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Lecture 4: 
Culture, Mental 
Health and 
Mental Illness 

4.1 Culture 
mental health 
and mental 
illness? 

Culture & Mental Health care 
� Socially transmitted ways of living built up 

by a group 
� Framework for interpretation of 

experience 
� Knowledge of culture necessary for 

�  Distinguishing appropriate from 
pathological 

�  Communicating effectively 
�  Developing relationship 
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Culture and meaning of 
mental health and illness 
� Ways to describe and understand distress 
� Communication to others 
� Cues to others re: social response 
� Evoking support and solutions 
� Expectations for course and prognosis 

can become realities of course and 
prognosis 

4.2 Culture & 
Mental Health 
in Historical 
Context  
The International Pilot Study 
of Schizophrenia 

Source for more info: 
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IPSS: International Pilot Study of 
Schizophrenia 
� Launched in 1967 by WHO and NIMH 
� A multi-country evaluation of long-term 

outcomes in schizophrenia 
 

 United States   England  
 Denmark   Nigeria  
 Taiwan   India 
 Colombia   Czechoslovakia  
   USSR 

Developed vs. Developing 
� Aarhus, Denmark 
� London, England 
� Washington DC, 

USA 
� Moscow, USSR 
� Prague, 

Czechoslovakia 
 

� Agra, India 
� Cali, Colombia 
�  Ibadan, Nigeria 
� Taipei, Taiwan? 

Medical facilities 
Causes of death 
Socioeconomic 

conditions 

Goals of the IPSS 
� Demonstrate the capacity to carry out 

international collaborative research 
� Validate and standardize diagnosis 
�  Investigate long-term outcomes of 

schizophrenia  
�  Different cultural contexts, 
�  Developed vs. developing nations 
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Hypotheses? 
“…it should be expected that course and 
outcome of schizophrenia are much worse 
in such countries compared with industrial 
countries that already possess a highly 
developed psychiatric care system, as is 
particularly the case in parts of the UK and 
Denmark.” 

Methods 
� Joint development of screening and 

assessment methods 
� Extensive training and reliability evaluation 
� Standardized interviews in eight 

languages 
� 2 year follow up 

Finding 
� More favourable course of illness in 

developing countries. 
�  India, Nigeria, Colombia:  

�  shorter episodes of illness, better social 
adjustment, less impairment, less symptoms at 
follow-up 

Surprising 
Counterintuitive 

Unexpected and embarrassing 
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Why? 
� Unaccounted factors 
 
� Different family and community structures 

�  Protective factors in developing countries 
�  Negative factors in developed countries 

So, what happened next? 

On second thought… 
� Maybe those developing countries didn’t 

do it properly? 
� Maybe the really sick patients died before 

they were assessed? 
� Maybe people in those countries are just 

different? 
�  Culturally 
�  Physiologically  

We can’t regress to “pre-
literate”, “hunter-gatherer” 
functioning (1989) 
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So who’s the authority? 
� Science is political: reputations were at 

stake. 
� Authorship was from the west – 

Switzerland (WHO), US,  England 
� Authorship on the whole dataset, only 

from US and UK – others only published on 
their own samples 

� Reinforced location of expertise in the 
west 

Western leadership in  
mental health 
Tensions between 
�  Potential universal aspects of mental care 
�  Extinguished indigenous knowledge of mental 

health care 
�  Unfettered imperialist momentum toward 

dominance of mental health expertise 

Can global mental health recognize and value 
both the universal and the indigenous? 

Contributions of the study 
� Schizophrenia as: 

�  Existing across the world 
�  Heterogeneity of outcomes 
�  Link between social context and biological 

aspects of mental illness 

� Sequelae of the study: 
�  Global north/western domination of 

psychiatry 
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Global Challenges  
in Mental Health (WHO) 

 
 

Global burden of mental disorders and the 
need for a comprehensive, coordinated 

response from health and social sectors at 
the country level 

Goals of the Grand Challenges in Global 
Mental Health (Mental, neurological and 
substance use disorders) 

�  NIMH (US) Global Alliance for Chronic 
Diseases (London) 

�  Identify causes, risks and protective factors 
�  Advance prevention and implementation of 

early interventions 
�  Improve treatments and expand access 
�  Raise awareness of global burden 
�  Build human resource capacity – training 
�  Transform health systems and policy responses 

�  Culturally informed and culturally sensitive 
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4.3 Culture and 
Mental Health 

Positioning traditional 
knowledge 
� Views, beliefs, guiding principles rooted in 

tradition and continuing to evolve 
�  Indigenous knowledge –  

�  Local knowledge 
�  Developed over the long-term 
�  Unique to a given culture or society 
�  Developed to deal with specific needs and 

challenges 

Mentally Healthy Communities: 
Aboriginal Perspectives (2009) 
�  Canada’s indigenous peoples 
�  Balancing 4 dimensions of life: physical, 

mental, spiritual and emotional 
�  Medicine wheel  

�  Interconnectedness of well-being of 
individuals, families,  communities, animal life 
and physical environment  
�  Eco-centric perspective 

�  Traditional healing: restoration of balance 
and connection. 
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Cross-cultural perspectives on 
mental health (Fernando, 2002) 

� Mental health = handling stress, treating 
illness, promoting spiritual development 

� Culture-based treatments not always 
transferable 

� Possibility of misapplication 
� Possibly less effective outside of its cultural 

context 
� Possible disruption of important healing 

elements in the new culture 

Herbal treatments 
� Balancing systems of the body 
� Emphasis on procedures of growth 

preparation, harvesting, use 
�  Importance of the qualities of the 

practitioner 
� E.g., Ayurveda, Traditional Chinese 

Medicine (TCM) 
� Western adaptation – herbs treated as 

medications 

Acupuncture 
� Component of Chinese medicine 
� Balancing yin & yang 
� Applicable to disorders diagnosed within 

Chinese medicine system 
� Needles, diet, exercise, correct living 
� Western adaptation – acupuncture for 

pain (e.g., migraine), nausea etc. 



2013-‐02-‐15	  

10	  

Yoga/Meditation 
� Liberation and the relief of suffering 
� Mindfulness, attention awareness 
� Loving detachment 
� Contemplative traditions in various 

religions 
� Western adaptation – exercise, flexibility, 

stress relief, secular meditation practices 

Trances, Dreams,  
Altered states 
� Contact with spirit world part of mental 

health practice 
� Trances in practitioner and/or person who 

is unwell 
� Often embedded in family, community 

treatment process 
� Substance-induced trances (plants, fungi) 
� Western adaptation: hypnosis? 

 
Spiritual Healing 
� Ritual, meditation, prayer, etc. 
� Self-help and mutual support 
� Stimulating capacities for self-healing 
� Exorcism 

�  Illness caused by undesirable presence that 
must be removed 

�  Removal is an act of compassion for the 
possessed and the possessing spirit 

� Western adaptation? 
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Transcultural mental health 
principles 
� The need to develop shared meaning of 

experience 
� Giving the individual and others roles, 

responsibilities 
� Healer communicates hope, optimism 

and confidence 
� The role of ritual: culturally standardized 

procedures to address non-routine, but 
recurrent experiences 

Please watch 
 
 
“Andrew Solomon: Notes on an Exorcism” 

at http://youtu.be/-UBgBpFGODI (16:43) 

4.4 Culture and 
Mental Illness 
DSM IV’s integration of 
culture 
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DSM IV introduces culture 
� A key concept in assessment and 

treatment 
� Always consider individual cultural setting 

as part of determining diagnosis and 
treatment 

� Appendix –  
�  Culture Bound Syndromes 
�  Cultural Formulation 

Components of a cultural 
formulation in DSM IV 
� Cultural identity of the individual 
� Cultural explanations of illness 
� Cultural levels of psychosocial support 
� Cultural elements of patient-physician 

relationships 
� Cultural information that influences 

diagnosis and treatment 

Culture Bound Syndromes 
�  Disorders recognized only within a specific 

cultural context 
�  Recurrent locality-specific patterns of deviant 

behaviour 
�  Usually familiar within the cultural context but 

not beyond 
�  Associated with “folk” (indigenous?) diagnosis 

and treatment 
�  Identified in non-Western populations by 

Western psychiatrists in colonial outposts 
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Examples 
� Amok 

�  SE Asia: men, sudden homicidal rage, killing 
spree 

� Ataque de nervios 
�  Latin America, Caribbean: high stress, 

uncontrolled behaviour 

� Dhat 
�  India: semen loss anxiety 

North American examples? 
� Bulimia Nervosa/Anorexic Nervosa 
� Type A personality 
� Adolescent rebellion 
� Mid-life crisis 
� PMS 
� Chronic Fatigue Syndrome 

Unbounded 
 culture-bound syndromes? 

Hacking’s (1998)  
“Ecological Niches” for 
transient mental illnesses 
�  Fugue state in the 19th century 
�  In the presence of certain factors illnesses 

flourish 
�  When those factors disappear, the illness 

disappears 
�  What makes this illness possible, in a specific 

moment and place? 
�  language, diagnosis for interpreting experience 
�  Technologies, social developments 

Fugue 
state: 

Amnesia 
for identity, 
wandering 
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Why are virtually all spree killers men? (Mills, 
2012) 
� Cultures of masculinity 

�  Loss of face 
�  Recent slights, losses, rejections 

� Ecological Niche 
�  Access to weapons 
�  Worldwide graphic media coverage 

 

A culture-bound syndrome? 
An ecological niche? 

Proposed Cultural Formulation 
Interview for DSM V 
� Categories changed to specific questions 

to ask about explanatory models 
� Retained question about potential barriers 

created by clinician identity 
� Questions about seeking help, coping 

methods 
� Applicable to all patients 
� A precursor to “rest of interview” 

4.5 An example 
of intersections 
between culture 
and mental 
health 
Social determinants of 
health among internally 
displaced persons in 
Northern Uganda 
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Context 
�  Internal conflict and war 
� Exporting of PTSD interventions of limited 

success 
� Need to understand appropriate 

interventions, collaborations 
� Find ways to support local/ indigenous 

strengths and resources 

Method for the study 
� Qualitative interviews 

�  Semi-structured, open ended questions 

� Holistic definition of health 
�  Review of experiences 
�  Impact on health 
�  Understanding of any health problems 
�  Coping 
�  Supports  

Social determinants of health 
for internally displaced persons 
� Environmental instability 
� Poor access to health services 
� War and Violence 
� Lack of social support, disrupted support 
� Displacement 
� Poverty 
� Ongoing fear, lack of safety 
� “Traumatic events” 
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Idioms of distress 
 

Variations in the expression of distress  
with specific 

 personal and/or cultural meanings 

Idioms of distress  
for IDPs in Northern Uganda 
� Overthinking 

�  Depression? Obsessive thoughts? 

� Madness 
�  Trauma 
�  Presence of vengeful ghosts and spirits 

� Physical sickness 
�  Social and emotional pain interwoven with 

physical pain 

Indigenous components 
� Working the land a long-term component 

of well-being 
� Separation from land 

�  Material consequences – poverty, 
deprivation 

�  Emotional consequences – low self-esteem, 
feelings of inadequacy 

� Rendering of social fabric 
�  Loss of community coherence, support 
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Universal aspects? 
IDPs in Uganda PTSD in Western context 

Overthinking Rumination, depression, 
obsessive thoughts 

Madness Trauma, psychosis 

Vengeful ghosts & spirit ??? flashbacks, nightmares? 

Physical pain and illness Migraines, pain, sleep 
disturbance 

Rendered social fabric -------- 

------ Hypervigilance, easily 
startled 

Coping responses 
� Doctors 
� Community-based counselors 
� Traditional healers, rituals and medicines 
� Religion 
� Family and friend support 
�  Isolating 

Bio – Psycho – Social – Spiritual - Cultural 

4.6 Cultural 
competence & 
multicultural 
mental health 
care 
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Cultural competence 

Congruent behaviours attitudes and policies 
that come together to enable the system  & 
professionals to work effectively in cross-
cultural situations 
� Awareness 
� Knowledge 
� Skills 
� Policies and practices 

Strategies for multicultural 
mental health care 
Cultural competence 
� Language-skilled staff 
� Diversity of service providers (incl. gender) 
� Ability to elicit patient beliefs and 

experiences 
� Knowledge of/provision of culturally 

accessible resources 
� Collaboration with trusted community 

services 
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A few notes on 
mental disorder 
as cultural 
experience 

In search of an Asperger culture 
(Williams, 2004) 

� Culture: a matrix that aids interpretation 
of experience 

� An AS culture may be a resource  
�  Group consciousness: ASPies 
�  Shared knowledge of dealing with 

common challenges 
�  Value and meaning in AS 
�  Bicultural competence 

In search of an Asperger’s 
culture 
� An AS subculture may be the basis for 

exclusion 
�  Imposed identities of deviance 
�  Double consciousness 
�  Pressures to assimilate 
�  The subculture reveals the dominant culture 
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Summary and  
conclusions 


