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Cultural psychiatry is concerned with understand-
ing the impact of social and cultural differences and
similarities on mental illness and its treatments.

A person’s cultural characteristics can often lead
to misunderstandings, influenced by language,
non-verbal styles, codes of etiquette and assump-
tions. There may also be perceived misconceptions
and differences in beliefs and values. In order to
provide appropriate, sensitive and acceptable serv-
ices for different cultural groups, all service pro-
viders need to take these factors into account.

Written by leading clinicians and academics
from around the world, and integrating both prac-
tical and theoretical knowledge, the Textbook of
Cultural Psychiatry provides a framework for the
provision of mental healthcare in a multi-cultural/
multi-racial society and global economy.

It will be essential reading for those providing
mental healthcare, or who are involved in the organi-
sation and management of services.
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Foreword

Pedro Ruiz, MD

Professor and Vice Chair, Department of Psychiatry and Behavioral
Sciences, University of Texas Medical School at Houston
President, American Psychiatric Association

It is for me a real pleasure and an honour to write

the foreword for this impressive textbook edited

by Professors Dinesh Bhugra and Kam Bhui. Based
on my involvement in the field of Cultural

Psychiatry for over four decades, I clearly envisage

this textbook to be one of the most authoritative

textbooks ever written on the topic of Cultural

Psychiatry.

I base my assumption on a series of well-
established facts. They are as follows:

1. This textbook has secured a cadre of authors
who represent the best that the field of Cultural
Psychiatry can offer at the present time. This
cadre of authors encompasses over 40 experts
from all regions of the world, each of them
bringing to this textbook a rich set of knowledge
and experiences in their respective assignments
in this text. They are all highly respected schol-
ars in their assigned topics. Undoubtedly, this is
not a minor task and clearly symbolizes the
respect that each of them has for Professors
Bhugra and Bhui and what this textbook will
have to offer to the field of Cultural Psychiatry
for years to come.

2. The topics selected for this textbook represent
very relevant subjects. Each of the critical areas
of the field of Cultural Psychiatry is addressed in
this textbook. They all signified the best curricu-
lum within the field of Cultural Psychiatry. This
compendium of highly important subjects will
certainly offer the best advances and knowledge
in this field to all professionals and trainees who

XV
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Foreword

are or could be interested in the field of Cultural
Psychiatry in the twenty-first century.

. The six broad areas covered in this textbook

address the most critical and relevant areas of the
field of Cultural Psychiatry. They are (a) theoretical
issues, (b) the relationship between culture and
mental health, (c¢) the role of culture on mental
disorders, (d) the theoretical aspects of the clinical
management of patients across cultures, (e) the
clinical managements of special groups such as
children and adolescents, patients with learning
disabilities, etc. and (f) the most recent and

important research and training aspects in the

field of Cultural Psychiatry.

Undoubtedly, no other current text shows
the depth and the extension of this formidable
textbook. My deepest appreciation goes to
Professors Bhugra and Bhui and their outstand-
ing cadre of collaborators in this project. This
textbook will certainly make major contributions
in the field of Cultural Psychiatry for several dec-
ades. I plan to keep this textbook handy and use
it in my clinical, educational and investigative
activities.



Preface

People eat, drink and breathe culture. Without any
conscious awareness, we absorb culture; and as
culture becomes an integral part of us we become
acculturated and a part of culture. Although nearly a
century ago cultural variations in the presentation
of mental illness were noted, the impact of culture
on distress, identification of symptoms and reach-
ing diagnosis as well as pathways people follow into
health care (be it statutory or non-statutory) have
become clearly important in the last quarter of a
century. It appears that cultural psychiatry is grad-
ually taking over the role of social psychiatry.
Cultural factors in aetiology, management and
prognosis are being identified both as within cul-
tures but also increasingly in a comparative style
across cultures. The relationship of the clinician
with the medical formulation on the one hand, and
the cultural formulation on the other, has led to a
creative tension which can be seen in this volume.

With ever-increasing globalization and the inter-
national flow not only of people but of physical
resources too, it is essential that any clinician prac-
tising in the twenty-first century be aware of the
cultural norms and variations. We have deliberately
stepped away from one approach of cultural psy-
chiatry (which relies on dealing with each individual
cultural group as if it were isolated) to adopt one
that emphasizes broad principles that can then be
used to develop patient-based services rather than
group or culture or ethnicity-based services.

The book is divided into six Parts. Starting with
theoretical background, we move to the relationship
between culture and mental health. The third Part

XVii



XVili

Preface

deals with culture and mental disorders focusing on
specific disorders, whereas the fourth Part provides
an overview of theoretical aspects of management.
We then move on to management with special
groups and conditions. The last Part focuses on
cultural research and training. There is no doubt
that there are times when there is an overlap in the
contents of various chapters, but this is inevitable in
avolume of this size. We have deliberately left this in
place so that each chapter can also be read inde-
pendently of the others. The aim of the book is to be
a textbook and also a source book that psychiatrists
and other mental-health professionals will find
user-friendly and helpful in clinical settings.

We are delighted at the responses of our authors
who, in spite of their busy schedules, not only
agreed to contribute to this volume but stuck to

deadlines and were generous enough to accept criti-
cal comments from us in shaping their contribu-
tions. We are grateful to Professor Pedro Ruiz for his
Foreword and his generous support of this project.
Andrea Livingstone has done a splendid job in keep-
ing the project moving smoothly — thanks are really
inadequate words. Tajinder Kaur Bhui kindly per-
mitted use of her painting for the cover illustration.
Richard Marley, Betty Fulford and their team at
Cambridge University Press have been supportive
beyond the call of duty. Thanks to all of them.

Mike Thacker, Gurpreet Bhui and Arjan have as
ever been patient supports. Thank you all.

Dinesh Bhugra
Kamaldeep Bhui
March 2007



PART I

Theoretical background






Cultural psychiatry in historical perspective

EDITORS’ INTRODUCTION

The evolution of cultural psychiatry over the last few decades
has been an interesting phenomenon to observe. Psychiatry is
perhaps one of the younger disciplines of medicine. The com-
ing of age of psychiatry as a profession was clearly linked with
the development of training and laying claim to a knowledge
base which gradually has become more evidence based. The
period between the two world wars led to greater questioning
of social factors in the aetiology and management of psychi-
atric disorders. In the UK at least, social psychiatry as a
discipline became clearly established and produced impres-
sive studies on life events and their impact on phenomeno-
logy, attachment and other social factors. In the last two
decades, it would appear that social psychiatry has trans-
mogrified into cultural psychiatry.

Kirmayer, in this chapter, maps out the history of cul-
tural psychiatry as a discipline. In addition, he raises the
concerns related to this discipline, especially related to uni-
versality of psychopathology and healing practices, develop-
ment of diverse service needs to black and ethnic minority
groups and analysis of psychiatric theory and practice as
products of a particular cultural history. Culture has been
defined as a civilizing process which, in European history,
Kirmayer asserts, had to do with the transformations from
migratory groups to agrarian societies to city states and, even-
tually, nation states. The definition of culture in this context
was related to standards of refinement and sophistication. The
second definition of culture has to do with collective identity,
which is based on historical lineage, language, religion, gene-
tics or ethnicity. Kirmayer suggests that these two definitions
have become conflated. The historical development of com-
parative psychiatry in colonial times and until the 1960s,
when research across cultures used dimensions of distress,
ignored local cultural practices and interpretation of these

Laurence J. Kirmayer

experiences. The role of racism in diagnosis and manage-
ment of individuals with psychiatric illnesses has not
entirely gone away. Large-scale migrations from East to West
and North to South across the globe have raised ques-
tions about ethnocultural diversity. An organized and rela-
tive newcomer within the larger discipline of psychiatry,
cultural psychiatry is becoming mainstream and beginning
to influence health-service delivery and research.

Introduction

Cultural psychiatry stands at the crossroads of dis-
ciplines concerned with the impact of culture on
behaviour and experience. It emerges from a history
of encounters between people of different back-
grounds, struggling to understand and respond to
human suffering in contexts that confound the alien
qualities of psychopathology with the strangeness
of the cultural ‘other’. The construct of culture offers
one way to conceptualize such difference, allowing
us to bring together race, ethnicity and ways of life
under one broad rubric to examine the impact of
social knowledge, institutions and practices on
health, illness and healing. Cultural psychiatry dif-
fers from the social sciences of medicine, however,
in being driven primarily not by theoretical prob-
lems but by clinical imperatives. The choice of
research questions and methods, no less than the
interpretation of findings and the framing of
professional practice, is shaped by this clinical
agenda, which emphasizes the quest for therapeutic
efficacy.

Textbook of Cultural Psychiatry, Dinesh Bhugra and Kamaldeep Bhui (eds.). Published by Cambridge University Press
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L.). Kirmayer

Over the course of its history, cultural psychiatry
has been driven by three major sets of concerns:
questions about the universality or relativity of psy-
chopathology and healing practices; the dilemmas
of providing services to ethnically diverse popula-
tions; and, most recently, the analysis of psychiatric
theory and practice as products of a particular
cultural history. These concerns correspond to
three successive waves of development of the field
from colonialist and comparative psychiatry, to the
mental health of ethnocultural communities and
indigenous peoples in settler societies, and the
post-colonial anthropology of psychiatry.

The emergence and development of each of these
themes in cultural psychiatry can be tied to major
historical events, especially to global patterns of
migration and their associated social, political and
economic consequences (Castles & Miller, 1998;
Papastergiadis, 2000). From the mid 1700s onwards,
colonialist expansion of European powers led to
observations relevant to psychiatry and to occasional
efforts to provide healthcare in distant lands. Large-
scale migrations of Europeans to North America,
Australia and other regions in the nineteenth and
twentieth centuries prompted attention to the impact
of ethnicity on mental health and illness. Successive
wars made psychological reactions to stress and
trauma a salient concern for psychiatry. The Great
Depression and the emergence of the welfare state
highlighted the impact of social class and poverty as
causes of illness. The promulgation of scientific rac-
ism forced researchers and clinicians to clarify their
thinking about ethnocultural difference. The flight
of refugees and displaced peoples following World
War II and later conflicts, led to renewed work
both on trauma-related disorders and the adaptation
of migrants (Murphy, 1955). The UN Universal
Declaration of Human Rights in 1948 and emerging
anti-colonialist struggles around the world chal-
lenged the hegemony of Western versions of history
and opened up the consideration of alternative sys-
tems of knowledge on both ethical and epistemolog-
ical grounds.

Most recently, new waves of migration from
East to West and South to North have challenged

models of culture and ethnicity developed for ear-
lier groups of immigrants from relatively similar
European countries (Castles & Miller, 1998). At the
same time, increasing recognition of the historical
injustices suffered by indigenous peoples has made
their cultures a focus of attention both in terms of
the damaging effects of forced assimilation and
the potential for resilience in indigenous identity,
community and healing practices (Cohen, 1999;
Kirmayer, Simpson & Cargo, 2003). The growth of
the Hispanic, Asian and other non-European pop-
ulations in the USA, and the corresponding incre-
ase in the numbers of mental-health professionals
from diverse ethnocultural backgrounds, have pres-
sed for change both from without and within the
profession, as reflected in the attention to culture
in official psychiatric nosology (Alarcon, 2001;
Mezzich et al., 1996). Similar demographic changes
are affecting most societies, and will make cultural
issues a matter of central concern for psychiatry in
the years to come.

The uses of culture

There are three broad but distinct uses of the term
culture that are often conflated (Eagleton, 2000;
Kuper, 1999) and each has its reflection in the his-
tory of cultural psychiatry. Originally, culture meant
cultivation: the civilizing process which, in Euro-
pean history, had to do first with the move from
migratory groups to agrarian societies (cultivating
crops) and then to city-states and larger political
entities including nations and empires. Through-
out this history, there was a progressive elaboration
of codes of conduct and civility and the cultivation
of specialized knowledge and power, initially the
possession of elite social classes, but gradually
accessible to others through formal education
(Elias, 1982; Gellner, 1988). Culture in this sense
represents a standard of refinement or sophistica-
tion, measured against the cosmopolitan life of
urban centres, the achievements of those with
higher education, and the ‘high culture’ (with a cap-
ital ‘C’) of arts and letters. Culture as civilization



has influenced thinking about psychopathology
from Vico’s Renaissance views of culture as a civi-
lizing force (Bergin & Fisch, 1984), through Rous-
seau’s idealization of the noble savage, to Freud’s
tragic-heroic view of the ego wrestling with conflicts
of desire and social constraint in Civilization and
Its Discontents (Freud, 1962). Although Western
European civilization has viewed itself myopically
as the singular standard against which others can
be judged, there are many other traditions with
comparable levels of history and complexity, and
some see the contemporary world as a contest of
great civilizations with incommensurable values
and epistemologies (Huntington, 1996).

A second meaning of culture has to do with col-
lective identity, the setting apart of one group of
people from another on the basis of historical lin-
eage, language, religion, gender or ethnicity which
may include membership in a community, regional
group, nation or other historical people (Banks,
1996). While the notion of culture as cultivation
may be presented as a universal system of values
that can be attained by anyone allowed the oppor-
tunity to become ‘civilized’ (even if, in practice,
essentialized notions of cultural identity subvert
this possibility), ethnocultural identity is local and
particular, the property of groups who regulate its
distribution along lines of historical descent, kin-
ship, citizenship, or other social markers of identity.
Ethnicity is differently constructed in each society,
and may merge with local notions of ‘race’, national
identity or other invented traditions (Hobsbawm &
Ranger, 1983). While ethnicity has been a source of
positive identity, self-esteem and group cohesion, it
has also fueled discrimination, inter-group conflicts
and genocidal violence.

The third notion of culture corresponds to its
current use in anthropology as a way of life: the
values, customs, beliefs and practices that form a
complex system (Kuper, 1999). As such, culture
encompasses all of the humanly constructed and
transmitted aspects of the material and social
world. Culture may reside at many levels of social
organization in institutions, knowledge and local
practices and includes, but cannot be reduced to,
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the cultural models internalized by individuals. In
the contemporary world, cultural formations may
be constituted both by local communities or ‘sub-
cultures’ and transnational flows of knowledge and
practice shared by groups of experts and profes-
sionals (Hannerz, 1992, 1996). Psychiatry itself is one
such transnational cultural institution with national
variants and subcultures.

Comparative psychiatry and the legacy of
colonialism

The roots of cultural psychiatry can be traced to the
very beginnings of modern psychiatry. Indeed, long
before psychiatry was clearly distinguished from
other areas of medicine, examples of odd or deviant
behaviour among distant peoples stimulated philo-
sophical reflections on the uniqueness of mankind
and the impact of the ‘civilizing process’ on human
nature (Jahoda, 1993). These early commentaries
drew on travellers’ observations of distant peoples
who were culturally different, whether coming from
a recognizably different civilization or viewed as
undeveloped ‘barbarians’. This literature reveals
an aesthetic fascination with the strangeness of the
other that was often both morally and erotically
charged (Segalen, 2002). European explorers and
colonizers generally viewed their own traditions as
the zenith of civilization, while others were seen as
backward, primitive and uncivilized (Jahoda, 1999;
Gilman, 1985; Lucas & Barrett, 1995; Todorov, 1993).

The taken-for-granted superiority of European
civilization demanded that its institutions be estab-
lished in the colonies, and asylum psychiatry was
one of these exports. While attempting to care for
suffering individuals, colonial psychiatry also served
to justify and maintain the social order of colonial
regimes (Bhugra & Littlewood, 2001; Keller, 2001,
2005; McCulloch, 1995; Sadowsky, 1999; Vaughan,
1991). Colonial asylums became important sites for
comparative studies of psychopathology. However,
their status as colonizers and limited access to the
everyday life of people outside hospitals and asy-
lums made it difficult for these practitioners to
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recognize the social and cultural context of patients’
afflictions.

In general, colonizers and alienists did not see
large numbers of mentally ill and this prompted
speculation about the protective effects of ‘primi-
tive’ ways of life. The idea that insanity was rare
among primitive or uncivilized peoples, as claimed
by Jean-Jacques Rousseau, was popular among early
writers in psychiatry including Esquirol, Moreau de
Tours, Griesinger & Krafft-Ebing (Raimundo Oda,
Banzato & Dalgalarrondo, 2005). Sometimes this
notion of the ‘healthy savage’ was framed in terms
of the protective effects of living a simple life with
few demands in contrast to the increasing expect-
ations for productivity and consumption in the com-
plex, urbanized, industrialized environment of
Europe. An increase in nervousness was associated
with the over-stimulation of modern civilization,
especially for those required to do ‘brain work’, and
hence the upper classes were particularly prone to
maladies like neurasthenia or nervous weakness — a
diagnosis introduced by the American neurologist
George Beard and taken up widely throughout
Europe and East Asia (Beard, 1869; Rabinbach,
1990). Over time, the living conditions of the poor
in large cities, along with the impact of alcohol and a
general erosion of moral and religious values, were
invoked to explain the apparent increase in mental
disorders in urban settings.

Early studies in comparative psychiatry focused
on the exotic in order to examine the universality
of major psychiatric disorders. The psychiatric liter-
ature of the late 1800s and early 1900s was pep-
pered with reports of ‘culture-bound syndromes’,
e.g. pibloktoq, latah, amok, thought to be uniquely
linked to cultural beliefs and practices (Simons &
Hughes, 1985). These reports seemed to indicate
the malleability of expression of psychopathology,
captured in the distinction between pathoplasticity
and pathogenesis (Yap, 1952, 1974). Major psychia-
tric textbooks usually devoted a chapter to exotic
and culture-bound conditions. Unfortunately, early
observers paid relatively little attention to the social
context of the syndromes they were observing and
describing.

For example, pibloktoq or ‘arctic hysteria’, which
was described in early accounts by explorers among
the polar Inuit, became a stock example of a culture-
bound syndrome. Anthropologists and psychiatrists
have sought to link pibloktoq to specific features
of Inuit child-rearing, social structure, religious
practice, environment and nutrition (Brill, 1913;
Foulks, 1974; Gussow, 1960; Landy, 1985; Wallace &
Ackerman, 1960). Historian Lyle Dick (1995) reviewed
all available accounts of pibloktoq and found that
the few detailed case descriptions came from Admi-
ral Robert E. Peary’s visits to Greenland. There, on
a few occasions, Inuit women were observed to
become agitated and run out on the ice, stripping
off their clothes, prompting others to restrain them
until their agitation eventually subsided some hours
later. This ‘hysterical’ behaviour seems entirely
inexplicable until Dick provides the missing con-
text: Admiral Peary had sent these women’s menfolk
out on exploratory missions at a time before solid
ice, exposing them to great risk. The women pre-
sumably engaged in shamanistic prayer and magic
to ensure the men’s safety. Peary also thought it
important for the well-being of his crew that they
have sexual companions and encouraged his men
to take Inuit partners with little regard for existing
relationships. The women’s ‘erratic’ behaviour,
watched with amusement by Peary’s men, now
seems less evidence of a discrete culture-bound
syndrome than a grimly familiar story of vulnerabil-
ity and exploitation.

In another historical analysis, Marano (1983)
showed how the culture-bound syndrome windigo,
described among the Ojibway as the fear that one is
possessed by a spirit that is turning one into a can-
nibal, probably never occurred as a behavioural
syndrome, but was a part of a legend or mytholog-
ical belief that could be used as an accusation to
attack others. This accusation was effective not only
in traditional society but served to mobilize the
Royal Canadian Mounted Police as well, invoking a
new form of social control available as a result of
colonization. Once again, a phenomenon better
understood in terms of power, conflict and social
change was reified as a psychopathological entity



located within individuals (Waldram, 2004). Similar
historical accounts of behaviours like amok or latah
suggest that adequate description requires atten-
tion to the social context of power and the dyna-
mics of protest and resistance (Kua, 1991; Winzeler,
1990, 1995). This tendency to ignore social context
also was characteristic of the comparative psychia-
try (Vergleichende Psychiatrie) advanced by Emil
Kraepelin (1856-1926), who visited Southeast Asia
and Indonesia to study amok and examine the uni-
versality of major psychoses (Jilek, 1995). Kraepe-
lin’s conclusion was that clinical phenomenology
justified a qualified universalism. However, the dif-
ferences he did find, he explained in terms of a
developmental hierarchy:

based on a comparison between the phenomena of disease
which I found there and those with which I was familiar at
home, the overall similarity far outweighed the deviant fea-
tures ... In particular, the relative absence of delusions
among the Javanese might be related to the lower stage of
intellectual development attained and the rarity of auditory
hallucinations might reflect the fact that speech counts for
far less than it does with us and that thoughts tend to be
governed more by sensory images. (Kraepelin, 1904).

Kraepelin viewed cultural differences as reflections
of biological differences in races or peoples and
effectively elided the social context of psychiatric
illness (Roelcke, 1997). His advocacy of theories of
biological degeneration as a cause of mental disor-
der contributed to the rise of eugenic policies in
Germany that culminated in the Nazi genocides.
While not adhering to Kraepelin’s biological essen-
tialism, H.B.M. Murphy (1915-1987) at McGill
University and Julian Leff at the Institute of
Psychiatry in the UK identified themselves as heirs
to the tradition of comparative psychiatry and used
both clinical observations and epidemiological
methods to make systematic cross-cultural compari-
sons. Although they eschewed the sort of colonialist
thinking and social Darwinism that plagued earlier
writing, both invoked developmental hierarchies in
their explanations of certain cultural differences.
Murphy (1982) contrasted ‘traditional’ and ‘modern’
societies and Leff (1981) argued for a progressive
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differentiation of the emotion lexicon in Indo-
European languages with contemporary British
English as the most differentiated (for a critique, see
Beeman, 1985).

Much of the innovative work of Alexander Leigh-
ton and Jane Murphy (Leighton, 1981; Murphy &
Leighton, 1965) in Africa, Alaska and rural Nova
Scotia also falls under the rubric of comparative
psychiatry, although they employed dimensional
measures of distress and, owing to their anthropo-
logical training, were interested in the impact of
social and cultural context on mental health and
illness. Despite this ethnographic orientation, Jane
Murphy’s (1976) influential paper arguing for the
universal recognition of psychotic symptoms across
diverse cultures did not consider the impact of col-
onial history on attitudes toward psychosis in the
African and Alaskan communities she studied
(Sadowsky, 1999).

The ‘neo-Kraepelinian’ revolution of DSM-III
in 1980 introduced operationally defined discrete
diagnostic categories in place of dimensional or
narrative descriptions of psychiatric disorders
(Wilson, 1993). With this new nosology and the
accompanying technology of highly structured
diagnostic interviews, comparative psychiatry fol-
lowed the rest of the discipline, abandoning in-
depth ethnographically informed studies in favour
of research organized around discrete diagnostic
categories. This line of research has culminated
in a series of important cross-national studies
of the prevalence, course and outcome of major
psychiatric disorders including the International
Pilot Study of Schizophrenia (World Health Organ-
ization, 1973), the Determinants of Outcome
Study (Sartorius et al., 1986), the Cross-National
Study of Depression (World Health Organization,
1983), and the International Consortium of Psychi-
atric Epidemiology (e.g. Andrade et al, 2003).
Successive generations of studies have used more
refined measures, particularly standardized diag-
nostic interviews, most recently the Composite
International Diagnostic Interview (Robins et al.,
1989). However, these instruments continue to
have limitations when used across cultures and
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methodological artifacts have not been eliminated
(Hicks, 2002; van Ommeren et al., 2000). As well,
most epidemiological studies have made little pro-
vision to identify culture-specific symptoms not
included in the core definitions of disorders. In this
way, the diagnostic categories of psychiatry bury the
traces of their origins in European and American
cultural history and become self-confirming ‘culture-
free’ commodities ready for export.

Another important line of work in comparative
psychiatry has centred on the effectiveness of tradi-
tional or indigenous healing practices (Kiev, 1969;
Marsella & White, 1982; Rivers, 1924). Drawing from
a rich ethnographic literature on healing rituals,
Jerome Frank (1961), Raymond Prince (1980) and
others argued that psychotherapy shares essential
features with traditional healing and that both could
be understood in terms of symbolic action at social,
psychological and physiological levels. This work has
become increasingly important as efforts are made
to integrate or coordinate the activity of mental-
health practitioners and traditional or indigenous
healers in many societies.

Cultural essentialism and racism
in psychiatry

A central feature of most colonial enterprises was
the use of racist concepts and ideologies to justify
the subordination and exploitation of colonized
peoples (Fredrickson, 2002). Though they have no
clear foundation in biology, notions of race serve to
mark off particular groups as intrinsically different
and less than other human beings (Lock, 1993).
Psychiatry itself has been used to buttress racist
perspectives (Littlewood, 1993). The notion that
southern or non-Western peoples had underde-
veloped frontal lobes and hence were prone to
disinhibited behaviours was promoted by several
generations of neuropsychiatrists, both to explain
cross-national differences and to account for in-
equalities within colonized nations that actually
reflected the legacy of racism, slavery and economic
marginalization. For example, influenced by Lucien

Lévy-Bruhl’s (1923) notion of primitive mentality,
Antoine Porot (1918), the head of the Ecole d’Alger,
argued that the native Algerian’s mind was structur-
ally different from that of the civilized European
(Begue, 1996). This biological essentialism was
matched by a complete disregard of social, cultural
and political context that served colonial interests.
This sort of essentialism persisted into the 1950s in
the work of J. C. Carothers on the African mind. For
Carothers, the African was developmentally child-
like owing to underdeveloped frontal lobes that
result in an effective leucotomy (Carothers, 1953;
McCulloch, 1993, 1995). A whole generation of
African psychiatrists was educated with texts con-
taining this tendentious account.

Of course, there were also essentializing accounts
of cultural difference presented in psychological
terms. In Prospero and Caliban, French intellectual
Octave Mannoni ((orig. 1948) 1990) described the
people of Madagascar as primitive, and uncivilized,
with a fundamentally different mentality based on a
‘dependency complex’ that protected them from
the neurotic conflicts that were the burden of
Europeans. Although Mannoni later developed a
more nuanced account of the psychology of coloni-
zation, with Lacan displacing Adler in his psychody-
namic theorizing, his earlier portrait remained a
provocation to others seeking to understand and
escape from the colonization of the psyche that
accompanied political domination (Lane, 2002).

The migration of North African workers to France
after 1945 stimulated French psychiatrists’ interest
in cultural difference and gave rise to the field of
ethnopsychiatry (Fassin & Rechtman, 2005). Thus,
the study of ethnic diversity in colonizing societies
was closely linked with the history of colonial com-
parative psychiatry. At the same time, there was the
growing recognition that the colonial context
itself was one of exploitation and stress that could
account for some of the suffering and symptomato-
logy seen in clinical contexts.

Frantz Fanon (1925-1961) was an important voice
in this critique of the colonial origins of psychopa-
thology (Macey, 1996; Razanajao et al., 1996). Fanon
denounced the theories of the Ecole d’Alger, which



he saw as based on a colonial perspective with
racist devaluing of the values, traditions and
autonomy of others. In Peau noire, masques blancs
(1982, original 1952), Fanon powerfully portrayed
the self-alienating effects of racism and colonialism.
Fanon’s account of the psychopathology of coloni-
alism echoed the earlier account by the sociologist
W.E.B. Du Bois (1868-1963) in The Souls of Black
Folk on the ‘double consciousness’ of African
Americans (Du Bois, 1989). Fanon worked in the
space between the political and the psychological -
insisting on the primacy of politics and power, but
showing how it was inscribed in the psychological
and how change could come from within and with-
out (Verges, 1996). Ultimately, however, Fanon was
less interested in the dynamics of culture and colo-
nialism than in the struggle for political revolution
and fell prey to the same tendency to essentialize
cultural difference that plagued writers less aware
than he was to the violence of racial stereotypes.

The process of unpacking the impact of racism
and colonialism on the psychology of the colonizer
and colonized is far from complete, the more so
because the forms that oppression takes continue
to mutate. This has been one focus of postcolonial
theory, which offers a rich array of ideas about iden-
tity and alterity in the contemporary world that
has as yet had little impact on cultural psychiatry
(Bhaba, 1994; Chakrabarty, 2000; Gunew, 2003;
Said, 1994).

Ethnocultural diversity: settler societies and
indigenous peoples

The large migrations of Europeans to North
America, Australia and other countries from the
1700s onwards created settler societies with high
levels of ethnocultural diversity. This experience of
people from many different national and regional
backgrounds living side by side made ethnicity sali-
ent (Banks, 1996). Epidemiological studies were
conducted from the 1930s onwards on differential
rates of psychiatric hospitalization of ethnocultural
groups (Westermeyer, 1989). Subsequent waves of
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migration following World War II and other con-
flicts made the mental-health needs of immigrants
and refugees increasingly important in most psychi-
atric settings and led to a substantial literature on
ethnic differences in illness behaviour.

The response to ethnic diversity has followed dif-
ferent trajectories in different countries owing to the
history of colonization and migration but also fol-
lowing local ideologies of citizenship and dominant
theories with psychiatry itself (Kirmayer & Minas,
2000; see for example, Baarnhielm et al., 2005; Bene-
duce & Martelli, 2005; Fassin & Rechtman, 2005;
Fernando, 2005). Thus, the US and France share
republican values of egalitarianism that imply that
all citizens should be treated the same, with no
regard to their cultural background (Todorov,
1993). Along with this came the assumption that,
over time, ethnic groups would assimilate and
acquire the cultural identity and practices of the
dominant society. In fact, ethnicity has persisted in
most settler societies despite pressure to assimilate.
In the US, this ideal has been complicated by the
history of slavery and racial discrimination against
many groups. The current language of culture refers
to ‘diversity’, defined in terms of ethnoracial blocs
(Hollinger, 1995), but this diversity is recognized
mainly insofar as it is associated with health dispar-
ities (Smedley et al., 2003). In Canada and Australia,
the ideology of multiculturalism has encouraged
explicit attention to ethnic difference as a positive
social value that warrants direct support by the state
(Kivisto, 2002). At other moments, and in other soci-
eties, ethnicity has been profoundly divisive and,
along with biologically essentialized notions of
race, served as an incitement to violence and geno-
cide (Fredrickson, 2002; wa Wamwere, 2003).

In Britain, cultural psychiatry has focused more
on issues of race than on culture or ethnicity
because of the conviction that racism is a crucial
determinant of mental health and of the adequacy
of psychiatric services (Fernando, 1988; Littlewood
& Lipsedge, 1982). African-Caribbean immigrants
have been observed to have high rates of schizo-
phrenia. This phenomenon, which affects some
other migrant groups in other countries as well,
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does not appear to be due to diagnostic biases but
may result from the stress of marginalization, dis-
crimination and social exclusion (Hutchinson &
Haasen, 2004; Kelly, 2005).

Recognition of the importance of culture, ethni-
city and race has been prompted by demographic
and political changes in settler countries, some-
times crystallized by specific confrontations or vio-
lent events that have commanded public attention.
In the UK the death of Stephen Lawrence increased
public awareness of issues of racism and social
exclusion and prompted a government inquiry that
led to changes in policy, with attention being direc-
ted to counter racism in institutions including
health services (Fernando, 2003). In Canada, the
Oka Crisis of 1990 (York & Pindera, 1991) led to the
reports of the Royal Commission on Aboriginal
Peoples and the establishment of the Aboriginal
Healing Foundation to provide support for projects
to address the legacy of the residential school sys-
tem (Kirmayer, Simpson & Cargo, 2003). However,
much of the response to cultural diversity has been
at the grassroots level with minimal governmental
support (Fernando, 2005). At the same time, subtler
forms of racism and social exclusion continue
to go unmarked and unchallenged (Gilroy, 2005;
Holt, 2000).

Anthropology of psychiatry

The revolution in philosophy of science provoked
by the work of Thomas Kuhn made biomedicine and
psychiatry appear not so much universal truths as
culturally constructed bodies of knowledge. Post-
colonial writing challenged the taken-for-grantedness
of Euroamerican values. The antipsychiatry ‘move-
ment’ of the 1960s (Boyers, 1974) and the labelling
theory of mental illness (Rosenhan, 1973; Scheff,
1974) drew attention to the social and political
dimensions of psychiatric diagnosis. Historical
accounts showed the ways in which psychiatric
notions of madness emerged from and helped to
maintain core cultural values (Ellenberger, 1970;
Foucault, 1965; Porter, 1988; Micale & Porter, 1994).

Within mainstream psychiatry itself, the US-UK
Diagnostic Project (Cooper et al., 1972) revealed
important differences in the practice of British and
American psychiatrists, with overdiagnosis of schiz-
ophrenia and under-diagnosis of bipolar disorder
in the US. Subsequent efforts to improve the reliabil-
ity of diagnostic practice in the US contributed to
the emergence of DSM-III (Wilson, 1993). These
and other social changes encouraged a more self-
reflective stance and led anthropologists to consider
biomedicine and psychiatry as cultural institutions
(Good, 1994; Lock & Gordon, 1988; Kleinman, 1988).
The anthropology of psychiatry developed a subs-
tantial body of literature showing how psychiatric
practices draw from and contribute to cultural con-
cepts of the person and experiences of the self
(Gaines, 1992; Kleinman, 1995; Young, 1995). The
third phase in the history of cultural psychiatry is
strongly influenced by this turn toward cultural anal-
ysis and critique of the institutions and practices of
psychiatry itself.

The seminal figure in this body of work has been
Arthur Kleinman (1977, 1980, 1986, 1988, 1995),
who, through his incisive writing, vision and leader-
ship, has stimulated a whole generation of scholars.
The ‘new cross-cultural psychiatry’ introduced by
Kleinman (1977) argued for a renewed emphasis on
ethnographic research. Rather than assuming the
universality of psychiatric categories and psycho-
logical modes of expressing distress, Kleinman
insisted on paying close attention to the social and
cultural context of suffering and healing. This
approach could be applied equally well across
cultures and within the institutional and commun-
ity settings of Western psychiatry.

Kleinman introduced the notion of the category
fallacy, the erroneous assumption that conceptual
categories that work well in one cultural context
will have the same meaning and utility in another.
In cultural psychiatry this is most obvious in ques-
tions about the meaning of psychiatric diagnos-
tic categories. A further epistemological complexity
arises from what the philosopher Ian Hacking
(1999) has called ‘the looping effect of human
kinds’ — that is, the tendency for the ways we



categorize the world to become reified and institu-
tionalized as cognitive and social facts.

The importance of these ideas for cultural psy-
chiatry can be seen in the history of the emergence
of diagnostic categories like post-traumatic stress dis-
order (Young, 1995) and dissociative disorders like
multiple personality or fugue (Hacking, 1995, 1998).
Psychiatric knowledge and practice reflect and
reshape folk psychologies (Gaines, 1992; Littlewood,
2002; Nuckolls, 1992). For example, the reception and
evolution of psychoanalysis and other forms of psy-
chotherapy in different countries provides a window
onto cultural concepts of the person (Cushman, 1995;
Ellenberger, 1970; Rose, 1996; Shamdasani, 2003;
Zaretsky, 2004). The broad shift away from psycho-
analysis and toward biological accounts in the US in
the 1980s reflects tensions within the discipline of
psychiatry as well as larger political and economic
forces (Luhrmann, 2000). Psychopharmacology has
played a crucial role in the development of psychia-
try, driving diagnostic nosology and clinical practice
(Healy, 2002). A growing body of research shows the
role of the pharmaceutical industry in controlling
the production of clinical ‘evidence’ and influencing
popular conceptions of mental illness, which now
extends to marketing new disorders (Lakoff, 2005;
Metzl, 2003; Petryna, Lakoff & Kleinman, 2006).

Clinical work is always part of a larger social
system. Understanding the impact of this social
system on patients’ lives and psychiatric practice
demands critical and social science perspectives.
Of course, the attempt to apply social science per-
spectives to analysing psychiatric practice raises
the problem of self-reflexivity, since social science
theory itself is a product of the society it seeks
to critique. Indeed, the notion of culture is also a
cultural construction that changes with new con-
figurations of society and geopolitical concerns.

The contribution of psychological
anthropology

Cultural psychiatry has co-existed with, and derived
some of its theoretical models from, the various
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schools and approaches of psychological anthro-
pology that link individual personality with broa-
der social processes, particularly culturally shaped
child-rearing practices (Bock, 1999; Spindler, 1978).
Franz Boas (1858-1942), often called the father of
American anthropology, argued that culture could
affect personality and behaviour by amplifying or
suppressing certain traits thus creating conflicts
for different individuals. In the 1930s, ‘culture and
personality’ researchers (notably Ruth Benedict
and Margaret Mead) attempted to relate social
structure, child-rearing and other cultural life-ways
to modal national characters and specific patterns
of psychopathology within groups (Spindler, 1978;
Stocking, 1986). They used mainly ethnographic
observations and borrowed psychodynamic theory
or learning theory to explain the links between indi-
vidual and culture.

For Benedict, Mead and later contributors to the
field of culture and personality, psychopathology
could be understood in part as an exaggeration of
cultural traits or as a mismatch between individual
personality and overarching cultural norms and val-
ues. This tradition enjoyed a period of prominence
during and after the Second World War when stud-
ies of ‘nations at a distance’, based on interviews
with small numbers of emigrés and analysis of
media, were used as a form of military intelligence
(e.g. Benedict, 1934).

Benedict (1934) saw culture as personality writ
large. Anthropologist Edward Sapir rejected this
view, arguing that culture had no reality beyond the
actions and representations of individuals, each of
whom responds differently to social exigencies. Sapir
was a close colleague of psychiatrist Harry Stack
Sullivan and looked to psychiatry to provide a way
of understanding culture through the vicissitudes of
individual biographies (Sapir, 1938; Kirmayer, 2001).
This approach led to more theoretically sophisticated
accounts of the interplay of culture, social structure
and character notably in the work of A.I. Hallowell
(1955), but the field of culture and personality waned
in the late 1950s owing to the failure to develop more
rigorous methodology and a tendency to caricature
whole societies with broad strokes (Levine, 2001).
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A parallel tradition in psychological anthropo-
logy has used clinical psychoanalytic methods and
perspectives to study individuals cross-culturally
(Devereux, 1961, 1979; Kardiner & Linton, 1939).
In these various forms of ‘ethnopsychoanalysis,’
the emphasis has been on examining the universal-
ity of psychodynamics and considering the ways
in which these psychological mechanisms might
resolve dynamic tensions created by particular
social systems. In-depth interviews, prolonged rela-
tionships with subjects and attention to ‘clinical
material’ including psychopathological symptoms,
dreams, fantasies and ‘transference’ distortions, all
contributed to the effort to characterize the psychic
interior cross-culturally. A nuanced attempt to inte-
grate cultural identity and psychoanalytic ideas
was developed in the work of the Department of
Psychiatry at the Fann Hospital of the University
of Dakar in Senegal in the 1960s. Under the direc-
tion of Dr Henri Collomb (who remained chief
until 1978), a group of clinicians and researchers
undertook careful empirical studies on the inter-
face of Senegalese culture and western psychiatry
(Bullard, 2005; Collignon, 1978). There is a rich liter-
ature based on clinical experiences with psychoana-
lytic theory and methods that offers insights into the
cultural logic of diverse traditions, increasingly con-
ducted by clinicians who can integrate psychody-
namic perspectives with their own intimate cultural
knowledge (e.g. Crapanzana, 1973; Doi, 1973; Kakar,
1978; Levy, 1978; Obeyesekere, 1981, 1991).

In contrast to the case study approach of ethno-
psychoanalysis, the field of cross-cultural psycho-
logy has employed quantitative statistical methods
to compare personality and psychopathology in dif-
ferent cultural or national groups. Despite its origins
in German social psychology (Hogan & Tartaglini,
1994; Jahoda, 1993), cross-cultural psychology has
been dominated methodologically by Anglo-
American empiricism and conceptually by an indi-
vidualistic cultural concept of the person (Kim &
Berry, 1993; Marsella, DeVos & Hsu, 1985). This
cultural concept is taken over from American folk
psychology and supports a large body of research
that is generally presented as universal truths about

the human psyche. The recent movement for indig-
enous psychologies attempts to reformulate basic
models of personality from alternative perspectives,
emphasizing, for example, the centrality of relation-
ships with others in the dynamics of the self (Ho
etal., 2001).

Another strand in the development of psycho-
logical anthropology relevant to cultural psychiatry
has its roots in the early ethnographic work of
W.H.R. Rivers (1864-1922), who emphasized the
rationality and potential efficacy of healing practi-
ces in the Melanesian and other societies he studied
(Rivers, 1924). As a leading figure in both anthro-
pology and psychiatry, Rivers used a variety of mod-
els to understand psychopathology and healing,
but was most invested in psychological explana-
tions that could be connected to an evolutionary
biology (Young, 1993; 1999). Gregory Bateson
(1904-1980) followed the direction of Rivers’ work,
incorporating psychological notions from Benedict
and Mead, but approaching mind with biological
metaphors (Bateson, 1972). Bateson challenged
the static view of culture in early British social
anthropology by developing a ‘cybernetic’ approach
to culture as a dynamical system (Stagoll, 2005;
Wardle, 1999). In the 1950s and 1960s, Bateson’s
ideas about communication, interaction and the
‘ecology of mind’ had tremendous influence on
the emerging field of family therapy.

Psychological anthropology has had a renais-
sance in recent decades with an increasingly
eclectic range of theories brought to bear on under-
standing personality, identity, and psychopatho-
logy (Good, 1992). Most recently, contemporary
versions of cognitive, social and developmental
psychology, and social neuroscience have provi-
ded models for the interplay of culture and psycho-
logy (Casey & Edgerton, 2005; Hinton, 1999; Shore,
1996; Shweder, 1991; Stigler, Shweder & Herdt, 1990;
Sperber, 1996; Strauss & Quinn, 1997) This work
is concerned with understanding culture in terms
of discourse, interpersonal interaction, and socially
distributed knowledge, and makes links with cogni-
tive science and discursive psychology (Kirmayer,
2006).



Conclusion: a world in flux

As an organized field within the larger discipline,
cultural psychiatry has a relatively short institu-
tional history. A section of transcultural psychia-
try was established in 1955 at McGill University
by Eric Wittkower and Jacob Fried (1959). At
the Second International Psychiatric Congress
in Zurich in 1957, Wittkower organized a meeting
attended by psychiatrists from 20 countries, includ-
ing many who became major contributors to the
field: Tsung-Yi Lin (Taiwan), Thomas A. Lambo
(Nigeria), Morris Carstairs (Britain), Carlos Alberto
Seguin (Peru) and Pow-Meng Yap (Hong Kong)
(Prince, 2000). The American Psychiatric Asso-
ciation established a Committee on Transcultural
Psychiatry in 1964, as did the Canadian Psychiatric
Association in 1967. H.B.M. Murphy of McGill
founded the World Psychiatric Association Section
on Transcultural Psychiatry in 1970. By the mid
1970s transcultural psychiatry societies were set
up in England, France, Italy and Cuba (Cox, 1986).
The major journals in the field, Transcultural Psy-
chiatry (formerly Transcultural Psychiatric Research
Review), Psychopathologie Africaine, Culture Medi-
cine and Psychiatry, and Curare, began in 1956,
1965, 1977 and 1978, respectively.

Over the last 50 years, the discipline has grown
from a marginal field, concerned mainly with folk-
lore, exotica and the distant cultural ‘other’, to a
dynamic research and clinical enterprise of crucial
importance in the light of increasing migration, cul-
tural intermixing and the insights of social neuro-
science. Over this same period of time, both the
meanings of culture and the dominant theory and
modes of practice of psychiatry have changed sub-
stantially in ways that have reshaped the field of
cultural psychiatry.

Despite this progress, there is a persistent legacy
of colonialism in contemporary cultural psychiatry
that can be seen in the continuing romance with
exoticism, the de-contextualized view of mental-
health problems and focus on culture-bound syn-
dromes, efforts to reify and essentialize culture
as individual traits, and the tendency to employ
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developmental hierarchies contrasting traditional
and modern societies. The corrective to these bia-
ses requires thinking about culture as a dynamic
process of creativity and contestation among indi-
viduals participating in different forms of life, with
issues of power and agency always at stake.

Wittkower adopted the term ‘transcultural’ to
imply moving through and beyond cultural barri-
ers (Wittkower & Rin, 1965). Others have preferred
to call the field ‘cultural psychiatry’ to indicate that
all human experience is culturally constituted and
that we can examine cultural meanings in a single
society as well as comparatively (Prince, 1997). In
the context of globalization, ‘transcultural’ takes on
new meaning based on the recognition that cul-
tures are always mixed or creolized, giving rise to
new forms (Glissant, 1997; Kraidy, 2005). Many
urban settings now present a sort of ‘hyperdiver-
sity’ in which many different groups co-exist and
hybrid forms of identity abound. Transcultural
psychiatry must explore the significance for mental
health and illness of various forms of cultural
hybridity at the both social and individual levels
(Bibeau, 1997).

Among the central questions for contemporary
cultural psychiatry are the nature of the interact-
ion of psychopathological processes and cultural
idioms of distress in the genesis and course of
disorders; the specific mechanisms of action of
sociocultural factors on course of schizophrenia
and other disorders; the range of cross-cultural
applicability of psychopharmacological, psycho-
therapeutic and psychosocial interventions — both
those derived from biomedicine and those of indig-
enous origin; and the impact of emerging practice
models and healthcare systems that aim to provide
culturally sensitive or responsive care across cul-
tures and within culturally diverse settings. To do
this, cultural psychiatry must consider how local
clinical and research practices reproduce larger
gender, class and other social differences of the
dominant society.

In addition to these enduring concerns, new
issues are emerging. Psychiatry has been enjoined
to play a role in conflict resolution and rebuilding
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communities torn apart by ethnic violence. Cultural
psychiatry itself has been co-opted by pharmaceutical
companies seeking strategies to open up new markets
for their products (Kirmayer, 2006). Clinical trials for
new drugs are now taking place in the developing
economies of Eastern Europe and South Asia, raising
important questions about the role of culture in psy-
chopharmacology. At the same time, the changing
configurations of the world system — through migra-
tion, ethnic nationalism, ethnogenesis, globalization,
telecommunications, and the growing web of the
Internet with its communities and identities forged
in cyberspace — require us to rethink the nature of
culture. These social changes directly impact on
health and raise fundamental questions, not only of
a scientific nature but also with an ethical or socio-
moral dimension that concerns the value of diversity
versus integration, of sameness and difference, and
the implications for mental health and illness of cul-
tural pluralism and the dramatically enlarged scale
of community and malleability of identity made pos-
sible by new technologies.
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Anthropology and psychiatry: the contemporary

convergence

Janis H. Jenkins

EDITORS’ INTRODUCTION

Anthropology and psychiatry as disciplines appear to
have a considerable amount of common ground. Both
are interested in human beings, the societies within
which they live and their behaviours. A key starting
difference between the two is anthropology’s interest in
relativism, whereas psychiatry has been interested in uni-
versalism. Also, both anthropology and psychiatry have
a long history of common interest in phenomenology
and the qualitative dimensions of human experience,
as well as a broader comparative and epidemiological
approach.

Jenkins illustrates the common ground by emphasizing
that both disciplines contribute to the philosophical quest-
ions of meaning and experience raised by cultural diversity
in mental illness and healing. Both disciplines also contri-
bute to the practical problems of identifying and treating
distress of patients from diverse ethnic and religious groups.
Psychiatry focuses on individual biography and pathology,
thereby giving it a unique relevance and transformation.
Patient narratives thus become of great interest to clinicians
and anthropologists. Development of specializations such
as medical or clinical anthropology puts medicine in gen-
eral and psychiatry in particular under a magnifying glass.
Using Jungian psychology as an exemplar could lead to a
clearer identification of convergence between the two disci-
plines. The nexus between anthropology of emotion and
the study of psychopathology identified in her own work
by Jenkins looks at normality and abnormality, feeling
and emotion, variability of course and outcome, among
others. She ends the chapter on an optimistic note, high-
lighting the fact that the convergence between these two
disciplines remains a very fertile ground for generating
ideas and issues with the potential to stimulate both
disciplines.

Introduction

The convergence of anthropology and psychiatry is
one of the most productive zones of intellectual
activity in the history of ideas, bringing two disci-
plines to bear on a set of questions fundamental
to the definition of human being. The notion of a
comparative psychiatry dates back at least as far
as Kraepelin. Psychiatrists since Freud have become
fascinated with the experiential diversity of ethno-
graphic data, and anthropologists such as Benedict
and Devereux, struggling with the slippery boundary
between normal and abnormal, have had repeated
recourse to the data of psychiatry. Anthropologists
such as Levi-Strauss and psychiatrists such as Frank
have invoked an analogy between indigenous
ritual healing and psychotherapy in their attempts
to understand the efficacy of both genres of treat-
ment. Both anthropologists and psychiatrists have
struggled with the question of relativity in defining
forms of psychopathology, in a debate ranging from
the demonstration that there are universal core
symptoms of some disorders to the identification
of culture-bound syndromes that exist only under
certain human conditions. Active collaborations have
been undertaken periodically since at least the
time of Sullivan and Sapir. Although the expertise of
the two disciplines is divergent, both contribute to
the philosophical questions of meaning and experi-
ence raised by cultural diversity in mental illness
and healing. Likewise, both contribute to the practi-
cal problems of how best to treat the distress
of patients from diverse ethnic and religious groups,
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and how to conceive psychiatric disorder in succes-
sive revisions of the DSM nosology.

My strategy in this chapter does not focus on
discriminating the contributions of the two fields,
but on outlining a series of topics common to their
contemporary mutual interest in the relation
between culture and mental illness/healing. In
doing so I organize the material in such a way as
to call attention to conceptual contrasts that tran-
scend or lie outside the disciplinary distinction
between anthropology and psychiatry. How, for
example, is it different to examine the cultural fac-
tors affecting the use of psychopharmaceuticals
and those affecting the use of alcohol and social
drugs? What is the consequence of adopting the
different perspectives implied by the study of psy-
chiatric treatment and psychiatric services? What
is the difference in views of human variability that
seek out the existence of culture-bound syndromes
and those that recognize cultural variations in psy-
chiatric disorders defined essentially in Western
terms? How much in common is there among
the perspectives of psychiatric anthropology,
(trans) cultural psychiatry, and ethnopsychiatry? Is
there a significant difference beyond that of magni-
tude of trauma in the mental health of immigrants
and that of refugees?

Defining the convergence

Avariety of statements both synthetic and program-
matic have defined the convergence between
anthropology and psychiatry since the early essay
by Kraepelin on ‘Comparative Psychiatry’ in 1904.
Particularly useful is the collection of seminal works
from 1880 to 1971 edited by Littlewood and Dein
(2000), which traces a repertoire of interests ranging
across defining the normal and abnormal, the
Oedipus complex, family structure, magic and reli-
gion, death, suicide, intoxicants, anxiety, symbolism,
and culture-bound syndromes. Raimundo et al.
(2005) examines the historical precursors of cross-
cultural psychiatry among nineteenth century
alienists, whose work was predicated on the notion
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that insanity was rare among primitive peoples and
increased along with civilization and its increas-
ing levels of cognitive organization, demands for
mental production, and occasions for mental excit-
ation. This apparent observation was eventually
interpreted in racist neurobiological terms such
that the natives’ brains were said to be more simple
and crude than those of civilized peoples.

Bains (2005) examines the more recent history
of transcultural psychiatry, pointing out that its
identity as a distinctive discipline dates from after
World War II. A powerful voice from this postwar
period was Ernest Becker (1962, 2005), whose con-
cern with meaning resonates more than 40 years
later. The 1970s and 1980s saw a rapid development
and reformulation, in the midst of which a ‘new
cross-cultural psychiatry’ emerged from a synthesis
of interpretive approaches from anthropology and
an increasingly sophisticated academic psychiatry
(Martins, 1969; Wittkower and Wintrob, 1969;
Wittkower and Dubrenil, 1970; Galdston, 1971; Kiev,
1972; Kennedy, 1974; Cox, 1977; Padilla and Padilla,
1977; Miller, 1977; Estroff, 1978; Kleinman, 1977,
1980; Murphy, 1983, 1984).

Summarizing the decade of work since Kleinman’s
(1977) watershed definition of the revitalized inter-
disciplinary field, Littlewood (1990) contrasted the
new cross-cultural psychiatry’s anthropological
emphasis on psychiatric epistemology and clinical
practice to assess the universality of psychopath-
ology with the old cross-cultural psychiatry’s rela-
tive emphasis on examining the applicability of
psychoanalytic concepts to non-Western societies.
Writing in the same year Leff (1990) suggested
that the shift in focus and the new agenda for
investigation was a case of throwing the baby
out with the bathwater. Within several years
Lewis-Fernandez and Kleinman (1995) hailed cross-
cultural psychiatry as a mature discipline address-
ing the complexities of sociosomatics and clinically
relevant cultural processes, while decrying the
limited impact of the field with respect to cultural
validation of the DSM-1V, persistent misdiagnosis of
minority patients, continued presence of racial bias
in treatment, and inattention to ethnic issues in
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medical ethics. This claim to maturity of the field
has been reiterated by Lopez and Guarnaccia (2000,
2005) with reference to the study of cultural psycho-
pathology as the study of culture and the definition,
experience, distribution, and course of psycho-
logical disorders. An important synthesis of the
discipline in textbook form has been contributed
by Helman (2000).

The mutual relevance of anthropology and psy-
chiatry remains an important concern for scholars
and clinicians in the field (Mihanovic et al., 2005;
Stix, 1996; Skultans and Cox, 2000). On the one
hand, Kleinman (1987, 1988) has highlighted the
contribution of anthropology to cross-cultural psy-
chiatry with respect to issues such as translation, the
category fallacy in defining psychiatric disorder, and
pathoplasticity/pathogenicity, emphasizing anthro-
pology’s attention to cultural validity in addition to
reliability, and to the relevance of cultural analysis
to psychiatry’s own taxonomies and methods.
On the other hand, Kirmayer (2001) has reprised
Edward Sapir’'s argument that psychiatry’s focus
on individual biography and pathology gives it a
unique relevance for anthropology’s concern with
cultural transmission, suggesting that recent work
focused on illness narratives help to position indi-
viduals in a social world. Skultans (1991) examines
the uneasy alliance between anthropology and psy-
chiatry historically and with respect to the way dif-
ferences in orientation between the two disciplines
have led to conflicting ideas about the nature of
cross-cultural research, particularly anthropologi-
cal fieldwork.

Theory, method and clinical relevance

Occasional attempts have been made to establish a
conceptual and theoretical grounding specific to the
convergence of anthropology and psychiatry. One
group of scholars has examined the value of Jungian
psychology with its emphasis on imagination and
phenomenology for both clinical and research work
in cultural psychiatry (Abramovitch and Kirmayer,
2003). The key concept of explanatory models,

focusing on the patient’s understanding of illness
episodes, was introduced by Kleinman (1980) and
has inspired a substantial body of research, as well
as debate about the concept’s use in clinical work
(Bhui et al., 2002, 2004, Dein, 2002). Foulks (1991)
has addressed the underlying concepts of normal,
abnormal, and deviant against the conceptual
background of social pathology, cultural relativism,
evolution and the biological basis of mental disor-
ders, heredity, and the distinction within DSM
between Axis I and Axis II spectrum disorders. An
evolutionary concept of mental disorder has been
elaborated in terms of culture and context by
Kirmayer and Young (1999). Paris (1994) argues
that evolutionary social science is relevant for trans-
cultural psychiatry insofar as it is consistent with
a biopsychosocial model of etiology, and recog-
nizes universals which underlie cultural variations
in psychopathology. Jovanovski (1995) suggests
that the pathoplasticity of mental disorders across
cultural contexts indicates that abnormality is
phenotypic rather than genotypic, but argues that
neuroses are more associated with culture while
psychoses with biology.

Jenkins (1991b) has introduced the notion of polit-
ical ethos to bridge analysis of the state construction
of affect and the phenomenology of those affects in
the mental-health sequelae of political violence expe-
rienced by refugees. In other work Jenkins (1991a,
1994a,b, 1996) examines the nexus between the
anthropology of emotion and the study of psy-
chopathology with respect to distinctions between
normal and pathological emotion, feeling and
emotion, interpersonal and intrapsychic accounts
of distress and disorder, variability of course and
outcome, mind-body dualism, and the conceptual-
ization of psychopathology as biologically natural
event or sociopolitically produced response. The
concept of personality has been addressed by
Lewis-Fernandez and Kleinman (1994), who show
with examples from Chinese and Puerto Rican socie-
ties how socially oriented indigenous interpersonal
models of personality and psychopathology can aug-
ment the cross-cultural validity of clinical for-
mulations. Byron Good (1994) places meaning



Anthropology and psychiatry: the contemporary convergence

squarely at the conceptual center of the conver-
gence between anthropology and psychiatry, with
a hermeneutic critique of rationality that flows
into a celebration of experience. In the context of a
critical examination of how we interpret psychiatric
symptoms, Martinez-Hernaez (2000) elaborates the
complementarity of psychiatric observation and
anthropological understanding.

Equally important as the theoretical and philo-
sophical bridge between disciplines of anthropo-
logy and psychiatry is the pragmatic bridge from
the conceptual work to its clinical relevance. Alarcon
et al. (1999) describe five interrelated dimensions
that specify the clinical relevance of culture as
(1) an interpretive/explanatory tool in understand-
ing psychopathology; (2) a pathogenic/pathoplastic
agent; (3) a diagnostic/nosological factor; (4) a ther-
apeutic/protective element; (5) a service/manage-
ment instrument (see also Emsley et al., 2000).
Good and Good (1981) argue cogently for a cultural
hermeneutic model for understanding patient
experience in clinical practice. Moldavsky (2003)
points out that contemporary transcultural psychi-
atry focuses more on the illness experience than the
disease process, while distancing itself from the
absolute relativism of antipsychiatry, focusing on
clinical issues that aid clinicians in their primary
task of alleviating suffering. DiNicola (1985 part I,
part 1I) has offered a synthesis between family
therapy and transcultural psychiatry, and Castillo
(1997) elaborates a client-centered approach to
culture and mental illness. Okpaku (1998) has
offered a global compendium of case studies and
clinical experience to provide practicing clinicians
with a basic foundation of culturally informed psy-
chiatry. Ponce (1998) advocates a value orientations
model of culture for use in clinical practice, the
rationale and internal logic of which is predicated
on the concepts of paradigm and epistemology.

Guarnaccia (2003) has outlined methodological
advances that will likely help define research in
cross-cultural psychiatry in the early twenty-first
century. Hollan (1997) advocates person-centered
ethnography as a method ideally compatible with
the goals of cross-cultural psychiatry. Experiments
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have been made with focus-group methods in
order to enhance the contextual basis for making
culturally sensitive interpretations (Ekblad and
Baarnhielm 2002). Rogler (1999) offers a methodo-
logical critique of the procedural norms that lead
to cultural insensitivity in mental-health research,
highlighting the development of content validity
based on experts’ rational analysis of concepts,
linguistic translations that conform rigidly to the
literal terms of standardized instruments, and the
uncritical transferring of concepts across cultures.
The methodological contribution of cognitive neuro-
science is discussed by Henningsen and Kirmayer
(2000), comparing the two orders of higher level
explanation constituted by intentional vs. dynamical
systems theory and the subpersonal explanation of
cognitive psychology and neurobiology.

From a comparative and anthropological stand-
point, Jenkins and Karno (1992) have examined the
theoretical status of expressed emotion, one of
the most heavily used methodological constructs
in studies of major mental disorder. Starting from
the WHO cross-cultural studies of schizophrenia,
Hopper (1991) critically examines the validity of
various aspects of methodological critique regis-
tered by anthropologists against such large-scale
psychiatric epidemiological studies, concluding that
there is a natural alliance between clinicians alerted
to cultural factors affecting course and outcome,
and ethnographers attuned to cultural beliefs,
work patterns, kin-based support, uses of public
space, and indigenous understandings of affliction.
Uehara et al. (2002) suggest that ethnographic
understanding in the assessment of Asian-American
mental health would benefit particularly from
use of semantic network analysis and common-
sense-reasoning analysis.

Shared research agendas

The research agenda for this hybrid field continues
to be defined and redefined. At the current moment
the field has been given a certain degree of coher-
ence and consistency by a collective mobilization
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to address the strengths and weaknesses of the
attempt to integrate cultural factors into the profes-
sional psychiatric nosology institutionalized in the
DSM-1V. Good (1992) has made a cogent argument
mediating between cultural relativists who consider
the DSM nosology as culture-bound and ethno-
centric, and universalists who understand the
nosology to reflect invariant characterstics of psy-
chopathology, pointing out that the psychiatric
nosology is a valuable ready-made comparative
framework while at the same time being vulnerable
to cross-cultural critique by demonstration of vari-
ability in psychiatric syndromes. A substantial body
of experts collaborated in the effort to incorporate
cultural issues into DSM-IV. Eventually included
were an introductory cultural statement, cultural
considerations for the use of diagnostic categories,
a glossary of culture-bound syndromes and idioms
of distress, and an outline for a cultural formulation
of diagnoses in individual cases (Mezzich et al., 1999).
In the aftermath these same experts collaborated in
an analysis and critique of what was propo-
sed in comparison to what was excluded (Mezzich
et al. 1996; Kirmayer, 1997). As of this writing, atten-
tion is already being focused on the challenge
of further enhancing the role of culture in DSM-V
(Alarcon et al., 2002). Meanwhile, the ongoing devel-
opment and testing of psychiatric categories in
the 10th Revision of the International Classifica-
tion of Diseases has drawn sustained attention of
Sartorius (1988, 1991) and colleagues (Sartorius et al.,
1993, 1995).

An important tool for furthering the integration
of culture into DSM-IV has been its inclusion of an
outline for cultural formulation (Lewis-Fernandez
and Diaz, 2002). The cultural formulation is perhaps
the most concrete expression of the contemporary
convergence of anthropology and psychiatry. It is
also at the same time a clinical tool in that it is a
comprehensive summation of cultural factors in
an individual case, and an ethnographic document
in which cultural context and themes are elaborated
from a person-centered standpoint. It is unclear
the extent to which the cultural formulation is curr-
ently being used in clinical practice, but it has a

strong presence in the research arena as a regular
feature in the journal Culture, Medicine, and
Psychiatry, which for more than a decade has pub-
lished cultural formulations in the form of brief
articles of value to both clinicians and ethnogra-
phers. Novins et al. (1997) take a step toward using
the DSM-IV outline to develop comprehensive
cultural formulations for children and adolescents,
critically reviewing the use of the outline in the
context of preparing cultural formulations of four
American Indian 6-13-year olds. Sethi et al. (2003)
suggest that the cultural formulation can be useful
for bridging the gap between understandings of
form and content in the understanding of psychiat-
ric signs and symptoms.

The traditional North American conceptualiza-
tion of ethnopsychiatry focuses on the study of
indigenous forms of healing understood as analo-
gous to what in Western terms is broadly defined as
psychotherapy (Kiev 1964; Frank and Frank 1991).
Renewing and updating this agenda, cultural variants
of healing and therapeutic process emphasizing
modulations in bodily experience, transformation
of self, aesthetics, and religion have been contrib-
uted by Csordas (1994, 2002), Desjarlais (1992),
Mullings (1984), Laderman (1991), and Roseman
(1991). At the same time, the distinction between
ethnopsychiatry as traditional, religious, or indige-
nous healing and Western biomedical psychiatry as
a cosmopolitan and scientific clinical enterprise has
broken down insofar as professional psychiatries
from many countries have been subjected to analy-
sis as ethnopsychiatries (Fabrega 1993; Hughes
1996). This was already evident in Kleinman'’s
(1980) juxtaposition of Taiwanese psychiatry and
shamanism in his seminal examination of depres-
sion and neurasthenia in Taiwan. It was made
emphatic in the collection of papers edited by
Gaines (1992) giving equal weight to the cultural
construction of both folk and professional psychia-
tries. Sartorius and Jablensky (1990) have compared
diagnostic traditions and the classification of psy-
chiatric disorders in French, Russian, American,
British, German, Scandinavian, Spanish and Third
World psychiatric traditions.
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A variety of approaches, more or less cultural,
have been taken to the analysis of professional psy-
chiatry. Al-Sabaie (1989) has examined the situation
in Saudi Arabia, and Angermeyer et al. (2005) have
compared the situation in the Slovak Republic,
Russia, and Germany. In the United States,
Luhrmann (2000) documents a watershed moment
in contemporary psychiatry as cultural meanings
and social forces move the entire field from a clinical
culture in which psychoanalysis was prominent
to one in which biological psychiatry and neuro-
psychiatry are dominant. Significant works in
clinical ethnography in the United States include
Angrosino’s (1998) study of a home for the mentally
retarded, Estroff’s (1981, 1982) study of an out-
patient psychiatric facility, and Desjarlais’ (1997,
1999) work on a shelter for the homeless mentally
ill; Biehl (2005) has contributed an examination of
an asylum for the socially abandoned mentally ill in
Brazil. A volume edited by Meadows and Singh
(2001) examines mental health in Australia, though
it pays little attention to cultural psychiatry and
care for indigenous and migrant groups. Barrett
(1996) does a close analysis of how psychiatrists in
Australia construct schizophrenia through social
interaction and discursive practices.

An early discussion of ethnopsychiatry in Africa
by Margetts (1968) emphasizes the importance of
investigating topics such as conceptions of normality
and abnormality, magic and religion, social hierar-
chy, life-cycle rituals, symbolism, demonology,
secret societies, death and burial customs, politics,
suicide and cannibalism. More recently, the state
of psychiatry in Africa has been discussed by
Ilechukwu (1991), who observes that colonial era
notions about the rarity of major mental disorder
in Africa have been disproven, leading to changes
in the health-care system, with particular mention of
the Aro village system which integrates indigenous
and western psychiatric care. Swartz (1996, 1998)
examines the changing notion of culture in South
African psychiatry, from a de-emphasis of difference
in order to avoid the use of relativism as a justification
for oppression to an interest in diversity with a post-
apartheid society, and the potential contribution
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of this change to developing community-based
care, understanding indigenous healing, and
nation-building.

In counterpoint to this trend toward analytically
indigenizing professional psychiatry are observa-
tions about international intercommunication and
globalization as processes affecting institutional
psychiatry (Belkin and Fricchione 2005). Kirmayer
and Minas (2000) observe that globalization has
influenced psychiatry through socioeconomic
effects on the prevalence and course of mental
disorders, changing notions of ethnocultural ident-
ity, and the production of psychiatric knowledge.
Crises in the global world system in the context
of development create a truly global challenge and
an urgency in understanding links between culture
and mental disorders (Kleinman and Cohen 1997).
Fernando (2002, 2003) argues that global psychiatric
imperialism and individual racial/cultural insensit-
ivity must be surmounted in order to achieve legit-
imately universal concepts of mental health. In
this domain, theoretical and clinical appear espe-
cially clearly as sides of the same coin. For example,
thinking about the effects of racism in psychiatry is
parallel to viewing psychiatry as an arena in which
to analyze and understand racism (Bhugra and Bhui
2002). In a postmodern, postcolonial, and creolizing
world, argues Miyaji (2002), attention must be given
to clinicians’ shifting identities and fluid cultures, as
well as to positionality in both local and global
power dynamics.

Cultural competence has proliferated as a catch-
word in parallel with a shift in focus from “treat-
ment” development and efficacy to “service”
provision and delivery (Cunningham et al., 2002).
Distinctive clinical training has been developed in
dozens of residency programs in the United States
(Jeffress 1968), such as one for residents treating
Hispanic patients and emphasizing the availability
of cultural experts in supervision, skills in cultural
formulation of psychiatric distress, and culturally
distinct family dynamics (Garza-Trevino et al., 1997).
Yager et al. (1989) describe training programs in
transcultural psychiatry for medical students, resi-
dents, and fellows at UCLA. Rousseau et al. (1995)
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show that psychiatry residents’ perceptions of
transcultural practice vary in relation to their own
cultural origin rather than with respect to their
degree of exposure to patients from different cultures
or their training in cultural psychiatry. International
videoconferencing has been introduced to the train-
ing of medical students in transcultural psychiatry, in
one case linking Sweden, Australia, and the United
States (Ekblad et al., 2004). Beyond the training of
clinicians, insofar as social and cultural factors can
impact treatment modalities and outcomes, man-
aged and rationed healthcare must take this into
account to ensure the availability of cost-effective
treatment within an integrated system of services to
patients of all cultural and economic backgrounds
(Moffic and Kinzie, 1996).

An extensive review of empirical work on the per-
ennial topic of cultural variability in psychopatho-
logy would require at least as much space as I have
devoted to general theoretical, methodological,
topical, and clinical considerations. I mention here
only the most comprehensive and definitive edited
collections as a pointer toward three critical issues:
on culture-bound syndromes see the volume by
Simons and Hughes (1985); on depression see the
volume by Kleinman and Good (1985); and on
schizophrenia see the volume by Jenkins and
Barrett (2004). The relation of culture to trauma,
violence, and memory has been taken up in a series
of critical works by Antze and Lambek (1996),
Bracken (2002), Breslau (2000), Robben and Suarez-
Orozco (2000), Young (1995), Kinzie (2001a,b), and
Rousseau (1995). Related to the literature on
trauma, the experience of geographical dislocation
has become of increasing concern as researchers
and clinicians address the mental health of immi-
grants and refugees (Bhugra, 2000; Boehnlein and
Kinzie, 1995; Ingleby, 2005, Hodes 2002; Hollifield
et al., 2002; Kinzie, 2001a,b; Azima and Grizenko,
1996; Kirmayer, 2002; Lustig et al., 2004).

The cultural analysis of psychopharmacology
both from the standpoint of subjective experience
and global political economy is attracting increasing
attention (Lakoff, 2005; Petryna, Lakoff and
Kleinman, 2006; Jenkins, 2005; Healy, 2002; Metzl,

2003). Significantly more attention should be paid
to the consequences of distinguishing studies
oriented by the therapeutic discourse of “treat-
ment” (Tseng and Streltzer, 2001; Seeley, 2000) and
studies oriented by the economic discourse of
“services” (Kirmayer et al. 2003) in mental-health
care, particularly since the discourse on services
has grown increasingly dominant in the arena of
research and funding. Finally, although my concern
has been with the convergence between anthro-
pology and psychiatry, some acknowledgment must
be made of a third discipline that operates in the
sphere of mental illness and psychiatric disorder.
Psychiatric epidemiology makes an important contri-
bution regardless of the fact that epidemiology
shares neither the methodological disposition nor the
intellectual temperament that renders the dialogue
between anthropology and psychiatry so natural.

These issues do not exhaust the evolving research
agenda that continues to take shape in the conver-
gence of anthropology and psychiatry. The under-
lying comparative approach of this field has led
to the recognition of variations in the practice of
cultural psychiatry itself across national boundaries
(Alarcon and Ruiz, 1995). Freeman (1997) has
described the French school of ethnopsychiatric
treatment for immigrant families oriented by the
psychoanalyst Tobie Nathan. Somewhat different
approaches are associated with the British school
headed by Roland Littlewood and colleagues, and
the North American groups at Montreal including
Laurence Kirmayer, Gilles Bibeau, Ellen Corin, and
Allan Young. And at Boston including Arthur
Kleinman, Byron Good, and Mary-Jo Good. Useful
studies could be made comparing these schools’
intellectual orientations. Likewise, serious compar-
ison of the treatment strategies adopted in clinics
specializing in the treatment of different ethnic
groups would be of considerable value.

Concluding considerations

Despite the critical importance of culture to under-
standing psychopathology, in the United States
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the National Institute of Mental Health has not
emphasized the funding of ethnographic studies of
mental health (Manson, 1997). This may be due in
part to the difficulty of conducting such studies, and
in part to the lack of orientation of anthropologists
to NIMH as a research funding source. Additional
insight can be gained from Manson’s (2003) exami-
nation of the epistemological and disciplinary
tensions involved in generating the 2001 Surgeon
General’s report on “Mental health: culture, race,
and ethnicity,” a document evoked as a touchstone
for research priorities in this area.

We must note that there are gaps and silences in
the convergence between anthropology and psychia-
try. Although the field is implicitly comparative, the
greatest part of the literature concentrates on parti-
cular cultural settings. Although issues of cross-
cultural communication are implicit in virtually all
the literature in this field, explicit consideration of
ethical issues in fieldwork in psychiatric settings
across cultures are rarely raised (Addlakha, 2005;
Okasha, Arboleda-Florez, and Sartorius, 2000). Like-
wise, despite implicit concern with differences in
meaning and experience across cultures, the explicit
consideration of how these differences intersect with
gender differences across cultures is rarely seen, and
neither is the role of culture in child psychiatry often
addressed (Munir and Beardslee, 2001; Timini, 2002).

In the final analysis, the convergence between
anthropology and psychiatry remains en exceedingly
fertile ground for generating ideas and issues with
the potential to stimulate both parent disciplines.
With respect to theory and clinical practice, global
political economy and intimate subjective experi-
ence, the nature of pathology and the process of ther-
apy, this hybrid field is a critical locus for addressing
the question of what it means to be human, whole
and healthy or suffering and afflicted.
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Suicide, violence and culture

EDITORS’ INTRODUCTION

Suicide and violence are both culturally determined and
influenced. There is considerable evidence that rates of
suicide vary dramatically across nations, and cultures deal
with these acts in different manners. The relationship
between mental illness and suicide also varies. In some
cultures, such as China and Sri Lanka, the rates of suicide
are very high, but the rates of mental illness among those
committing suicide are not. Social factors such as education,
employment, high aspirations and poverty, along with
stressors such as life events, may play a role. In some societ-
ies, the act of suicide remains illegal; therefore it is imposs-
ible to get accurate rates of suicide. Violence is related to a
number of similar factors and globalization and urbaniza-
tion may play an important role. Gender differences in
suicide and violence vary too.

In this chapter, Tousignant and Laliberte propose that
the national and gender differences in suicide and violence
are culturally determined. Marital conflicts and relation-
ship problems with in-laws are common causes of domestic
violence and dowry deaths are sometimes passed off as
suicide or accidental deaths. Embedded within these acts
are the gender role and gender-role expectations. Using
examples from aboriginal groups for rates of suicide and
in Quebec, Tousignant and Laliberte suggest that drug or
alcohol problems, along with problems in attachments and
problems in relationships and breakdown of relationships,
produce inordinate pressure on individuals, which is used
as a trigger for seeking a way out. The sociocultural model
these authors put forward is important in understanding
vulnerability factors, which are more likely to be specific for
specific groups. The symbolic violence towards vulnerable
individuals, especially in the underclass who are often
denied their rights, face prejudice and rejection, and thus
get into a downward spiral of self destruction. The lessons
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for policy makers are many, and empowering vulnerable
individuals is an important first step.

Introduction

The analysis of suicide brings new challenges to
cross-cultural studies of mental health. Suicide is
not, as such, a mental illness, despite the fact that
some of its related behaviours are considered symp-
toms of depression and borderline personality dis-
order. All the studies based on the psychological
autopsy method around the world report a high asso-
ciation between suicide and psychiatric morbidity
or comorbidity (Pouliot and DeLeo, 2006). Before
generalizing on the extent of the association, we
need more conclusive studies, especially from India
and China. In countries with a high rate of suicide
such as China (Zhang et al., 2002) or Sri Lanka
(Marecek, 1998), local psychiatrists are not ready
to corroborate that suicide is as highly related to
mental illness as is the case in Western countries.

If suicide is related to known factors of mental
illness such as poverty, recent life events, alcohol
and drug abuse, impulsivity and hopelessness, to
name the main ones only, there are central questions
raised by the important variations found between
countries and, within a single country, between
different ethnic groups. For example, many Muslim
countries report rates near zero whereas theses rates
can rise above 40 per 100000 in Sri Lanka, the Baltic
countries and many former members of the Soviet
Union (WHO, 2004). Within Romania, Hungarians
have a rate more similar to Hungary than to the
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rest of the general population according to non-
published official records I was shown in 1992.
Within Canada, Quebec shows a rate 50% higher
than the rest of Canada and the Aboriginals a rate
many times higher (Allard et al., 2004).

National differences

Hypotheses are needed to explain the wide national
differences. Durkheim’s theory (1898, 1985) is still a
basic reference in the field but is unsatisfactory to
account for the numerous data collected during the
century after his work. The main limitation of this
theory, beyond its lack of operationalization, is the
aggregate approach which is now accepted as a
good preliminary tool for exploring new ideas but
as a less valid one than the study of individual
records, especially in the form of the psychological
autopsy as proposed by Shneidman (2004). A good
cultural explanation should also go beyond archived
information and be based on more clinical and
ethnological data. Unfortunately, there are few such
studies. Mental-health investigators have generally
been reluctant to invest in ethnological studies or
been insufficiently trained in this area, whereas
anthropologists have been rarely involved in epide-
miological studies of suicide.

There is certainly no unique model able to explain
suicide in general or the cultural variations of sui-
cide across the planet. A good methodological start-
ing point is not to concentrate on national data but
to focus attention on these high-risk groups within a
nation which account for a large part of the variance
of suicide. To paraphrase H.B. M. Murphy (1982),
the important question is to identify which groups
have higher rates and under which circumstances.
Whenever possible, the comparative approach
should be completed with a historical study of
trends. Many groups with high rates of suicide
today were relatively immune one generation ago.
Children may take their life, but not their parents;
the husbands but not the wives; or relatively more
young women in some countries.

The thesis proposed in this chapter is that a sub-
group with a high suicide rate within a culture is
often a category with a declining or low status, or
getting more aware that its rights are thwarted, and
unable to build a social identity of outcasts or
otherwise. The members of the category commit-
ting suicide are also likely to be the object of inter-
nal aggression or rejection within the clan or the
family and, at the same time, unable to externally
express their frustration through legitimate cultural
channels or through marginal organizations. This
model can throw some light on some of the most
spectacular variations noticed in the recent litera-
ture. In order to illustrate this model, we will restrict
the overview to in-depth analyses of cases where
there is information on cultural changes and family
dynamics of individual suicides.

Canadian Aboriginals

Many Aboriginal communities of Northern Canada
harbour some of the highest suicide rates in the
world. Suicide among the Aboriginal people of
Canada is higher among the populations of the
North, having been put more recently in contact
with the shock of deculturation as opposed to accul-
turation. The age-group of 15-25 is generally the
most vulnerable. For instance, the youth rate of
Aboriginals from British Columbia was five times
higher than among the non-Aboriginals during the
years 1987-1992 and this trend was similar in many
areas of Canada (Royal Commission on Aboriginal
Peoples, 1995). In the United-States, the suicide
rate among Aboriginals of 19 years old and less in
1997-1998 was 9.1/100000 compared to a rate of
2.9/100000 for Caucasian Americans (CDC, 2003).
We notice important regional variations however.
For instance, in British Columbia, eight of the 29
Aboriginal groups had no suicide or very low rates
whereas one third of them had rates over 100/
100 000, or approximately seven times the Canadian
average (Chandler, 2003; see also Westlake & May,
1986). The explanation proposed by the first group
of researchers was that communities with a higher



control over their political life and other aspects of
daily living tend to have lower suicide rates.

When older members of the Aboriginal tribe of
Central Quebec were asked why their generation
had very rarely witnessed suicide while the phe-
nomenon had reached an epidemic level among
the youth generation, they responded that, in the
old times, violence mainly came from outside, from
the ‘White’ society, whereas now violence is a com-
ponent of family and village life. This appears as a
leading thread to understanding suicide in that
community and, likely, in other parts of the world
(Coloma, 1999).

In one Aboriginal village of Central Quebec with
a population of around 2000, there has been more
than one suicide per year (Laliberté, 2006). Most
people committing suicide were below the age of
35 and one recent series was started by a young girl
of only 12 years old. In the year 2003, three teenage
girls committed suicide and a fourth one was saved
in extremis by her sister while hanging in a closet.
A long list of males in their late teens and their
twenties has died after being imprisoned or
rejected by a girlfriend. Sometimes suicide is made
in the presence of other people as when a man
rolled under the wheels of a lorry in front of a child-
ren’s playground. The phenomenon of violence
is not restricted to suicide in this environment.
There is a case of amok where a driver rushed
into a crowd during a ritual celebration, causing
many serious injuries. Fights with injuries are
common among young men and the situation
reached a climax after one homicide when the entire
local police force quit and was replaced by an emer-
gency unit.

A study of 30 suicide cases, mostly young adult
males, with the psychological autopsy method
using a member of the family as informant, provided
the following results. Most cases (80%), predomi-
nantly males, had a serious problem of alcohol
or drug abuse, a fact not far different from young
suicides in the rest of Quebec. A majority of these
men had also suffered from chronic neglect during
their childhood, mainly while both parents used to
go on a drinking bout and leave home with the
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children unattended. Discipline was generally
inconsistent with a laisser-faire attitude inter-
spersed with outbursts of violence. Suicides were
for the most part triggered by two situations. The
first was the rejection by the girlfriend or wife.
The peculiarity of this community was that the girl-
friend was abusing the man in three cases, was
pregnant in a few cases, or had been cheating with
another man. At least in this sub-group, women
appeared to wield a significant emotional leverage
over men. Some of the men were living in the girl’s
parental home and had nowhere to go after being
rejected. The other situation related to suicide was
to be in police custody or being imprisoned and
not visited by family or friends.

These individual observations have to be put in a
more socio-historical background in order to under-
stand how the situation has worsened to reach this
level. What characterizes these aboriginal commun-
ities is first of all a long history of exploitation and
discrimination by the ‘White’ society through inva-
sion of the territory for the purpose of logging or
building dams, of treaties signed under ignorance
or submission, plus the christening by priests pro-
hibiting the ancestral beliefs and rituals such as the
use of drums and sweatlodges. Despite this power
imbalance and the introduction of alcohol as a
means of payment for furs, suicide was almost
unheard of until the forced settlement in villages
with Western style houses and home appliances.
The goal was well intentioned: children had to be
schooled. The dramatic changes in the means of
production and income provoked a rupture
between the generations. Besides, school brought
other values possessed only by the younger genera-
tion but with little means by which to translate this
learning into market jobs still lacking on the reserves.

Witnessing the rapid decline of their status as
providers and of their ancestral culture, some
fathers started to exert a desperate form of control
over their children, at least in many families where
suicide was observed. This took the form of domes-
tic violence and, in some extreme instances, in
incest gestures, either with their daughters or with
their sons’ girlfriends. In one village, the repeated
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transgressions of a paedophilic priest also acted as a
negative model.

Altogether, many important social changes hap-
pened at the same time and contributed each in
their own way to demoralization and internal
aggression within these villages. They are self-evident
and easy to document: high level of unemployment
and lack of a structured daily life cycle, introduction
of hard drugs, presence of multichannels television
programs around which daily life is organized,
disintegration of communal family life in the form
of shared cooked food, and overcrowding with an
average of seven residents per house.

What many of these young people who commit-
ted suicide have in common is a history of family
negligence and violence. At the same time, they
belong to a new generation with rising expectations
through the schooling process. But social promo-
tion is at the same time hindered by a lack of jobs,
most suicide cases being unemployed at the time of
their death. Being the object of negligence and
rejection during childhood, these youths are later
under the influence of rejecting girl-friends or
in-laws. Besides, they have no institution or marginal
group with a minimal structure to reorient their
frustrations and energies. So, when under the pres-
sure of a sudden shock, they cannot contain their
rage and they tend to kill themselves within hours
only of the triggering event.

Aboriginals of the South Pacific

In the South Pacific Islands, many communities have
also experienced a sudden rise of suicide among
young men, originating during the period 1975-1980
(Rubinstein, 1983, 1987). The rate for Micronesia
during the early 1980s was 48/100 000 and suicides
were mainly among the 15 to 29-year-old group.
Western Samoa had a rate half that size, but many
suicides were apparently hidden by the family due to
the subsequent shame because the family was
thought to have been incompetent to cope with
its internal conflicts (MacPherson & MacPherson,
1987). Cases of suicide were reported from before

the modern period as a means to repair damage
done to the family and restore its reputation by
avoiding a public trial. More recent suicides by
young people tend to take the form of revenge on
the parents following frustrations by the most edu-
cated portion of youth. For a while, young educated
men could immigrate more freely to New Zealand,
but policy restrictions forced them to stay on
the island and to confront a new generation of
senior citizens created by the rise in life expectancy.
To express their resentment, some of these young
took poison in the form of herbicides in the pres-
ence of older people.

A similar phenomenon of rising youth suicide
took place in the islands of Guam, Ponape, Gilbert
and Truk during the same period, recalling an epi-
demic reported in the schools during the early col-
onial period (Hezel, 1984). Again, contagions had
been reported in the schools of this area during the
early colonial period. Hezel (1984) conducted an
in-depth analysis of 129 cases in the Truk territory
where he estimated that the rate of suicides reached
the level of 30/100000 during a 30-year period.
Eleven cases were in children less than 14 years
old, suicide at this age being a very rare occurrence
in comparison to Western countries. Interviewing
kin, Hezel concluded that more than 60% of the
cases were provoked by repressed anger. The high-
est rates were found in the population with a middle
level of acculturation and were not closely related
with evident signs of psychopathology or alcohol-
ism. A 10-year analysis of a community of 1500
identified 100 persons with a registered suicide
attempt and a key informant was of the opinion
that half the adult population had in reality attemp-
ted to commit suicide.

Many of these suicides are triggered by appa-
rently innocuous incidents such as a reprimand for
singing too loud or the refusal by the parents to buy
a shirt. The act of dying was not seemingly made
with an intention of revenge as in Samoa, though
there was a history of chronic conflicts with
the family. The attitude was rather one of self-pity
epitomized by the emotion called amwunumwun,
to express abasement.



According to Hezel (1987), the modernization of
this region provoked the break of the matrilineal
structure organized around the authority of mater-
nal uncles to replace it with the nuclear type of
family (see also Hezel, 1987; Rubinstein, 1983,
1987). The wage economy had transferred the
authority to the biological father, but these fathers
had not learned to behave as fathers but rather
as uncles. As the authority structure was cracked,
children started to use suicide threats as a means
to blackmail and control their parents.

Women in Asia

Men in most countries die two to four times more
often from suicide than women. There are two not-
orious exceptions in Asia: India and China where
suicide is more evenly distributed among genders.
This should not be considered as an exception to the
rule when these two countries amount to one-third
of the world population and report more than half
the total number of suicides (also see the chapters
by Fortune and Howton and by van Heeringen in
this volume).

The phenomenon of high female suicide is not
new in India and Thakur (1963) quotes Shri
Dhebar, a local Congress president in the region of
Calcutta, lamenting the situation in a newspaper
release of 1955. A survey we made in Bangalore
in 1997 with police officers making suicide investi-
gations, nurses in emergency departments and
focus groups showed that women had to bear
more often than men the responsibility for their
own suicide except in the case where they were
persecuted by their in-laws (Tousignant, Seshasdri
& Raj, 1998). Even when their suffering derived
from their husband’s bad behaviour, they were
expected to suffer the pain and to patiently change
their mate’s behaviour. In the case of a male
chauffeur who committed suicide while depend-
ent on alcohol, his wife was thought to have failed
in making him happy. A sociologist, analysing data
from Pondicherry where men have a rate double that
of women, underlined the general moral strength
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of women but blamed them nevertheless for div-
orcing their husbands and pushing them towards
death (Aleem, 1994).

The case of dowry death is an important issue
which has raised a long debate in the media as well
as among experts. This type of suicide is found
among young married women below the age of 30,
and happens when the bride or her parents are
pressured after marriage to continue to pay a
dowry exceeding the family financial capacity.
According to one forensic enquiry, it accounts
for one out of six female suicides (Khan and Ramiji,
1984). Statistics from the Indian Parliament
(Desjarlais et al., 1995) point out that there were
4000 dowry suicides in India in the vyears
19880-1990. Because this type of death is usually
spectacular, the woman burning herself with
kerosene or being so attacked, the popular press is
prompt to report on the case. Two field studies
quoted by Desjarlais et al. (1995) also concluded
that around 40% of female suicides were connected
with domestic conflicts in the form of harassment,
beating and even torture of the wife by the husband
or the in-laws. In Pune, a large hospital with a burn
ward admits numerous female burn victims daily
with a survival rate of 20% (Waters, 1999). There is
a female police officer permanently on the ward to
take the ‘dying declaration’ in case of future court
litigation by the woman’s family. In the population
of Durban with Indian ancestry in South Africa, a
statistical report included a rate of suicide of 40 per
100 000 among married women between the ages of
15 and 19 (Meer, 1976). A crime reporter from
Bangalore mentioned to us the story of four daugh-
ters in Agra who had committed suicide because
their family was too poor to pay for a dowry. The
problem is sufficiently prevalent in this country to
have brought the Indian Penal Code to include a
law preventing incitement to suicide. Waters (1999)
reports three long stories of female suicide or sus-
pected suicide in Pune where a conflict with the
in-laws was seen as the source of the suffering. As
the tie between the son and his mother is usually
very strong, husbands often side with their mother
or are shy to oppose their will when she is wrong.
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Sometimes, the dejected woman acquires more
power after her death than before. For instance, a
village woman drowned herself in a local well
after receiving a threat from her mother-in-law
and her suicide made later marriage arrangements
among the in-laws more difficult to arrange
(Minturn, 1992).

One pattern of dowry suicide in India fits a
scenario where the poverty of the bride’s family
frustrates the expectations of the in-laws. Another
likely scenario is the clash between the bride’s
assertive personality and the mother-in-law’s bad
character, as women are increasingly fighting for
their rights as in the case of Ashwini in Pune
(Waters, 1999). In this example, there was a march
of militant women from Ashwini’s natal home to
her marital home. We are here in the presence of
a case of protracted anger following harassment
with little outlet to express the bad feelings and
hopelessness to redress the wrong. In this regard,
Bhugra et al. (1999), in a study in West London,
found that Asian females who attempted suicide
or other acts of self-harm held more liberal views
than non-attempters and were probably more
frustrated.

China offers a different picture to that of India.
There are three times more suicides in rural areas in
contrast to urban ones, and female rates are 20%
higher than male rates (Phillips, Li & Zhang, 2002;
Phillips, Liu & Zhang, 1999). The rate is 30 per
100 000 even in the absence of alcoholism or evident
psychopathology in many cases. Altogether, 93% of
all suicides in China take place in the countryside.
Certainly, the use of pesticides instead of drug pre-
scriptions and the lack of emergency medicine
contribute to this high rate. Though the phenom-
enon is epidemiologically very important, both the
national authorities and even the local population
were unaware of its extent until recently. An enquiry
by a journalist in a village where many older women
had committed suicide found that local people
were not aware of the extent of the problem. It was
not sheer denial of a secret, but the fact that these
women had already lost their status and were
quickly left to oblivion after their death.

The dynamic of power in the family structure
in China is somewhat different from India. Men
exert a patriarchal dominance both in external and
domestic business and women still have a second-
rate status as documented by the surplus of male
babies at birth. Traditionally, wives and concubines
were encouraged to commit suicide to show their
loyalty when their man died. In the modern period,
causes leading to suicide seem to be similar to the
ones found in India. Conflict between in-laws is the
major factor for young married women to commit
suicide (Pearson, 1995).

The following case may not be representative but
it opens a window on some cultural dimensions of
suicide in China (Pearson and Liu, 2002). The mate-
rial was collected during a series of ethnographic
interviews and it happened in a family after the
program had started. A conflict quickly arose
between Ling and her mother-in-law because her
marriage was a love marriage against the family
wishes. The tension went up and Ling insulted her
mother-in-law seriously using the term ‘whore’. The
reason for the tension was that not only that Ling
was not chosen by the family, but that she came
from a village considered ‘foreign’, cultivating tea
instead of rice and wheat. Ling tried her best at first
but she soon became rebellious because of the the
lack of sympathy. The fact that she had been slap-
ped by her husband after he heard about the insult
contributed to isolate Ling even more. To make
things worse, Ling coped by converting to
Christianity and tried to free herself from the family
by having a job outside home. In this case, the
suicide was at a great cost to the in-law family,
both in terms of its social reputation and the high
cost of the funeral to avoid persecution by her bio-
logical family. As pointed out by the authors, this
case is far from being representative, but it illus-
trates the power that excluded women can achieve
through their death. This suicide is also a case of
thwarted anger with no social or personal channel
of expression.

Phillips et al. (1999) have been considering if
recent social changes in China brought about by
the economic revolution have had an effect on



the high rates of suicide. The answer can only be
hypothetical because valid data on suicide from
before that period are not available. With regard to
the theme of suicide among young women, the eco-
nomic gap between rich and poor and the aware-
ness of this gap through television may have had a
major impact in the rural areas. Also, the weakening
of family ties and increasing marital problems
related to infidelity are changes with more impact
on women. A case study quoted from a report
described how Mrs Huan, a 38-year-old woman
and her daughter, 17, both killed themselves
because the father started to have an affair with
another woman in another village and neglected
his family. This transgression would have been
met with strong community action and sanction in
the pre-reform period, whereas nowadays the vic-
tims are left with their frustrated feelings. Another
young woman of 19 experienced the abuse of her
sister-in-law after her own father had died, and
decided to find domestic work in the city and she
likely became depressed. Finally, another young
woman had violent arguments with her husband
over her workload in the field before she unexpect-
edly took a very large dose of insecticides. Some of
these suicides may be related to social change, but
what seems to come out is the decreasing pressure
of social norms in daily life, the lack of reference
values in case of conflict, and the population move-
ment towards cities. As men still maintain a higher
status, women may be relatively disadvantaged.
One of the first published psychological autopsies
in China (Zhang et al., 2004) provided a more system-
atic analysis of suicide in rural areas. Despite
targeting the total population and obtaining a
100% rate of acceptance, only 18 of the 66 cases
were female. Family dispute was the major trigger-
ing factor as perceived by the close kin. The social
analysis revealed that these young women had a
more constricted social life and had to heavily rely
on the family for support. When the family failed
them, there was little way out. A similar conclusion
had been reached in a Chinese report quoted by
Zhang et al. (2004). In an analysis of 260 suicides
by young women, nearly half (121) followed a
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confrontation with the husband or abuse by him;
another 13% were related to arranged marriage and
30% were consecutive to quarrels with in-laws,
claims about chastity and other related issues.
Numerous authors also recalled the Confucian
attitude toward death and the possibility of starting
a new life to avoid the miseries of this one.

Adult males in Quebec

With a rate of 18 per 100000, the rate of Quebec is
about half more than the rest of Canada. Suicide is
predominantly outside of metropolitan Montreal
and among the majority French-speaking popula-
tion. The specificity of Quebec, along with some
other Catholic countries with a past of political
dominance like Ireland, Poland and Lithuania, is
that suicide is relatively more concentrated among
men and among men less than 50 years of age rather
than among older men as in most Western countries
(World Health Organization, Sept. 12, 2006).

A psychological autopsy study covering 72 adult
male cases has shown that two-thirds of these men
have experienced a long history of abuse and reject-
ion in their family of origin (Zouk et al., 2006). The
method used was the Child Experience of Care and
Abuse (CECA) interview usually with a brother or
sister. In this study, with the exception of suicides
related to psychosis, there was a portrait of the
suicidal career that stood out. More than two-thirds
had a serious problem with drug or alcohol. As a
consequence of early life, they had an attachment
problem both with their parents and their marital or
romantic partners but many were in a marital rela-
tionship which lasted over many years. A break or
serious threat of a break by the female partner was
the triggering factor in nearly half of the cases, and
in a third of them the context was the refusal of the
woman to support chronic difficulties associated
with alcohol, drugs, violence and, as a last straw,
financial problems. A significant minority of six
was trapped with debts and was seriously threat-
ened with violence. In all these cases, the breaking
of the relationship was initiated by the woman and
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the man had to leave the family or the woman fled
with the children. In the majority of cases, there was
often less than 48 hours or no more than a week
between the triggering event and the suicide. Most
of the men with children, even adult children, had a
serious conflict with at least one of them or were
prevented from having contact with them. Though
many men were obviously trying to repair their
childhood memories with their own family, the fail-
ure of their marriage probably brought back their
sense of deep solitude and the pain of rejection.
Most partners had tried to be patient with the mar-
ital conflicts or had tried to make their companion
abstain from alcohol, but had failed.

Most of these men had modest sources of income,
being for the most part non-specialized employees
and more than half were without work at the time of
death. Some had accumulated drug debts, and were
unable to pay them and they started to steal or to sell
drugs. Altogether, they were both humiliated as pro-
viders and as partners, and sometimes as fathers.

The male:female ratio of suicide is not so different
in Quebec than in the United States for instance,
with similar socio-cultural traits. What attracts
attention is that nearly twice as many males during
the productive years between 20 and 50 commit
suicide in Quebec than in the United States. The
comparison would be similar to English Canada
after sorting out the suicides from Aboriginal areas.
Quebec social scientists suggest two factors for the
weak self-image of French Canadians. Women had
traditionally more domestic power because males
used to be absent from the home in rural areas to
work in logging. In the modern era, there is a close
mother—child relationship as illustrated by a mono-
graph in the Laurentian area (Grand'Maison &
Lefebvre, 1993), and mothers tend to rely on their
children for support when in conflict with their
partner; little space is left for men. Mothers also
take the decision to break the union, partially on
the grounds that the man is not a good provider
(alcohol debts, absence of wages). Men in this
situation prefer to close themselves in and are reluc-
tant or unable to obtain professional help or emo-
tional support from their network.

Conclusions

At the end of this review, we can present suggestions
to build a socio-cultural model of suicide. The pur-
pose of this exercise is not to arrive at a universal
model of suicide, but to understand some types of
suicide specific to certain cultures. The only way to
improve this understanding is to accumulate as
much information as possible on individual cases
of suicide within a specific sub-group and to under-
stand what are the vulnerability factors leading to
suicidal behaviour. The model should also apply
to a variety of cultural settings including western
countries. In the reality of the large metropolis,
those who commit suicide are mostly men on the
margins of society. There are drug addicts and alco-
holic males in a powerless situation trying to gain
their lost status by projecting themselves into a uni-
verse of fantasies; they are the mentally ill people
who are without meaning in a world of values cen-
tred on self-determination and competitiveness. We
also find them among men in jail or gay youth; in
this last group the rate of suicide attempts is
extremely high. Whole cultures are also submitted
to a similar process as is the case for Inuit and
Aboriginal communities. Elsewhere, we find women
in poor districts of China and India sharing an
underclass status. In all these cases, we find a
symbolic violence toward these individuals in the
form of denial of their needs and rights, prejudices,
rejection, and a process of self-fulfilling prophecy.
Exclusion and rejection will provoke in these margi-
nalized groups rage, free-floating aggression and a
deep feeling of lack of equity leading to despair.
Without support and compassion, or the possibility
of channelling this aggression in a collective action
by such means as street-gangs, political action,
religious-revival movements, which provide a col-
lective identity to replace the fledging ego, isolation
and meaninglessness will reinforce the temptation
of suicide.

This mode of thinking brings a new challenge to
suicide prevention. There is the imperative to heal
and not only to treat the illness. There is also the
requirement to listen to the suffering, with an



attitude going against the social dynamic of exclu-
sion and oppression. In general, suicidal persons
are more in need of self-respect than emotional
catharsis, not only as individuals but also as part
of a collective self. If medication in the form of
anti-depressants doubled with psychotherapy can
be a useful strategy to cope with despair, this
solution is not enough when a significant minority
within a culture is alienated from mainstream
of society. A real prevention will start with the
empowerment of these groups and a call for radical
social change. This may not be regarded as the mis-
sion of the mental-health professionals, but these
have a responsibility to promote a collective form
of assistance.
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Psychology and cultural psychiatry

EDITORS’ INTRODUCTION

Psychology as a discipline focuses on the study of human
behaviour in different settings; its relationship with psy-
chiatry in general has been one of healthy tension, even
though biopsychosocial models of aetiology and manage-
ment emphasise psychological factors as one of the three
prongs along with biological and social factors. Psychology
emerged in the Eurocentric tradition, even though mental
illnesses and abnormal behaviours had been described for
centuries across cultures. The relationship between psychol-
ogy and cultural psychiatry has been infected by mutual
suspicion. The suspicion is due to several reasons, including
political imperatives on both sides. Cross-cultural psychol-
ogy as a discipline aims to provide localized cultural per-
spective and comparative cultural perspectives, and is a
relatively recent development. Psychology focuses on both
the individual and their development, and the consequences
in response to their actions.

MacLachlan and McGee emphasize that psychology
focuses on the smallest unit in society — the individual —
and on how the individual’s life experiences and character-
istics influence health and the experience is seen as central to
but not independent of cultural factors. The relationship
between medical anthropology, medical sociology and clin-
icallhealth psychology is of great interest in trying to make
sense of the practice of cultural psychiatry. Describing the
development of Problem Portrait Technique, which seeks to
convey a likeness of a person’s presenting problems through
both words and images, is one way of trying to understand a
person’s inner experience. Some of these questions are fairly
similar to questions asked while exploring explanatory
models, and this technique gives the clinician a complete
outline of causal factors that a more conventional approach
to assessment may have overlooked. MacLachlan and

Malcolm Maclachlan and Sieglinde McGee

McGee argue that the distinction between disease and illness
seems a useful one, and indeed one that bridges cultural
psychiatry and psychology. Using depression as an exem-
plar, they raise the question of biology as a mediating factor.
The relationship between psychology and cultural psychia-
try has to be seen in the context of changing social and
cultural nuances, both at macro- and micro-levels.

Introduction

This chapter explores the relationship between psy-
chology and cultural psychiatry. In so doing it focu-
ses particularly on those areas of psychology most
salient to cultural psychiatry. We begin with some
definitions to try and present some clarity to the
plethora of social science and psychology sub-dis-
ciplines in this area, as they relate to cultural
psychiatry.

Kirmayer and Minas (2000) state that ‘cultural
psychiatry is concerned with understanding the
impact of social and cultural difference on mental
illness and its treatment’ (p. 438). They identify
three lines along which cultural psychiatry has
evolved: (1) cross-cultural comparative studies of
psychiatric disorders and traditional healing;
(2) efforts to respond to the mental health needs of
culturally diverse populations that include indige-
nous peoples, immigrants, and refugees; and (3) the
ethnographic study of psychiatry itself as the pro-
duct of a specific cultural history. These paths reflect
broader perspectives in the social sciences, to which
we shall return shortly, but now we consider which

Textbook of Cultural Psychiatry, Dinesh Bhugra and Kamaldeep Bhui (eds.). Published by Cambridge University Press

(© Cambridge University Press 2007.
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aspects of psychology are particularly relevant to
cultural psychiatry.

Psychology is often defined as the study of human
behaviour. However, such a bland definition fails to
acknowledge that ‘psychology’ has been under-
stood to be synonymous with a predominantly
Anglo-American perspective on human behaviour;
characterised by a rationalist, reductionist and indi-
vidualist approach to truth seeking. However, this is
problematic, for such a psychology is, in itself, a
cultural construction. Other psychologies, curiously
referred to as ‘indigenous’, relate different concep-
tions of how human behaviour ought to be
accounted for. Thus we need to acknowledge that
there are different — culturally constructed — con-
ceptions of just what psychology is, and how it
should study human behaviour (MacLachlan and
Mulatu, 2004).

Areas of psychology which might be considered to
be of particular relevance to cultural psychiatry
include social psychology, clinical psychology and
health psychology, with each contributing to a
broader understanding of how human behaviour
influences health, broadly defined. In our under-
standing, ‘health’ here refers to well-being in gen-
eral, and is not confined to either physical
complaints or mental complaints. ‘Cross-Cultural’
psychology (a perspective within social psychology)
must always first be ‘cultural’ psychology in order
for it to be meaningful. Cultural psychology seeks to
understand how behaviour is influenced by the
social context in which it occurs. It further acknowl-
edges that this context is woven through particular
customs, rituals, beliefs, ways of understanding and
communicating and so on, so that distinctive pat-
terns of behaviour are cultivated. Only by under-
standing how a culture patterns meaning can we
be sure to know that the sort of things we might
want to compare between different cultures actually
have some similarity. Having established a mean-
ingful similarity in the structure or function of
aspects of human behaviour, it may then be enlight-
ening to compare such behaviour in different cul-
tural contexts, that is, across cultures. Thus good
cross-cultural psychology should incorporate both

the localised cultural perspective, and the compa-
rative cultural perspective (Berry et al., 2002).

Cultural psychiatry and the social health
sciences

Already, it may be easy to confuse the distinctive
contribution of psychology to the understanding of
mental health, not alone in comparison to cultural
psychiatry, but also in relation to medical sociology
and medical anthropology. Figure 4.1 schematically
represents the relationship between these three
social health sciences. Psychology focuses on the
smallest unit in society, the individual, and how
the individual’s life experience and characteristics
influence health. This experience is seen as central
to, but not independent of, structural and cultural
factors. Medical sociology provides a wider, societal
frame of reference, one that addresses why certain
groups are more vulnerable and less well treated
than others in a given social system. As a result of
medical sociology’s interest in the structure and
inequalities of a society’s health system, this is rep-
resented as a ‘vertical’ oval, which indicates that a
particular health culture may be stratified at differ-
ent levels. Medical anthropology’s perspective
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Fig. 4.1. A schematic representation of the relationship
between health psychology, medical anthropology
and medical sociology.



allows for comparison of the cultural systems that
construct differing social and health systems, and
therefore this is represented as a ‘horizontal’ oval,
looking across societies. Although some might
question the centrality that we — psychologists —
have given to psychology (1), we feel that it is justi-
fied on the grounds that, whatever one’s structural
or cultural context, individuals operate according to
their own health psychology. In fact, to put it more
emphatically — everybody is entitled to their own
health psychology! (MacLachlan, 2006).

Kirmayer and Minas’s (2000) description of the
three paths that cultural psychiatry has followed,
noted above, may be seen to have approximate
mappings onto the three social health sciences:
(1) cross-cultural comparative studies of psychiatric
disorders and traditional healing (medical anthro-
pology); (2) efforts to respond to the mental health
needs of culturally diverse populations that include
indigenous peoples, immigrants, and refugees (clin-
ical/health psychology); and (3) the ethnographic
study of psychiatry itself as the product of a specific
cultural history (medical sociology). Of course, this
mapping is only approximate and in reality many
aspects of cultural health are relevant across these
three domains.

Culture forms the implicit backdrop to many of
the variables studied in psychiatry, psychology,
sociology and anthropology. However, the clinician
requires an understanding of them in some sort of
‘joined-up’ fashion. In order to be able to provide
any given individual - from whatever cultural back-
ground — with the optimal care, we have not only to
appreciate this backdrop but also to embrace it in
the most conducive manner - from the perspective
of the person seeking healthcare.

Figure and ground

As long ago as 1935 Dollard was grappling with the
problem of how clinicians ought to incorporate an
awareness of culture into their practice. Dollard
describes the individual seeking help as a palpable,
concrete and real entity. The immediacy of the
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individual stands out against the abstractness and
generalities of his or her culture. Thus Dollard notes
that the individual always remains ‘figure’ while the
culture is ‘ground’. In other words the individual is
seen as the foreground and the cultural context as
the background. The difficulty is to appreciate the
contribution of each at the same time. One can
think of this problem as being similar to that of a
reversing figure, where only the foreground or back-
ground can be focused on at one time, but both exist
together and depend on each other in order to
define their own existence. What we really need
therefore is a way to see both — foreground and
background - at once. Below, we outline how the
cultural perspective can be understood, from the
perspective of the individual patient/client present-
ing with a distressing problem. Understanding the
cultural braiding of somatic complaints is an impor-
tant challenge for cultural psychiatry. We now dis-
cuss the case of a man presenting with what might
be diagnosed as irritable bowel syndrome, and we
do this to illustrate use of the Problem Portrait
Technique.

The Problem Portrait Technique

According to Chambers’ Twentieth Century
Dictionary a portrait is ‘the likeness of a real person’;
it is also ‘a vivid description in words’. The Problem
Portrait Technique (PPT) seeks to convey a likeness
of a person’s presenting problems through both
words and images. First of all, we will consider the
use of this technique with words. The PPT is simply
one way of trying to understand a person’s inner
experience.

The problem portrait begins with the person’s
description of his or her own distress, be it a broken
leg, a broken marriage or a broken heart. Perhaps
the first obvious question is how and/or why has the
problem occurred? What is the cause of the prob-
lem? The problem portrait is intended to give an
impression of the ecocultural context in which the
person is living and in which the problem occurs.
This means that we need to know the range of
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Fig. 4.2. The Problem Portrait Technique illustrating different causes identified by Mr Lim for his ‘digestive problems’.

S, self; M, mother; C, China; F, friend; GP, most GPs.

causes, which possibly relate to the problem at hand
(Fig. 4.2).

Clearly, the list of causes can be long and their
excavation requires careful and sensitive interview-
ing. For some people, explanations for their prob-
lems, which arise though consideration of their
ecocultural framework, will be easily discussed. In
terms of a ‘clinician as archaeologist’ analogy, their
‘social artefacts’ are buried just below the surface.
Yet for others their social constructions of reality
may be much further below the surface, lodged in
various strata of uncertainties or unwillingness to
speak about things that you and I may not under-
stand and may possibly even ridicule.

To conclude the investigation of possible causes
and to appreciate something of the client’s expect-
ations of the consultation, he is asked: ‘What do you
think that most GPs would say about the cause of
your problem?” (Note that the client is not being

asked to predict what his own GP is going to say —
referring to ‘most GPs’ retains some ‘distance’.) This
gives us a range of possible alternative causes to
work with. The PPT presents the clinician with a
complex outline of causal factors that a more con-
ventional approach to assessment would have over-
looked. However, those tempted towards a ‘simpler’
form of assessment - identifying the ‘main’ or ‘real’
cause — will simply be operating out of ignorance. If
such complexity exists, it is always better to know
about it, even if it does not make your job any easier!
For each cause given, it is important that the clini-
cian understands its rationale.

Although we now have a sort of ‘word map’, or
picture, of the ecocultural context in which the cli-
ent is experiencing his problems, we have yet to
identify what is ‘figure’ (foreground) and what is
‘ground’ (background) from his own perspective.
The ease with which he discusses different causal
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Fig. 4.3. The Problem Portrait Technique for Mr Lim'’s ‘digestive problems’ with the strength of different causal factors

rated along visual analogue scales.

beliefs may be no indication of this. We can, how-
ever, now ask the client to rate the causes that he
has mentioned. This could be done in many ways
but the recommended way is as follows. A brief
description of each cause is written at the end of
lines radiating from a circle (Fig. 4.3). Each of these
lines is the same length. Each line now becomes a
scale of measurement (a visual analogue scale)
wherein the strength of belief in each possible
cause can be rated.

The further one moves along the radiating arms,
away from the centre, the stronger is one’s belief in
that particular causal factor. The scale may be made
clearer by the use of statements ‘anchoring’ each
end of one of the radiating lines.

The client could now rate each of the beliefs
described previously. We can also establish some

measure of how tolerant of different beliefs he is. If
each of the lines radiating from the centre is made
the same length (say, 5 cm) then where the ‘X’ is
placed on each line constitutes a relative ranking of
the different causal factors. However, most impor-
tantly this ranking is not presented in a linear con-
text but in the context of multiple comparisons.
There are significant advantages of the attributes
of measurement when it comes to statistical analy-
sis. Statistical analysis will not be necessary for the
majority of clinicians, however, who simply wish to
use the PPT to gain an impression of the range of
causal factors and their relative importance.

What we have described here is the ‘Rolls Royce’
version of the PPT. Sometimes it will be possible to
use the technique in its entirety, whereas at other
times simplifications and perhaps dilutions of it will
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be necessary. Constraints of language, translation
and time, to mention just a few, may prohibit the
power of the technique. However, whether the ver-
sion used is the ‘Rolls Royce’ or the ‘Mini’, the ori-
entation adopted through using the technique
should enhance the quality of clinical assessment
and therefore the efficacy of the treatment.

Some may feel that, if we study one illness or
problem in many different cultures, it is as if we
see the problem from many different angles. Thus
by taking away the cultural ‘noise’ we can reveal the
true nature of the illness or problem outside its
cultural context. This ‘sterilising’ view sees the
cross-cultural perspective affording us with a sort
of psychological X-ray, penetrating more deeply to a
common bedrock of human processes. Culture in
this view is a problem to be overcome, a social con-
struction to be deconstructed and outwitted, some-
thing that clouds the essential objective truth. An
alternative view developed here is that different cul-
tures create different causes, experiences, expres-
sions and consequences of suffering, be it physical
and/or mental. A complaint makes no sense in a
cultural vacuum, because its meaning cannot be
accurately communicated.

Depression: a classic debate in cultural
psychiatry

Depression is dealt elsewhere in this volume (see
Chapters, 15, 17 and 19). Our discussion of it here is
intended only to highlight the interaction between
cultural psychiatric aspects and broader social sci-
ence — and particularly psychological — issues.
According to DSM (Diagnostic and Statistical
Manual of the American Psychiatric Association)
an episode of Major Depressive Disorder (‘depres-
sion’ from here on) is said to exist when a person
experiences either markedly depressed mood or a
marked loss of interest in pleasurable activities for
most of the day, every day for at least 2 weeks. In
addition to this, the person must simultaneously
experience at least four or more of the following
symptoms: significant weight loss (when not

dieting) or weight gain, or a decrease or increase in
appetite; under sleeping (insomnia) or oversleeping
(hypersomnia); slowing down (psychomotor retar-
dation) or speeding up (psychomotor agitation) of
mental and physical activity; fatigue or loss of
energy; feelings of worthlessness or excessive or
inappropriate guilt; diminished ability to think or
concentrate or indecisiveness; and recurrent
thoughts of death or suicide.

Kleinman (1980) has suggested that the way in
which people experience distress — such as depres-
sion — varies across cultures and at different times
within the same culture. He uses the word ‘illness’
to refer to a person’s experience of a disease. Of
course, most of the diseases which affect the body
are not observed at their source of action. Instead it
is the consequences of the disease’s actions, the
rash, the limp, the lethargy, etc. which is observed.
This ‘illness behaviour’ includes our physical and
mental responses to a disease. For the moment it is
the psychological component of this response to
disease which is of interest to us. A key point in
Kleinman’s argument is that illness behaviour is
the result of an underlying disease process and
that this disease process may be expressed in differ-
ent forms of illness behaviour.

This distinction between disease and illness
seems a useful one and indeed one that bridges
cultural psychiatry and psychology. It helps us to
account for the admittedly vast array of symptoms
associated with a diagnosis (of the disease) depres-
sion. According to the diagnostic criteria described
above, two people may be depressed, but their expe-
rience of being depressed may be quite different.
For instance, one person may have depressed
mood, weight loss, poor appetite, difficulty sleeping
and behave in a very slow and withdrawn manner.
Another person, with the same diagnosis, may not
experience depressed mood at all. Instead, they may
show a loss of interest or pleasure in many different
activities, gain weight, feel constantly hungry, over-
sleep and appear very agitated. However, according
to the DSM criteria their very different ‘illness
behaviours’ are explained by the presence of the
same underlying disease process.



The experience of depression within an individual
can vary over time — commonly referred to as the
disease course — and, as already noted, it can vary
between individuals of the same culture — com-
monly referred to as a disease syndrome.
Kleinman’s suggestion that depression can also
vary across cultures and across different historical
epochs is quite consistent with a biological view of
depression. He has also studied a condition known as
neurasthenia. This condition, commonly reported in
China, is characterized by a lack of energy and phys-
ical complaints such as a sore stomach. Kleinman
has suggested that while depression and neurasthe-
nia are different illness experiences, they are both
products of the same underlying disease processes —
depression. In other words neurasthenia is the
Chinese version of the ‘Western’s” depression.

Shweder (1991) suggests that this interpretation
‘privileges’ a biological understanding of how
depression occurs. He points out a range of factors
which can theoretically cause depression, including
biological ones. Table 4.1 illustrates the different
factors in what he calls biomedical, moral,

Table 4.1. Different types of causes for depression

Domain Factors

Biomedical Organ pathology
Physiological impairment
Hormone imbalance
Moral Transgression
Sin
Karma
Sociopolitical Oppression
Injustice
Loss
Interpersonal Envy
Hatred
Sorcery
Psychological Anger
Desire
Intrapsychic conflict

Defence

Based on Shweder (1991).
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sociopolitical,
‘causal ontologies’.

Kleinman believes that the ultimate cause of
depression and neurasthenia is the same. This ulti-
mate cause concerns the experiences of defeat, loss,

interpersonal and psychological

vexation and oppression by local hierarchies of
power. In Kleinman’s view such ‘sociopolitical’
experiences produce a biological disease process.
However, the way in which this disease is expressed
is influenced by the culture within which one lives.
Some forms of suffering — because they can
be understood to provide a message, a communica-
tion — are more acceptable than others. In North
America, for instance, there is a great emphasis on
individualism, competitiveness, slogging it out in
the market place, achieving, personal growth, real-
ising one’s own (amazing!) potential, and so on.
There is also a great emphasis on ‘letting it out’, on
the right of the individual to openly express what
she or he feels. This allows for the expression of
depression as a demonstration of the individual’s
disillusionment with not ‘succeeding’. On the
other hand, in China, or so it can be argued, depres-
sion is not the ‘right’ form of suffering. In China,
demoralisation and hopelessness may be stigmatised
as losing faith in the political ideals of ‘the system’.
Such a public display of disengagement is not wel-
come. Instead, a variety of symptoms consistent with
fatigue, with being physically run-down, with being
exhausted by the pressures of work may be seen as an
acceptable reason for failure.

In summary then, Kleinman (1980) suggested that
depression and neurasthenia have similar sociopo-
litical origins, which produce a similar biological
disease process, which expresses itself differently
in North America and China because the different
cultural conditions favour different forms of expres-
sion. However, Shweder (1991) suggests that there is
no need to say that the Chinese’s neurasthenia is
somatised depression. We might just as well say that
North American depression is emotionalised neu-
rasthenia and that neurasthenia is the underlying
disease process, not depression. More important —
and more challenging for cultural psychiatry — is,
however, Shweder’s questioning of the value of
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talking about a disease processes at all. For him, the
concepts of ‘illness’ and ‘disease’ do not add any
value to our understanding of the relationship
between neurasthenia and depression. While these
two conditions may have similar origins in socio-
political adversity, we are able to distinguish
between the two forms of suffering. If there is there-
fore no need to think in terms of a biological ‘middle
man’, then there is no need for either neurasthenia
or depression to be the primary disorder.

Under contention then is the mediating role of
biology in a causal chain that recognises an ultimate
(social) causal origin that culminates in a proximate
personal psychological experience (depression) or
proximate personal biological experience (neuras-
thenia. While the thinking of both Kleinman and
Shweder may well have moved on - the dilemma’s
described above are still central to the interplay
between cultural psychiatry and psychology.

This assumed primacy of depression over somatic
symptoms has also been explored in Banglagore,
India. Mitchell Weiss and colleagues (1995) sought
to explore the relationship between depressive, anx-
ious and somatoform experiences, not only from the
‘Western’ diagnostic perspective of the DSM classi-
fication systems, but also from the perspective of
individual’s own illness experience. Their study
used established structured interview schedules to
glean both types of information from their inter-
viewees who were all first time presenting psychi-
atric out-patients attending a clinic in Banglagore.
When the same ‘symptom’ presentation was inter-
preted by the patient and by the DSM system, gen-
erally patients preferred to describe their problems
in terms of somatic symptoms while the DSM sys-
tem described them in terms of depression.

Weiss et al. (1995), commenting on their results,
write:

These limitations of the diagnostic system identified here
appear to reside more with the professional construction of
categories than with the inability of patients and profes-
sionals to comprehend each other’s concepts of distress
and disorder ... Personal meanings and other aspects of
phenomenological and subjective experience should be
incorporated into psychiatric evaluation and practice ...

facilitating an empathic clinical alliance and enabling a
therapist to work with patients’ beliefs over the course of
treatment . ..

This seems to chime with our enthusiasm to explore
individuals’ own health psychology — their personal
understanding of the relationship between their
thoughts, actions and health, and how their social
and cultural context influence these. Thus, what-
ever the presenting complaint, the belief system of
the person who ‘owns’ the complaint has to be the
medium for working through. The context of the
presentation — not an abstracted diagnostic system —
is what gives the complaint meaning. Without
taking the context into account, clinically we can
misinterpret the meaning of somatic complaints to
be the ‘masked’ presence of cognitive distortions,
low self-esteem, and low mood, and so on.
However, we wish to acknowledge that our own
views are not in agreement with some others. In a
recent review of the literature on somatisation, neu-
rasthenia, and depression in China, Parker,
Gladstone and Tsee Chee (2001) concluded that
the ‘Chinese do tend to deny depression or express
it somatically’, a conclusion all the more remarkable
for their acknowledgement that the literature is
fraught with interpretative difficulties due to:

the heterogeneity of people described as ‘the Chinese’ and
due to factors affecting collection of data, including issues
of illness definition, sampling and case finding; differences
in help seeking behaviour; idiomatic expression of emo-
tional distress; and the stigma of mental illness (p. 857).

Lee (2001) claims that the Chinese Classification
of Mental Disorders (CCMD) instrument has
resolved differences between international classifi-
cation systems and Chinese ‘culture-related’ dis-
orders. However, in an article curiously entitled
‘From diversity to unity: the classification of mental
disorder in 21st century China’, Lee concludes that
‘Personality disorders are not common diagnoses
or popular research topics in China because person-
ality disorders are perceived as moral rather than
medical problems’ [emphasis added]. Such a con-
clusion again seems to resonate with Kleinman and
Shweder’s debate on depression.



The psychology of transition

Psychologists have a long-standing interest in how
people adapt to stressful situations, and the stressful
situation of cross-cultural transition has been a
focus of much concern. The model outlined in
Ward, Bochner and Furnham (2001) distinguishes
an affective (how people feel), a behavioural (what
people do) and a cognitive (what people think and
how they perceive their situation) response to cul-
ture change. In this model the affective reaction is
thought of as a response to trying to cope with a
stressful situation, and individual’s personal coping
characteristics are stressed as being important in
their adjustment. The behavioural component
relates to the notion of cultural learning, essentially
that people need to have the opportunity of learning
culturally relevant knowledge and social skills in
order to be able to navigate their way through a
socially quite different environment to that into
which they were socialised. The behavioural and
affective components of the ‘culture shock’ reaction
are seen to be often mutually reinforcing, with pos-
itive affective reactions encouraging socially skilled
behaviour and negative affective reactions increas-
ing social anxiety. The third component of the ‘cul-
ture shock’ reaction, the cognitive component, is
concerned with psychological processes involved
in ‘looking outward’, e.g. stereotyping, prejudice
and discrimination towards out groups (those not
like me), and those involved in ‘looking inward’
such as identity formation and transition (see
below). This overall affect-behaviour-cognitions,
or ABC, model of ‘culture shock’ continues to be
influential.

Ward et al. (2001) use the concept of cultural dis-
tance to account for different reactions to encoun-
tering new cultures, and to different degrees of
‘culture shock’. Cultural distance refers to the extent
of the ‘cultural gap’ between participants. For
example, there is less of a cultural gap between
people from Australia and New Zealand/Aotearoa
than between people from Malaysia and Mexico,
because in the former there are more customs and
beliefs in common, than in the latter. Interestingly,
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one can actually have more ‘cultural commonality’
between people from elsewhere than between peo-
ple from one’s own country, e.g. those whose ances-
tors migrated to Australia or New Zealand/Aotearoa
from Britain probably have much more in common
with each other than with those who are ‘native’ to
those lands, the Aboriginal people of Australia or the
Maori people of New Zealand/Aotearoa. Thus ‘cul-
ture shock’ can apply as much to getting to know
your ‘neighbours’ as it can to migrants getting to
know a new country. As much of the research on
cultural adaptation has concerned migrants, we
now consider this case in more detail.

Acculturation

‘Acculturation’, a related term to culture shock,
refers to the process of transition that is brought
about by the meeting of peoples from two different
cultures. Such transition may occur in either one, or
both, of the cultures. Increasing internationalism
and multiculturalism have produced a hive of activ-
ity in research and thinking on the effects of people
from different cultures coming together. Berry and
colleagues (see Berry, 1997, 2003a, and in this vol-
ume for a review) have been researching a frame-
work of acculturation that considers to what extent
the newcomer modifies his or her cultural identity
and characteristics when coming to a new country.
The framework is shown in Fig. 4.4. It fits the sit-
uation of an immigrant well. Although this accultur-
ation framework expresses the degree of cultural
identity as a dichotomised choice, it should be
thought of as, in fact, lying along a continuum. The
framework (Berry & Kim, 1988; Berry, 1997, 2003a)
has been very influential and can provide some
valuable insights into cross-cultural experiences.
According to the framework a person decides
whether or not to keep his or her original cultural
identity and characteristics, and also whether or not
to acquire the host culture’s identity and character-
istics (taking the case of an immigrant).

More recently Berry has developed the frame-
work to take account of an important third



M. Maclachlan and S. McGee

Issue 1: Maintenance of heritage cultural identify?

Issue 2: Integration  Assimilation

Multiculturalism Melting pot

Relations
sought
among
host

society Separation Marginalization

Strategies of
ethnocultural groups

Segregation

Exclusion

Strategies of
larger society

Fig. 4.4. Acculturation strategies among immigrant groups and the receiving society. Adapted from Berry, 1997. (Also

see Fig. 13.1.)

dimension — the acculturation attitudes of the —
usually much more powerful - receiving society.
As illustrated in Fig. 4.4 the same two choices
concerning identification with ‘own’ or ‘other’
identity produces four dichotomised options
(which again are in reality located along continua).
When the dominant receiving society seeks assim-
ilation, this ‘mixing in’ to the receiving society is
termed the ‘melting pot’ (or ‘pressure cooker’, in
extremes!). When the dominant group seeks sepa-
ration from immigrants this constitutes their seg-
regation. When the dominant group seeks to
marginalise the migrant group, by not wishing
them to identify with either their heritage culture
or the receiving culture, this is termed ‘exclusion’.
Finally, when the receiving society seeks to become
a culturally diverse society and recognise the cul-
tural heritage of immigrants while also promoting
their own cultural heritage, this is termed ‘multi-
culturalism’. It is important to note that the two-
dimensional model of acculturation developed by
Berry and his colleagues has been challenged and
continues to be a matter of lively debate (see, for
example, Berry & Sam, 2003; Rudmin, 2003).

Health and acculturation

Especially interesting from the point of view of
health professionals is that Berry also suggests that
the four different types of acculturation have impli-
cations for physical, psychological and social
aspects of health, through the experience of ‘accul-
turative stress’. Cultural norms for authority, civility
and welfare may break down. Individuals’ sense of
uncertainty and confusion may result in identity
confusion and associated symptoms of distress. In
fact Berry and Kim (1988), reviewing the literature
on acculturative stress and mental health, have
identified a hierarchy of acculturation strategies:
marginalisation is considered the most stressful,
followed by separation, which is also associated
with high levels of stress. Assimilation leads to inter-
mediate levels of stress, with integration having the
lowest levels of stress associated with it (Berry, 1994;
Ward et al., 2001). The greatest relevance for this
sort of ‘background’ psychological analysis is in
the possible interaction of these factors with what
might be considered to be psychiatric symptoms.
Furthermore, the presence of psychiatric symptoms



may push individuals away from preferred modes of
acculturation and towards more stressful experien-
ces. The consequences of interactions between
acculturative skills and symptomatology however
can be quite complex and sometimes counter-
intuitive. For instance, Bhugra’s (2003) review of
the literature on migration and depression — using
language as a proxy measure of acculturation —
found that ‘acculturated individuals’ are more likely
to be depressed, than those with poorer ‘host’ lan-
guage skills. Treating psychiatric symptoms without
taking into account the broader acculturation expe-
rience may therefore be overlooking factors that are
crucial in producing or maintaining these symp-
toms. Of course, individual therapy will not be able
to adequately address the realities of economic seg-
regation, prejudice and so on. In such circumstan-
ces cultural psychiatry should seek to engage with
advocacy opportunities in order to influence the
broader cultural determinants of mental health.

It is important to acknowledge that migration, and
the adoption of new lifestyles and diets, as well as
many other types of transition, need not necessarily
be stressful experiences that interfere with health; in
fact, they can be quite positive experiences. It is also
important to note that ‘acculturation is not every-
thing’. Lazarus (1997) has argued that migrants, for
example, experience a range of stressful demands
that have more to do with changing contexts than
changing cultures. Lazarus and Folkman (1984) see
their own ‘stress-coping’ model accounting for such
factors as loss of social support, the need to find new
employment, etc., as an equally valid account of
migrants’ experience. Of course, the stress coping
and acculturation accounts interact, the cultural
backdrop constructing the meaning of stress-coping
difficulties, and perhaps the ways in which these
occur and the resources that may be accessible for
dealing with them. The general point is, however, that
perhaps, at times, migration can be over-culturalised
(Ryan, 2005) and that culture therefore may be
‘over-cooked’ as the primary analytical perspective.
It should also be noted that ‘cultural identity’ may
be nested within ethnic, civic and/or national identi-
ties (Berry, 2003b).
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Practitioner—client communication

Any brief consideration of the relationship between
cultural psychiatry and psychology is going to be
necessarily selective and restricted, but should at
least consider the nature of therapeutic communi-
cation, as this is such a culturally saturated medium.
Radley’s (1994) review of the importance of the
healing relationship highlights the neglected area
of the influence of faith in healing. We may talk of
faith in the practitioner, and faith in the treatment,
or the ‘placebo effect’. The role of faith in practi-
tioners is no less important than it is in medicines.
The actions of a clinician can be seen as having a
placebo effect: the doctor’s reassurance may make
you feel better. Similarly the doctor’s involvement in
prescribing some treatment may give you greater
faith in the treatment. However, without faith in
your doctor, treatment or no treatment, your health
may continue to be compromised. This presents us
with a rather tantalising notion, that of the ‘placebo
practitioner’.

What exactly would a placebo practitioner be? It
would be somebody who looks like and perhaps acts
like a competent practitioner but who does not have
access to truly therapeutic tools (e.g. effective med-
icines, techniques or procedures). The theme of
placebos and faith is highly relevant to health prac-
tices across different cultures. Within one culture
the idea of the placebo practitioner is at the root of
much professional rivalry. Alternative, or comple-
mentary, practitioners are often castigated as pre-
senting themselves as having therapeutic
knowledge butin fact being inert. When we consider
practitioners from a different culture, the situation
becomes even more complex. We may well accept
that people from their own culture have some faith
in them but we dismiss the efficacy of their meth-
ods, e.g. we may not believe that the amalgam of
various herbs presented by an Indian traditional
healer has any intrinsic value in alleviating an ill-
ness, but we may acknowledge that the way in
which it is prescribed does have a therapeutic effect.

Frank and Frank (1991) have argued that ‘psycho-
therapy’s practitioners are almost as varied as its
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recipients’ (p. 19) and that ‘extensive research
efforts have produced little conclusive knowledge
about the relative efficacy of its different forms’
(p. 19). Furthermore, they state ‘features common
to all types of psychotherapy contribute as much, if
not more, to the effectiveness of those therapies
than do the characteristics that differentiate them’
(p. 20). According to Frank and Frank, people are
drawn to psychotherapy because of their persistent
failures to cope, resulting from ‘maladaptive
assumptive systems’ (or, how they understand
their world), and consequently producing demoral-
isation — then people seek therapy.

The shared characteristics of different forms
of psychotherapy may include an emotionally
charged, confiding relationship with a helpful
person (or group); a healing setting; a rationale,
conceptual scheme, or myth that provides a plau-
sible explanation for the patient’s symptoms
along with a prescribed ritual or procedure for
resolving them. The ritual or procedure requires
the active participation of both patient and thera-
pist, with this shared belief in the ritual being the
means of restoring the patient’s health (Frank &
Frank, 1991).

These therapeutic elements pervade cultural psy-
chiatry, psychology, traditional forms of healing and
perhaps even the more biomedically mediated
forms of intervention, such as IVF treatment. Frank
and Frank emphasise that myth and ritual have
important functions in therapeutic relationships.
These include combating the patient’s sense of ali-
enation and strengthening the therapeutic relation-
ship; inspiring and strengthening the patient’s
expectation of help; provide new learning experien-
ces; arousing emotions; enhancing the patient’s
sense of mastery or self-efficacy; and providing
opportunities for practice.

Frank and Frank do not set out to undermine
psychotherapy in any way, rather they highlight
that it is a culturally constructed system of healing
which, in fact, has much in common with other
systems of healing, not necessarily in its content,
but in its processes it adopts. All healing is com-
prised of myths and rituals, and it is these elements

that often mobilize the ‘recipient’s’ expectations,
hopes and commitment. In cultural psychiatry the
possibility of distinguishing complaints from their
cultural context, and the effects of interventions
from cultural expectations, can be daunting and
perhaps even counter-productive. Although the
scientific method seeks to distinguish the ‘active’
agents in treatment from more ‘common’ factors
across interventions, or from straight out-and-out
placebo effects, the appropriateness of this is
increasingly being questioned. Recently Paterson
and Dieppe (2005) have in fact argued that it is not
meaningful to split complex interventions into the
‘characteristic’ (particular) and the ‘incidental’
(more general in the sense of occurring because of
the mode of intervention rather than the intrinsic
aspect of the treatment). They argue that elements
classed as incidental in drug trails may in fact be
integral to non-pharmacological treatments. Taking
the example of acupuncture and Chinese medicine
they note that the simple additive model of the RCTs
(randomised control trials) is too simplistic and that
therapeutic effects interact on multiple levels. They
state that

treatment factors characteristic of acupuncture include, in
addition to needling, the diagnostic process and aspects of
talking and listening. Within the treatment sessions these
characteristic factors are distinctive but not dividable from
incidental elements, such as empathy and focused atten-
tion (p. 1204) [italics added for emphasis].

They concluded that it is the underlying theory of a
therapeutic intervention that should determine
which elements are ‘active’ and which may be con-
sidered ‘placebo’, rather than a simple biomedical
common denominator of therapeutics. This per-
spective has quite profound implications for cul-
tural psychiatry as it is clear that in many healing
processes (including non-Western ones) the healing
agents, and the beliefs that surround them, may be
distinct, but not necessarily divisible.

Returning to Frank and Frank’s argument, such a
perspective helps to shine a light on our own prac-
tices. Hubble, Duncan and Miller (1999), in their
review of ‘what works in psychotherapy’, state



...we found that the effectiveness of therapies resides not
in the many variables that ostensibly distinguish one
approach from another. Instead, it is principally found in
the factors that all therapies share in common (p. xxii).

These factors are the so-called ‘common’ factors.
Importantly, however, Hubble et al. are at pains to
point out — unlike some previous critics — that psy-
chotherapy works!

Hubble et al. (1999) stress that different compo-
nents of the psychotherapeutic process contribute
to different extents to positive outcomes: extra ther-
apeutic change (or what happens outside the con-
sulting room), the therapeutic relationship (the
common factors), expectancy or placebo effects,
and specific techniques (e.g. empty chair, thought
record sheets, dream analysis). They also stress that
different sorts of psychotherapy work equally well
for the vast majority of problems. These arguments
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are quite challenging for disciplines such as psy-
chology or cultural psychiatry, which, while theo-
retically being open to relativists’ positions also
drive towards the pragmatic need to identify essen-
tial therapeutic elements.

Rethinking culture and pathology

Just what culture ‘is’, is becoming increasingly con-
tested, as the notion of ‘culture’ is being used to
explain an increasingly diverse array of social phe-
nomenon. MacLachlan (2003) has described a vari-
ety of ways in which ‘culture’ can affect people, in
terms of both their health and their broader sense of
empowerment. A taxonomy, that is intended to be
neither comprehensive nor mutually exclusive, is
summarised in Table 4.2; and serves to highlight

Table 4.2. A typology of themes relating culture, empowerment and health

Cultural colonialism

Rooted in the nineteenth century when Europeans sought to compare a God-given superior ‘us’ with an inferior ‘them’ and
to determine the most advantageous way of managing ‘them’ in order to further European elites.

Cultural sensitivity

Being aware of the minorities among ‘us’ and seeking to make the benefits enjoyed by mainstream society more accessible

and modifiable for ‘them’.

Cultural migration

Taking account of how the difficulties of adapting to a new culture influence the opportunities and well being of

geographical migrants.

Cultural alternativism

Different approaches to healthcare offer people alternative ways of being understood and of understanding their own

experiences.

Cultural empowerment

As many problems are associated with the marginalisation and oppression of minority groups, a process of cultural
reawakening offers a form of increasing self and community respect.

Cultural globalisation

Increasing (primarily) North American political, economic and corporate power reduces local uniqueness, and reinforces
and creates systems of exploitation and dependency among the poor, throughout the world.

Cultural evolution

As social values change within cultures, adaptation and identity can become problematic with familiar support systems

diminishing and cherished goals being replaced by alternatives.

Adapted from MacLachlan (2003).
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the scope of cultural influences on health. To con-
clude, we briefly consider just one of these themes:
cultural evolution.

Cultural evolution refers to the situation where
values, attitudes and customs change within the
same social system, over time. Thus different histor-
ical epochs, although being characteristic of the
same ‘national’ culture (e.g. Victorian England com-
pared to contemporary England), actually consti-
tute very different social environments — cultures.
Peltzer (1995, 2002), working in the African context,
has described people who live primarily traditional
lives, those who live primarily modern lives, and
those who are caught between the two — transitional
people. However, these ‘transitional’ people can be
found throughout the world, including in its most
‘advanced’ industrial societies. Inglehart and Baker
(2000) examined three waves of the World Values
Survey (1981-82, 1990-91, and 1995-98), encom-
passing 65 societies on six continents. Their results
provide strong support for both massive cultural
change and the persistence of distinctive traditional
values with different world views, rather than con-
verging, moving on

parallel trajectories shaped by their cultural heritages. We
doubt that the forces of modernization will produce a
homogenized world culture in the foreseeable future
(p. 49).

Cultural differences may change, but are unlikely,
it seems, to go away.

Use of the term ‘cultural evolution’ does not nec-
essarily imply biological evolution in the sense of
the fittest for the changing environmental niche will
prosper at the expense of those less adaptive. Yet
adapting to culture change within one’s own culture
may be every bit as demanding as adapting to cul-
tural change across geographical boundaries, even
when the changes within a culture are broadly wel-
comed (see for instance, Gibson and Swartz’s, 2001,
account of the difficulties some people in South
Africa have faced in making sense of their past expe-
rience under Apartheid in the context of their cur-
rent democratised experience). As regards the
problem of suicide, this sort of analysis is not new,

but is still not widely accepted. One of the four
‘types’ of suicide delineated by Durkheim (1897/
1952) included, so-called anomic suicide, which
was understood as resulting from the state of (the
then, i.e. 1900s) ‘modern’ economies, and the effect
they might have on individuals. In particular, dra-
matic and rapid changes in social structures (such
as may accompany sudden increases in a country’s
wealth) may broadened individual’s horizons
beyond what they can cope with, especially when
such changes are accompanied by diminishing
forms of traditional support structures.

This cultural evolution argument, along with
aspects of cultural globalisation and several other
cultural themes noted in Table 4.2 have been incor-
porated into discussions of why Ireland has experi-
enced such a rapid rise in suicide over the past ten
years, why it has such a high male:female suicide
ratio (compared to other European countries), and
its strong correlation with increased Gross National
Product (Smyth, MacLachlan & Clare, 2003). There
is a particularly strong relationship between male
suicides (with most of these being accounted for by
young men, particularly more recently) and
increased economic growth, as indexed by GNP,
with an associated correlation of r=0.82. Thus
changes in the Irish economy, which have surely
been a hallmark of the ‘Celtic Tiger’; seem to be in
some ways associated with changes in the rate of
suicide, particularly among young men.

The challenge for cultural psychiatry is to recog-
nise, as Berman (1997, p. 6) states that:

culture is the nutrient medium within which the organism
is cultivated. Suicidality grows, as well, when that culture is
pathological . .. Suicidal behaviour can be designed to pro-
tect, to rescue the self from otherwise certain annihilation.

The interface between cultural psychiatry and psy-
chology is in the domain of the individual’s interac-
tion with broader social identities, values and
customs. To articulate this interaction requires not
just recognition of the interplay between psychology
and cultural psychiatry but also that with medical
sociology and medical anthropology. Culture is not
however simply a cloak which a person dons and



which then determines their behaviour. Individuals
are active agents who sift through their culture, not
passive receptacles of it. Cultural psychiatry and psy-
chology have to developed ways of working with
people which recognizes this complexity, engages
with individuals’ right to their own health psychology
and embraces the broader social and cultural context
in which they live.
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Spirituality and cultural psychiatry

EDITORS’ INTRODUCTION

Spirituality and religion are core aspects of people’s identity
in several cultures. This identity allows them to seek help
from folk or social sectors and, eventually, from professional
sectors. Both spirituality and religion play an important role
in shaping an individual’s beliefs and behaviours, which
may or may not be culturally sanctioned. Clinicians often
avoid exploring the patient’s spiritual and religious beliefs
because of the fear of upsetting them or not being certain as
to how to handle them. There are key issues between spiri-
tuality and psychiatry, which include those of boundary,
those of defining normality or deviance and uncertainty
about the role of the other side.

In this chapter, Loewenthal raises four issues that reflect
the relationship between psychiatry and spirituality. The
first of these is differentiation between religiosity and spiri-
tuality. The role of spirituality within psychiatry, differen-
tiation of spiritual and cultural factors and the
universalism of these factors are the other issues which
Loewenthal addresses in her chapter. There is no doubt
that contents of delusions can be influenced by religious
factors, but equally managing distress using rituals sanc-
tioned by religions is important in assessment and man-
agement. The question of gender and age needs to be
addressed further. Anecdotal evidence indicates that females
and older people are more religious in their outlook.
Religious and spiritual factors also influence help-seeking
behaviours. In exclusive religious groups, religious and spi-
ritual resources within the group may be perceived as and
followed as providing effective relief from psychological dis-
tress. It is obvious that religious and spiritual factors will
influence referral and may also reduce stigma. Similarly,
these beliefs may increase adherence to therapy by modify-
ing expectations from therapeutic interventions. Religious
matching of therapists with those of the patients may need
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to be considered, although it may not always be practical.
The possibility that spiritual beliefs may have negative
effects cannot be excluded entirely. Unhelpful bias in diag-
noses may create further problems of which clinicians
should be aware.

Introduction

Belo had been sent away from his Indonesian village for
aggressive and threatening behaviour. Doctors could not
help. He saw himself as on a mission to seek the purpose of
life from a guru in a different area. When he returned, he
said he had been ordered by Allah (Tuhan) to teach the
village the right ways of Islam. Although his manner was
intense, his speech was calm and clear. He claimed he
could see through people, knowing what they thought. He
had a special stone which sparkled when held near a per-
son who understood the purpose of life. He claimed that
his deceased uncle (Om) was directing his movements,
also that he could see through objects and into the future,
and that he was a prophet. He threatened and beat up ‘bad’
children, destroyed banana plants and the villagers were
worried about future disasters. Among the villagers, there
was much debate about what to do about Belo - should he
be expelled again, or sent to hospital — but this could be too
expensive — or what? It was agreed that a hen should be
sacrificed to appease a red-haired Jin who had met Belo in
the forest. Belo’s actions were being controlled by this Jin,
not by Tuhan, or by Om, as Belo claimed. In spite of this
difference of opinion, Belo agreed to the hen sacrifice. Belo
was also given herbal treatment. Over the years, Belo suf-
fered intermittent attacks of craziness, and was sometimes
locked up. The villagers accepted that many people go
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through periods of craziness, for example, children when
distressed, or young people in love, and that there was
always hope that Belo would settle down (Broch, 2001).

Jonah has become a much more religiously observant Jew
over the years. As in other orthodox Jewish homes, his
family kitchen has different utensils for cooking and serv-
ing milk and meat foods. However, unlike other kosher
kitchens, the cupboards are stockpiled with stale loaves
of bread, opened but disused bottles of tomato ketchup,
packets of salt, and other foods that are neither meaty nor
milky — most people will use these neutral, non-milk non-
meat foods with both milk and meat meals, but Jonah
becomes frightened after, say, a bottle of ketchup or a
loaf of bread has been used at a meal. The children
may have touched it with meaty hands, he alleges, so we
may not be permitted to use it with milky food. Jonah’s
rabbi has been consulted frequently, and has tried to
convince Jonabh, very tactfully, that he is going to unneces-
sary lengths. Jonah’s wife and children feel they are
being driven crazy, but Jonah insisted that his actions
and beliefs are religiously appropriate and he does not
need help. Finally, he was persuaded to seek professional
advice. (Greenberg. 1987; Greenberg & Witztum, 2001).

Ellen, a Pentecostalist Christian, was born in the West
Indies and lives in London, working as a psychiatric nurs-
ing auxiliary. She is a religious enthusiast: patients and
colleagues tolerate her attempts to convert them, and to
persuade them that Jesus will help them more than the
doctors can. One day, she starts rolling on the floor, bab-
bling incoherently. The psychiatrist who witnessed this
wondered if she was practicing glossolalia — speaking in
tongues — encouraged in Pentecostalism. He invited an
opinion from her fellow church members. They said that
this was not genuine speaking in tongues: she was ill and
needed medication. (Littlewood & Lipsedge, 1997).

These examples throw up several important themes
in considering spirituality in the context of cultural
psychiatry.

e Spirituality is an essential premise, and a core
aspect of self-concept and of coping.

e Spiritual and religious forces are seen to play
a key role in shaping beliefs and behaviours —
including unacceptable ones.

e Spiritual and religious beliefs are an intrinsic fea-
ture of the cultural group, therefore difficult to
distinguish from cultural factors.

e However, the sufferer and his or her social circle
may have different views on precisely which spi-
ritual and religious factors are important, for
example, whether Belo’s actions were being con-
trolled by a Jin, Tuhan (Allah), or Om, or whether
Jonah had gone too far with his religious scruples.

e Spiritual and religious beliefs influence the kinds
of help believed to be effective and acceptable.

These lead to questions, and this chapter will dis-

cuss some of these.

Aims

In this chapter we will first consider several as-

pects of the relations between cultural psychiatry,

and spiritual and religious issues. In particular,

we ask:

e do spirituality and religiosity need to be
distinguished?

e what role does spirituality play in cultural
psychiatry?

e can we distinguish spiritual from cultural factors?

e can we generalise from Western, Christian studies
on spirituality in relation to mental health?

Then we examine, in the context of cultural psychia-

try how spiritual and religious factors affect:

e the prevalence of psychiatric illnesses,

e help-seeking and compliance,

e diagnosis, and decisions about clinical manage-
ment and therapy.

Psychiatry and spirituality, some issues

Psychiatry and the related mental-health profes-
sions have had a long and sometimes difficult rela-
tionship with spiritual and religious issues, and
cultural factors are often deeply embedded in
these difficulties.

Here are four particular issues.

Do spirituality and religiosity need to be
distinguished?

Religiosity is in itself difficult to define, given
the many social, cognitive, experiential and other



factors involved. Am I religious because I identify
myself as an orthodox Jew? Because I believe in
G-d? Because I am aware of G-d’s presence? G-d’s
unity? G-d’s support? Most authors would accept
that religion involves affiliation and identification
with a religious group, cognitive factors — beliefs,
and emotional and experiential factors (Brown,
1987; Paloutzian, 1996; Loewenthal, 2000). In the
last decade, there has been growing emphasis
on spirituality, as something different or separable
from religion (Zinnbauer et al., 1997; Speck, 1998).
Wulff (1997) suggested that spirituality is possibly a
contemporary alternative to religion in today’s plu-
ralistic society. King & Dein (1998) argued that
using spirituality as a variable in psychiatric
research encompasses a broader range of both
people and experiences than does the religious
variable: spirituality is ‘a person’s experience of,
or a belief in, a power apart from their own exis-
tence’ and that power is revered and sacred.
Spirituality might be what all religious—cultural tra-
ditions have in common, and, contemporary com-
mentators say, is an aspect of human experience
open to those who do not identify with a specific
religious tradition. Helminiak (1996) argued that
the study of spirituality can be undertaken scien-
tifically, and is ‘different from the psychology of
religion as generally conceived’. Zinnbauer et al.
found a number of features that distinguished
adults who defined themselves as religious, from
adults who defined themselves as spiritual but not
religious. Those who said they were spiritual but
not religious were more likely to engage in New
Age religious beliefs and practices, but were less
likely to be engaged with the beliefs and practices
of traditional religions. However, it is noteworthy
that in the Zinnbauer et al. study, all those who
defined themselves as religious also regarded
themselves as spiritual.

This indicates support for the view that spiritual-
ity is possible outside the context of organised or
traditional religion, but is also a common feature
of different religious traditions. When the term
‘religious’ is used in this chapter, this has the imp-
lication that spirituality is an essential feature.
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There are, additionally, practices and beliefs speci-
fic to a given cultural-religious group.

What role has spirituality played in psychiatry?

Spirituality has been problematic for psychiatry for
two reasons.
First, the ‘demon problem’.

J has violent abdominal pains and insists that these are
caused by bad spirits unleashed by a former friend,
whose boyfriend has left her and taken up with J.

The person who believes that s/he is being perse-
cuted by malign spiritual forces presents dilemmas
for the clinician. How helpful is it to think of this as
delusory? Would s/he be better off without a spiri-
tual belief system, or is the belief system simply
affecting the shaping of symptoms? Should spiritu-
ally based remedies be deployed? Is the person in
fact suffering from psychiatric illness?

Belief in possession by malign spiritual forces has
been a long-standing problem in psychiatry. Kroll &
Bachrach (1982) and Lipsedge (1996) reviewed
medieval documentation to conclude that, in the
past, demons were not invariably regarded as the
only possible causes of psychiatric illness: stress,
fever and malnutrition were more likely to be seen
as causal factors. Nevertheless, belief in malign spi-
ritual forces as possible causes of psychiatric illness
is probably culturally and historically universal,
even though stress and other factors are also seen
as important, by lay people as well by those profes-
sions empowered to help the psychologically dis-
turbed (e.g. Pfeifer, 1994; Srinivasan & Thara, 2001;
Loewenthal, 2006).

There are two factors: the conviction that illness
may be caused by malign spiritual forces, and the
possibility that the positive symptoms of schizo-
phrenia, delusions and hallucinations, may be com-
mon among non-disordered people — that make for
difficulties in diagnosis and treatment.

The ‘demon’ problem is only one way in which
spiritual issues obtrude in psychiatry.

The second major set of difficulties is the debate
over whether religion is consoling or harmful. The
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consolations of religion have been recognised by the
provision of chaplaincies in psychiatric hospitals.
Towards the end of the eighteenth century there
were attempts to treat the insane more humanely,
and spiritual issues were important. But attitudes
were as mixed as they were strong. In the 1790s,
Tuke, a Quaker merchant, founded the York retreat,
where prayer and religious devotion were seen as
central to the healing process. In Britain, the Lunacy
Act of 1890 ordered a church in every asylum, which
the inmates had to attend twice a day. In France,
by contrast, Pinel - who abolished chains for the
insane in the Bicetre — insisted that the mentally ill
should not be exposed to religious practices, as it
was felt that these might encourage delusions and
hallucinations.

These contrasting attitudes and practices appear
elsewhere. Thus Freud (1927, 1928, 1930, 1939),
spearheaded a movement which viewed religion
as possibly crippling for psychological health.
A few weeks ago, at a meeting involving users of
mental-health services, one user complained that,
although she and her fellow Christians on their psy-
chiatric ward found prayer and bible study very
helpful (and indeed as we shall see there is consid-
erable scientific support for this), they were not
permitted to organise ward prayer meetings or
bible-study sessions. The Christian patients
believed that the ward staff feared that this would
‘make some patients worse’.

There is some mutual mistrust, with religious
authority figures suggesting that the ‘psych’ profes-
sions — psychiatrists, psychoanalysts, psychothera-
pists, clinical psychologists — are not to be trusted.
For example: ‘Psychoanalysis has effected no cures.
Freud and his cohorts are charlatans and vampires
that prey upon society’ (Miller, 1984).

Neeleman & Persaud (1995), treading a cautious
path, suggest that religious and spiritual issues are
indeed outside the clinician’s area of competence,
and could therefore best left alone in negotiating
treatments. Recent years have seen less reticence.
For example, there have been strongly advocated
moves for reconciliation between spirituality and
psychotherapy, that spirituality should be taken

into account in psychiatric and therapeutic practice
(e.g. Bhugra, 1996; King-Spooner & Newnes, 2001,
Foskett, 2004; Pargament & Tarakeshwar, 2005;
Crossley & Salter, 2005).

Can we distinguish spiritual and cultural factors
affecting mental illness?

The question was highlighted for me when a psy-
chiatrist commented that he thought that studying
religion and mental health was the same thing as
studying culture and mental health. King & Dein
(1998) suggest that psychiatrists regard spirituality
as ‘cultural noise to be respected but not addressed
directly’.

Works on cultural psychiatry normally offer
much material involving spiritual issues, with spi-
ritual and religious factors subsumed under the
heading of culture. Belo’s story from the beginning
of this chapter is one example.

To the observing ethnographer, or the visiting
psychiatrist, religious and spiritual beliefs and prac-
tices may be seen as part and parcel of the culture.
For the Western-trained psychiatrist, religious fac-
tors may seem distinct from culture only when they
appear in a patient from the same cultural group.
But we can see from the examples that began this
chapter that discussions about clinical manage-
ment among the patient’s own group often seem
to involve strategies that are specifically spiritual
and religious. This could be important, particularly
because we need to understand the importance
for users of the spiritual sanctioning and origins
of their behaviour - as with Belo and Jonah - and
also the importance of the religious endorsement
of clinical interventions. For example, Belo, Jonah
and Ellen all felt their behaviour was spiritually
inspired. Also, it was important for Belo to accept
that the hen sacrifice would be spiritually valid,
for Jonah to accept that his rabbi approved his psy-
chiatric treatment, and for Ellen to know that
her fellow church members thought she should
have medicine. These behaviours and decisions
were embedded in particular cultural context,
but it is the spiritual dimensions that have special



significance for understanding, and for clinical
management.

Can conclusions about spirituality and religion
in relation to mental health, based on research
in Western Christian groups, be applied to other
cultural-religious groups?

There are two suggestions in particular that need
airing.

One is that religion has generally benign effects
on health and mental health (e.g. Koenig,
McCullough & Larson, 2001). This is a broad con-
clusion: some effects are null, and some are nega-
tive. Some aspects and styles of religion and
spirituality may be unhelpful. Outstanding exam-
ples have emerged from Pargament and his collab-
orators (e.g. Pargament, 1997) on styles of religious
coping that have positive and negative outcomes on
well-being: for example, belief that G-d is suppor-
tive is helpful, belief that G-d is angry is reliably
associated with poor outcomes. Studies of religion
and mental health have problems with research
methods. Most studies have involved a cross-sec-
tional design; most researchers have studied the
relations between measures of spirituality/religion
and health/mental health at one point in time. This
makes it difficult to draw conclusions about what
is causing what. Prospective studies would enable
firmer conclusions, but there are (as yet) few of
these. The biggest problem, in the context of our
present concerns, is the narrow range of religious
traditions (mainly Christian) and cultures (North
American and other Western cultures). There have
been only a small number of studies of Hindus,
Jews, Muslims and other groups.

So the first suggestion that needs examining in the
transcultural context is that spirituality may be ben-
eficial for mental health. The rich ethnographic
material available suggests that findings from cur-
rent research cannot always be generalised into
other cultural contexts.

The second suggestion is that not only psychiatric
but also spiritual support can be offered by a pro-
fessional with appropriate training. This is an issue
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in culture-sensitive service provision that is likely
to become a topic for debate in the future. Can,
say a Christian minister, with training in and under-
standing of the beliefs and customs of other
faith traditions, provide a form of spiritual support
that is acceptable and helpful to members of
other religious traditions, for example, Muslims,
Jews, Hindus, even Christians of other denomina-
tional affiliations. This is a contentious issue: mem-
bers of some religious groups may be happy to
receive some professional (i.e. psychiatric, clinical-
psychological) mental health support from pro-
fessionals outside their religious group, even though
they might have reservations about whether
they are being fully understood (e.g. Cinnirella &
Loewenthal, 1999). However, they might feel that
spiritual support needs to come from an qualified
religious leader in their own tradition. Some chap-
lains may find that they can offer support to mem-
bers of other faiths, and this may be gratefully
accepted, but this probably does not imply that
this service is going to serve all needs across the
board, obviating the need for religiously specific
support.

Having reviewed these preliminary issues —
whether spirituality and religion need to be distin-
guished, the varied role played in psychiatry by
spiritual issues, the difficulty of distinguishing spi-
ritual and cultural factors, and generalisability of
research on Western Christians to other groups —
we now turn to examine the ways in which spiritu-
ality might affect prevalence, help-seeking, com-
pliance, diagnosis and decisions about clinical
management.

Prevalence

Cultural and spiritual/religious factors may aff-
ect prevalence and referral rates for different
conditions.

Depression
Overall, there is a reliable association between
higher religiosity and lower levels of depression
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(e.g. Koenig, 1998; Koenig et al., 2001; Loewenthal,
in press). There are some aspects of religiosity that
are exceptions to this general tendency, but a num-
ber of features of religion have now been identified
that are likely to play a causal role in ameliorating or
preventing depression. These include:

o religiously based coping beliefs (Maton, 1989;
Pargament, 1997; Loewenthal, MacLeod,
Goldblatt et al., 2000; Koenig et al., 2001) partic-
ularly the belief that G-d is benign and supportive

o social support — warm and confiding relation-
ships, esteem, practical help, and companionship
are all encouraged among religious groups
(Shams & Jackson, 1993; Loewenthal, 2000).

o reduced stress — at least some stressors of the type
that could cause depression (e.g. Loewenthal,
Goldblatt, Gorton et al., 1997a).

o positive mood states, many of which are reli-
giously encouraged, play a role in reducing
depressive mood and illness. These include
purpose in life, joy, optimism, and forgiveness
(Seligman, 2002; Joseph et al., 2006).

The main aspects of religion which may foster

depression are firstly, beliefs that G-d is punishing,

vengeful, or simply indifferent (Pargament, 1997),

and secondly, situations in which religious forces

encourage persecution, warfare and other horri-
fic circumstances. However, it remains unclear
whether these things are more likely to be encour-
aged in the name of religion than they are in the
name of some non-religious ideology, such as

socialist justice, liberty, equality and fraternity, or a

Great Leap Forward.

Another factor affecting depression prevalence is a
combination of gender and religiously supported
attitudes to alcohol use. Depression is widely con-
cluded to be more prevalent among women than
among men (Paykel, 1991; Cochrane, 1993). Referral
rates also show a similar pattern. However, there are
some groups among which depression may be as
prevalent among men as among women: (orthodox)
Jews (Levav, Kohn et al, 1993; 1997; Loewenthal
etal., 1995) the Amish, diabetics (C. Bradley, personal
communication 1999), actively religious Christians
(Kendler, Gardner & Prescott, 1997). What these

groups have in common is low or no use of alcohol.
The alcohol-depression hypothesis suggests that
societies in which men are as likely to be depressed
as women are ones in which (particularly men’s)
depression is not masked by alcohol use and abuse
(Loewenthal et al., 2003a,b).

The overall effect in most studies is a reduced
likelihood of depressed mood and illness among
the religiously active.

Anxiety

This has been less heavily investigated in relation
to spirituality than has depression. There seem to
be two important and conflicting effects.

Firstly, spirituality and religious commitment are
usually associated with feelings of obligation to per-
form religious duties. Earlier commentators, nota-
bly Freud (1907) commented that this relieved guilt,
but it has become more apparent that spiritual sat-
isfaction is an important factor. This might involve
scrupulosity with regard to diet, religiously pre-
scribed cleanliness, or caring for others, for exam-
ple. A number of studies have indicated that
religiosity is associated with higher levels of sub-
clinical anxiety and obsessionality (Lewis, 1998;
Loewenthal et al., 1997b). Clinical levels of anxiety
and obsessive-compulsive disorder are not more
likely among the religiously active, though cultural-
religious context can affect the shaping of symptoms
(Greenberg & Witztum, 2001).

The second important effect works in the oppo-
site direction. Heightened spirituality, religious
faith, awareness that (once one has done what is
humanly possible) all is in the hands of heaven —
these beliefs and states of awareness are associated
with lower anxiety. This effect can be obscured
by the tendency for individuals under stress to
increase their levels of religious and spiritual
activity — notably prayer and meditation. In cross-
sectional studies this can give a muddled picture.
But with sufficient attention to research design,
measurement and interpretation, there is now
reasonable confidence that these effects dominate
the relations between anxiety and religious/spiritual
factors (Koenig et al., 2001).



Psychosis

Schizophrenia is sometimes said to be roughly
similar in its prevalence across different cultural
groups — a lifetime prevalence of approximately
one in 200. It is admitted that diagnostic criteria
can vary, and there is still vigorous debate about
the nature and classification of psychosis (Bentall
& Beck, 2004). Variations in prevalence may be
a result of variations in the occurrence and classi-
fication of culture-specific symptoms and syn-
dromes. An important example is the misdiagnosis
of fervent prayer and other religious coping behav-
iour as psychotic symptomatology. Bipolar (manic-
depressive) disorder may be influenced by spiritual
factors, notably meditation (Wilson, 1997). Yorston
(2001) has suggested that meditation may precipi-
tate manic episodes, possibly the result of neuro-
psychological factors. It is possible that the affected
individuals are predisposed to the disorder (perhaps
as a result of genetic factors), and the spiritual prac-
tices which are followed by manic episodes may
have been attempts to cope with depressive
episodes.

One important conclusion is that prevalence esti-
mates may rest on diagnoses based on ‘symptoms’
which are in fact attempts to cope, stimulated by
stress, often using spiritual and religious devices,
which may be quite effective. This can make it diffi-
cult to disentangle the conflicting effects of culture,
religion and spirituality on prevalence, but the
existence of conflicting effects does not imply
inconclusiveness. A further noteworthy point is
that there are many culture-specific symptoms
and syndromes, with religiously flavoured symp-
toms; again the causal roles of spiritual and religious
factors are complex.

Help-seeking and compliance

Prevalence is not necessarily reflected in referral
rates. Of the many aspects of religion and spiritu-
ality that might affect help-seeking and referral,
we can identify two broad groups of factors: firstly,
religious and spiritual factors affecting views about
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treatments and ways of coping, and secondly reli-
gious and spiritual factors affecting social-psycho-
logical dynamics.

Views about treatments and ways of coping:
religious coping, religiously influenced beliefs
about the efficacy and acceptability of different
treatments and coping methods

Particularly in exclusive religious groups, religious
and spiritual resources within the group may be
seen as offering effective relief from mental health
difficulties (Koenig, 1998; Greenberg & Witzrum,
2001; Loewenthal, 2005; G. Leavey, K. Loewenthal
& M. King, unpublished data), and the practices and
beliefs of mental-health professionals are unaccept-
able religiously, spiritually harmful, and ineffective.

We treat such problems in the community. We give the
person with difficulties a boost, talking about belief, and
trust in G-d, saying we must not despair ... everything is
from Heaven (Orthodox Rabbi, quoted in Greenberg &
Witztum, 2001).

Some early work suggested that clients were gener-
ally more religiously active than mental-health pro-
fessionals, even though more recent work (e.g.
Roskes, Dixon & Lehman, 1998) suggests that this
may no longer be the case. The outrageously anti-
religious statements of Freud and others may have
helped to foster a view that it is spiritually danger-
ous to seek psychological help. There may be more
specific concerns: that psychologists and psychia-
trists might encourage or condone sexual or other
behaviours that are not religiously acceptable —
homosexuality, for example, or speaking disrespect-
fully about parents (Loewenthal, 2005). Some pro-
fessionals may misunderstand or fail to consider
their patient’s spiritual and religious concerns.
There is of course growing evidence of the effec-
tiveness of much religious coping: prayer, trust,
belief in a benevolent, fair G-d, perception of pur-
pose — all these have been empirically shown as
effective (e.g. Pargament, 1997; Maltby, Lewis &
Day, 1999; Loewenthal et al., 2000), and they are
perceived as effective (Loewenthal et al, 2001).
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There is also growing consensus that the majority of
users and potential users of mental-health services
are generally pragmatic in their use of different
kinds of help for psychological problems; use is
determined by availability and cost-effectiveness,
and preferably confidentiality. Clients will shop
around until they find something accessible that
works. These factors can help to explain the relative
popularity of prayer, religious and spiritual healing
(Campion & Bhugra, 1998; Sembhi & Dein, 1998;
Loewenthal & Cinnirella, 1999).

These beliefs — the effectiveness and accessibility
of spiritually based help and coping methods, and
religious barriers to seeking professional help, com-
bine to give the result that substantial numbers of
patients — up to 70% or more in some studies — will
have used one or more spiritually based treatment
before seeking professional help.

It is unknown for what proportion of people who
use spiritually based support or help, that help is
sufficiently effective, or there is ‘spontaneous’
remission, so that further help is not sought. Some
professionals may be concerned the religious and
spiritual barriers to seeking professional help may
result in further deterioration. This is an important
concern, but there is no substantial evidence in
place as yet.

Religious and spiritual factors affecting social-
psychological dynamics: trust for clinicians,
stigma and the own-group dilemma

There are social-psychological effects that rest on
religious and spiritual factors, and which affect
help-seeking and referral. Foremost among these is
stigma - the fear that one is or will be discredited by
significant others. Stigmatisation is likely to be asso-
ciated with mental illness, and strong in close-knit
religious groups (e.g. Muslim, Black Christian,
Orthodox-Jewish). For example:
e ‘Our people do not want everyone to know they
have a problem.’
e ‘I would think that many people would prefer
something more confidential than an open
meeting.’

e ‘What kind of people would use this (service)?
Must be people who can’t cope.’

While members of many religious groups say that

they would feel best understood by a professional

who shares their own religious background, they
also have fears that this mightlead to their condition
becoming known:

e ‘T would think twice before going to a counsellor
from my community. I would not want everyone
to know.’

(Examples from Cinnirella & Loewenthal, 1999;

Loewenthal & Brooke-Rogers, 2004).

Stigmatisation almost certainly occurs more
strongly in tightly knit religious groups and collecti-
vist social milieux, than it does in complex, urban-
ized, individualistic societies. So insofar as religious
and spiritual factors play a role in the formation and
maintenance of close-knit, collectivist groups, stig-
matization is a likely by-product. This is hypothet-
ical, and empirical work on this topic is lacking.

Adherence

Adherence may be difficult to assess in psychiatry
and psychotherapy, but can be reflected in taking
prescribed medication, keeping appointments, or
developing an acceptable working relationship,
and these are all related to trust and confidence in
the professional. Trust and confidence are likely to
be higher for a professional who is seen to understand
and respect clients’ explanatory models (Bhui &
Bhugra, 2002), including spirituality, and who may
be able to address any spiritual concerns (Fabrega
et al., 2000; Pargament & Tarakeshwar, 2005).

However, some caution is needed. Pargament
et al. (1997) list some of the potential dangers of
spiritually sensitive therapy, for example, overesti-
mating the importance of spirituality.

Individuals may feel that using a professional
from their own cultural-religious group will involve
a feeling that their spiritual concerns are best under-
stood, but as mentioned, there are raised concerns
about stigma and confidentiality involved in con-
sulting an own-group professional. Even if these
are resolved by finding a professional from another



geographical area, where there is less likelihood of
the consultation becoming known, problems can
remain. As Loewenthal (2005) points out, the client
may have magical expectations of the therapist,
over-idealise them, and expect him or her to give
advice which is not appropriate in the therapeutic
situation. Dein (2002), Loewenthal & Brooke-Rogers
(2004), Fernando (2005) and others have discussed
some of the difficulties in implementing culturally
and spiritually-sensitive mental health care. Apart
from the financial difficulties experienced by those
providing such services, which almost always spring
from the voluntary sector, there is almost no
research funding and effort invested in discovering
whether the extent that cultural-religious matching
of providers and clients really:

- results in more effective services,

— results in matching explanatory models (or maps),

or
— whether the latter is important for adherence, and
improved outcomes.

Diagnosis and clinical management

Diagnostic and treatment decisions can be based on
patients’ religious behaviours and feelings. There
are also at least two diagnostic areas in which
there may be biases based on information about
religious behaviour and affiliation: psychosis, and
obsessive-compulsive disorder.

Many religions endorse and encourage spiritual
experiences and behaviours which might be con-
strued as psychotic symptoms: the hearing of voices,
visions, and religious practices such as glossolalia,
ecstatic states, trances, dancing, and other behav-
iours involving dissociative phenomena.

There is a growing amount of work to suggest that:
— visions, voices and experiences that may often be

interpreted as spiritual are genuine from the

experiential and phenomenological perspective;
— among psychotic patients, these experiences are
significantly more unpleasant, uncontrollable
and persistent than among others (Peters et al.,
1999; Davies, Griffiths & Vice, 2001);
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- arange of visions, voices and other hallucinatory
experiences are extremely common among those
not suffering from psychiatric problems. They are
seldom reported for fear of being taken as signs of
madness (e.g. Hinton, Hufford & Kirmayer, 2005).
Nevertheless, these behaviours may be taken as

symptoms of psychosis. This may be one cause of

the so-called Afro-Caribbean schizophrenia ‘prob-
lem’: higher referral and possibly prevalence of
schizophrenia among Afro-Caribbeans in western
countries. Ineichen (1991), and Thomas et al.
(1993) and Loewenthal & Cinnirella (2003) reported
that schizophrenia is more commonly diagnosed
among Afro-Caribbeans in the UK than it is among
other ethnic groups, and that this overdiagnosis
occurs for Afro-Caribbeans in Europe and the USA,
but not in Africa or the Caribbean. Littlewood &

Lipsedge (1981a,b) found that a form of Sz with a

relatively good prognosis was more common

among Afro-Caribbeans than among other groups,
and this was characterised by ‘religiously flavoured
symptoms’. One explanation, based on Bhugra

(2002) is that when individuals (from ethnic-religious

minority groups) are under stress, they may adopt

religious coping strategies, which decline when - for
whatever reason — there is remission. Thus religious
behaviours are not so much a symptom of distress
but a form of coping. This is speculative, but there is
much in the clinical literature to confirm that the past
tendency to misdiagnose religious coping behaviour
as symptomatic of psychopathology may still persist

(Loewenthal, 1999).

If one knows that a religious tradition requires
cleanliness before prayer, or purification from sin,
for example, by confession, it is tempting to con-
clude that obsessive-compulsive disorder (OCD)
may be fostered by these religious demands, by the
over-zealous wish for spiritual purity. Nevertheless,
it has been concluded that — while religiosity may be
associated with non-clinical scrupulosity, and can
influence which obsessional symptoms are devel-
oped in OCD, it does not actually cause OCD. But
as with psychosis, there may a persistent diagnos-
tic bias. Gartner et al. (1990) Yossifova & Loewen-
thal (1999), and Lewis (2001) all found that both
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clinicians, clinical trainees and lay people were
more likely to diagnose OCD when a patient was
described as religiously active.

Nevertheless, we cannot conclude that patient
religiosity, spirituality and cultural background
have a uniformly negative effect on clinical deci-
sion-making, although this is a persistent fear
among potential patients. There is no striking evi-
dence of diagnostic biases regarding clinical condi-
tions other than schizophrenia and OCD. In one
recent study, Janes (2005) found that clinical out-
comes were rated (by clinicians) as just as good for
psychotic patients with religious symptoms, as for
psychotic patients with other symptoms. Many
clinicians are aware of the possibilities for the diag-
nostic biases associated with patients’ religious
behaviour, and make efforts to overcome these
biases (Littlewood & Lipsedge, 1997).

Conclusions

This chapter has looked at cultural-spiritual-
religious factors and their impact in cultural
psychiatry. In providing services, and in making
clinical decisions, it is important to bear in mind
that specific spiritual beliefs and practices are not
uniform within any culture.

Three kinds of effects of spirituality on mental
health seem to be important. Firstly, that while
there are some damaging effects of spiritual beliefs
and practices, these may be outweighed by the ben-
eficial effects. Work on how and whether these ben-
eficial effects may be harnessed to bring clinical
benefits is only in very preliminary stages.
Secondly, there may be unhelpful diagnostic biases
and clinical decisions based on patients’ religiosity
and spirituality, particularly perhaps when religious
practices are culturally unfamiliar. It needs to be
explored whether these exist for disorders other
than schizophrenia and OCD, and whether they are
pervasive and persistent. Thirdly, religious coping
behaviour is felt to be spiritually and psychologically
beneficial. However, when individuals are under
stress, there may be an increase in religious coping,

and this can lead to an impression that the religious
behaviour is a sign of illness. This effect needs to be
explored carefully in longitudinal studies, and is a
possibility that clinicians need to bear in mind.

References

Bentall, R.P. & Beck, A. (2004). Madness Explained:
Psychosis and Human Nature.
Penguin.

Bhugra, D. (ed.) (1996). Psychiatry and Religion: Context,
Consensus, and Controversies. London: Routledge.

Bhugra, D. (2002). Self-concept: Psychosis and attraction of
new religious movements. Mental Health, Religion and
Culture, 5, 239-252.

Bhui, K. & Bhugra, D. (2002). Explanatory models for men-
tal distress: implications for clinical practice and
research. British Journal of Psychiatry, 181, 6-7.

Broch, H. B. (2001). The villagers’ reactions towards crazi-
ness: an Indonesian example. Transcultural Psychiatry,
38, 275-305.

Brown, L.B. (1987). The Psychology of Religious Belief.
London: Academic Press.

Harmondsworth:

Campion, J. & Bhugra, D. (1998). Religious and indigenous
treatment of mental illness in South India — a descriptive
study. Mental Health, Religion and Culture, 1, 21-30.

Cinnirella, M. & Loewenthal, K. M. (1999). Religious and
ethnic group influences on beliefs about mental illness:
A qualitative interview study. British Journal of Medical
Psychology, 72, 505-524.

Cochrane, R. (1993). Women and depression. In The Health
Psychology of Women, ed. C.A. Niven & D. Carroll.
Switzerland: Harwood Press.

Crossley, J.P. & Salter, D.P. (2005). A question of finding
harmony: a grounded theory study of clinical psycholo-
gists’ experience of addressing spiritual beliefs in ther-
apy. Psychology and Psychotherapy: Theory Research and
Practice, 78, 295-314.

Cunin, B., Cunin, B. & Cunin, S. (1992). Psychotherapy with
Orthodox Jewish patients: On clarifying distortions and
conflicts. Journal of Psychology and Judaism, 16.

Davies, M. F., Griffiths, M. & Vice, S. (2001). Affective reac-
tions to auditory hallucinations in psychotic, evangelical
and control groups. British Journal of Clinical
Psychology, 40, 361-370.

Dein, S. (2002). Transcultural psychiatry. British Journal of
Psychiatry, 181, 535-536.



Fabrega, H. Jr., Lopez-Ibor, J.J.Jr., Wig, N.N. et al. (2000).
Culture, spirituality and psychiatry. Current Opinion in
Psychiatry, 13, 525-530.

Fernando, S. (2005). Multicultural mental health services:
projects for minority ethnic communities in England.
Transcultural Psychiatry, 42, 420-436.

Foskett, J. (ed.) (2004). User-led research on spiritual issues
in psychiatry. Special Section, Mental Health Religion
and Culture, 7, 1-58.

Freud, S. (1907). Obsessive actions and religious practices.
In Collected Papers, 1907/1924. London: Hogarth Press.
Freud, S. (1927). The Future of an Illusion. London: Hogarth

Press.

Freud, S. (1928). Totem and Taboo: Resemblances between the
Psychic Lives of Savages and Neurotics. New York: Dodd.
Freud, S. (1930). Civilisation and its Discontents. London:

Hogarth Press.

Freud, S. (1939). Moses and Monotheism. London: Hogarth
Press and the Institute of Psychoanalysis.

Gartner, J., Hermatz, M., Hohmann, A. & Larson, D. (1990).
The effect of patient and clinician ideology on clinical
judgement: a study of ideological countertransference.
Special issue: Psychotherapy and religion. Psycho-
therapy, 27, 98-106.

Greenberg, D. (1987). The behavioural treatment of reli-
gious compulsions. Journal of Psychology and Judaism,
11, 41-47.

Greenberg, D. & Witztum, E. (2001). Sanity and Sanctity:
Mental Health Work among the Ultra-Orthodox in
Jerusalem. New Haven and London: Yale University Press.

Helminiak, D.A. (1996). A scientific spirituality: the inter-
face of psychology and theology. International Journal
for the Psychology of Religion, 6, 1-20.

Hinton, D. E., Hufford, D.]J. & Kirmayer, L. (2005). Culture
and sleep paralysis. Transcultural Psychiatry, 42, 5-10.
Ineichen, B. (1991). Schizophrenia in British AfroCarib-
beans: two debates confused? International Journal of

Social Psychiatry, 37, 227-232.

Janes, K. (2005). Clinical psychologists’ appraisals of refer-
ral letters describing clients with symptoms of psychosis
with and without a religious component. DClinPsych,
Royal Holloway, University of London.

Joseph, S., Linley, P.A. & Maltby, J. (eds.) (2006). Mental
Health, Religion and Culture. Special Issue: Positive
Psychology and Religion.

Kendler, K.S., Gardner, C.O. & Prescott, C.A. (1997).
Religion, psychopathology, and substance use and
abuse: A multimeasure, genetic-epidemiologic study.
American Journal of Psychiatry, 154, 322-320.

Spirituality and cultural psychiatry

69

King, M. & Dein, S. (1998). The spiritual variable in psychi-
atric research. Psychological Medicine, 28, 1259-1262.
King-Spooner, S. & Newnes, C. (eds.) (2001). Spirituality

and Psychotherapy. Ross-on-Wye: PCCS Books.

Koenig, H.G. (ed.) (1990). Handbook of Religion and
Mental Health. San Diego: Academic Press.

Koenig, H.B., McCullough, M. E. & Larson, D.B. (2001).
Handbook of Religion and Health. Oxford: Oxford
University Press.

Kroll, J. & Bachrach, B. (1982). Visions and psychopathol-
ogy in the Middle Ages. Journal of Nervous and Mental
Diseases, 190, 41-49.

Levav, 1., Kohn, R., Dohrenwend, B.P. et al. (1993). An
epidemiological study of mental disorders in a 10-year
cohort of young adults in Israel. Psychological Medicine,
23, 691-707.

Levav, L, Kohn, R. Golding, J. & Weismann, M. M. (1997).
Vulnerability of Jews to affective disorders. American
Journal of Psychiatry, 154, 941-947.

Lewis, C.A. (1998). Cleanliness is next to Godliness: reli-
giosity and obsessiveness. Journal of Religion and
Health, 37, 49-61.

Lewis, C.A. (2001). Cultural stereotypes of the effects of
religion on mental health. British Journal of Medical
Psychology, 74, 359-367.

Lipsedge, M. (1996). Religion and madness in history.
In Psychiatry and Religion: Context, Consensus, and
Controversies, ed. D. Bhugra. London: Routledge.

Littlewood, R. & Lipsedge, M. (1981a). Some social and
phenomenological characteristics of psychotic immi-
grants. Psychological Medicine, 11, 289-302.

Littlewood, R. & Lipsedge, M. (1981b). Acute psychotic
reactions in Caribbean-born patients. Psychological
Medicine, 11, 303-318.

Littlewood, R. & Lipsedge, M. (1997). Aliens and Alienists:
Ethnic Minorities and Psychiatry, 3rd ed. London: Oxford
University Press.

Loewenthal, K. M. (1999). Religious issues and their psy-
chological aspects. In Cross Cultural Mental Health
Services: Contemporary Issues in Service Provision, ed.
K. Bhui & D. Olajide. London: W.B. Saunders.

Loewenthal, K.M. (2000). A Short Introduction to the
Psychology of Religion. Oxford: Oneworld.

Loewenthal, K. M. (2005). Strictly Orthodox Jews and their
relations with  psychiatry and psychotherapy.
Transcultural Psychiatry Section World Psychiatric
Association Newsletter, 23(1), 20-24.

Loewenthal, K.M. (2006). Religion, Culture and Mental
Health. Cambridge: Cambridge University Press.



70

K. M. Loewenthal

Loewenthal, K.M. & Brooke Rogers, M. (2004). Culture
sensitive support groups: how are they perceived and
how do they work? International Journal of Social
Psychiatry, 50, 227-240.

Loewenthal, K. M. & Cinnirella, M. (1999). Beliefs about the
efficacy of religious, medical and psychotherapeutic
interventions for depression and schizophrenia among
different cultural-religious groups in Great Britain.
Transcultural Psychiatry, 36, 491-504.

Loewenthal, K.M. & Cinnirella, M. (2003). Religious
issues in ethnic minority mental health with special
reference to schizophrenia in Afro-Caribbeans in
Britain: a systematic review. In Main Issues in Mental
Health and Race, ed. D. Ndegwa & D. Olajide. London:
Ashgate.

Loewenthal, K. M., Cinnirella, M., Evdoka, G. & Murphy, P.
(2001). Faith conquers all? Beliefs about the role of
religious factors in coping with depression among differ-
ent cultural-religious groups in the UK. British Journal of
Medical Psychology, 74, 293-303.

Loewenthal, K. M., Goldblatt, V, Gorton, T. et al. (1995).
Gender and depression in Anglo-Jewry. Psychological
Medicine, 25, 1051-1063.

Loewenthal, K.M., Goldblatt, V. Gorton, T.
(1997a). The costs and benefits of boundary maintenance:
Stress, religion and culture among Jews in Britain.
Social Psychiatry and Psychiatric Epidemiology, 32,
200-207.

Loewenthal, K. M., Goldblatt, V., Gorton, T. et al. (1997b). The
social circumstances of anxiety and its symptoms among
Anglo-Jews. Journal of Affective Disorders, 46, 87-94.

Loewenthal, K. M., MacLeod, A.K, Goldblatt, V., Lubitsh,
G. & Valentine, J.D. (2000). Comfort and joy: religion,
cognition and mood in individuals under stress.
Cognition and Emotion, 14, 355-374.

Loewenthal, K. M., MacLeod, A.K., Cook, S., Lee, M.]. &
Goldblatt, V. (2003a). Beliefs about alcohol among UK
Jews and Protestants: do they fit the alcohol-depression
hypothesis?  Social  Psychiatry —and  Psychiatric
Epidemiology, 38, 122-127.

Loewenthal, K. M., MacLeod, A.K., Cook, S., Lee, M.J. &
Goldblatt, V. (2003b). Drowning your sorrows? Attitudes
towards alcohol in UK Jews and Protestants: a thematic
analysis. International Journal of Social Psychiatry, 49,
204-215.

Maltby, J., Lewis, C.A. & Day, L. (1999). Religious orienta-
tion and psychological well-being: the role of the fre-
quency of personal prayer. British Journal of Health
Psychology, 4, 363-378.

et al.

Maton, K.I. (1989). The stress-buffering role of spiritual
support: cross-sectional and prospective investigations.
Journal for the Scientific Study of Religion, 28, 310-323.

Miller, A. (1984). Endorsement of Amsel, A. Rational
Irrational Man. New York: Feldheim.

Peters, E.,, Day, S., McKenna, J. & Orbach, G. (1999).
Delusional ideas in religious and psychiatric popula-
tions. British Journal of Clinical Psychology, 38, 83-96.

Neeleman J & Persaud (1995). Why do psychiatrists neglect
religion? British Journal of Medical Psychology, 68, 169—
78.

Paloutzian, R.F. (1996). Invitation to the Psychology of
Religion. (Second edition). Massachusetts: Allyn and
Bacon.

Pargament, K. (1997). The Psychology of Religion and
Coping. New York: Guilford Press.

Pargament, K. & Tarakeshwar, N. (eds.) (2005). Spiritually
integrated psychotherapy. Special Issue: Mental Health
Religion and Culture, 8, 155-238.

Paykel, E.S. (1991). Depression in women. British Journal
of Psychiatry, 158, 22-29.

Pfeifer, S. (1994). Belief in demons and exorcism in psychi-
atric patients in Switzerland. British Journal of Medical
Psychology, 67, 247-58.

Roskes, E.J., Dixon, L. & Lehman, A. (1998). A survey of the
views of trainees in psychiatry regarding religious issues.
Mental Health Religion and Culture, 1, 45-56.

Seligman, M. (2002). Authentic Happiness. New York: Free
Press.

Sembhi, S. & Dein, S. (1998). The use of traditional
Asian healers by Asian psychiatric patients in the UK:
a pilot study. Mental Health, Religion and Culture,
1, 127-134.

Shams, M. & Jackson, P. R. (1993). Religiosity as a predictor
of well-being and moderator of the psychological impact
of unemployment. British Journal of Medical Psychology,
66, 341-352.

Speck, P. (1998). Spiritual issues in palliative care. In
Oxford Textbook on Palliative Care, 2nd edn. New York:
Oxford University Press.

Srinivasan, T.N. & Thara, R. (2001). Beliefs about causation
of schizophrenia: do Indian families believe in superna-
tural causes? Social Psychiatry and Psychiatric
Epidemiology, 36, 134-140.

Thomas, C.S., Stone, K., Osborn, M. & Thomas, P. F. (1993).
Psychiatric morbidity and compulsory admission
among UK-born Europeans, Afro-Caribbeans and
Asians in central Manchester. British Journal of
Psychiatry, 163, 91-99.



Wilson, W.P. (1997). Religion and psychoses. In Religion
and Mental Health, ed. H. Koenig, pp. 161-174. San
Diego: Academic Press.

Wulff (1997). Psychology of Religion: Classic and
Contemporary. 2nd edn. New York: Wiley.

Yorston, G. (2001). Mania precipitated by meditation:
a case report and literature review. Mental Health,
Religion and Culture, 4, 209-214.

Spirituality and cultural psychiatry

71

Yossifova, M. & Loewenthal, K. M. (1999). Religion and the
judgement of obsessionality. Mental Health, Religion
and Culture, 2, 145-152.

Zinnbauer, B.J.,, Pargament, K.I, Cole, B.
(1997). Religion and spirituality: Unfuzzying the
fuzzy. Journal for the Scientific Study of Religion, 36,
549-564.

et al.



Culture, ethnicity and biological psychiatry

Chia-Hui Chen, Shi-Kai Liu and Keh-Ming Lin

EDITORS’ INTRODUCTION

The differences between universalist and relativist positions
related to pharmacological interventions are of great interest
to researchers and clinicians alike. The variations in social
forces and cultural traditions and attributed similarities are
proofs of the universality of the biological processes underlying
psychiatric problems. Regional and ethnic variations almost
always exist and associated biological and social factors must
be considered in managing patients. Chen and colleagues, in
this chapter, highlight the interface between biological psy-
chiatry and neurosciences on the one hand and culture and
ethnicity on the other. They raise three issues on the subject —
those of generalisability, variations in groups and individuals
and finally the theoretical implications embedded in cross
cultural research is commonly observed and well documented.
Beside genetic predispositions, it also stands to reason that
influences of culture on biological processes could also lead
to disease susceptibility. Biological markers responsible for
disease and response to medication have not been studied in
all cultural and ethnic groups. Biology is not culture free, and
the complex interaction between culture and biology includes
genetic vulnerability and resilience related to environmental
factors. People with different ethnic and ancestral back-
grounds have different genetic profiles, which may indicate
differential risks for specific disorders.

Physical and social milieus within which people live are
shaped by cultural factors, thus the interaction of biology
and culture shapes responses and outcomes in various psy-
chiatric disorders.

The significance of biology in cultural
psychiatry

Starting with the founding fathers of our field,
including Kraepelin and Freud, psychiatric thinkers

over this past century have struggled with issues
related to ‘universality’, or cross-cultural applicabil-
ity, of theories and approaches related to psychopa-
thological conditions. Such interests led to
Kraepelin’s grand tour of the East in 1904, where,
to his great relief, he found cases confirming his
conceptualization of dementia praecox, but at the
same time noticed variations in symptom presenta-
tions and courses (Murphy 1982; Jilek 1995). This
marked the birth of a discipline variably called
‘comparative psychiatry’, ‘ethnopsychiatry’ or ‘cul-
tural psychiatry’, along with a rich and ever-growing
literature, documenting both similarities and varia-
tions in psychiatric phenomena across cultural and
ethnic groups.

Traditionally, scholars have tended to regard such
variations as consequences of social forces and
cultural traditions, and attribute similarities as
proof of the universality of the biological processes
underlying psychiatric problems (Lin et al., 1993).
However, with the remarkable recent progress in
biological psychiatry, psychopharmacology and
neuroscience, it is now clear that such a demarca-
tion may be largely artificial and overly simplistic.
Variation is the rule rather than the exception in the
biological world. Recent advances have made it
clear that, in practically all biological characteristics
examined, regional and ethnic variations almost
always exist, typically superimposed on individual
variations. Although mechanisms responsible for
such variations are still awaiting further clarifica-
tion, genetics clearly play an important role. In addi-
tion, cultural and other environmental factors
interact with genetic and other biological determi-
nants to shape psychopathological manifestations
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and psychopharmacological responses. With the
field rapidly progressing, it is particularly important
that we do not neglect such interactions and inter-
plays for a number of reasons, which will be briefly
elaborated below.

Firstly, knowledge on the interface between bio-
logical psychiatry and neuroscience on the one
hand, and culture and ethnicity on the other, is
essential for rendering state-of-the-art quality psy-
chiatric care available for the majority of the human
populations. Most of the development of psychia-
tric diagnosis and treatment has thus far emerged
from Western countries, based on studies con-
ducted on subjects of Caucasian origin. However,
in reality, they represent only a small fraction of the
world’s populations. According to the United
Nations, over 83% of the world population lives out-
side Europe and Northern America ((UN) 2005).
Even in these ‘Western’ countries, the populations
have become increasingly heterogeneous. It is prob-
lematic to assume that findings derived from any
particular population group would automatically be
applicable for others. ‘Generalizability’ is at issue,
but the significance of which often has been ignored
or minimized. In order for biological advances to
optimally benefit ‘non-Western’ populations resid-
ing not only outside of the ‘Western’ countries, but
increasingly those living in large number in all met-
ropolitan areas in these countries, it is crucial that
ethnic and cultural factors be taken seriously.

Secondly, as mechanisms responsible for cultural
and ethnic differences often are similar or identical
to those determining individual variation, studies in
the former serve an important heuristic function for
advancing our field’s understanding for the latter.
This is essential for the application of scientific
progress at the clinical level for individual patients
seeking care, whose personal, ancestral, develop-
mental and lifestyle backgrounds importantly
determine the ‘natural’ course of their illnesses as
well as their responses to interventions. Advances
on these fronts are essential for realizing the goals of
‘individualized medicine’.

Finally, cross-cultural research is also important
for its theoretical implications. To the extent that
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results of studies conducted across a number of
different ethnic/cultural groups point in similar
directions, the findings might be regarded as uni-
versal or possessing a greater degree of validity,
which should have a greater chance of enhancing
our understanding of the underpinning for the dis-
ease processes, or for the effectiveness and utility of
the intervention methods. Results that diverge
across cultural/ethnic groups, on the other hand,
would require rethinking regarding the validity of
the original theories or hypotheses, and further
exploration into mechanisms that might be respon-
sible for such discrepancies. Thus, cross-cultural
biological research represents a very powerful (but
often neglected) tool for psychiatric research. Its
results can also be very helpful in the development
of future research directions and guiding clinical
practice.

In this chapter, current research on the relation-
ship between cultural psychiatry and biological psy-
chiatry, including knowledge of ethnic and cultural
difference and similarities of disease susceptibility,
interpretation of neurobiological correlates and
responses to psychopharmacotherapy will be
reviewed.

Culture and disease susceptibility

Cross-cultural/cross-ethnic variations in the preva-
lence and pathogenesis of medical diseases are
commonly observed and well documented. They
include not only relatively rare genetic disorders,
but also malignancies as well as many ‘common
disorders’. For example, sickle cell anemia is more
prevalent in sub-Saharan black Africans and
African-Americans. Tay-Sach disease is relatively
more common (although still rare) in Ashkenazi
Jews as compared to Sephardic Jews and non-Jews
(Charrow, 2004). There are also reports of cross-
cultural differences in the prevalence of common
disorders such as cardiovascular diseases, diabetes
mellitus, thyroid autoimmunity, obesity, osteoar-
thritis, various kinds of malignancies, and infectious
diseases (Polednak, 1989).
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Above and beyond the issue of cross-ethnic var-
iations in the prevalence of diseases, culture and
ethnicity also significantly influence symptom
manifestations, clinical course, outcome and treat-
ment responses. For example, mortality after heart
failure is lower in Japanese population than in
Caucasian patients (Sasayama, 2004). In African-
Americans, the prevalence of hypertension is dis-
proportionately high, leading to higher rates of
stroke, renal disease, heart failure and other end
organ manifestations (Blaustein and Grim, 1991).

Seemingly paradoxically, much less information
has been available on cultural/ethnic variations in
the epidemiology and phenomenology of psychia-
tric disorders, perhaps due to a prevailing belief in
the universal nature of the biological processes
underpinning psychiatric diseases. However, in
recent years, prominent scholars in the field have
started to question such an assumption, pointing
out the presence of biases in psychiatric research,
both at the researcher and the institutional levels,
in over-emphasizing cross-cultural similarities
(Lawson, 1986). For example, Kleinman convin-
cingly argued that this was exactly what happened
with regard to most, if not all, of the cross-cultural
and cross-national studies on schizophrenia and
depression sponsored in the last three decades by
the World Health Organization (Kleinman, 1988). At
different levels, including study designs, subject
selection and the interpretation of the results,
these studies showed strong biases towards finding
the wuniversality of psychiatric disorders, as
expected. Together, they serve as good examples
on how powerful cultural influences (in this case,
professional culture) are influencing psychiatric
research itself.

This notwithstanding, emerging data suggest that
culture and ethnicity represent powerful forces in
determining risks for psychiatric morbidity. For
example, substantive reports demonstrated
increased rates of schizophrenia and mania in
African-Caribbean populations in England (King
et al., 2005). African-Caribbean patients with schiz-
ophrenia show more affective symptoms, and a
more relapsing course with greater social disruption

but fewer chronic negative symptoms, than White
patients (Harrison et al., 1988; King et al., 1994;
Bhugra et al., 1997; Sharpley et al., 2001). In studies
where the susceptibility of schizophrenia seems to
be similar across cultures, questions regarding the
prevalence of subtypes that may have divergent
neurobiological correlates remain to be scrutinized
(Marcolin, 1991). Besides schizophrenia, reports
also showed cultural variations in the risks of
mood disorders. For example, a recent study
reported that Jewish males had significantly
higher rates of major depression than Catholics,
Protestants, and non-Jews (Levav et al., 1997). In a
study examining ethnic characteristics of mental
disorders in US, researchers found that Blacks
were significantly less likely than Whites to have
major depressive episode, major depression, dys-
thymia, obsessive-compulsive disorder, drug and
alcohol abuse or dependence, antisocial personality
and anorexia nervosa, but they were significantly
more likely than Whites to have phobia and
somatization (Zhang and Snowden, 1999). Lifetime
prevalence rates of schizophrenia, obsessive-
compulsive disorder, panic and drug abuse or
dependence were significantly lower among
Hispanics than among Whites. Asians also had
significantly lower rates than Whites of schizophreni-
form, manic episode, bipolar disorder, panic,
somatization, drug and alcohol abuse or depend-
ence and antisocial personality (Zhang and
Snowden, 1999). Similarly, the present research of
suicide behaviour showed a variety of suicide rates
across different regions of the world (Marusic,
2005).

Except for the ‘rare’ genetic diseases mentioned
above, genetic factors that might contribute
towards these observed ethnic variations remain
unclear. However, along with the prominent pro-
gress in the search for the ‘susceptibility genes’ for
major psychiatric disorders, it has become clear that
most, if not all, of the prevalence of the genetic
polymorphisms with demonstrated links to these
disorders vary significantly across ethnic groups.
For example, the catecholamine-O-methyltransferase
(COMT) allele has been reported to account for



4% of the risk of schizophrenia (White et al., 1976;
Bassett and Chow, 1999; Egan et al, 2001), and
5-HT transporter gene-linked polymorphic region
(5-HTTLPR) polymorphism is associated with the
development of a number of conditions, including
depression, suicidality, impulsivity and alcoholism
(Lesch et al., 1996; Arango et al., 2003). The distri-
bution of both genotypes vary substantially. For
example, the s allele of the 5-HTTLPR ranges from
25% in African Americans to 75% in East Asians
(Patkar et al., 2002; Smits et al., 2004)). However,
the relationship between the variations in these
‘susceptibility genes’ and the reported differences
in the prevalence of corresponding psychiatric dis-
orders remain to be further clarified.

Besides genetic predispositions, it also stands to
reason that influences of culture on biological pro-
cesses could also lead to disease susceptibility.
Recent advances in neuroscience have made it
clear that the brain is extremely plastic throughout
an individual’s entire life, and environmental (not
only physical, but to an even greater extent, social)
forces constantly shape and reshape the function
and structure of the brain (Huttenlocher, 1979;
O’Leary et al., 1981; Hoffman and Dobscha, 1989).
This plasticity is even more evident and extensive
during infancy, early childhood and even adoles-
cence. Animal studies as well as limited research
on humans have demonstrated that learning produ-
ces lasting changes in neuronal architecture and
alterations in gene expression (Hoffman and
Dobscha, 1989). Despite the remarkable harmoniz-
ing effect of ‘globalization’, different contemporary
cultural systems continue to exert powerful effects
in differentially shaping the social, as well as phys-
ical, environment of human beings (Bhugra et al.,
1997). Variations in methods of childrearing and
education, as well as cultural influence on child-
hood experiences through other mechanisms, can
thus play an important role in the neurodevelop-
ment and maturation, and influence the whole
nervous systems.

As important as these cross-ethnic findings are,
caution needs to be exercised in their interpretation,
since much remains to be further developed in

Culture, ethnicity and biological psychiatry

75

terms of cross-cultural research on the incidence
and prevalence of psychiatric disorders. Cross-
cultural clinical and epideminological studies
continue to be plagued by case definition, reporting
biases and other nosological problems. Variables
such as education, gender, age, language of the
patient and socioeconomic backgrounds can all
influence diagnosis, case identification and symptom
reporting in different cultures. Because of these limi-
tations, findings and discussions regarding cultural/
ethnic differences in the prevalence of psychiatric
morbidities must be regarded as tentative at this
point, requiring further clarification with ingenious
research designs and approaches.

Ethnicity, culture and biological markers

As we make significant advances towards a better
understanding of the pathophysiology of major psy-
chiatric disorders, it is important to keep in mind
that, in other branches of medicine where ‘biolog-
ical markers’ have long been available, substantial
variations in the distribution and clinical relevance
of these markers exist across cultural/ethnic groups.
Thus, contrary to prevailing assumptions, the role
and meaning of biological traits and states in rela-
tion to the etiology, pathophysiology and clinical
course of diseases are not necessarily identical or
even similar across populations. Examples range
from HLA typing to biological correlates of common
disorders including hypertension and diabetes, and
biomarkers associated with various types of malig-
nancies (Polednak, 1989). Paralleling this, recent
genomic studies have shown that ‘candidate
genes’ identified in a particular ethnic group often
do not work in the same way when examined in
other ethnic populations. Such ‘population stratifi-
cation’ effects are so prevailing and so likely mis-
leading in genomic studies that various methods
have been developed in the last decade to deal
with the problems (Hutchison et al., 2004).
Although relative to other branches of medi-
cine, the search for biomarkers in psychiatry still is
in its infancy, emerging data have shown that
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ethnic/cultural factors represent similarly impor-
tant issues to be considered. In the following, rele-
vant literature will be reviewed and summarized.

Schizophrenia

Etiology of schizophrenia may be heterogeneous
and caused by interplay of various genetic and envi-
ronmental factors (Crow, 1980; Tsuang et al., 1990;
Garver, 1997). As other diseases of complex etiology
often show marked cross-cultural varieties, it is rea-
sonable to assume that the same situation exists in
schizophrenia. Further, such complexity would be
reflected in proposed biological markers for such a
condition. Possible biologic markers for schizophre-
nia that have been reported include dopamine and
monoamine oxidase (MAO) activity, creatinine
phosphokinase activity, serotonin concentrations,
frequency of human leukocyte antigen (HLA) type,
and catecholamine metabolism (DelLisi et al., 1980;
Luchins et al., 1980; Jackman et al., 1983; Bridge
et al., 1984). A neural diathesis-stress model of
schizophrenia also proposes that stress augments
the effect of the HPA axis on dopamine synthesis
and receptors (Walker and Diforio, 1997). However,
to date, there are only sporadic reports describing
cultural/ethnic differences of biological measures
in schizophrenic patients. Most studies regarding
the biological markers of schizophrenia did not
include cross-cultural comparisons (regrettably,
they often did not even describe subjects’ ethnic/
cultural backgrounds) (Lawson, 1986). The findings
include the following: (1) platelet serotonin concen-
trations were found to be increased in African-
American schizophrenic patients compared to
African-American control subjects, with no differ-
ences found between Caucasian patients and
Caucasian control subjects, nor between African-
American and Caucasian patients with affective dis-
orders (Jackman et al., 1983) ; (2) ethnic contrasts in
platelet and lymphocyte monoamine oxidase activ-
ity have been also reported. A significant correlation
was found between low MAO activity and persis-
tence of schizophrenia symptomatology among

Caucasians but not among African-Americans
(DeLisi et al., 1980; Bridge et al, 1984); (3) an
increase in HLA-A2 antigen frequency had been
seen among African-American schizophrenia patients
as compared to their Caucasian subjects (Luchins
et al., 1980); and (4) Asian schizophrenia patients
had significant higher catechol-O-methyltranferase
activity than their Caucasian counterpart (Rivera-
Calimlim and Reilly, 1984).

On the other hand, in other studies where the role
of ethnicity was examined, there appeared to be no
substantive differences in regard to the role of some
of the proposed biomarkers of schizophrenia. For
example, both Asian and Caucasian patients with
higher plasma homovallilic acid (HVA) concentra-
tions had better response to haloperidol treatment.
Together, these findings point to the complexity of
the relationship between biomarkers and disease
states, and demonstrate the importance of consid-
ering ethnic/cultural factors in such investigations
(Chang et al., 1990).

Depression

The search for biological markers for depression has
been intense for the past several decades, resulting in
voluminous reports indicating alterations in the func-
tion of neurotransmitter systems, especially the sero-
tonin, norepinephrine and cholinergic systems, as
well as disturbances in the hypothalamic—pituitary—
adrenal (HPA) axis (Rubin et al., 1987; Richelson,
1991). Seen in such a context, relatively little attention
has been paid to the application of these findings
vis-d-vis ethnicity and culture. The extant literature
in this regard is largely focused on two of the most
commonly studied biologic markers of depression:
the dexamethasone suppression test (DST) and
sleep EEG abnormalities, especially shortened rapid
eye movement (REM) sleep latency (Rush et al., 1982).

Dexamethasone suppression test is one of the
most studied biological markers of depression
(Carroll et al., 1981). Although the value of this test
in clinical use is not as robust as initially hoped for,
the development of DST represented a major



breakthrough in the history of biological psychiatry,
leading to generations of ever more sophisticated
studies on the HPA axis and the pathophysiology
of depression. Abnormal DST response rate has
been generally reported to be approximately 50%
in patients with major depression (Rush et al,
1982). However, according to Escobar, ‘Anglo’ sub-
jects had more than twice the rate of DST non-
suppression compared with African-American
and Hispanic patients, all of whom were diagnosed
as having major depression (Staner et al., 1994).
However, no control subjects were included in this
study. Therefore, the specificity and diagnostic con-
fidence for each cultural group could not be calcu-
lated. A World Health Organization (WHO) study of
541 subjects with major depression and 220 control
subjects was conducted in 13 sites (Escobar et al.,
1984). They found nonsuppression rates of 71% in
Copenhagen (presumably mostly Caucasian sub-
jects) and 15% in Moscow (ethnicity unknown).
The rates in Japan sites (Nagasaki and Sapporo)
were relatively low at 21% and 23% non-suppression
rates, respectively, followed by an African site (25%)
and the Californian site (42%; ethnicity unknown).
On the other hand, studies in Taiwan showed some
different results. An inpatient DST study conducted
showed high non-suppression rates ranging from
59% to 67% (Coppen et al., 1984). However, another
study examined in the outpatient revealed an
extremely low non-suppression test rate of 7%
(Hwu et al., 1987; Lu et al., 1988). One of us and his
colleagues had examined the HPA axis function of
depressed patients and normal controls in four
ethnic groups. The results show, overall, depressed
patients tended to have higher HPA axis activity
than normal controls. Groups of African-American
subjects tended to have higher baseline urinary cor-
tisol level but lower free cortisol levels than other
ethnic groups. The Chinese and White patients with
prominent fatique showed lower postdexametha-
sone cortisol level than the other ethnic groups
(K. M. Lin, R.E. Poland, unpublished data. 2001).

It is well established that alterations in sleep pat-
terns are commonly presented in depressive disor-
ders. Total sleep time, sleep efficiency and rapid eye
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movement (REM) latency are all reduced during
depression (Hwu et al., 1985). In contrast, the pro-
portion of REM sleep in total sleep time is increased
in depression (Thase et al, 1996). Among these,
shortened REM sleep latency is a widely studied
biologic abnormality associated with major depres-
sion. Data showed that there may be ethnic differ-
ence in the architecture of sleep. One study by the
WHO reported on sleep EEG abnormalities at eight
different sites in Europe, North America and Asia
(Kupfer, 1995). In this study, the REM latency was
shorter in depressed patients from Tokyo and
Mexico City than in depressed patients from other
sites. These sites presumably represented persons
of varied ethnicity. A more recent study focusing on
the African-American race in depression showed
that African-American patients with depression
had less total sleep, less slow-wave sleep, more
stage 2 sleep, and lower REM density than White
patients who had similar clinical symptom profiles
(Mendlewicz and Kerkhofs, 1991). There were two
studies about the EEG changes in depressed
patients and healthy controls from four ethnic
groups (Giles et al., 1998). In that study, African-
American subjects showed more stage 1 and stage
2 sleep but less stage 4 sleep. The Hispanic subjects
had higher REM density than Asian and White
patients. Among depressed patients, the African-
American and Asian subjects had less total REM
sleep and shorter REM duration during the first
three REM episodes but longer REM duration dur-
ing the fourth REM episode, compared to the white
and Hispanic subjects. These findings suggest that
there are significant cross-ethnic differences in
sleep patterns in depressed patients, especially in
the REM measures and depth of sleep. However,
etiological interpretations of these findings are still
needed.

Substance abuse

Many biological markers have been used to detect
or evaluate substance-use disorders or substance-
induced disorders. Some examples include abnormal
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Fig. 6.1. A schematic model for studying culture-biology interactions.

liver function tests, increased RBC mean corpus-
cular volume, evidence in blood and urine, clinical
signs of intoxication or withdrawal. One study of
alcoholism showed that carbohydrate-deficient
transferring was higher in African-American alco-
holic patients than Caucasian alcoholic patients
who consumed comparable amounts of alcohol
(Poland et al., 1999; Rao et al., 1999). There has
also been much research on cultural differences
in ethanol metabolism. Differences in the hepatic
isoenzymes involved in alcohol metabolism
between Caucasians and Asians have been linked
to cross-cultural variations in the response to alco-
hol and in the frequency of the ‘flushing response’
(Behrens et al., 1988).

Conclusions

The relationship between culture and biology in
psychiatry is complex (as shown in Fig. 6.1).
Disease vulnerability is decided by various factors,
including genetic and environmental influences.
People with different ethnic/ancestral backgrounds
possess divergent genetic profiles, leading to differ-
ential risks for specific disorders. At the same time,
people live in milieus (both physical and social) that
are shaped by cultural forces. Thus, it should not
come as a surprise that ethnicity and culture often

exert major influences on the onset, prevalence,
pathology, ‘natural course’ and treatment outcome
of various medical and behavioural problems, and
that biological markers proposed to be associated
with these conditions should be interpretation in
the context of culture and ethnicity. Biology is not
‘culture-free’, findings derived from the field of bio-
logical psychiatry need to be understood in the con-
text of culture and ethnicity to avoid misleading and
mis-interpretation.
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Ethnic inequalities and cultural capability framework in

mental healthcare

EDITORS’ INTRODUCTION

There is considerable evidence in literature, as has been
shown consistently in this volume, that rates of some types
of mental illness are higher in black and ethnic minority
groups when compared with others. This has been attri-
buted to a number of reasons, of which misdiagnosis keeps
being referred to. The explanations for ethnic inequalities
are multi-layered, and include social inequalities. A large
number of factors influence help seeking as well as clinical
assessments and outcomes of therapeutic consultations.
There is no doubt that values of majority cultures dramat-
ically influence these processes. Explanatory models held by
patients and carers will dictate which pathways to profes-
sional care they follow. Help seeking is also determined by
the personal, folk and social resources an individual has.
Bhui and Bhugra explore the major causes of ethnic
variations in the patterns of health-service usage, which
are many, and include cultural variations in explanations
of distress, knowledge about the local care systems, geo-
graphical and emotional accessibility of services. The cul-
ture of healthcare delivery can also influence attitudes
towards patients, their carers and their problems. There is
no doubt that these processes are mediated through social
and cultural factors, including lifestyle. They suggest that a
cultural-capability framework which assesses cultural iden-
tity, explanatory models, individual and organizational
dynamics with a clear emphasis on reflexivity in the assess-
ment may enable the clinician to engage cultural minorities
in decision-making and engagement in therapeutic alli-
ances. Inequalities in mental healthcare are particularly
stark in some clinical settings, such as forensic care or pri-
mary care. Some ethnic groups are over-represented in each
of these settings. Community and organizational factors
also play a role in help seeking, as well as dissatisfaction

Kamaldeep Bhui and Dinesh Bhugra

with such approaches. Inequalities in healthcare emerge
from consequences of the actions of individual practitioners
and organizational cultures working together. Cultural
capability includes sensitivity, awareness, empathy, knowl-
edge and adjustment to consultation and treatment accord-
ing to cultural factors if services are to be used effectively
by patients.

Introduction

Over two decades of British psychiatric research
demonstrate ethnic inequalities in service use, expe-
riences and benefit from services (Department of
Health, 2003). A similar picture is described in USA
studies; this confirms ethnic disparities in access
to services and interventions, as well as variations
in clinical outcomes (Snowden, 2003; US Depart-
ment of Health and Human Services, 2001; van Ryn
& Fu, 2003). A number of mechanisms are proposed
to explain the higher incidence of schizophrenia
among some black and ethnic-minority patients
and the higher rates of using inpatient care and
compulsory detention. These processes are medi-
ated, not uniquely through biological or genetic pre-
dispositions alone, but through social and cultural
mediators such as lifestyle, social networks, expect-
ations and attitudes to mental-health services, coping
styles and socio-cultural vulnerabilities (Sharpley,
et al., 2001). It is known that the culture influences
help-seeking behaviour and characteristic expres-
sions of distress (Bhui, Bhugra, and Goldberg, 2002;
Gater et al., 1991). It is also possible that the cultures
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of healthcare organisations and professional practice
can reduce access to desired interventions among
some ethnic groups; for example, coronary artery
bypass grafts and angioplasty are less frequently per-
formed for south Asians needing ravascularisation
for ischaemic heart disease (Feder et al., 2002). At
the same time, health professionals may impose
undesirable interventions on some ethnic groups;
for example, compulsory detentions among black
Caribbean people (Bhui et al, 2003). The major
causes of ethnic variations in the patterns of mental-
health service use are many. Although much of the
data upon which this paper is based arises from
the UK context, the potential explanations are of
importance in other countries including the North
American continent, where the data for black people
in the UK are mirrored in the reported service-used
data for African Americans (US Dept of Health and
Human Services, 2001).

Although much attention is given to ethnic
minorities and their contact with mental-health
services, migration alongside ethnicity must also
be considered as a risk factor for mental health
care. Ethnic variations of health status are often
explained away as being secondary to social
inequalities. Social inequalities are invariably evi-
dent following migration and resettlement. In par-
ticular, migrants who flee persecution have not
usually prepared for their residence in a new coun-
try, may leave their own country impulsively, and,
necessarily, seek employment to secure monies,
accommodation and food. Entering the employ-
ment market and social integration involves over-
coming obstacles such as language differences,
prejudice, and different work cultures. For profes-
sionals migrating to the UK to seek work, along with
migration rules there are distinct national certifica-
tion and regulation requirements, so their former
qualifications, income levels and status may be
eroded following the migration experience. Social
inequalities appear to be transmitted through
cultures and society; consecutive generations con-
tinue to face similar obstacles as those faced by
new immigrants, but their expectations and skills
in negotiating these obstacles are different. Berry

(1997) has outlined how bi-culturally proficient
migrants are more able to access resources, whilst
sustaining their identification with their culture of
origin. Thus an integrated cultural identity reflects,
and perhaps encourages, more successful adapta-
tion. However, the relationship between migration
and wealth is complex. Although migration controls
are usually in place to restrict immigration, so as to
limit the perceived drain on scarce resources, recent
data compiled by the Home Office in the UK show
that migration is actually profitable for host nations
(Dobson et al., 2001). Studies in Germany, the
United States and the UK show that foreign-born
people contribute more to the state in taxation than
they consume in benefits and social security.
Nonetheless, some groups fare badly. Caribbean-
origin black people have very high rates of unem-
ployment, whilst Bangladeshi and Pakistani people
have the lowest incomes in the UK. Unemployment
and other deprivation indicators are known to be
related to, and are possibly aetiological risk factors
for, mental-health problems (Fryers, Melzer and
Jenkins, 2003). Although social inequalities explain
a great deal of ethnic inequalities in health, they do
not fully explain these. Other factors, such as dis-
crimination, have independent effects (Nazroo,
2003). Cultures of adversity and impoverishment
shape opportunities for health gains through health
promotion, and choice over service use. National
policies attending to migrant well-being can inad-
vertently be detrimental if they encourage cultural
identities that are not adaptive, for example,
through an emphasis on assimilation: giving up
one’s culture of origin and adopting host cultural
values (Berry, 1997). In this context, this chapter
describes ethnic inequalities of access to mental-
health services in the UK, and then focuses specifi-
cally on methods to improve the cultural capability
of mental-health services and clinical practice.

Psychiatric and forensic services in the UK

There are higher rates of non-affective psychosis
among Black Caribbean people, with the highest
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rates in the second generation, so dismissing bio-
logical and genetic pre-disposition among black
people as a plausible explanation (Harrison et al.,
1988; Hutchinson et al., 1997; Sharpley et al., 2001).
Few studies have examined first-incidence data
among other groups, although some studies indi-
cate that South Asians in the UK are less likely
to use inpatient care but have a similar incidence
of schizophrenia (Gupta, 1991; King et al., 1994). A
consistent finding is that African-Caribbean people
have higher rates of psychiatric admissions, both
compulsory and voluntary, and over-representation
in psychiatric forensic services (Bhui, Christie and
Bhugra, 1995; Coid et al., 2000). This contrasts with
similar rates of psychosis (broadly defined) across
population samples of ethnic minorities (Nazroo,
1997). Over-engagement in forensic psychiatric
and general psychiatric services, when pre-
liminary data suggest similar rates of population
level psychoses, require explanations that reflect
different risk factors for African-Caribbean people,
and/or different pathways and influences on help
seeking and treatment options across ethnic
groups. Similar account needs to be given for
lower representation in inpatient care, despite
apparently similar risk of incident schizophrenia
among South Asians in the UK.

Such effects may be articulated by less social sup-
port leading to more crises contacts (Cole et al.,
1995) and delayed contact with services. It is possi-
ble that early care experiences, and failures of such
care, can become established patterns of interaction
with all carers, including service providers. So given
the higher rates of single parents and ‘within-family
unofficial fostering’ among Caribbean people, less
secure attachment (Arai and Harding, 2002) with
parental figures may be replicated in more avoidant
or distant relationships with services (Mallett et al.,
2002; Adshead, 1998).

Professional perceptions of greater risk among
black people may in part be fuelled by black people
not wishing to engage voluntarily. A consequence
is that more coercive and compulsory legal powers
are used (van Ryn and Fu, 2003). This tendency
not to reach an alliance may feed professionals’
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perceptions of dangerousness and criminality
(Lewis, Croft-Jeffreys and David, 1990), by public mis-
trust of mental-health services (Mclean, Campbell
and Cornish, 2003; Sainsbury Centre for Mental
Health, 2003), and by patients’ dissatisfaction with
services (Parkman et al., 1997). An additional contro-
versy is to what extent diagnostic uncertainty can be
attributed to ethnic variations in affective and non-
affective symptom prevalence (Kirov and Murray,
1999; Hickling et al, 1999). These studies suggest
more ‘manic’ or ‘excited’ presentations among Car-
ibbean origin people, perhaps with greater religious
flavour (Littlewood and Lipsedge, 1998). If black peo-
ple are presenting in crisis more often than other
cultural groups, and there are ethnic variations in
the symptoms being presented, then clinical assess-
ments among black people are more often con-
ducted in crisis, a situation that is not conducive to
weighing complex decisions. Consequently, crises
will generate more conservative and risk-adverse
approaches to clinical management.

Actual differences in levels of past violence,
aggression or offending behaviour may also explain
the tendency of professionals to be less tolerant of
voluntary treatment or voluntary disengagement
among black people (Wessely, 1998). So, if the risk
factors among minorities militate against voluntary
treatment, then this may explain the excess com-
pulsory admission rate and over-representation
in specialist and forensic care. Yet, recent data on
mental-health act admissions showed that Carib-
beans were no more likely to have violent presenta-
tion or substance misuse problems when admitted
to prison or to secure psychiatric facilities (Bhui
et al., 1998; Lelliott, Audini and Duffett, 2001). A
similar picture emerges when looking at data on
forensic populations. A national cross-sectional
study of over 3000 prisoners found that fewer
Black and South Asian male prisoners reported
childhood traumas and conduct disorder (Coid
et al., 2002b). Fewer black people received previous
psychiatric treatment compared to whites. Different
rates of offending and lower rates of psychiatric
morbidity may explain the relative excess of sen-
tenced black prisoners in comparison with white
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sentenced prisoners (Coid et al., 2002a). In a study
of men remanded to Brixton Prison, in comparison
with White men, the courts were less likely to seek
a psychiatric report among black people (Black
African, Caribbean, and Black British combined:
20%—-28%; white 41%). Black people were more
likely to be identified as needing a psychiatric report
at the time of reception into prison (Black African
and Black Caribbean: 50%-59%), whilst Black Brit-
ish people, specifically, were more likely to be iden-
tified as having a mental-health problem in the
courts, at reception to the prison, or later during
the remand whilst on the prison wings (Bhui et al.,
1998). This tendency to not be identified to have
a mental-health problem until in the prison, or at
least after court appearance, was confirmed by Coid
etal., 2002b. So, black sub-groups may have distinct
experiences that are patterned according to their
identity (Black British vs. African Caribbean self-
rated identity), and if there appear to be few risk
factors for aggression, other than specific offences,
what can account for the over-representation in
forensic and secure services?

Are black people less likely to comply with
conditions of bail, or to come back for outpatient
appointments? Black people are more dissatisfied
with consecutive contacts with inpatient admission
environments (Parkman et al.,, 1997), and so may
fear voluntary engagement with agencies of which
they are suspicious and in which they have little
confidence (Sainsbury Centre for Mental Health
2003; McLean et al., 2003). This may explain more
absconding from inpatient care (Falkowski et al.,
1990) and less likelihood of voluntary engagement
in community programmes of mental-health care.
An alternative explanation is that there are ethnic
variations in perceptions of what constitutes mental
illness. For example, Pote and Orrell (2002) report
that African Caribbean people were less likely
to view ‘thought disorder’ as pathological; Ban-
gladeshis were less likely to conclude that hallu-
cinations and suspiciousness were mental-health
problems. Therefore, some of the objections of
specific ethnic groups may be explained by diver-
gent professional-patient conceptualisations of

what constitutes a mental-health problem. Bhui
found ethnic variations in explanatory models for
common mental disorders, and ethnic variations
in general practitioners’ assessments of common
mental disorders (Bhui et al., 2002) thus leading to
uncertainty in clinical encounter. Faced with uncer-
tainty about the patterns of symptoms presented by
culturally different groups, clinicians may also be
influenced by the social circumstances of patients.
Lower patient incomes, more severe disorders and
less experienced physicians, are all reported to be
more commonly found by ethnic minorities pre-
senting to services and explain less psychosocial
talk in the consultation (Cooper-Patrick, et al., 1999).

Primary care

A systematic review of the evidence on ethnic vari-
ations in access to specialist psychiatric care con-
cluded that African-Caribbean groups are more
likely to be referred to specialist care by GPs, and
least likely to be recognised to have a mental disor-
der in primary care (Bhui et al., 2003). South Asians
are more likely to visit their general practitioners,
are considered to present somatic manifestations of
mental distress more commonly than other groups,
are less likely to have a recognised mental disorder
than White groups, and even if this is recognised,
they are the least likely to be referred to specialist
care by GPs (Bhui et al., 2003). van Ryn and Fu (2003)
using data from the USA, describe a valuable schema
for understanding cognitive distortion in the assess-
ment of perceived clinical needs and risks among
ethnic groups. They argue that such errors of judge-
ment are influenced by provider beliefs about help
seeking and providers’ interpretation of symptoms;
these influence diagnostic practice, decision-making
and the recommended choice of interventions.
Help-seeking behaviour itself can shape the
response of providers, and the provider behavi-
our can, in turn, shape the presentation of symp-
toms. For example, it is known that the earlier a
physical symptom is presented in the primary-care
consultation, the more likely it is that the general
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practitioner assigns a physical diagnosis (Tylee
et al., 1995). A study of primary-care presenters in
South London demonstrated that, for similar levels
of common mental disorder (anxiety and depres-
sion combined), general practitioners more often
assigned a mental illness label to White English
people than to Punjabi Asians, who, despite having
similar levels of somatic symptoms, were more
often assigned a somatic-illness label in accordance
with the general stereotype (Bhui et al., 2001). Thus,
general practitioners’ expectations, congruent with
their gatekeeper role, and their reliance on physical
idioms of distress, lead them to underestimate the
severity of common mental disorders among South
Asians (Kirmayer, 2001; Bhui et al., 2003).

Encountering physicians of a different race/eth-
nic group has been shown to be associated with
distrust and a lack of satisfaction among African
Americans in the USA (Corbie-Smith, Thomas and
St George, 2002; Doescher et al., 2000). In contrast, a
British study of primary-care presenters found that
GPs of South Asian background were not better at
recognising mental disorders among South Asians
(Odell et al., 1997, Jacob et al., 1998). Indeed, South
Asian GPs were poorer at recognising mental disor-
ders among South Asian patients than were GPs
of other cultural backgrounds (Odell et al., 1997).
Similarly, from a pool of South Asian GPs, Punjabi
and non-Punjabi GPs were equally able to recognise
common mental disorder among Punjabi or non-
Punjabi patients, but South Asian GPs were less
effective in recognising common mental disorders
among English women (Bhui ef al,, 2001). Thus
gender—culture consultation dynamics are equally
important to assess.

Despite international research showing that there
are a finite number of emotions that are recognised
in all societies and cultures (surprise, disgust, fear,
anger, contempt, happiness and sadness (Shiori
et al., 1999), it is known that the accurate recogni-
tion of these emotional states varies with culture of
the observer (Elfenbein and Ambady, 2002, 2003;
Shiori et al., 1999), and becomes more precise the
greater the exposure to the cultures in which emo-
tions are being assessed. It may be that, when
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assessing emotional states across cultures and
socio-economic groups, the emotional content is
not fully appreciated, and that such fine-grain omis-
sions account for some of the dissatisfaction of eth-
nic minorities.

Community and organisational factors

Consultation outcomes do not rely only on patient
characteristics, but also on clinician characteristics,
and organisational factors. The knowledge, skills
and resources of the care provider interact with
those of the patient, leading to a complex negotia-
tion of meanings and actions during and after a
consultation. These negotiations are constrained
by the values each participant brings to the consul-
tation, and the expected role each participant
assumes. The care provider has the additional con-
text of their organisation culture, and its policies,
ethos and flexibility (orlack of it). Yet, all patients do
not become patients until they elect to consult
health professionals. Before this they may consult
the community’s social and folk sector of healthcare
provision, in which family, friends and folk healers
are active agents (Kleinman, 1980; Grewal and
Lloyd, 2002). Different cultural groups have differ-
ent explanatory models that dictate distinct recom-
mended pathways to secure care and recovery.
Help-seeking from healthcare services may there-
fore be triggered at quite different stages of the
access chain by people from distinct cultures.
Furthermore, communities and individuals from
distinct ethnic groups have coping strategies and
resiliency promoting behaviours/beliefs that may
also mediate quite distinct pathways into care and
recovery (Sproston and Bhui, 2002).

Some organisations can foster and display benefi-
cial levels of cultural awareness and competency to
manage the health and social care needs of ethnic
minorities, whereas others simply function in a col-
our and culture blind approach and offer a fixed
package of interventions and delivery systems,
irrespective of culture (Cross et al., 1999). Cross
et al., (1999) asserts that there are six stages in the
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progression from cultural destructiveness, through
incapacity, blindness, pre-competence, competence,
and then proficiency. Might such findings reflect
discrimination? Discrimination can be defined on
the basis of individual prejudicial intentions of health
care providers, or by organisational policies and pro-
cedures, which compound distress, do not address
existing healthcare needs and perhaps even add
to healthcare needs through neglect. Not all inequal-
ities of access are necessarily discriminatory, or
undesirable. For example, the lower recognition of
mental disorders among South Asian patients by
general practitioners may, in fact, be the outcome
of a shared decision by GP and patient not to proceed
with referral to specialist care. Such a decision is
not necessarily thought about in an explicit manner,
but emerges through the negotiated and contested
meanings and values and expectancies that arise in a
consultation. For example, the different assessments
among South Asians in primary care may reflect
cultural idioms of distress that do not trigger the
same concern in a GP as might more classic com-
plaints of depression and suicidal thinking presented
among White British patients. GPs generally act to
exclude serious mental illness, and do not always
consider anxiety and depression to be serious as
confirmed by studies showing that GP assessments
of depression have high specificity but low sensitivity
(Bhui, Bhugra and Goldberg, 2000; Chew-Graham
et al., 2002; Jacob et al., 1998). Such processes, even
if they involve a shared decision between GP and
patient, may deprive some patients of appropriate
and timely interventions, although this may be
explained away as patients exercising choice in
accord with their culturally determined belief sys-
tems (Sproston and Bhui, 2002). The dilemma is
whether to impose a medical, psychiatric, or socio-
logical intervention, each with attendant risks and
benefits. Or, go along with culturally unique explan-
ations and prescriptions of treatment, for example, to
alter diet to improve mood, risking chronicity, sui-
cide attempts, loss of job and relationship difficulties.

An alternative cause of poorer outcome for
minorities may be that the interventions, service
delivery systems and access issues are irrelevant

because an accepted intervention is ineffective in
a specific ethnic group. This could be considered
as an issue in the use of talking treatments for some
ethnic groups who do not see this as a relevant part
of recovery, wanting more immediate instrumental
action to assist with housing, benefits, employment
and prejudice (Fenton & Karlsen, 2002). Or, an
intervention may not be as effective or carry with
it adverse consequences that diminish its value
as an intervention when applied to other cultural
or ethnic groups. For example, differing profiles
of drug metabolism and drug efficacy in different
cultural groups means that Asian people need lower
doses of anti-psychotic, and that African-Americans
can benefit from smaller doses of antidepressant
(Bhugra & Bhui, 2001; Lin, Anderson & Poland,
1995). A lack of knowledge about these issues
can lead to a poorer experience of service contact
for some ethnic groups, and some may not be will-
ing to tolerate future bad experiences leading to
disengagement. This will not foster confidence
among patients who feel that their complaints are
unheard. Complaints about medication being
sedative, or causing side effects may have a phar-
macological basis, but may also reflect differing
attitudes to medication as a way of controlling emo-
tions. For example, among Sikh and Islamic scrip-
tures the use of intoxicants to control suffering, as
opposed to devotion to God to overcome and toler-
ate suffering, is condemned (Bhui, 1999). Under the
influence of such teachings, and spiritual practices,
medication and physicians are subordinate to
supernatural influences, and so medication is
avoided. Therefore, evidence-based interventions
may not lead to equal benefit or be equally accept-
able as an intervention.

Inequalities in outcome can not always be con-
sidered organisational failures to deliver effective
services. However, if ethnic minorities do not feel
that mental-health services are there to serve their
best interests, how can they subject themselves
to this system of care of which they are suspicious?
Professionals may justify this as an inevitable
part of the care of the mentally ill. Nonetheless, it
does leave the impression among the public that
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liberty is threatened, choice is removed and inap-
propriate or ineffective treatments might be forced
upon them.

Inequalities are consequences of the actions of
individual practitioners and organisational cultures
acting together. Social exclusion is mirrored in the
economy of healthcare manifesting as alienation,
non-participation and an absence of public corpo-
rate ownership which erodes any effort to provide
services by consent. The service-user movement
largely ensures accountability and participation,
rather than any promise of improved clinical out-
comes (Crawford et al., 2002). Such approaches, if
fully inclusive of ethnic minorities, may actually
improve the inequalities of access, not due to
changes in individual action by care providers, but
by differing thresholds for patients to subject them-
selves to voluntary treatment mediated by more
trust and ownership in the system of care. Such
action will also ensure that the values and organisa-
tional practices that oppress are open to persistent
transformation leading to more attractive and
acceptable practices. Such a shift in values of organi-
sations may also lead to a shift in professional val-
ues. The whole movement in cultural psychiatry,
once a marginalised speciality, has now raised
fundamental questions about the constitution of
mental healthcare. Thus, it holds lessons for mental-
health care generally, and any service solution will
reap benefits for all patients, and not only those
from the minority groups.

Cultural capability, policies and practice

Every single patient has culture as does every single
mental-health professional. Thus an understanding
of cultural values and factors is the basic first step
in understanding what the patient is going through.
Clinicians may over- or under-diagnose illness
behaviours if they are not aware of what is seen as
normal and what is seen as deviant in that particular
culture. Without knowing the norms of the patient’s
culture, the clinician is not always likely to assess
cognition and affect. Thus, sharing ethnicity and
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cultural background may help somewhat but it can-
not be taken for granted that this would help.
Understanding the experiences, the ethnographic
accounts and the impact of the patient’s cultural
peers can help. Knowing the patient’s culture’s sour-
ces of power whether these are political, economic
mythological is useful. An awareness of patient’s
socio-cultural milieu (within which the individual
lives and functions) is essential in understanding
the idioms of distress, pathways into care and psy-
chopathology, and may also help in increasing treat-
ment adherence. Understanding the patient’s
cultural framework of reference enables the clinician
to empathise with the distress. The tendency is to
project different social images or personality types
when using different languages (these could equally
be language of clinical transaction). We recognise that
for the patients to speak another language (secon-
dary language) may have uncertain consequences
for the clinical encounter. Bilingual patients may
choose to withhold information if they are inter-
viewed only in their secondary language. They may
not be able to express affect easily but may express
facts easily. Cultural framework of reference thus has
to incorporate the individual's functioning within
which language is a firm part of the identity. The
choice of language combined with ‘medical’ or tech-
nical language will bring problems of its own.

Certain aspects of the mental-state examination
cannot be translated, e.g. ambivalence, social with-
drawal. A critical first step in the clinical encounter
is for the mental-health professional to identify
and recognise the cultural dimension by becoming
aware of his or her own cultural encumbrances.
Patients may well have strong feelings about their
culture and about the culture of the mental-health
professional they are facing. These feelings can be
positive as well as negative.

Cultural relativism relates to the differences in
beliefs, feelings, behaviours, tradition, social practices
and technological arrangements that are found among
diverse people of the world (Fabrega, 1989). Using
biopsychosocial approaches means that the clinician
must be aware of relativist values. Fabrega’s argu-
ment is that both psychiatric illness and culture
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meaningfully implicates humans as holistic and sym-
bolic creatures. By arguing for the importance of
specific social and cultural factors in the content,
experience, expression or distribution of a psychiatric
or other illness, a relativist is committed to a qualita-
tive, descriptive and ethnographic approach in under-
standing the patient’s experiences. Understanding
social factors such as inequalities in employment or
housing and cultural factors such as role of family,
child-rearing practices, religions and dietary taboos
will enable the mental-health professional to speak in
a language the patient feels comfortable with. Simply
ticking boxes to say that mental-health professionals
are culturally capable will not do.

In order to address inequalities of access to serv-
ices and experiences of services, there have been calls
for cultural sensitivity, awareness and more recently
for cultural competency of all professionals. ‘Cultural
competency’ is often reduced to knowledge about
specific cultural groups, and tends to be applied con-
cretely as if competence were a static entity that
once acquired can be taken for granted. More
recently, the term ‘cultural capability’ has been
adopted. This includes elements of ability in more
general term, referring to possession of skills, knowl-
edge, and powers, or something being possible.
Capability also refers to the possession of an apti-
tude, especially one that derives from person’s char-
acter. It includes (i) awareness, (ii) competency
around particular tasks, skills, knowledge, and atti-
tudes to practice and (iii) the ability to progress learn-
ing in new situations. Thus it mandates reflective
practice, continuing professional development, the
acquisition of transferable skills and self-efficacy in
learning. It is relevant not only to cultural working
practices, but to all mental-health care, and indeed
all professional care (Table 7.1; Sainsbury Centre for
Mental Health, 2003), but specific modifications
and programme enhancement are necessary for a
comprehensive culturally capable workforce to be
developed. Through such a programme, the detai-
led competencies can be set within a framework
of culturally capable practice that will adapt to new
populations to make possible a truly multi-culturally
effective service.

Table 7.1. Capability framework

B Performance: what people need to possess and what
they need to achieve

B Ethical: integrating knowledge, values, and social aware-

ness into professional practice

Reflective practice

Implement evidence based interventions

Lifelong learning

Negotiate above principles with new cultural frame of
reference, ethical values and absence of evidence base

These issues have been under continuing consi-
deration for over two decades. In the UK, the
Department of Health recently launched Inside/
Outside, a framework for the eradication of ethnic
inequalities of mental-health care that goes far
beyond service provision. This document empha-
sises not only cultural capability by developing
the workforce, but also encourages measures to
improve public mental health and community
resilience by recommending significant invest-
ments in community development workers to
promote well-being, community inclusion and
improved communication as well as routes to
influence service development. There is also a
framework for research, which promises more eth-
ical research studies with more equitable funding
of projects. The impact of this policy document is
yet to be assessed; however, one of the unique
aspects of this policy is that it was put out to a
national consultation that specifically targeted
Caribbean-origin black people, South Asians, and
Chinese people including service users and carers.
A policy document titled Delivering Race Equality,
following Inside/Outside, placed more emphasis
on organisational strategies, and the use of the
Race Relations Amendment Act as a lever to ensure
compliance. These policies considered in isolation
demonstrate different facets of a necessary process
to eradicate ethnic inequalities, and provide more
appropriate care.

The American Psychiatric Association sets out how
to undertake a cultural formulation to enhance
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existing practices when assessing mental status of
patients (Griffith, 2002). This emphasises enquiry
about cultural identity and explanatory models.
This should take place alongside an assessment of
the impact on the therapeutic relationship of culture
of the professional and/or patient. Cultural factors
related to the socio-cultural environment (discrimi-
nation, unemployment, asylum laws) should also be
considered as factors that impact on mental health.
Finally, there should be an overall statement outlin-
ing any culturally relevant aspects of diagnosis and
treatment. Professionals should take particular care
to ensure that the rationale for the treatment is
understood, and does not break any cultural taboos,
or undermine any cherished cultural beliefs, as this
may lead to potential non-compliance. Most impor-
tantly, any further investigations that are necessary
should be stated explicitly, including the gathering of
more information and assessment with voluntary or
specialist providers. Tseng (2003) sets out different
perspectives of cultural capability: sensitivity, aware-
ness, empathy, knowledge, adjusting the relationship
between a patient and the mental-health profes-
sional and treatment modifications. These descrip-
tions are essentially clinical practice-based solutions.
Bhui & Bhugra (1998) extended individual practice-
based solution to ones involving the community, vol-
untary organisations, and independent providers,
including experiential, behavioural, cognitive behav-
ioural, motivational systems of learning that take
account of subjective experiences of distress. Bhui,
Christie & Bhugra (1995) outlined how opportunities
to address discrimination experiences within services
had to be enshrined in equal-opportunities policies,
alongside flexibility in the interventions and service
components that were available, in accordance with
the most effective model of culturally capable serv-
ices as defined by Moffic & Kinzie (1996). They argue
for innovation in service structures and styles of deliv-
ery to optimally manage distress in the cultural group
of interest. The emphasis on removing the organisa-
tional constraints to culturally capable practice are
now more evident; there is a greater focus on values
and attitudes, and reviewing changes in the charac-
teristics of organisations (Bhui, 2002; Siegel et al,
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2003). These approaches mandate the inclusion of
organisational performance standards for training,
education, employment practices and policies, val-
ues and attitudes, language differences, accessibility,
appropriateness, attractiveness of services and con-
tinual feedback from communities. These are now
being enshrined in performance indicators for
organisations, to ensure all aspects of an organisa-
tion’s activities are cognisant of the need to place
cultural capability at the centre of discussions about
clinical effectiveness and governance. The recom-
mendations are derived largely from clinicians and
organisations that have grappled with the challenge
of providing culturally appropriate services. As such,
they are a natural development in a chain of pro-
posed solutions that have been implemented, eval-
uated and modified to promote culturally capable
mental-health care. In the UK individual ‘cultural
competence’ training was announced to be neces-
sary for all practitioners; but the same ambition to
make organisations culturally capable has not been
realised, albeit, the Race Relations Amendment Act
in the UK requires all public bodies to ensure they are
acting in a non-discriminatory manner.

Conclusions

It is clear that a range of possible explanations
for these inequalities may be proposed. These
include the influence of culture on the illness
behaviour, the effects of cultural identity and
explanatory models in the consultation process,
and the lack of cultural capability of services and
professional practices. Institutionalised and indi-
vidual factors must be addressed to eradicate unde-
sirable inequalities.
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EDITORS’ INTRODUCTION

Cultures have a major role to play in the upbringing of an
individual and these are not knowingly imbibed. An indi-
vidual, even before birth, is influenced by -cultural
factors, e.g. the colours expected in the nursery or of the
clothes; the role of wearing female-gender clothes by male
children. The patterns of child-rearing also influence the
ways in which culture is absorbed. From playmates, peers,
school, university and other organizations, individuals con-
tinue to imbibe culture, its expectations of the individual
and its norms. The relationship between culture and psy-
chopathology is multi-layered and multi-faceted. Cultures
sanction idioms of distress, define normality and deviance,
create illnesses and dictate pathways into care.

Tseng, in his chapter, provides an overview of the relation-
ship between culture and psychopathology. Bringing together
social factors which cause social disorganization and distress,
Tseng argues that certain social conditions ‘aetiologically’
may cause mental disorders. They only facilitate or make
certain groups of people more vulnerable to psychopathol-
ogy. Thus, they may increase a person’s susceptibility or vul-
nerability, but not as aetiology. He further illustrates that
culture can have pathogenic (i.e. culture is a direct causative
factor in forming psychopathology) or pathoselective (i.e.
culture makes most people select culturally influenced selec-
tion patterns which result in the manifestation of some
psychopathologies). It may be pathoplastic (modelling of
manifestations of psychopathology), pathoelaborating
(behaviour patterns get exaggerated to the extreme), patho-
facilitative (some conditions are more common in some
cultures) or pathoreactive (influence people’s reactions to
distress). Tseng suggests that culture has a broader, more
direct effect on minor as opposed to major psychiatric disor-
ders on all these levels. Personality disorders vary according
to cultures and their types. Cultural input is so significant,

Wen-Shing Tseng

Tseng argues, that culture-related specific syndromes are
often unevenly distributed, concentrated in certain cultural
regions that offer the cultural conditions for forming them.
Thus, clinicians working across cultures need to be clear that
psychopathology is multi-faceted and involves many factors
affecting the patient.

Study of culture and psychopathology:
historical review

Pioneer exploration

Awareness of the possible impact of ethnicity on
psychopathology started as early as the middle of
the eighteenth century. Following the early immi-
gration of British people to the New World, America,
many other European immigrants, mostly Irish and
German peasants, flocked into the United States.
Many superintendents of mental hospitals (British
in ethnic background) noticed the existence of
ethnic or racial differences in mental illness. Based
on their clinical impression, they tended to regard
the Irish and German immigrants as ‘inferior’
Americans, in contrast to the earlier British immi-
grants. They even speculated that Irish and German
people, in contrast to British people, were more
susceptible to mental disorders and more resistant
to treatment (Wittkower & Prince, 1974).

Towards the end of the nineteenth century,
European people colonized many areas in Africa,
Central America, and Southeast Asia. They began
to build and staff ‘lunatic’ asylums. Early colonial
European physicians lacked anthropological
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knowledge and sophistication. In addition, they
often held condescending attitudes toward the
natives. They described unusual symptom patterns
among the indigenous people. For example, piblok-
toq (Arctic hysteria) among the polar Eskimo peo-
ple, amok (indiscriminate mass homicide attacks)
and latah (startle-induced dissociative reaction)
among Malay people, and koro (genital-retraction
anxiety disorder) among Indonesians and Southern
Chinese. These ‘peculiar’ or ‘exotic’ syndromes
(described from a Euro-American point of view),
outside of the formal (Western) psychiatric classifi-
cation system, were later clustered together by cul-
tural psychiatrists and labelled culture-bound
syndromes (see Bhugra et al., Chapter 11 in this
volume). The discovery of unique psychopatholo-
gies among different ethnic groups certainly stimu-
lated Western psychiatrists’ interest in, and
awareness of, the cultural contribution to mental
disorders.

In the 1890s, the German psychiatrist Emil
Kraepelin, based on his clinical experience with
German patients, developed a classification system
of mental disorders. He was concerned with the
cross-ethnic applicability of his psychiatric classifi-
cation system. He travelled to Southeast Asia and
other areas of the world to see whether or not his
classification system could be applied to other eth-
nic groups. He was relieved to find that his classi-
fication system in general was useful across
cultures. However, he also discovered some differ-
ences in clinical symptoms of mental disorders in
different societies. For example, depression patients
in Indonesia, in contrast to German patients, rarely
presented delusions of guilt. Based on his study, the
concept of comparative psychiatry was developed,
that is, comparing psychopathology across cultures
(Jilek, 1995).

Various attempts at studies in the early stages

A pioneer in the field of culture and mental health,
American anthropologist and sociologist Marvin K.
Opler (1959) carried out a formal cross-ethnic com-
parison of the symptomatology of schizophrenia in

Italian-American and Irish-American patients.
Examining hospitalized schizophrenic patients of
different ethnic backgrounds in New York City, he
reported that seven variables (homosexual ten-
dency, preoccupation with sin and guilt, behaviour
disorders, attitude toward authority, fixity in the
delusional system, somatic complaints, and chronic
alcoholism), among a total of ten variables, showed
significant differences between the Italian-
American and Irish-American patients. He reported
that there were more Italian patients than Irish
patients manifesting overt homosexual tendencies
during psychotic conditions, behaviour problems
and attitudes of rejecting authority. In contrast,
more Irish patients than Italian patients were pre-
occupied with sin and guilt ideation, manifested
chronic alcoholism and had fixed delusional
thoughts. Opler’s study opened the door to the
study of schizophrenic symptomatology cross-eth-
nically. However, it was later criticized by scholars
that the findings revealed basic ethnic personality
differences of patients rather than differences in the
schizophrenic disorders themselves.

Another early-stage cross-cultural investigation
was attempted by pioneer H. B. M. Murphy and his
colleagues (1963), from McGill University,
Montreal, Canada. Utilizing an international net-
work they had established around the world, they
distributed a questionnaire containing a list of 26
symptoms or signs of schizophrenia to psychiatrists
in different cultures and regions. The psychiatrists
were asked to rate the frequency of symptoms they
observed in their clinical practices. Based on the
analysis of the data provided by the respondents,
the distribution of schizophrenic symptoms
appears to vary according to social and cultural
factors, as well as to observational and conceptual
factors of the psychiatrists. The investigators were
aware of the limitations of such surveys of their
subjective clinical impressions. However, it was
one of the early attempts to examine the possible
impact of social and cultural factors on severe men-
tal disorders. A by-product of the survey was the
interesting finding, based on reports by some
Asian psychiatrists, that there was a relatively high



percentage of the simple and catatonic subtypes
and a low percentage of the paranoid subtype of
schizophrenia in their clinical settings. This stimu-
lated the question as to whether or not the delu-
sional systems that are the most familiar feature of
chronic schizophrenia in Euro-American hospitals
are an essential part of the disease process. Why
there are different distributions of subtypes of schiz-
ophrenia among patients of different cultural back-
ground is another challenging question.

Systematic explorations at later stages

More than a decade later, a systematic study on a
larger scale was launched by the World Health
Organization, the International Pilot Study of
Schizophrenia (IPSS), involving nine study centres
around the world (WHO, 1973), namely: Aarhus
(Denmark), Agra (India), Cali (Colombia), Ibadan
(Nigeria), London (UK), Moscow (USSR), Taipei
(Taiwan, China), Washington (USA), and Prague
(Czechoslovakia). It was the first formal compara-
tive study involving multiple culture sites around
the world, using standardized methods to collect
information and compare the clinical picture of
schizophrenia from different societies of divergent
ethnic/culture backgrounds.

The results revealed first that the average percent-
age scores of symptoms were very similar across all
the centres. All had high scores on: lack of insight,
predelusional signs, flatness of affect, auditory hallu-
cinations (except the Washington centre), and expe-
riences of control. This indicated that the
schizophrenic patients from diverse cultural settings
shared a basically similar symptomatology. It was
also revealed that, among all the patients studied
from all the centres, there were differences in sub-
types of schizophrenia. Among all the schizophrenic
patients studied (811 cases in total for all centres
together), the largest diagnostic group (323 patients)
was paranoid schizophrenia in all individual centres
except Agra in India, Cali in Colombia, and Moscow
in the USSR. The diagnosis of hebephrenic schizo-
phrenia was assigned to 86 patients in all, with 20
cases in Cali and Taipei in Taiwan, China. Of 54 total
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cases of catatonic schizophrenia, 45 were found in
Agra, Cali and Ibadan in Nigeria (WHO, 1973). This
showed that the distribution of the catatonic subtype
was rather uneven among the nine study centres,
found mainly in three centres in developing societies.
This finding supported the previous clinical impres-
sion of cultural psychiatrists that subtypes of schizo-
phrenia vary among different ethnic-racial groups.
In the late 1950s, in order to examine the possible
effects of social class on the occurrence of mental
disorders, including severe disorders such as schizo-
phrenia, Hollingshead and Redlich (1958) carried out
an epidemiological investigation in the Great New
Haven area in the United States. The subjects were
grouped into five social classes, according to the eco-
logical areas of residence, occupation, and education.
The results revealed that the patients diagnosed as
psychotic (mainly with schizophrenia) were found
more in the lower social classes. This stimulated
scholars to pursue a social theory of psychopathology.

Social theory of psychopathology

Several hypotheses have been proposed from a social
psychiatric perspective in the past to explain some
epidemiological findings — that is, why psychopathol-
ogies (major psychiatric disorders) are more preva-
lent in certain societies or social classes than in
others. The social disorganization hypothesis was
proposed by Faris and Dunham (1939), who observed
that the majority of psychiatric patients admitted to a
mental hospital near Chicago, in the United States,
came mainly from inner-city areas. Based on this
observation, they speculated that extreme social dis-
organization, characterized by poverty, communica-
tion breakdown, high mobility and transiency, racial
conflict, social isolation or other unfavourable social
conditions that were often observed in urban settings
may contribute to high rates of psychopathology,
particularly schizophrenia.

The social-disorganization hypothesis was ques-
tioned by many scholars, who pointed out that it
was not undesirable social conditions that contrib-
uted to major mental disorders, but that severe
mental patients, who have difficulty surviving in
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ordinary communities, tended to drift into poor,
disorganized community settings (Meyerson, 1941,
Clausen & Kohn, 1959).

Instead of taking the view that mental patients
drift into undesirable social settings, Robert Hare
(1956) speculated that certain kinds of patients,
associated with the nature of the psychopathology
from which they were suffering, were attracted to
so-called ‘undesirable’ social environments. His
social-attraction hypothesis was based on an epide-
miological study he carried out in Bristol, in the
United Kingdom. He pointed out that the inner
city of Bristol contained both rich and poor people.
Hare found that there were areas where schizo-
phrenic patients congregated. This phenomenon
led him to hypothesize that social disorganization
in some inner-city areas can attract schizophrenic
individuals who find social contact aversive.

As opposed to social disintegration, social cohe-
sion was considered a significant protective factor
for patients suffering from the mental disturbance
of depression. Chance (1964) conducted a cross-
cultural survey to assess the degree of social cohe-
sion observed in various societies, with correlations
to the frequency of depression. He reported that
there was a significant correlation between social
cohesion and depression, namely, severe feelings
of worthlessness and guilt tended to occur among
members of highly cohesive groups.

One issue that needs to be clarified is that, even
though certain social conditions may contribute to a
higher prevalence of mental disorders, this does not
necessarily mean that certain social conditions
‘aetiologically’ cause mental disorders; they only
facilitate or make certain groups of people more
vulnerable to psychopathology. In other words,
they may increase a person’s susceptibility or vul-
nerability, but not as aetiology.

Different ways culture contributes
to psychopathology

The issue is not whether social and cultural factors
influence psychopathology, but in what ways they

do. It has been elaborated that, from a conceptual
point of view, there are six different ways that cul-
ture can contribute to psychopathology (Tseng,
2001, pp. 178-183). They are the following.

Pathogenic effects

Pathogenic effects refer to situations in which culture
is a direct causative factor in forming or ‘generating’
psychopathology. Cultural ideas and beliefs contrib-
ute to stress, which, in turn, produces psychopathol-
ogy. Stress can be created by culturally formed
anxiety, culturally demanded performance, cultur-
ally prescribed restricted roles with special duties.
Therefore, culture is considered to be a causative
factor, because culturally shared specific beliefs or
ideas contribute directly to the formation of a partic-
ular stress, which, in turn, induces a certain mode of
psychopathology. The psychopathology that occurs
tends to be a culturally related, specific syndrome; for
instance, the folk belief that death will result if the
penis shrinks into the abdomen, inducing the koro
panic; or the popular anxiety over the ‘harmful’ leak-
ing of semen, leading to the development of the
semen-loss anxiety disorder, or dhat syndrome.

Pathoselective effects

Pathoselective effects refer to the tendency of some
people in a society, when encountering stress, to
select certain culturally influenced reaction patterns
that result in the manifestation of certain psychopa-
thologies. For example, in Japan, cultural influences
lead a family encountering serious stress or a hopeless
situation to choose, from among many alternative
solutions, to commit suicide together, forming the
unique psychopathology of ‘family suicide’ observed
in Japanese society (Ohara, 1963). A Malaysian man
humiliated in public, following cultural custom, is
expected to take a weapon and kill people indiscrim-
inately to show his manhood, an occurrence called an
amok attack. Without their knowing it, culture has a
powerful influence on the choices people make in
reaction to stressful situations and shapes the nature
of the psychopathology that occurs as a result of those



choices. Of course, this only applies to minor psychi-
atric disorders, particularly of culture-related specific
syndromes, not to major psychiatric disorders.

Pathoplastic effects

Pathoplastic effects refer to the ways in which culture
contributes to the modeling or ‘plastering’ of the
manifestations of psychopathology. Culture shapes
symptom manifestations at the level of the content
presented. The content of delusions, auditory hallu-
cinations, obsessions, or phobias is subject to the
environmental context in which the pathology is
manifested. For instance, an individual’s grandiose
delusions may be characterized by the belief that he
is a Russian emperor, Jesus Christ, Buddha, the pres-
ident of the United States, or the prime minister of
the United Kingdom, depending on which figure is
more popular or important in his society. If a person
develops a delusional disorder with ideas of persecu-
tion, based on his social background, the subject who
follows him, tries to poison him, or otherwise perse-
cutes him, may be either a member of the CIA, the
KGB, a communist, a political enemy, a deceased
person’s malicious spirit, an evil spirit, or an agent
from outer space.

Depending on the intensity of the plastic effect and
the degree of modification of symptomatology, cul-
ture will affect the psychopathology in such a way
that the disorders could be recognized as ‘atypical’,
‘subtypes’, or ‘variations’ of disorders officially rec-
ognized in the current Western classification system.

Pathoelaborating effects

While certain behaviour reactions (either normal or
pathological) may be universal, they may become
exaggerated to the extreme in some cultures through
cultural reinforcement (Simon, 1996). This is well
illustrated by the unique mental phenomenon of
latah, which is mainly observed in Malaysia. The
phenomenon is characterized by the sudden onset
of a transient dissociative attack induced by startling.
The person is often provoked on social occasions and
acts like a clown, providing social entertainment.
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Thus, culture supports the latah attack, and elabo-
rates the function of this unique mental condition.
Another example relates to suicidal behaviour. The
decision to end one’s life as a way of dealing with a
difficult situation can be influenced by society and
culture. Japan is well known for hara-kiri, or seppuku,
the formal manner of suicide performed by a warrior,
or samurai, as an honourable way of ending his life
(rather than surrendering to the enemy and being
humiliated). As a means of punishment, or to atone
for wrongfulness, there are many other ways for ordi-
nary people to end their lives that are described in
daily language: oyako-shinju (parent—child double
suicide), ikka-shinjiu (family suicide), jio-shi (double
suicide by a couple due to an obstructed affair), or
kan-shi (when a subordinate commits suicide to
transmit loyal advice to an authority figure).

Pathofacilitative effects

Pathofacilitative effects imply that, although cultural
factors do not change the manifestation of the psycho-
pathology too much - that is, the clinical picture can
still be recognized and categorized without difficulty in
the existing classification system — cultural factors do
contribute significantly to the frequent occurrence of
certain mental disorders in a society. In other words,
the disorder potentially exists and is recognized glob-
ally, yet, due to cultural factors, it becomes prevalent in
certain cultures at particular times. Thus, ‘facilitating’
effects make it easier for certain psychopathologies to
develop and increase their frequency. For instance, the
excessive concern with body weight and the percep-
tion of slimness as beauty may facilitate the occur-
rence of excessive dieting and even a pathological
eating disorder; a liberal attitude towards weapons
control may result in more weapon-related violence
or homicidal behaviour (Westermeyer, 1973); cultural
permission to consume alcohol freely may increase
the prevalence of drinking problems.

Pathoreactive effects

Pathoreactive effects indicate that, although cul-
tural factors do not directly affect the manifestation
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or frequency of mental disorders, they influence
people’s beliefs and understanding of the disorders
and mould their ‘reactions’ towards them. Culture
influences how people perceive pathologies and
label disorders, and how they react to them emo-
tionally, and then guides them in expressing their
suffering. Consequently, the clinical picture of the
mental disorder is coloured by the cultural reaction —
at a secondary level — to the extent that the total
process of the illness varies.

An example of pathoreactive effects is susto. Susto
is a Spanish word that literally means ‘fright’.
The term is widely used by people in Latin America
to refer to the condition of loss of soul (Rubel, 1964;
Rubel et al., 1985). Susto is based on the folk belief
that every individual possesses a soul, but, through
certain experiences, such as being frightened or star-
tled, a person’s soul may depart from the body. As a
result, the soul-lost person will manifest certain mor-
bid mental conditions and illness behaviour. It should
be pointed out that, although the cause is uniformly
considered to be spiritual-psychological reasons
relating mostly to a frightening experience or misfor-
tune, from a clinical point of view, the manifested
syndrome is quite heterogeneous, without a com-
monly shared syndrome (Gillin, 1948). It is culture-
related only in the sense that the morbid condition is
‘interpreted’ after the fact according to folk concepts
of ‘aetiology’, and certain ways of regaining the lost
soul, such asrituals, are offered. Therefore, the role of
culture is interpretation of and reaction to the illness.

Post-traumatic stress disorder associated with war
is another example of pathoreactive effects. How the
society perceives the disorder and reacts to the emo-
tional sequel — with a sympathetic attitude, many
social welfare benefits, or none — will influence how
many people will claim to have such a disorder and
how they will describe the severity of their suffering.

Cultural influences on different groups
of psychopathology

It is clear that culture contributes to psychopathol-
ogy in different ways. It is important to recognize

the different ways in which cultural impact may be
observed, depending on the different groups of dis-
orders or the nature of psychopathology. Generally
speaking, psychopathology that is predominantly
determined by biological factors is less influenced
by cultural factors and any such influence is secon-
dary or peripheral. In contrast, psychopathology
that is predominantly determined by psychological
factors is attributed more to cultural factors. This
basic distinction is necessary in discussing different
levels of cultural impact on various types of
psychopathologies.

From a cultural perspective, it is useful to con-
sider the existence of a spectrum of psychopathol-
ogy. At one end is severe pathology (customarily
referred to as a major psychiatric disorder), pre-
dominantly determined by biological causal factors,
only indirectly related to culture, and characterized
by disability. At the other end, the pathology is less
severe, without gross reality distortion (thus, it is
labelled minor psychiatric disorder). It is predom-
inantly determined by psychological causal factors,
is characterized by suffering from distress, and
tends to be closely related to culture. This is a hypo-
thetical conceptual spectrum, placing different
groups of psychopathologies between two extreme
poles. From a cultural point of view, it helps to
clarify the different roles culture plays in different
groups of psychopathology (Tseng, 2001, pp. 184—
190). Therefore, an attempt will be made to discuss
how culture, in different ways, affects the psycho-
pathology of different groups. It will start from the
organic mental disorder, which is primarily caused
by biological factors, to culture-related specific psy-
chiatric syndromes, which are essentially induced
by cultural factors (see Fig. 8.1).

Organic mental disorders

By definition, organic mental disorders are caused by
organic aetiological factors. Thus, culture does not
have a ‘direct’ causal effect on these disorders. Also,
the manifestation of the disorder will be almost sim-
ilar, disregarding the ethnic or cultural background of
the patient. In other words, there is no room for
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Fig. 8.1. Spectrum of psychopathology: different natures of determinants and their cultural impact. [From: Tseng, W.S.
Handbook of Cultural Psychiatry (p. 190). (Academic Press, 2001)]

pathogeneric or pathoplastic effects for organic men-
tal disorders. However, cultural factors — such as a
unique lifestyle collectively shared by a group of peo-
ple — may ‘indirectly’ contribute to the occurrence, or
influence the prevalence, of certain organic mental
disorders, illustrating pathofacilitating effects.

A good example is the degenerative disease of the
nervous system called kuru among the Fore tribe
people of New Guinea. About 1% of the population,
mainly women, die annually from this fatal disease.
The Fore people themselves believe that kuru is
caused by sorcery. Yet a recent study has shown
that kuru is a disease caused by a virus that attacks
the central nervous system after a long incubation

period (Harter,1974). The Fore people have a cus-
tom of eating human brains, which contain a virus
that causes the disease. It is interesting to note, as
pointed out by Keesing (1976), that it was the cus-
tom for Fore women to ritually eat the bodies and
brains of their dead relatives. Consequently, the
disease was transmitted through the females. This
illustrates clearly that, while culture does not cause
this organic disease of the central nervous system,
the culture-rooted habit of eating human brains
contributes significantly, though secondarily, to
the transmission of the organic mental disorder.
Another example is sexual behaviour related to
organic mental disorders, such as neurosyphilis,
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gonoencephalitis, or AIDS-related neuropsychop-
athy. While culture is not an aetiological factor in
these organic mental disorders, a society’s attitude
toward sexual behaviour, particularly outside of
marriage, and its tolerance of promiscuity, will cer-
tainly affect the sexual behaviour of its members.
This, in turn, will influence the prevalence of sexu-
ally transmitted diseases and resulting mental
complications.

Through pathoplastic effect, culture may influ-
ence the content of organic mental symptoms to
some extent, such as through confabulation.
However, its impact is minimal and peripheral, not
important enough to change the manifestation of
the psychopathology of the disorders.

Major psychiatric disorders: schizophrenia

Scholars and clinicians have made tremendous
efforts to understand the nature of schizophrenia,
one of the most commonly observed major psychi-
atric disorders, from biological, psychological and
social and cultural perspectives, in terms of its man-
ifestation and frequency of occurrence.

In the late 1970s, stimulated by the success of the
IPSS international study of the clinical picture of
schizophrenia, involving multicultural centres, as
described above, the World Health Organization
launched another multisociety investigation, the
WHO Collaborative Study on the Determinants of
Outcomes of Severe Mental Disorders (DOS)
(Jablensky et al., 1991). This time, 12 study centres
were selected: Aarhus (Denmark), Agra and
Chandigarh (India), Cali (Columbia), Dublin
(Ireland), Honolulu and Rochester (USA), Ibadan
(Nigeria), Moscow (USSR), Nagasaki (Japan),
Nottingham (UK), and Prague (Czechoslovakia). The
goal of the study, which was mainly concerned
with schizophrenia, was twofold: to investigate the
incidence and prognosis of the disorders.
Methodologically, to determine incidence, all individ-
uals from a defined catchment area making first con-
tact with a psychiatric or other service agency due to
symptoms of a possible schizophrenic illness were
identified, assessed and examined for incidence rate.

The results revealed that (Jablensky et al., 1991,
pp- 45-52), if a stricter research definition of schiz-
ophrenia was used, the incidence rates did not differ
among the centres with a range of 0.7 to 1.4 per
10000 population aged 15 to 54. This finding of
incidence rates was compatible with the findings
of other epidemiological studies carried out in the
past in several different countries — although each
investigation used its own methods. The limited
range of difference of prevalence among different
cultural backgrounds support the notion that schiz-
ophrenia tends to occur predominantly due to
biological-hereditary factors. It means that there is
no room for pathogenetic effects for the major
psychiatric disorder of schizophrenia. As described
previously, there is a pathoplastic effect on the
manifestation of the symptomatology, including
the subtype of the disorder of schizophrenia.

There is some information that hints at possible
pathoreactive effects on schizophrenia. As the sec-
ond phase of WHO'’s International Pilot Study of
Schizophrenia (IPSS), a 2-year follow-up study was
carried out to examine the outcomes of the schizo-
phrenic patients in the different sites investigated
(Sartorius et al., 1977). Surprisingly, the results
revealed that the level of social development has a
certain relation to the short-term prognosis of schiz-
ophrenia, that is, cases in developing societies, in
contrast to more developed societies, have more
favourable outcomes. It has been speculated that
family, social and cultural factors may have patho-
reactive effects on functional psychoses, such as
schizophrenia, resulting in different prognoses. An
accommodating community, a supportive family
and a relatively simple lifestyle may favour recovery
from the psychotic condition (Sartorius et al., 1978).

Affective disorder: depression

The cultural aspects of depression have created
keen interest among cultural psychiatrists since
the 1960s. This interest coincided with the availabil-
ity of antidepressants for treatment, but was moti-
vated by the discovery that, in spite of a sharply
increasing clinical trend of diagnosing depression



in Euro-American societies, there was a low preva-
lence of it in non-Western societies.

In order to explain the possible reason for the low
prevalence of depression diagnosed in non-Western
societies, some clinicians used the concept of
‘masked depression’ developed in the past. The
concept takes the view that when certain individuals
react to loss or frustration, instead of manifesting
the emotional reaction of depression, they show
other clinical pictures, such as somatization or
behaviour problems. This view is founded on the
basic assumption that when a person encounters
the psychological trauma of loss or frustration, he
or she responds primarily with the mood disorder of
‘depression’. If, for some reason, the person is not
able to respond with depression, and the trauma is
manifested by another mental condition, it is con-
sidered to be masked depression. This clinical
assumption is misleading in cross-cultural applica-
tions. It assumes that human beings are allowed to
react emotionally only in a defined way, ignoring
that there are rich variations in the emotional and
behavioral reactions of human beings in different
cultural environments through pathoplastic effects.
It is biased in identifying one reaction as primary
and others as ‘masked’.

From a cultural perspective, it is more useful to
understand the problem-presentation styles (or
patterns) manifested by patients. The information
and problems presented by patients to physicians
are subject to various factors, including patient—
therapist relations, culturally moulded patterns of
making complaints, and the clinical settings in
which the interactions take place. This also applies
to depression. Complaining about depression vs.
somatic symptoms deserves careful evaluation and
consideration. Simon and colleagues (1999) used
data from the World Health Organization study of
psychological problems in general healthcare to
examine the relation between somatic symptoms
and depression. They found that, among patients
studied at 15 primary-care centres in 14 countries
on five continents, about 10% who presented
somatic symptoms to the primary caretaker met
the criteria for major depression. Further, they
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revealed that a somatic presentation was more com-
mon at centres where patients lacked an ongoing
relationship with a primary-care physician than at
centres where most patients had a personal physi-
cian. This indirectly supports the view that the
nature of complaints made by patients is closely
related to patient-doctor relations.

Cultural variations are recognized even among
clinically recognized conditions of depression. In
the late 1970s, German cultural psychiatrist
Wolfgang Pfeiffer (1968) reviewed literature on
depression in non-European cultures. He pointed
out that the ‘core’ symptoms of depression (i.e.
change of mood, disruption of physiological func-
tions, such as sleep and appetite, and hypochon-
driacal symptoms) in these cultures were the same
as in Europe. However, other symptoms, such as
feelings of guilt and suicidal tendencies, showed
variations of frequency and intensity among cul-
tures. This view was later supported by other inves-
tigators (Binitie, 1975; Sartorius, 1975).

For instance, based on clinical observation of
depressive illness in Afghanistan, Waziri (1973)
reported that the majority of depressed patients
expressed ‘death wishes’ instead of suicidal inten-
tions or thoughts. In Afghanistan, people with
Muslim backgrounds believe suicide is a sin. It is a
cause of serious guilt to destroy the life that is given
by God. Waziri said that the depressed patients who
were asked how they viewed life answered that they
‘wished they were dead’ or that they had ‘prayed to
God to take their life away’. Actually, the suicide rate
among the general population was very low, namely
0.25 per 100000 population (Gobar, 1970), which
was significantly lower than the average rate
reported in many other cultures, namely, about 10
per 100000 population. This illustrates that, even
though a suicidal tendency is associated with
depression, cultural attitudes either sanctioning or
forbidding self-destruction can modify the expres-
sion of suicidal ideas through pathoplastic effect.

The presence or absence of self-deprecation, self-
blame in the form of feeling ashamed or guilty
is another aspect that has gained attention and
been debated from cross-cultural perspectives.
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According to Prince (1968), in Africa, mental-
emotional self-castigation is rare or absent in the
early stages of depressed patients. Earlier, Murphy,
Wittkower and Chance (1967) had proposed that the
higher incidence of guilt feelings in Western cul-
tures was perhaps due to the influence of the
Christian religion. However, after examining
depressed Christian and Muslim patients in Cairo,
El-Islam (1969) reported that the presence or
absence of guilt feelings was often associated with
the level of education or literacy and the degree of
depression rather than religious background. He
concluded that guilt and Christianity are not neces-
sarily closely linked.

Beginning in 1972 (Sartorius et al., 1983), WHO
systematically investigated the possibility of cul-
tural variations of depressive symptomatology,
using standardized methods. Five study centres in
four countries were involved: Basel (Switzerland),
Montreal (Canada), Nagasaki (Japan), Teheran
(Iran), and Tokyo (Japan). The WHO Schedule for
Standardized Assessment of Depressive Disorders
(SADD) was used for clinical assessment by trained
clinicians in each study centre. Specified diagnostic
criteria of the International Statistical Classification
of Diseases and Related Health Problems, 9th
Version (ICD-9), were included in the study of
depressive patients. A total of 573 patients from
the five centres were examined. Results revealed
similar patterns of depressive disorders in all set-
tings. Patients in all the sites were found to have
high frequencies of sadness, joylessness, anxiety,
tension, lack of energy, loss of interest, concentra-
tion difficulties and feelings of inadequacy, but
there were also considerable variations in the fre-
quencies with which certain symptoms appeared
across the study centres. For example, guilt feelings
were present in 68% of the Swiss patients, but in
only 32% of the Iranian patients; somatic symptoms
were present in 57% of the Iranian patients, but in
only 27% of the Canadian patients. Suicidal ideas
were present in 70% of the Canadian patients, but in
only 40% of the Japanese patients. There were dif-
ferent levels of severity of depression in the different
study centres: patients in Nagasaki, Montreal and

Basel were more anergic and retarded than patients
in Tokyo and Teheran. It is not clear whether the
differences in frequency of certain symptoms were
due to the levels of severity of depression or to
ethnocultural variations.

It is important for clinicians to be aware that the
clearly defined and sharply distinguished depres-
sive state is not necessarily a rule. Rather, it is
often mixed with anxiety and a somatic state. This
is true for patients from Western countries (such as
America) and, even more so, from societies with
different cultures. Depressive disorders include var-
ious clinical conditions on a spectrum that ranges
from primarily biologically determined depressive
‘disorders’ (exemplified by endogenous, periodi-
cally occurring depression) to predominantly psy-
chologically related depressive ‘reactions’. The
human mind does not respond to an internal or
external situation purely according to a defined ‘dis-
order’. This is particularly true when a person is
reacting to psychological distress. The response is
often a combination of anxiety, depression, anger, a
feeling of frustration and many concomitant phys-
iological symptoms. This is very important for
cross-cultural applications. Diagnostically mixed
types of disorders can be more the rule than the
exception. Sometimes, when a classification system
that originated in one culture is applied to another,
an ‘atypical’ type is a more typical occurrence, while
a ‘typical’ type is more atypical.

With an increase in clinical knowledge, psychia-
trists now take the view that depression, particularly
of a severe or endogenous type, is closely related to
biological factors. However, as pointed out by
Marsella and colleagues (1985), even if some types
of depression are shown to have primary biological
causes, cultural factors could still modify the behav-
ioral expression of the biological factors (pathoplas-
tic effects) and interpret the abnormal experiences
and responding to the social reactions to that
behaviour differently (pathoreactive effects).

Perhaps, from a cultural psychiatric point of view,
one of the most useful areas of study is that of the
psychological causes of depression from a cross-
cultural perspective, because it offers a rich



resource of examples of how human beings experi-
ence psychological trauma or distress and react to
loss or frustration in various ways. Of course, it
would need to focus on the study of ‘reactive’ rather
than ‘endogenous’ depression. Dynamic psychia-
trists view depression as a reaction to loss, depriva-
tion, frustration, injury to self-esteem, conflict over
the aggressive drive, or as a threat to a personality
structure marked by narcissism or dependency. In
addition to these clinical theories, the psychological
causes for depression can also include social-
cultural determinants.

Analytically orientated clinicians speculate that
childhood separation produces a vulnerability to
depression that can be triggered by separation in
adult life. A parent’s death during one’s childhood
can precipitate later depression, and separation,
divorce or the prolonged absence of parents may
cause the same delayed result. It is not always the
loss itself that plants the seed of later depression.
The circumstances of the original loss and the pro-
vision or lack of alternative relationships or suppor-
tive figures also influence the emotional impact of
the initial trauma. From a socio-cultural viewpoint,
family structure (such as the nuclear or extended
family), child-rearing practices (e.g. child-rearing
with or without care), and the presence or absence
of parental substitutes (e.g. grandparents or other
relatives who live nearby) all must be considered
causes or deterrents to later depression.

Furthermore, how a community views death and
ritualizes mourning may also affect the occurrence of
depression. For instance, in Samoa, death is seen as a
natural event in life. Behaviour patterns in the
Samoan family and community provide effective sup-
port when someone dies (Ablon, 1971). Indian people
living in Fiji still hold the traditional view that, when a
woman’s husband passes away, she is no longer
allowed to participate in any social activities, or to
have any social contact with men other than her
father-in-law and brothers-in-law. Remarriage is
unthinkable, even if she is still young. She is expected
to devote herself to the care of her children and to
observe her widowhood for the rest of her life.
Consequently, many widows suffer from depression.
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This phenomenon is not observed among the indige-
nous Fijian women living on the same island, who
have no such views of or practices for widows.

A social, occupational or economically deprived
status can also help weave the fabric of depression.
In fact, the minority status of an ethnic group may
outweigh ethnic characteristics as a contributing
cause of depressive illness. Fernando (1975) com-
pared Jewish and Protestant depressive patients in
the East End of London. He studied familial and
social factors and found that increasing paternal
inadequacy and weakening ethnic links and reli-
gious faith were related to depressive ills among
Jews, but not among Protestants. He suggested
that mental stress arose from the marginal position
of Jews in British society, rather than from specific
traits or customs within Jewish culture.

Substance abuse and dependency

Mental disorders associated with substance abuse
and/or dependency are basically biophysiological in
nature; however, there is room for psychological
input. Culture has pathoselective and pathofacilita-
tive effects on the prevalence of abuse. For instance,
it is well illustrated that, if a society takes a firm
attitude toward drinking, such as most Muslim soci-
eties, alcohol consumption is very low and problems
with alcohol are relatively rare. In contrast, if a soci-
ety takes a relatively liberal attitude toward drinking,
such as most Euro-American societies and Korea and
Japan in Asia, alcohol consumption is very high and
the prevalence of alcohol-related problems tends to
be higher. Indulgence in alcohol and other substance
intoxication as a way of dealing with stress becomes
culturally available or a favoured choice.

It is generally observed that, when there is rapid
socio-cultural change, particularly associated with
cultural uprooting, substance abuse tends to
increase sharply, particularly among youngsters.
There are numerous examples to illustrate that,
among many culturally deprived minority groups,
the problems of substance abuse and dependency
among young people are often very prevalent and
serious.
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Suicidal behaviour

Because suicidal action is well-defined behaviour,
with official data often available, it is relatively more
suitable for cross-cultural comparison than other
kinds of psychopathology. Nevertheless, there are
some problems inherent in the cross-cultural
study of suicide. Strictly speaking, suicide is not a
homogeneous clinical phenomenon. Suicidal
behaviour may occur as a complication of severe
psychiatric disorders, a secondary reaction towards
stigmatized mental disorders that are chronic or
untreatable. It is often associated with substance
abuse or dependence. Many other suicide behav-
iours occur as daily life reactions to emotional tur-
moil or frustration, and very much reflect the
distress that exists in a society or cultural system.
However, the different natures of suicide behaviour
are generally not distinguished in statistical data of
suicide, but are lumped together, which influences
the interpretation of the information from a socio-
cultural perspective. In addition, in some countries
such as India and Pakistan, suicide is an illegal act;
therefore getting accurate figures can be a problem.

Based on official data available from the World
Health Statistics Annuals, supplemented by resour-
ces from individual investigators (mostly data from
underdeveloped and developing countries), the
total suicide rates — (per 100 000 population) of dif-
ferent countries (or societies) in different world
regions for the period between 1950 and 1995 is
compiled (Tseng 2001, Table 22.1). As a result, sev-
eral findings can be obtained.

Firstly, there is a rather wide range of rates among
the different countries. They can be arbitrarily sub-
divided into five groups: ‘very high’, ‘high’, ‘moder-
ate’, ‘low’, and ‘very low’. The ‘very high’ group has
total suicide rates above 25 per 100 000 population.
Hungary, Sri Lanka, Micronesia, Finland and
Austria belong to this group. The ‘high’ group has
total suicide rates between 15 and 25 per 100000
population. South Korea, Japan, Switzerland,
Denmark and Germany belong to this group. Many
countries, including the United States, France, the
UK, Belgium and Canada, belong to the ‘moderate’

group, which has total suicide rates between 10 and
15 per 100000 population. The ‘low’ group, with
total suicide rates between 5 and 10 per 100000
population, includes New Zealand, Norway, the
Netherlands, and Italy. Several countries, such as
Mexico, Egypt, Malaysia and the Philippines, with
total suicide rates below 5 per 100000 population,
belong to the ‘very low’ group. It is noticed that
there is a difference of almost 30 to 40 times
between the very-high-rate countries, such as
Hungary (37 to 38) and Finland (24 to 25) and the
very-low-rate countries, such as Mexico (0.7 to 2.1),
the Philippines (0.6 to 1.5), Malaysia (0.5 to 1.5) or
Egypt (0.2 to 0.5). This range of difference in rates is
very wide in contrast to other psychiatric disorders,
such as schizophrenia, which have a difference of
merely several times. Many of the very-low-rate
countries are Muslim or Catholic societies that
have prohibitive religious attitudes toward self-
killing.

Another valuable finding is that the suicide rates
for socially or economically stable countries are gen-
erally stable, even over several decades. This is true
for many countries or societies. Yet, if there is dra-
matic sociocultural change or political turmoil, there
are relatively obvious vicissitudes of suicide rates.

Examining the World Health Organization mor-
tality database for the period 1955 to 1989, La
Vecchia and his colleagues (1994) pointed out that,
with respect to trends over time, the figures for
suicide rates were relatively favourable in less devel-
oped areas of the world, including Latin America
and several countries in Asia. (In the WHO database,
there was no data available from most of the African
countries to make comment possible about that
region.) In contrast, there was an upwards trend,
particularly among elderly men, in Canada, the
United States, Australia and New Zealand. In other
words, culture has a significant pathofacilitating
effect on suicidal behaviour.

Minor psychiatric disorders

Culture has a broader, more direct effect on minor,
as opposed to major, psychiatric disorders on all the



levels of pathogenetic, selective, plastic, elaborat-
ing, facilitating and reactive effects.

Among minor psychiatric disorders, conversion
and dissociation disorders are good examples of
the rich effects of culture. The prevalence of con-
version or dissociation varies greatly among differ-
ent societies (due to pathofacilitating effects). It is
also clear that, in some societies, in contrast to other
forms of psychopathology, it is preferable to deal
with stress (pathoselective effects) by repressing or
dissociating the painful emotion. Although some
theories have been proposed to explain why certain
cultural traits or certain child-rearing patterns favour
the occurrence of conversion or dissociation (path-
ogenetic effects), there is not yet any solid data to
support such speculation. However, it is obvious
that different societies have different reactions to
the phenomena of conversion or dissociation (path-
oreactive effects), which, in turn, may facilitate the
occurrence of the psychopathologies.

Neurasthenia is another minor psychiatric disor-
der that deserves cultural discussion. The term neu-
rasthenia was originally invented by an American
neuropsychiatrist, George M. Bear, in 1869, to
describe a clinical syndrome with core symptoms
of mental fatigue, associated with poor memory,
poor concentration, irritability, headaches, tinnitus,
insomnia and other vague somatic complaints. This
diagnostic category was not included initially in
Diagnostic and Statistic Manual of Mental
Disorders, First Version (DSM-I) of the American
Psychiatric Association, but was included in its sec-
ond version (DSM-II) in 1968. Subsequently, when
the radical revision was made for its third version
(DSM-III) in 1980, the term was removed from its
classification system. However, the term has been
widely used in other societies in Europe, including
Russia, and Asia. In China, associated with the intro-
duction of modern psychiatry into China in the late
nineteenth century, the term neurasthenia, a trans-
lation of the Chinese term shenjing-suairuo (nerve-
weakened disorder), became a commonly accepted
medical term. The concept of shenjing-suairuo is
compatible with the traditional Chinese medical
concept of shen-kui (kidney-deficiency disorder),
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and is easily understood and accepted by the lay
person, as well. When an extensive epidemiological
study of psychiatric disorders was carried out in
China in 1986, neurasthenia comprised 58.7% of
the total neurotic disorders identified at the time
of the survey.

It is interesting to note that American cultural
psychiatrist Arthur Kleinman (1982) carried out a
clinical study of patients diagnosed by Chinese
clinicians as having neurasthenia, and claimed that
87% of the patients he examined could be ‘rediag-
nosed’ as having a depressive disorder. However,
many prominent Chinese psychiatrists insisted
that neurasthenia was a recognized psychiatric dis-
order distinct from depressive disorders (Yan, 1989;
Young, 1989; Zhang, 1989). This made it clear that
we need to carefully examine and diagnose patients
across cultures by using clinicians’ own classifica-
tion systems. We also need to determine the cultural
implications and clinical functions of making diag-
noses for patients in their own societies.

Personality disorders

Different cultures emphasize different personality
traits as ideal. Therefore, defining or labelling devi-
ations from ‘normal personality’ is clearly a culture-
relative exercise, whose boundaries are reflective of
the specific values, ideas, worldview, resources and
social structure of the society (Foulks, 1996). For
instance, dependent personality disorder is defined
as ‘having difficulty making everyday decisions
without an excessive amount of advice and reassur-
ance from others’, and ‘needing others to assume
responsibility for most major areas of his or her life’.
This definition needs careful consideration,
depending on whether the person concerned is liv-
ing in an individual or a collective society. In a
collective society, considering, consulting with, or
depending on others is a cultural expectation that
does not necessarily imply that the person is suffer-
ing from dependency. The concept of antisocial
personality disorder is defined by the failure to con-
form to ‘social norms’, having problems maintain-
ing culturally desirable interpersonal social
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relations (such as reckless disregard for the safety of
others, deceitfulness, or aggressiveness), and a lack
of socially expected guilt feelings for wrongful
behaviour. Clearly, socio-cultural judgement is
needed, in particular, to define those personality
disorders.

Generally speaking, the frequency of various per-
sonality disorders is difficult to examine through
epidemiological studies for cross-cultural compar-
ison, because, methodologically, the surveys are
one-time studies and do not examine a person’s
life thoroughly or objectively enough to make it
possible to diagnose a ‘personality disorder’.
Nevertheless, among all of the recognized person-
ality disorders, antisocial personality disorder,
due to its nature, is considered by scholars and
clinicians as the easiest to identify and study, with
epidemiological data relatively available for cross-
societal comparison.

The Epidemiological Catchment Area (ECA) study
carried out in the United States examined data for
antisocial personality disorder among the three eth-
nic groups surveyed, namely, Caucasian-American,
African-American, and Hispanic-American. The
lifetime prevalence rates were found to be 2%,
2.3% and 3.4%, respectively. Robins, Tipp and
Pryzbeck (1991) therefore claimed that, in the
United States, there were no racial differences in
the prevalence of antisocial personality disorder.
At the same time, the racial distribution of the
United States’ prison population reflected racial
disparity. Kosson, Smith and Newman (1990)
reported that African-Americans, who comprise
less than 13% of the general population, represented
45% of the prisoners in the United States. These
results suggest that an overpathologizing bias
toward African-Americans resulted in more subjects
sentenced to prison under the diagnosis of antiso-
cial personality disorder (Lopez, 1989). Alarcén and
Foulks (1995) pointed out that as many as half of
America’s inner-city youth may be misdiagnosed
with this disorder. They argued that the criteria are
inappropriate for settings in which value systems
and behavioural rules encourage learning to be vio-
lent as a protective strategy for survival.

Lynn (2002) intensively examined all available
literature on psychopathy and related antisocial
behaviour among various racial or ethnic groups:
Black (African-American or African), Eastern Asian,
Hispanic, (Native) North American, and White
(Caucasian American or European). The data
reviewed came in multiple forms. For the adults,
Lynn used the data from the psychopathic deviate
scale of the Minnesota Multiphasic Personality
Inventory (MMPI), moral values assessed by
Defining Issues Test (DIT), honouring financial
obligations (by college students for paying back tui-
tion loans), aggressive behaviour (including homi-
cide, robbery, assault, rape, spouse battering) as
reported officially in crime rates, as well as long-
term monogamous relationships and extramarital
sex. For children, he examined the data relating to
conduct disorder as reflected on the Child
Behaviour Checklist (CBCL), school suspensions
and exclusions, attention deficit hyperactivity dis-
order. Based on all the information he gathered, he
pointed out that there are racial and ethnic differ-
ences in psychopathic personality conceptualized
as a continuously distributed trait, such that ‘high
values of the trait are present in Blacks and Native
Americans, intermediate values in Hispanics, lower
values in Whites and the lowest values in East
Asians’. He indicated that all the data he collected
were derived from various societies in different geo-
graphical regions. It would be difficult to construct
an environmental explanation for the presence of
this pattern in so many locations. Lynn speculated
that racial genetics may contribute to the difference.
However, Zuckerman (2003) criticized that the dif-
ferences between African-American, Native-
American, and Hispanic, and European-American
groups (in American society) in terms of antisocial
behaviour are more functions of social class, histor-
ical circumstance and their positions in Western
society than of racial genetics.

There is a limited amount of reasonably compa-
rable epidemiological data about personality disor-
ders cross-socially. Unless a similar methodology
and criteria are used, there is no point in making
cross-cultural comparisons. To date, there have



been few cross-cultural comparisons of personality
disorders using data obtained with the same epide-
miological survey methods. The questionnaire used
in the National Institute of Mental Health
Epidemiological Catchment Area (NIMH-ECA)
study in the United States was translated into
Chinese and applied in an epidemiological study
in Taiwan (Hwu et al., 1989). The results found the
prevalence of antisocial personality disorder (APD)
to be 0.14% in Taiwan, which was remarkably less
than the 3% that was found in the United States
(Compton et al., 1991). However, the results may
be criticized on methodological grounds, including
the design of the instrument and how it is surveyed.
In order to determine antisocial behaviour, there are
items in the instrument, such as: ‘to earn money
illegally, such as to sell stolen objects, illegal
drugs’, ‘physically abuse spouse or sexual partner’,
‘having extramarital affairs more than three times’,
‘having sex with more than ten persons within a
year’ or ‘to be paid to have sex with others’. Those
items refer to dyssocial behaviours that are rela-
tively unlikely to occur in a society that, generally
speaking, is more or less tightly restricted by culture.
The response to these items will accordingly be
reduced, which will influence the total score needed
for diagnosing APD (as done in America).

From a cultural perspective, Cooke (1997)
hypothesized that individualistic societies, in con-
trast to collective societies, are more likely to pro-
duce glibness and superficiality, grandiosity,
promiscuity, and multiple marital relationships,
together with a lack of responsibility within rela-
tionships than are collectivist societies. This sug-
gests that antisocial behaviour is subject to
pathofacilitating effects, that is, certain cultural
environments make it easier to develop such a
disorder.

Epidemic mental disorders

It needs to be pointed out that, when psychiatric
disorders occur in an epidemic or collective man-
ner, such as mass hysteria, epidemic panic disorder,
it becomes clearer that social and cultural factors
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play a significant role in the occurrence of these
rather unique mental pathologies. Pathogenic,
selective, plastic and facilitating effects are all sig-
nificantly involved in the psychologically conta-
gious collective mental disorders.

For instance, careful study of the koro epidemics
that have occurred in Southern China, Thailand and
India, has indicated that certain common factors
contributed to the eruptions of the collective mental
epidemics: the commonly shared folk belief (that
shrinking of the penis could potentially result in
death); the existence of community anxiety, either
due to interethnic conflict, social disaster, or war,
which serves as the grounds for the occurrence of
the community-based, massive anxiety attack; the
transmission of anxiety, fear, and panic among peo-
ple, which promotes the contagious occurrence of
the epidemic disorder.

Culture-related specific psychiatric syndromes

Culture-related specific psychiatric syndromes, also
known as culture-bound syndromes, are mental
conditions whose occurrence or manifestation is
closely related to cultural factors and, thus, warrant
understanding and management primarily from a
cultural perspective. Since the presentation of a
culture-related syndrome is usually unique, with
special clinical manifestations, it is called a cul-
ture-related specific psychiatric syndrome. From a
phenomenological point of view, such a condition is
not easily categorized according to existing psychi-
atric classifications, which are based on clinical
experiences of commonly observed psychiatric dis-
orders in Western societies, without adequate ori-
entation toward less frequently encountered
psychiatric conditions and diverse cultures world-
wide (Tseng, 2001, pp. 211-263). These are dis-
cussed further in this volume by Bhugra et al.,
Chapter 11.

By definition, the development of culture-related
specific syndromes is heavily influenced by cultural
factors. In most cases, the pathogenic, selective,
plastic, elaborating, facilitating and reactive effects
of culture all work together to some extent to
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contribute to the occurrence of such specific syn-
dromes. Among them, pathogenic effects are char-
acteristically at work in some disorders. That is,
cultural beliefs or attitudes have direct and aetio-
logical effects on the development of the psychopa-
thology. This is particularly true in the case of koro
syndrome (anxiety or panic attack resulting from
the folk belief that excessive shrinking of the penis
into the abdomen will cause death), daht syndrome
(anxiety based on the common belief that excessive
semen loss will result in illness), frigophobia (a fix-
ated, morbid fear of catching cold based on the folk
belief that excessive cold will result in serious effects
on health), voodoo death (intense fear that often
results in sudden death, based on the belief that
breaking taboos or curses will cause fatal
outcomes).

Cultural input is so significant that culture-
related specific syndromes are often unevenly dis-
tributed, concentrated in certain cultural regions
that offer the cultural conditions for forming them.
This illustrates pathoselective and facilitating
effects in their extreme. In the past, it was believed
by some scholars that culture-related specific syn-
dromes were ‘bound’ to particular ethnic groups or
cultural units. Thus, they were called ‘culture-
bound syndromes’. Recently, this view has changed.
Based on cross-cultural literature and findings,
scholars have come to realize that such syndromes
may be closely related to certain cultural features,
but are not necessarily ‘bound’ to any particular
ethnic group or ‘cultural entity’. The syndromes
may occur across the boundaries of ethnicity, soci-
ety, or cultural units, as long as they have common
cultural ‘traits’, ‘elements’, or ‘themes’ that contrib-
ute directly to the formation of such pathologies; see
Sumathipala et al. (2004). An example is the koro
syndrome. Scholars considered it a disorder
observed particularly among the Chinese, because
the term suoyang (shrinking of the male organ) was
described in ancient Chinese traditional medical
books with the implication that such phenomena
is a sign of a terminal state near to death. However,
koro epidemics have also been reported not only in
Southern China, but in Thailand and India, which

are not ethnically related to China, but share the
same basic concern that excessive sexual activity is
harmful to the health of men.

summary and clinical implications

In summary, culture affects psychopathology in dif-
ferent ways. Culture may cause the psychopathol-
ogy (psychogenic effect); contribute to the selection
of psychopathology (pathoselective effect); shape
and modify the clinical manifestation of the psycho-
pathology (pathoplastic effect); promote the occur-
rence of certain pathologies (psychofacilitating
effect); elaborate on the nature of psychopathology
(psychoelaborating effect); and influence the way
society reacts to the occurrence of psychopathology
(psychoreactive effect). Further, there are different
kinds and levels of cultural impact on various
groups of psychopathology - including organic
mental disorders, functional psychoses, substance
abuse and dependency, minor psychiatric disor-
ders, epidemic mental disorders, to culture-related
specific syndromes. It is fair to say that, overall,
culture has a moderate, but not unlimited, impact
on psychopathology (Draguns, 1980), depending on
the cultural group involved and the nature of the
cultural influence.

It is important for clinicians to be aware that the
process of clinical assessment and the evaluation of
psychopathology is a dynamic process involving
many factors coming from the patient, the clinician
and both sides interactionally. The process includes
how the patient perceives stress, responds to it, and
communicates and complains to a clinician. It is
subject to the patient’s personality, the nature of
the stress, the severity of the pathology and socio-
cultural factors, including how to seek help and
present problems. At the same time, beyond the
clinician’s personality, professional orientation
and clinical experience, the clinician’s cultural
background, including value system and concept
of normality and pathology, will directly and indi-
rectly influence his or her clinical work, including
assessment, judgement and diagnosing the



psychopathology. A culturally competent clinician
needs to have culturally orientated attitudes, and
the knowledge and experience to understand, assess
and evaluate the psychopathologies of patients
from diverse cultural backgrounds.
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Developmental aspects of cultural psychiatry

Ambrose Uchtenhagen, M.D., Ph.D., Professor of Social
Psychiatry at the University of Zurich, Zurich, Switzerland,
provided the original impetus to this historical analysis.

EDITORS’ INTRODUCTION

The development of psychiatry as a discipline has moved
from the observational to the social and, in the last few
decades, to an increased emphasis on genetic and gene—
environmental interactions in the causation of psychiatric
disorders. The emphasis in cultural psychiatry varied
between Western Europe and the USA. In Europe, often the
social anthropologies followed the colonial masters in
observing the natives and their rituals in their natural hab-
itat. These led to misconceptions about diagnosis and a
management of psychiatric cases but, more importantly, it
meant that the traditional way of dealing with mentally ill
individuals and mental illness were criticised, looked down
upon and in some cases even destroyed. The traditions,
however, survived perhaps of oral tradition of history and
information being passed on across generations.
Westermeyer in this chapter sets out the global context
within which cultural psychiatry has emerged and started to
make its presence felt. He argues that cultural psychiatry has
many features in common with social psychiatry in that
both relate to social institutions such as family, community
and psychiatric institutions. There are distinctions between
the two types of psychiatry as well in that their focus is
somewhat different. Illustrating the historical context by
using migration as an example and the notions of racial
and ethnic superioritylinferiority became more apparent.
Current status of cultural psychiatry follows on from two
different traditions — European and American. Westermeyer
notes that differences between social psychiatry and cultural
psychiatry persist in spite of attempts to use terms such as

Joseph Westermeyer

sociocultural psychiatry. The use of different social units
across the two specialties and the relative importance of
nation state provide clear pointers in different directions in
which the two specialties lead. In the last few decades or so,
cultural psychiatrists have become involved in providing
services and directing service planning for migrant or minor-
ity ethnocultural groups. Cultural consultation and acting
as cultural brokers have been important steps forward in
making psychiatric services accessible. Westermeyer makes
a strong case for psychiatry to move into international psy-
chiatry away from national psychiatries.

Introduction

Cultural psychiatry includes numerous subfields,
some more theoretical in nature and others quite
practical in orientation. Literally scores of subfields
can be described, from early tomes on culture and
psychoanalysis (such as Freud’s Totem and Taboo
(Freud, 1918) to latter-day research on the genome
and ethnopsychopharmacology (Lin et al., 1993).
These subfields vary almost as much as the field of
psychiatry itself. However, for purposes of presenting
a coherent historical development of the field, four
principal areas will be described here. Other iterations
of the field should become apparent to the reader.
Perhaps the first modern efforts in cultural psy-
chiatry were directed at describing psychopathology
across cultures, noting the similarities and differen-
ces in psychiatric disorder among various cultures.
Emil Kraeplin began such studies over a century
ago, first observing differences among psychiatric
patients in Europe and later travelling to several
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countries outside of Europe for the same purpose
(Boroffka, 1990). Later investigators, such as Tsung
Y Lin (Lin, 1989) and Alexander Leighton (Leighton,
1981), expanded this stratagem in the mid-1990s
with their epidemiological studies of various disor-
ders within and across populations. These descriptive
and epidemiological approaches to the understand-
ing of psychiatric disorder vis-a-vis culture continue
to the present time, girded by use of psychiatric rating
scales, scheduled psychiatric interviews, and even
newer methods, such a genomic and neuroimaging
studies (Cheng et al., 1993; Tseng et al., 1990).

It was not long after these early descriptive and
prevalence studies that investigators began to con-
sider what factors in cultures might augur for or
against psychiatric disorder. These investigations
concerned the beliefs, attitudes, behaviour, cus-
toms, values, practices, and traditions of patients
as these cultural factors might affect psychiatric
disorder. Around 1930, Odegaard first demonstrated
the link between large-distance cross-cultural emi-
gration and mental disorder, citing cultural factors
in the increased rates of several disorders among
immigrants (Odegaard, 1932). Later researchers
studied culture itself as potential pathogen; exam-
ples included political extrusion of subgroups as
refugees (Ahearn & Athey, 1991)and the influence
of rigid cultural roles on psychopathology (Al-Issa,
1982). Studies of culture as resource have empha-
sized social networks (Speck & Attneave, 1974) and
culturally prescribed strategies for adaptation and
coping (Knafl & Gilliss, 2002).

Following World War II, increased travel resulted
in psychiatrists from one culture rendering care to
patients from other cultures. International travellers
included refugees, foreign students, tourists, foreign
‘guest workers’ and others. In addition, internal
migration and urbanization resulted in ethnic
minorities and remote rural dwellers relocating to
urban areas. The clinical imperatives stemming
from this novel situation greatly stimulated practi-
cal aspects of cross-cultural psychiatry. These issues
included the role of the translator in psychiatric
evaluation (Westermeyer, 1990), the psychiatrist’s
cultural norms and their potential influence on

diagnosis (Adebimpe, 1981), clinical presentations
or syndromes influenced by culture (Abbey &
Garfinkel, 1991), reliability of cross-cultural diagno-
ses (Westermeyer & Sines, 1979), and applicability
of psychometrics across languages and cultures.
Since many patients in cross-cultural contexts
were fleeing war and/or political oppression, assess-
ment and care of trauma-related disorders become
a prominent feature in studies and in clinics
(Basoglu, 1992, Kinzie & Tran, 1980).

Over the last few decades, ethnopsychiatry stud-
ies have addressed psychiatric practice within a
particular cultural framework. These studies have
examined practitioners, systems of care, diversity
and possible inequalities of care and care outside of
the professional mainstream (e.g. over-the-counter
medications, indigenous or folk healing, ethnic
differences in access to care and patient satisfaction)
(Collins et al., 1984; Delgado, 1995; Szapocnik et al.,
1984). On the micro-level, the role of ritual and
ceremony in treatment and healing has been
assessed (Johnson et al, 1995). One psychiatrist
with public-health training has addressed cultural
perspectives of a people towards their own mental-
health improvement (Thompson, 1996).

Cultural psychiatry and social psychiatry possess
many features in common (Gruenberg, 1983). For
example, social psychiatry addresses psychiatry as it
is related to social institutions, such as the family,
community, licensing bodies, economics, educa-
tion, politics, law and public health (Kessler et al.,
1995). It may also encompass the study of psychi-
atric institutions, such as clinics, hospitals, research
institutes, academic centres and professional
guilds. Social psychiatry includes the study of
patients in groups, including special groups of
patients (e.g. students, military units, factory work-
ers) (Portela, 1971), special social circumstances
affecting patients (e.g. disasters, racism) (Blendon
etal., 1995), and special social therapies (e.g. family,
group, milieu, industrial, recreational) (Mollica
et al., 2002). In general, social psychiatry and cul-
tural psychiatry differ in the mono-cultural empha-
sis of the former and the bi- or multi-cultural
emphasis of the latter. Contrasts in the development



of these two psychiatric fields over time provide a
perspective regarding their foundations, functions,
and perhaps their future.

Historical origins of social and cultural
psychiatry

Social and cultural psychiatry may seem virtually
indistinguishable at first glance, since both fields
concern groups of people vis-d-vis psychiatric dis-
order and its treatment. However, they have been
separate fields with relatively little overlap and
interaction. This paradox becomes comprehensible
in view of their differing histori