Chinese psychiatrists who interviewed
her with me did not agree with this diagnosis. They did
not deny that she was depressed, but they regarded the
depression as a manifestation of neurasthenia, and Mrs
Lin shared this viewpoint, Neurasthenia - a syndrome
of exhaustion, weakness and diffuse bodily complaints
believed to be caused by inadequate physical energy in
the central nervous system - is an official diagnosis in
China; but not in the American Psychiatric Association's
latest nosology.

Case example from
Arthur Kleinman's research in China

Arthur Kleinman is the leading expert on somatization and
mental distress in China. It is evident from his example that
a diagnosis of neurasthenia is particular to Chinese (and East
Asian) society and is used to explain the origins of low mood.
This is contrary to a Western perspective, where a diagnosis
of depression would actually be used to explain the physical
symptoms. A diagnosis of neurasthenia is still commonly
used in Chinese and East Asian societies, even though the
diagnosis is not included in Western diagnostic manuals.
Why is this? Is it because somatization is generally higher
in Eastern societies? According to a study by Yen, Robins &
Lin (2000), this idea is not supported, as non-clinical samples
revealed no significant differences between the incidence
of somatization in the Far East and the US. The difference
appears to lie in the number of clients reporting somatic
complaints to professionals and the manner in which the
complaint was received.
Kleinman & Kleinman (1985) have argued that China is a
more collectivist culture, where interdependency and social
ties and bonds are valued over individualism. In many parts
of Chinese society, individuals do not report feeling depressed
or sad but express feelings of boredom, discomfort and symp-
toms of pain, dizziness and fatigue (Kleinman, 2004). Kleinman
argues that interdependent individuals are more likely to
express their distress in somatic complaints like exhaustion,
so that social bonds and ties are maintained and the possibility
of stigma is reduced. If an individual openly expresses distress
(T am unhappy about this relationship’), this is considered to
be disruptive of social ties, especially when difficult social ties
are likely to be the cause of the distress (Keyes & Ryff, 2003).
In Japan, for example, Lock (1988) found that women with
somatic complaints were more likely to receive interpersonal
counselling, rather than a diagnosis of mental or physical
illness. Furthermore, in a comparative study of the US and
South Korea, Keyes & Ryff (2003} found an equal prevalence
of somatic symptorns, the difference being that somatizers in
South Korea did not also have symptoms of depression, as it
was understood that this indirect expression of distress was
socially supported and acknowledged. Conversely, somatizers
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in the US felt depressed and frustrated at the lack of support
they received for their physical complaints and fett stigmatized
and misunderstood by professionals.

In sum, this study and others have demonstrated that
sornatization in a collectivist culture such as South Korea and
other East Asian societies is viewed as a constructive response
to mental distress, whereas US participants, in a more indi-
vidualistic culture, tend to report depression more often, due
to feeling unsupported, undervalued and stigmatized. Studies
on somatization raise questions for psychology and mental
health, because the way in which certain cultures view the
relationship between miind, body and environment affect how
mental health and distress is experienced by the individual,
how the practitioner diagnoses it and the types of treatment
on offer. Sensitivity to different cultural traditions is necessary
if the boundaries between mind and body, and consequently
mental illness and health, are variable across cultures.

Migration

Migration refers to the movement of a group of people (some-
times large groups) from one place to another, sometimes over
large distances. This can be either voluntary or involuntary,
as in the slave trade or via human trafficking. The reasons for
migration range from seeking better employment, educa-
tional opportunities or marriage to escape from war and/or
oppressive regimes in the migrants’ own country. Migration
has contributed a rich texture to many developed societies,
leading to an increase in the diversity of cultures, races and
ethnicities in those societies (Bhugra & Recker, 2008). In the
UK, the majority of permanent immigrants are members of
ethnic minority groups and in the last British census (z001),
those belonging to ethnic minorities had reached 4.6 million
or 7.9% of the population. The largest ethnic minority popu-
lation in Britain is Indian, then Pakistani, fallowed by mixed
ethnic backgrounds, Black Caribbeans, Black Africans and
Bangladeshis (cited in Bhugra & Becker, 2005). In this section,
we will explore the relationship between trans-national migra-
tion (as opposed to urban-rural migration) and cultural iden-
tity with reference to mental health and distress.

Individuals who migrate tend to experience significant
levels of stress and there are several hypotheses linking higher
rates of diagnosed disorders such as schizophrenia in migrant
groups. However, the reasons why some groups are rore
often diagnosed with particular difficulties are cormplex.

A nurmber of reasons for these higher rates of diagnosis have
been propesed, including racist and/or culturally insensi-
{ive professional practices in the UK, the stress of migration
itself and difficulties with cultural bereavermnent and cultural
identity.

Cultural identification; psychosis and
African—Caribbean men

A number of studies conducted in the UK have shown higher
rates of schizophrenia diagnoses in African—Caribbean
groups (Bhugra, 2000). Several critics have put this down to
the existence of racism in psychiatric practices {Fernando,
2003) and a propensity to misdiagnose African—Caribbean
men (in particular) due to anti-social behaviour. Indeed,
African—Caribbean men are significantly more likely to be

compulsorily detained in psychiatric hospitals and to be
given medication, than their white counterparts (Pilgrim &
Rogers, 2010). In order to examine this issue, researchers at
the Institute of Psychiatry invited a Jamaican psychiatrist,
Fred Hickling, to reassess their diagnoses of schizophrenia
(using detailed case notes) for African-Caribbean men to
establish whether white psychiatrists were more likely to over
diagnose this group. The study revealed broad agreement
between the diagnoses made by Hickling and the British
psychiatrists, suggesting that racism alone could not account
for the elevated rates of schizophrenia diagnoses among
African—Caribbeans in the UK. Furthermore, a community
sarnple also found higher rates of psychosis among African-
Caribbeans living in Nottingham (Harrisor, Amin, Singh,
Croudace and Jones, 1999), Given this evidence and the fact
that there are lower incidence rates for psychoses in the
Caribbean than in the British African-Caribbean community
(ruling out a genetic vulnerability), several authors have
explored the significance of migration in the development
of psychosis, not only amongst first-, but second-generation
African—Caribbeans in the UK and several European socie~
ties (Bentall, 2003).Furthermore, recent large scale meta-
analyses of the data appears to support the role of migration
as a significant risk factor for psychotic diagnoses (namely
schizophrenia; see Cantor-Graae & Selten, 2008).

Ethnic density and parental absence

Several reasons emerge 1o explain these incidence rates in
both first and second generation migrants. First, a recent
study in London revealed that non-white people living in
predominantly white neighbourhoods were Imore likely to
be psychotic than non-w ite people living in predominantly
non-white neighbourhoods. In one study, for example, equal
rates of schizophrenia were found among Asians and whites
and, interestingly, large numbers of Asians were living close
by, leading to protective effects and greater levels of social
support (Bhugra, 2004). Racial tension and isolation, therefore,
may explain why higher rates of psychosis are found in some
ethnic minority groups and not others (Boydell et al.,, 2001).
Experiences of isolation, alienation and racial discrimination
can lead to a number of negative emotional states, including
poor self-worth and hypervigilance, all of which can affect
psychological processes, such as attributions or self-repre-
sentations (known to play a role in paranoia, psychosis and
mania). Hypervigilance is 2 general sensory state referring
to an individual's exaggerated sense of, and behaviours used
to check for, perceived threat, This heightened awareness of
threat usually results in fatigue.

Second, in an attempt to explain why the children of
African—Caribbean immigrants were Imore vulnerable to
psychosis, Dinesh Bhugra and colleagues found that out of 38
African—Caribbean hospital patients (diagnosed with schizo-
phrenia), 12 (34%) had been separated from their mothers for
a period of four years or more during childhood, and 19 (53%)
had been separated from their fathers for a similar period
(Bhugra et al, 1997). This suggests that migration may make it
more difficult for some families to provide the sustained care
and support that could protect their children from the adverse
effects of significant life stressors (including racism), though
more research is required to explore the relationship between
parental absence, migration and childhood experiences. Third,
challenges to cultural identity have been found to increase

feelings of social isolation, experiences of discrimination, low

self-esteem and alienation. Acculturation refers to a proc-
ess of psychological transition when an individual moves
from .one culture to another. It also refers to the exchange or
merglng of cultural values, behaviours and feature that occurs
;vhe'n.dlff_erent cultural groups come into direct contact (e.g
dy t1'1v11rt1g in the same country). Although the groups remain

istinct, each may alter over time as a res i

ult of i

N its contact with
th?sychologist J_ohn Berry has described four outcomes of

is process, which depend on whether the culture of origin

or the host culture is identified wi
th (see Table 3.2).
outcomes are as follows: ——

1 Integration —the individual identifies with and adopts
characteristics of both cultures

2 Assimilation — the individual rejects her culture of origin
and embraces the host culture

3 Separation — the individual rejects the host culture and
embraces his culture of origin

4 Ma?gl)lallzailon — the individual does not commit to either
ith

If an individual is caught between two cultural identity groups
and rejected by both, a dissonance between the original anci
surrounding concept of self can then ensue, according to
Be.rry. This is more likely to be experienced by the children of
migrants, and can lead to marginalization, the most stress-
ful of the four outcomes (Bentall, 2003; Bhugra, 2004). This
togeth'er with an increased risk of unemployll"nent z-a laclé
of social support (e.g. living in isolation from one's,cultural

Chapter summary

The rela.tionship between culture and mental health and distress
is ongoing and complex. In this chapter, we have discussed a
r1umber of issues that speak to this debate more generally, but
in particular, we have discussed issues that speak more spéciﬁ-
cally to the role of culture in psychological approaches to mental
health and distress. This is not a straightforward project, given
the complexity of the definition and uses of culture in di’fferent
research and practice traditions, in which particular views on
measurer.nent and methodological approaches differ.

Returning to the first major question raised in this section, ‘To
Yvhat extent do variations or similarities exist between cultl'Jres
in t.erms of the prevalence, incidence and course of traditionall);
gief?ened mer.1tal “disorders™’, we can respond by discussing the

'rences in prevalence rates and the course of traditionally
defmed mental disorders between cultures, using the availabl
evidence from large-scale studies. P
dial-;v;:t\::r, it'is a.also clear that increases in the use of Western
e criteria and Western mental health professional
g ross the wo.rld may ln.-:-ad' to more cases being identi-
non.-indusfr;'r?or: an .lnt':rease in industrialization in previously
e - at |Te societies may result in greater numbers of
sor, 2 ? al health problems, due to the growing appropria-
o és ern values (see the example of the growth of eating

rders in Japan). In exploring issues of dissociation, madness
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group), poverty and discrimination can result in a higher risk
of long-term mental distress (Bhugra, 2004; Hwang & Wood,
2.0+o). Furthermore, when an individual comes from a collec—l
'F1v1st .society it may be a significant challenge to their cultural
1dent.1ty to have to move to a society where individualism is
he.Id in high esteem, especially when he cannot make contact
Wltl’.l members of his cultural group because of geographi-
cal isolation. When the stress of these experiences becoI:'nes

overwhelming, distress can escalate and have a bad effect on
self-esteemn (Crisp & Turner, 2011).

Table 3.2 The four types of acculturation

Identification with host culture

Identification
ith cultu e t epa atio
with culture Yes t atio
] S

No Assimilation

Marginalization

Source: Adapted from Berry & Kim (1988).

The available evidence indicates that the children of immi-
grants are at particular risk of mental distress. However, more
.research is needed to establish the range of factors con:cribut-
1T1g to this: life events, racial and socio-economic discrimina-
tion, plarental attachment and separation, employment and
c.educatlonal status, all deserve significantly greater attention
if the relationship between migration, cultural identity and
mental health and distress is to be understood.

and the relationship between body and mind in the second half
of the section, we were able to address the second question ‘Do
d|ﬁ§rent societies draw a line between well-being and distress,
sanity and madness in the same way?’ Once again, it is clea;
tha.t different societies (and cultures) appear to havelassigned a
variety of meanings to states of mind and body. These are cut
across with differences in religious practices and beliefs, as well as
values associated with particular forms of expressions‘of mental
states (see the example of dissociation and psychosis). Although
somatic complaints (without any organic cause) are- commgn
throughout the world, for example, cultural labels and values are
given to them, affecting the individual's own personat relationshi
to them and the treatment offered (for example, see diagnoses opf
depression and neurasthenia).
This prings us to another important point about the role of
professional cultures in the measurement, diagnosis and treat-
ment of mental health and distress across societies. A number of
professional cultures may operate in a given society, but the one
that m.ay have the most impact, in terms of diagnosis and treat-
ment, is often the one assigned the highest authority to speak on
pehalf of clients and patients. This can be due to government and
industrial support {for example, from drug companies) for particu-
lar kinds.of funding and clinical practice. And yet, in the case of
the Hearing Voices Network in Holland and the UK, it is also clear
tha.t sub-cuttures can develop as a means to resist the dominant
po!nt of view, leading to the creation of alternative reference
points for users of the mental health system.
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The last section, on migration, indicates that the study of
culture is far from just a study of different geographical socie-
ties. A number of cultures contribute to European and North
American societies, divided as they are by ethnicity and race and
influenced by a number of religious practices. Issues of religion
and spirituality are, therefore, clearly important in making sense
of a particular cultural group, given the variety of religious and
spiritual beliefs about the nature of mind and altered conscious
states that exist.

In summary, culture is not a ‘thing’ that can easily be measured
and controlled for. Culture is a way of life affecting us all. In
psychology, we often forget that our beliefs about mental health
and distress are shaped by wider cultural beliefs about the mind
and body, what it means to be a person; a self and an individual
(Ritter et al, 2010). We also tend to forget that the history of
psychology as a discipline is such that the methodological tradi-
tions of psychology (as well as psychiatry as a continuous pres-
ence in some psychological research on mental health) affect
how we look at the world and at people, how we measure them
and ultimately understand them.

End of chapter questions

1 |f different cultures have different standards for assessing
psychological distress, what does that tell us about universal
measurements?

2 Why do certain cou ntries have better recovery rates for
psychological distress {even for the so-called 'serious’
psychatic states?), despite having less or no access to
psychiatric treatments <uch as medication?

3 Does how we understand the mind and body affect the way
we experience and professionally treat psychological distress?

4 Coulda combination of quantitative and qualitative forms
of assessment that do not rely on diagnostic categories
produce a more accurate picture of rates and recovery from
psychological distress?
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Novels
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In this autobiographical novel, Bessie Head describes slipping
between psychotic hallucinations that torment, and wakefulness.
Head explores these themes in the context of difficult social rela-
tionships and in the context of her being an exiled woman with a
young son.




