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|VII|Preface


Andreas Maercker, Eva Heim, & Laurence J. Kirmayer


Traumatic stress and its consequences have been a major focus of investigation and clinical innovation for the last several decades, with a fast-growing body of research on the causes, clinical conditions, and best practices in prevention and treatment. However, honest reflection on the state of the art in traumatic stress studies makes it clear that many questions are unresolved, and much remains to be done to put the field on a firm footing. Among the reasons for this knowledge gap are the varied expressions of traumatic stress and the diversity of responses of individuals both within and across cultures. The most frequently cited and best known “face” of overwhelming stress response is the mental disorder of posttraumatic stress disorder (PTSD). PTSD has received a lot of attention, driven by concerns about the mental health effects of war, political conflict, interpersonal violence, and natural disasters. The construct has been used both to advance research and to organize clinical services with the goal of improving the lives of individuals affected by trauma. To those alert to its varied manifestations, trauma may be hidden behind a broad variety of disorders, symptoms, and forms of suffering (Maercker, Schützwohl, & Solomon, 2000). Indeed, trauma has become a common trope for describing many forms of structural violence and social injustice. This has prompted a critique of the over-extension of the metaphor of trauma, posing the challenge of how to decide which constructs are genuinely useful in clinical work, mental health promotion, or other settings (Fassin & Rechtman, 2009).


A cultural clinical perspective offers the most promising road to broadening and deepening our understanding of the great diversity of manifestations of traumatic stress. This perspective tries to disentangle the multitude of clinical expressions of distress and coping or survival strategies after experiences of adversities. One major lesson of the cultural clinical perspective is that not all human beings regard themselves as entirely autonomous individuals that have to overcome the most severe hardships on their own. Rather, many people see themselves as deeply imbricated in their close networks of family, kin, and community, reflecting Aristotle’s dictum “humans are social animals.” This is expressed both in the ways people describe their suffering and in their accounts of resilience and recovery. As a participant in a study in an Indigenous community in Brazil put it: “If something serious strikes us, we bend like the bamboo in a plantation … and just as bamboo rises together, we will spring back” (Meili, Heim, Pelosi, & Maercker, in press). Consistent with Indigenous concepts of personhood, the classic metaphor of resilience in terms of the bending of bamboo is mentioned not as a feature of a solitary plant, but as a collective response of the whole (Kirmayer, Sehdev, & Isaac, 2009).


Despite many illuminating discussions of culture and trauma over the last 30 years (e.g., Hinton & Good, 2016; Kirmayer, Lemelson, & Barad, 2007; Marsella, Friedman, & Spain, 1996), the application of a cultural clinical perspective to understanding the experience of survivors of potentially traumatic events from a genuinely cultural perspective remains the exception rather than the rule. This is clear from reading the research reports on traumatic stress in international scientific journals as well as most of the treatment literature on PTSD. The vast majority of contributions take for granted the Western notion of autonomous individuals who are self-reflective and can readily express their inner mental states. This assumption may be true for many individuals in Western societies, but such modes of self-construal and expression are not the norm for members of many other |VIII|cultures. More generally, the cultural clinical perspective poses questions about the extent to which our knowledge in the field of traumatic stress can be universally applied, and which aspects of theory and practice need to be adapted – or even set aside – to respond adequately to specific contexts.


This volume outlines approaches to cultural clinical psychology in three broad areas: (1) culturally sensitive approaches to PTSD and related mental disorders; (2) cultural values, metaphors, and the search for universals; and (3) global mental health and intervention challenges. In addition to mapping key issues for research, the volume aims to provide a wealth of description of diverse contexts, theoretical approaches, and intellectual journeys – as well as potential applications in clinical and other settings.


The chapters in the first part of the volume examine these questions of cultural generalizability and describe culturally specific expressions of stress-related disorders. Kirmayer and Gómez-Carrillo (Chapter 1) outline an ecosocial approach to integrating culture and context in mental health theory and practice. They emphasize the importance of recognizing the production of knowledge within psychiatry and psychology as itself shaped by cultural assumptions and background knowledge. Hence, every clinical encounter is an intercultural encounter. Diagnostic assessment and labeling has its own impact on the experience and course of trauma-shaping memory, symptom attributions, coping strategies, and outcomes in ways that may help or hinder recovery. Hinton and Bui (Chapter 2) demonstrate the variability of PTSD across cultures by presenting a cross-cultural model of trauma-related disorder. This model includes a variety of dimensions of psychopathology, which cover many of the Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5) criteria along with somatic symptoms and cultural syndromes, all of which are important to assess in culturally diverse settings. The model further emphasizes the key role of the catastrophic interpretation of trauma symptoms in some contexts – for example, among Cambodian refugees. Salis Gross and Killikelly (Chapter 3) introduce the concept of sociosomatics, originally proposed by Arthur Kleinman (1998). Based on interviews with Bosnian and Turkish refugees in Switzerland, the authors outline culturally specific examples of how distress is closely interlinked with interpersonal conflicts, and expressed mainly through somatic complaints.


The second part of this volume addresses the interplay of cultural specificity with universal patterns and processes found across the globe, starting with an overview of possible approaches to integrating local and specific (emic) perspectives with general and universal (etic) models. In Chapter 4, Maercker argues that cultural values can help place the construct of PTSD in cultural perspective. The study of values has been central to cultural psychology for decades. As developed and applied by social psychologists, the measurement of values has been a productive way to capture latent features of culture empirically. In this context, values research has looked at how cultural values change along with the economic growth and modernization of societies. In particular, Maercker suggests that the increase of modern values such as self-determination or emancipation may be associated with an increase in the acknowledgment of posttraumatic suffering – or even an increase of PTSD prevalence – around the globe.


Although we have contrasted the culture of “the West” with “the Rest” (i.e., the very diverse cultures of the majority world), it is important to recognize that there is also great social and cultural diversity among and within Western societies. Social contexts influence how stress-related symptoms are perceived and expressed, which is addressed from three different perspectives in this volume. Pietikäinen (Chapter 5) discusses the history of labeling of symptomatology of cognate mental disorders in northern Europe. Papadopoulos (Chapter 6) discusses the ecological concept of Umwelt (drawn from ethology) or local environment and applies it to the experience of a Somali refugee. In her contribution, Malich (Chapter 7) focuses on the historical interrelation between gender and traumatic stress in Western culture.


Metaphor analysis provides another means of exploring the bodily, personal, and cultural mediation of illness experience (Kirmayer, 1992). Two chapters in this volume show how a focus on metaphors can yield important insights into the cultural grounding and consequences of exposure |IX|to traumatic stress. Rechsteiner and Meili (Chapter 8) examine metaphors used to describe aversive or catastrophic events in India and Brazil, as part of a larger study that also included samples from Switzerland and Lithuania. Based on data from the same cross-cultural research project, Meili, Gegieckaite, and Kazlauskas (Chapter 9) emphasize metaphors related to posttraumatic growth and resilience. Indeed, we might ask if the dominant metaphor of trauma itself – which is drawn from the Greek for wound – is adequate to the task, or whether it colors our theory and practice in ways that may reveal some features (analogous to wounding and healing) while hiding others (like resilience, moral development, forms of posttraumatic growth, or changes of identity and social position). Perhaps other metaphorical expressions are needed to capture these alternate experiences, states, and trajectories of people who have experienced various forms of adversity, including terrifying and violent disruptions to their lives. To conclude the second part of this volume, Dückers and Brewin (Chapter 10) discuss and further explore the seeming paradox that, despite high levels of exposure to violence, PTSD is rarely diagnosed in non-Western countries.


The third part of this volume addresses cultural aspects in psychological interventions, including the usual Western setting of face-to-face psychotherapies or counseling, work in individual or group settings in the countries of origin of traumatized persons, and scalable interventions developed for countries with large numbers of people affected by adversities and with restricted resources to address the mental health needs of these people. Stammel (Chapter 11) provides a comprehensive overview of frameworks and methods regarding the cultural adaptation of psychological interventions. In Chapter 12, von Lersner describes aspects of cultural competence in psychotherapy, mainly in face-to-face encounters, along with training components for therapists working in culturally diverse settings. Heim, Harper Shehadeh, van’t Hof, and Carswell (Chapter 13) focus on the cultural adaptation of scalable interventions, arguing that easy-to-understand core interventions developed in the West, such as problem solving or behavioral activation, can be adapted to culturally diverse contexts, leading to considerable symptom reduction and increase in functioning.


Two of the contributions to this volume (Chapters 4 and 14) extend the area of investigations from traumatic stress and its consequences, to the closely related domain of grief and loss. This reflects changes in the field of traumatic stress studies, with the recognition of prolonged grief (also labeled pathological or complicated grief) as a new disorder category in the leading classification systems of mental disorders. Interestingly, it appears that this new category of prolonged grief has received more attention from academics, practitioners, and the public in several Asian countries than from Western cultural psychology or psychiatry. In the last chapter, Xiu and Killikelly (Chapter 14) describe a culturally adapted grief intervention in China. The authors present a case example of how a cultural practice, Chinese painting, can be minimally adapted to become a grief intervention for parents who have lost their only child (a more common predicament because of the one-child policy in China). Including grief along with trauma, as closely related (and frequently co-occurring) forms of suffering, is one way to advance an integrative, pluralistic, person-centered approach to cultural clinical psychology and psychiatry.


This volume brings together authors and topics from many different disciplines and fields of expertise. We are grateful that all of the authors engaged with this effort to begin to build a foundation for a cultural clinical psychology of trauma and its consequences. We also hope that this colloquy and collaboration of psychologists, psychiatrists, epidemiologists, philosophical and social anthropologists, and sociologists will continue. Much remains to be done to build a multifaceted knowledge base for further progress in the science and practice of traumatic stress studies.



|X|References


Fassin, D., & Rechtman, R. (2009). The empire of trauma: An inquiry into the condition of victimhood. Princeton, NJ: Princeton University Press.


Hinton, D. E., & Good, B. J. (Eds.). (2016). Culture and PTSD: Trauma in global and historical perspective. Philadelphia, PA: University of Pennsylvania Press.


Kirmayer, L. J. (1992). The body’s insistence on meaning: Metaphor as presentation and representation in illness experience. Medical Anthropology Quarterly, 6(4), 323–346. Crossref


Kirmayer, L. J., Lemelson, R., & Barad, M. (Eds.). (2007). Understanding trauma: Integrating biological, clinical, and cultural perspectives: Cambridge, UK: Cambridge University Press.


Kirmayer, L. J., Sehdev, M., & Isaac, C. (2009). Community resilience: Models, metaphors and measures. International Journal of Indigenous Health, 5(1), 62–117.


Kleinman, A. (1998). Sociosomatics: The contributions of anthropology to psychosomatic medicine. Psychosomatic Medicine, 60(4), 389–393. Crossref


Maercker, A., Schützwohl, M., & Solomon, Z. (Eds.). (2000). Posttraumatic stress disorder: A lifespan developmental perspective. Göttingen, Germany: Hogrefe.


Marsella, A. J., Friedman, M. J., & Spain, E. H. (Eds.). (1996). Ethnocultural aspects of PTSD: An overview of issues and research directions. Washington, DC: American Psychological Association.


Meili, I., Heim, E., Pelosi, A. & Maercker, A. (in press). Metaphors and cultural narratives on adaptive responses to severe adversity: A field study among the indigenous Pitaguary community in Brazil. Trancultural Psychiatry.





|1|Part 1


Culturally Sensitive Approaches to PTSD and Related Mental Disorders





|3|1


Culturally Responsive Clinical Psychology and Psychiatry


An Ecosocial Approach


Laurence J. Kirmayer & Ana Gómez-Carrillo



Introduction


Cultural clinical psychology and psychiatry aim to address the mental health needs of diverse communities by integrating attention to cultural differences in knowledge, social institutions, identities, and practices. These differences affect mental health by influencing the causes and mechanisms of psychopathology, shaping illness experience and expression, and guiding processes of coping, adaptation, healing, and recovery. Various theoretical models, borrowed from the social sciences, have been used to understand the interaction of culture and mental health and the nature of psychiatric disorders. These models reflect the cultural assumptions of psychiatry itself, and becoming aware of some of these tacit assumptions is essential to open up a space for intercultural work. In this chapter, we will advance an ecosocial approach to culture in mental health in terms of culturally responsive care. This aims to identify crucial dimensions of culture and social context relevant to the lived experience of those with mental health problems and apply that understanding to clinical assessment and interventions.


Definitions of culture change over time with changing configurations of the social world. Contemporary cultural psychiatry approaches culture as the social matrix of experience. This includes all of the socially constructed aspects of life that shape neurodevelopment, everyday functioning, self-understanding, and experience in illness and health. While some aspects of culture are explicitly marked, as norms, values, ideologies, and practices, most of culture is implicit, involving taken-for-granted systems of knowledge, beliefs, values, institutions, and practices that constitute social systems, including families, communities, and societies. The culturally implicit may only become apparent at moments of culture change or during intercultural encounters. Difference, otherness, and alterity are central to our thinking about culture because tacitly shared references of meaning and affordances become apparent when we are confronted by the “other.”


In mental health research and practice, cultural difference is often reduced to constructs such as race, ethnicity, or national origin. However, these forms of identity are themselves cultural constructions based on norms and conventions (Kirmayer, 2012a). To develop a culturally responsive approach to clinical practice that does not simply reproduce conventional social categories that |4|result in stereotyping or over-generalization, we need to consider local history, context, and intersectionality.


Attention to culture is crucial to understand illness experience and to the ways in which social structure privileges or marginalizes particular groups. Focusing excessively on cultural difference may “culturalize” problems that are related to structural issues of power, conflict, and social inequalities. Hence, cultural competence needs to be supplemented with structural competence (Metzl & Hansen, 2014). There is great variation within any ethnic group, and this is further amplified by the ongoing intermixing of cultures and the creation of new hybrid identities that draw from local communities as well as transnational networks. The concept of culture must also be expanded to include local subcultures and global flows of knowledge and practices shared by groups of experts, including mental health professionals (Bibeau, 1997).


In clinical practice, attention to culture serves multiple functions: (1) it can enable patients to communicate their concerns in ways that are experience-near and meaningful to themselves and to others in their family and community; (2) it can help clinicians interpret the diagnostic significance of symptoms and behaviors and assess patients’ predicaments in relation to relevant norms and contexts; (3) it can guide the development of culturally appropriate treatment plans and interventions; and (4) it is essential for negotiating the delivery of interventions and assessment of outcomes (Kirmayer & Swartz, 2014).



Locating Culture


Culture is located in the interaction between people and their life worlds, which includes material and symbolic aspects of the socially constructed environment (Seligman, Choudhury, & Kirmayer, 2016). As such, culture is embodied and expressed through forms of socially meaningful bodily action and communication (e.g., verbal and nonverbal language, metaphors, idioms, symbols). The forms of action and communication that constitute culture shape experience from its inception through looping effects between embodied developmental processes and social enactments such as giving a narrative account of one’s experience or telling stories. Understood in this way, cultural knowledge and skills are necessary for navigating and adapting to particular social worlds or contexts. Identifying the impact of these contexts on the feedback loops that contribute to dysfunction and distress or to healing and recovery is an important task in clinical assessment.


The emerging paradigms of embodiment and enactment within the 4-E cognitive science framework provide new ways to think about the influence of culture and context on behavior and experience (Kirmayer & Ramstead, 2017). In this framework, action and experience are understood as embodied (occurring in a body as opposed to just in the brain), embedded (within a social context), enacted (through interaction with the world), and extended (reaching beyond the boundaries of the physical body to include aspects of the world in the process of cognition). These approaches from cognitive science emphasize the co-emergence of mind and culture over evolutionary, developmental, and everyday time scales (Seligman, Choudhury, & Kirmayer, 2016). A key element of these processes for psychiatry is the intersubjective grounding of experience through modes of embodied interpersonal interaction, cooperation, and collaboration (Fuchs & De Jaegher, 2009).


Individuals pursue their own life goals by engaging with others in their networks and with social institutions. To do this, they employ cultural background knowledge that guides their interactions. Some of this background knowledge involves schemas or models. However, much cultural knowledge is not stored as mental representations within the individual but consists of strategies for attending to specific cues and exploiting the resources of particular contexts. Cultural knowledge resides in the social environment, with its material structure, distributed roles, and opportunities for cooperative activity with others. We can thus view an environment or local niche as providing cultural affordances – that is, opportunities for perception and action. For the culturally prepared |5|and attuned individual, specific contexts afford particular ways of experiencing the world and acting on it, alone or in concert with others.


Cultural affordances provide possibilities for action and sense making that vary with an individual’s identity and position within a social system, community, or local world. Mental health problems may alter how the individual engages with cultural affordances both by changing the person’s expectations and patterns of activity and because a diagnostic label confers a new identity and social position which comes with its own set of affordances in a given context. This altered mode of engaging with a social world will influence the trajectory of the illness over time, affecting both how the individual copes with symptoms and how the illness fits their identity. Both individuals’ illness narratives and the autobiographical narratives stories through which they express their identities are shaped by the wider meanings conferred by participation in particular social and cultural contexts (Kirmayer, 2003, 2007).


Symptoms arise from the interaction of psychophysiological, cognitive-affective, and social processes that include culture-specific explanations of distress, and thus are more than just indices of disorder (Kirmayer, 2015; Hinton, Lewis-Fernández, Kirmayer, & Weiss, 2016). Symptoms are shaped and amplified by bodily, psychological, and social processes. Sensations, experiences, and events are perceived and interpreted in terms of available cognitive schemas and cultural models, as well as through ongoing interactions with others. To make sense of symptoms, clinicians therefore need to consider the specific contexts, including the clinical setting itself, in which illness experience emerges and its meanings are negotiated (Kirmayer, Guzder, & Rousseau, 2014).



Dynamics of Culture in a Globalizing World


Viewing culture as a stable set of traits tends to reify and essentialize differences between groups that are better understood as negotiated and context-dependent (Seligman, Choudhury, & Kirmayer, 2016). Culture is an abstraction that points to dynamic processes that involve creativity, improvisation, and contestation among individuals and groups participating in different ways of life, with issues of power and agency always at stake. This more dynamic and agentic view of culture can counter the tendency to exoticize and caricature others in terms of simplistic dichotomies such as traditional/modern, Eastern/Western, or individualist/collectivist.


Of course, in any community or geographic region, there are specific cultural, historical, and political factors that define the available categories of identity and their social implications. These may be important for a given individual because they affect the kinds of social stresses they experience and their access to resources for coping and recovery. Any of these may be clinically relevant for a given patient in a given context and require careful exploration (Groen, 2009). However, many of these categories are applied by others and may not be intrinsic to patients’ own identity and experience. The local politics of identity and alterity determine what forms of difference and diversity are viewed as important to address in health care systems, and which kinds of difference are discounted or simply ignored. For example, in the US, until recently, research on cultural diversity and training programs for cultural competence have generally approached identity in terms of the five broad ethnoracial blocs defined by the Census. When people are able to provide their own categories of identity, the predefined categories are shattered, resulting in a wide array of new identities constructed on many different bases including migration status, religion, sexual orientation, occupation or vocation, and illness (Good & Hannah, 2015).


Any cultural system is the product of interactions among multiple communities and institutions. In a world of mass migration and intermingling of people over generations, identity is necessarily hybrid, multiple, and fluid (Bibeau, 1997). Globalization, migration, and telecommunication have contributed to situations of hyperdiversity in many cities. As a result, most individuals present hybrid forms of identity that reflect influences from their families and the multiple local |6|and transnational communities in which they participate. For immigrant and ethnic minorities, this hybridity may include varying degrees of involvement with both their cultures of origin and the cultures of the dominant society. While recognizing this diversity and hybridity poses challenges, it is essential for understanding patients’ predicaments and devising appropriate interventions. How an individual or group balances and navigates multiple, at times conflicting, positions is itself a determinant of mental health. Exploring and supporting the hybridity of identity – and addressing the predicaments of those who find themselves caught between cultural worlds – can support individuals in their life projects by helping them to position themselves socially in ways that are adaptive and advantageous, promoting flexibility, and allowing engagements with multiple communities (Kirmayer, 2006; Hinton & Kirmayer, 2017).



Methodological Challenges in Research on Culture and Mental Health


While the widely disseminated diagnostic constructs of psychiatric nosology provide an international language and framework for research and clinical work, cultural psychiatry and psychology offer conceptual and methodological approaches to clarify diagnostic heterogeneity and develop greater cultural relevance and fit in mental health care. There is wide recognition that a one-size-fits-all approach is inadequate, both for global mental health and in the context of multicultural and multiethnic societies (Alegria, Atkins, Farmer, Slaton, & Stelk, 2010; Kirmayer, 2011). Unfortunately, most mental health research is conducted in Western populations, especially college students and others attending mental health clinics (Henrich, Heine, & Norenzayan, 2010) or exclusively uses constructs, categories, and scales developed in Western contexts. There is a need for more research on diverse populations to assess the generalizability of findings and to develop new constructs, measures, and interventions that are appropriate for specific cultures and contexts (Whitley, Rousseau, Carpenter-Song, & Kirmayer, 2011). However, cross-cultural research poses particular methodological challenges (Kirmayer & Ban, 2013).


Studying psychiatric disorders across cultures presupposes that the same construct is valid across different social and cultural contexts (i.e., it has the same internal coherence and external relationships to other key constructs), and that it can be accurately identified or measured. Validity cannot be resolved simply by determining the psychometric equivalence of measures, but requires showing that the underlying constructs have similar clinical and pathological significance across cultures in relevant contexts (Kirmayer & Swartz, 2014).


Most cross-cultural epidemiological research has focused on identifying people whose symptoms fit conventional psychiatric criteria for specific disorders in diverse settings. Thus standard instruments like the Composite International Diagnostic Interview (CIDI) (Robins et al., 1988) have been translated and used to establish the prevalence of Diagnostic and Statistical Manual of Mental Disorders (DSM) or International Classification of Diseases (ICD) disorders in many regions (Kessler, & Üstün, 2004). This work has found substantial variations in prevalence, which may reflect differences in the susceptibility of specific populations, but which also may reflect methodological limitations related to variations in the ways distress and disorders are expressed (Demyttenaere et al., 2004). Most of this work has not attempted to identify and include culture-specific symptoms that may not be part of the core definitions of disorders, even though they may be common and associated with distress, functional impairment, and help seeking. The mere fact that people can be found who fit preexisting diagnostic criteria does not ensure that the category is locally meaningful or efficient as a way to identify people who might benefit from mental health services (Kirmayer, Gomez-Carrillo, & Veissière, 2017).


Kleinman (1977, 2008) noted that the tendency to see local forms of suffering only through the lens of preexisting diagnostic constructs was a sort of category fallacy. Getting beyond these |7|blinders requires taking the time to explore local modes of expressing distress, and building these symptoms and behaviors into interviews and self-report measures used in epidemiological research. Recent work on network theories of psychopathology suggests that clinical syndromes may reflect the interaction of distinct symptom processes (Borsboom & Cramer, 2013; Bryant et al., 2017; McNally et al., 2015). This makes the exploration of the wider domain of distress elaborated in particular cultural contexts especially important because, in addition to identifying new culture-specific symptoms, the relationships among symptoms may vary across cultures, giving rise to new syndromes or to new dynamics of previously recognized syndromes. Taking this approach would also reduce the risk of exporting diagnostic categories with limited external validity.


While the widespread use of the diagnostic categories of international psychiatric nosology like the ICD or DSM 5th edition (DSM-5) reflects a tacit acceptance that these are meaningful and useful, the high degree of comorbidity and the difficulty in classifying many patients in everyday psychiatric practice expose the limitations of current nosology (Kirmayer et al., 2017). Current nosology is based on grouping syndromes according to phenotypic expression or putative mechanisms (e.g., anxiety disorders, mood disorders, dissociative disorders), without any way of verifying the underlying pathology. Indeed, even when it is possible to apply international diagnostic criteria, the causes, clinical expression, treatment response, course, and outcome of disorders may vary substantially across cultures and contexts. Ongoing use of these categories in culturally diverse settings leads to reification through practice, as patients and clinicians take up the category and use it to organize their experience. This phenomenon has been described by philosopher Ian Hacking as a looping effect (Hacking, 1995). Hacking argues that




to create new ways of classifying people is also to change how we can think of ourselves, to change our self-worth, even how we remember our own past. This in turn generates a looping effect, because people of the kind [created by the classification] behave differently and so are different. (Hacking, 1995, p. 369)





Many clinically relevant loops may involve social practices like diagnostic labeling, which can lead to stigma and impaired social functioning, which can then reinforce the reality, use, and consequences of the diagnostic label. Similarly, the act of taking prescribed medication may influence one’s sense of having a specific illness. Other kinds of loops may engage bodily processes (bio-looping) – for example, taking a prescribed medication causes additional symptoms (side effects) that reinforce the sense of being sick and the diagnostic label. Diagnostic categories thus have consequences that go beyond their implications for treatment. Social science methods are needed to trace these effects, which need to be considered in clinical practice.



Cultural Variations in Modes of Experiencing and Expressing Distress


Current medical and psychological anthropology have distinguished different modes of communication of distress that are recognized in the DSM-5 as distinct types of cultural concepts of distress, including explanatory models, idioms of distress, cultural syndromes, and folk diagnostic categories (American Psychiatric Association, 2013; Lewis-Fernández, Kirmayer, Guarnaccia, & Ruiz, 2017; see Table 1.1). Although as defined, these types of concepts are distinct, the same term (e.g., depression, nerves, or burnout) can be used in multiple ways by different people or by the same person in different contexts.






|8|Table 1.1 Cultural Concepts of Distress in the DSM-5




















	

Construct




	

Definition




	

Examplesa









	

Cultural syndrome




	

A cluster or configuration of co-occurring symptoms found in a specific cultural group, community, or context (may be purely classificatory or point toward mechanisms that give rise to the symptoms)




	

amok, ataque de nervios, koro, latah, khyal attack (culture-specific forms of panic attack), possession, shenjing shuairuo, taijin kyofusho









	

Idiom of distress




	

A linguistic term, phrase, way of talking, or other form of behavior shared with other people from the same culture (i.e., ethnicity, religion, community) used to express, communicate, or comment on distress




	

burnout, nerves, thinking too much









	

Cultural explanation




	

A causal attribution, explanatory model, or other form of explanation for a specific type of affliction, symptom, behavior, or experience of distress




	

fright illness, ghost illness, jinn, mal de ojo, root work, zar









	

Folk diagnosis




	

A category of illness recognized within a specific ethnomedical system by healers and/or laypeople




	

brain fag, dhat, hwa-byung, locura, sangue dormido, susto












Note. Based on the Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV) glossary of culture-bound syndromes and idioms of distress, and the DSM 5th edition (DSM-5) discussion of cultural concepts of distress (see Lewis-Fernández, Kirmayer, et al., 2017).


a Examples taken from DSM-IV.





The term cultural syndrome replaces the older term culture-bound syndrome (CBS) because in the contemporary world, cultures are not well-bounded but rather in constant exchange and flux. However, the term cultural syndrome retains the essential insight of the older literature that cultural contexts and developmental experiences may result in distinctive syndromes. However, many of the entities labeled as CBS in the past are now recognized to be better characterized as folk diagnoses, idioms of distress, or causal explanations grounded in particular cultural ontologies.


Folk diagnoses are labels drawn from local healing practices or ethnomedical systems that may involve more or less elaborate theories and classifications. Some of these systems, such as traditional Chinese medicine or Ayurveda, have become modernized, but in their more technical and elaborate forms, they remain the province of traditional practitioners or healers. Laypeople may participate in these practices, despite their limited understanding of the underlying ontology or medical theory, because they find the root metaphors and the social systems of authority compelling (Kirmayer, 2004, 2014).


Local explanatory models referencing the causes and meanings of distress are important determinants of illness experience and help seeking across cultures (Kirmayer & Bhugra, 2009). Causal attributions link symptoms to models of affliction and illness narratives based on shared everyday modes of explanation or diagnostic systems. Explanations are based on implicit ontologies – assumptions about what makes up the world – that are drawn from everyday concepts or ethnomedical theories. While psychiatry currently interprets various forms of distress and dysfunction as mental disorders and attributes these to brain dysfunction as a result of genetic, epigenetic, or environmental influences, other ethnomedical systems may invoke imbalances of vital energies or essences to explain illness. In many cultures, emotional distress and dysfunction may be explained in terms of the effects of spirits or malign magic, and related to envy, moral failings, or transgressions. The same cultural system generally provides multiple explanations. The choice of a particular explanation then reflects not only the nature of the symptoms and concurrent life circumstances but also the specific questions and concerns that are being addressed and individuals’ relationship to their interlocutors and relevant social context. For example, sociomoral explanations may provide answers to questions about why one became ill and the personal and communal significance of the affliction.


|9|Idioms of distress are part of everyday modes of communication and serve to convey concerns in ways that others familiar with the idiom will understand (Nichter, 2010). Cultural idioms are embedded within semantic networks of meaning and must be understood in terms of the situated nature of communication, which centers on pragmatic questions including “Who is saying what to whom for what purpose?” Exploring these questions of the communicative significance of illness experience allows the clinician to understand the personal and social meaning of patients’ expressions of distress and use this to identify problems for clinical attention and intervention (Kirmayer, 2007).


This points to a key issue in culturally informed assessment. Cultures are not simply bundles of traits or variables that can be independently listed or rated. Instead, cultural knowledge and practice are part of a system in which individual actions and explanations take their meaning from their relationship to social norms and institutions. Much of meaning of illness experience therefore is to be found not in individuals’ cognitive representations but in their interactions with the local social worlds they inhabit.


In addition to individuals’ appraisals of their own coping ability, social contexts (at home, work, or school, or with friends) are key determinants of the thresholds of functional impairment that define mental disorders. Social function always occurs within a particular context, which has different dynamics for each individual according to their social position, personal history, and current goals. The threshold for experiencing distress is also shaped by norms, roles, expectations, moral values, local understandings of pathology, and stigma that are themselves culture and context dependent. Similar processes influence individuals’ differential vulnerability or resilience, modes of coping, response to interventions, and recovery (Kirmayer, 2007).



Cultural Influences on the Mechanisms of Psychopathology


Despite the heterogeneity and cultural variability that characterizes mental disorders, they continue to be essentialized as “natural kinds” in mainstream psychiatry, justifying a disease or disorder-centered approach to care. This is underwritten by the assumption that disorders will map onto specific neurobiological mechanisms. This assumption is at odds with the fact that the relationship of mechanisms to symptoms is many-to-many – that is, most neurobiological perturbations give rise to multiple symptoms, and any given symptom can result from more than one underlying mechanism (though there may be a final common pathway). Moving from symptoms to syndromes makes the relationships still more complicated, requiring dynamic system models (Cramer et al., 2016).


In practice, clinical disorders are defined not just in terms of symptoms and syndromes but also in relation to the individual’s resilience and coping ability and to personal and social expectations for everyday functioning as well as thresholds of tolerance of dysfunction and distress. Hence, the notion of a mental disorder is, in crucial respects, irreducibly social. This is why diagnostic criteria for mental disorders continue to include explicit or implicit socially defined thresholds at which experience of distress is considered pathological or at which functioning is considered impaired. While these thresholds point to relevant personal, social, and clinical concerns, they may not help refine diagnostic formulation unless the mechanisms of their impact on psychopathology are better understood. A thoroughgoing ecosocial approach to mental disorders insists that social interactional and cultural processes be included in our models of the mechanisms of psychopathology and recovery (Kirmayer et al., 2017).


Cultural contexts influence psychopathology at multiple levels, contributing to the developmental processes that result in vulnerability or resilience and the factors that cause, maintain, and resolve symptoms and dysfunction. In any given cultural context, only some of these influences are recognized, so that clinicians must canvas widely to develop a comprehensive integrative view.


|10|The ways we think about human function and dysfunction are rooted in cultural concepts of self and personhood, which in turn reference particular cultural ontologies. In recent decades, psychiatry has increasingly adopted a brain-based ontology of the self (Kirmayer & Gold, 2012; Rose & Abi-Rached, 2013; Vidal & Ortega, 2017). This view downplays the extent to which we are social beings who construct our sense of self and personhood though narrative practices and interpersonal interactions in the context of social background knowledge, institutions, and affordances. This social world comes in diverse cultural versions. Understanding cultural influences on the mechanisms of psychopathology requires a conceptual shift away from neurobiological reductionism toward an ecosocial view of the mind as embodied, embedded, and extended (Kirmayer, 2015; Kirmayer & Ramstead, 2017).


We can illustrate this integrative ecosocial view by considering some of the mechanisms that may contribute to the syndrome of posttraumatic stress disorder (PTSD). PTSD has been viewed as an abnormal response to a traumatic event or a failure of recovery from the normal response to traumatic events (Shalev, 2007; Young & Breslau, 2015). The clinical symptoms in PTSD are varied and overlap with those of mood and anxiety disorders. The clinical distinctiveness of PTSD as a syndrome rests mainly on its trauma etiology (Young, 1997).


Attempts to establish what constitutes a potentially traumatic exposure have emphasized the threat of injury or loss of life. Although extreme events will be universally view as traumatic by most people, any event that engenders intense fear can lead to traumatic response. Hence, the definition of traumatic event depends on individual appraisal, which in turn, reflects past experience, coping skills, cultural meaning, and personal significance (Gone & Kirmayer, 2010). Which events are perceived as traumatic and destabilizing will vary across individuals, cultures, and contexts.


Appraisal also shapes the course and long-term outcome of posttraumatic stress (Bryant & Guthrie, 2007). What one person appraises as a normal reaction to trauma, another may consider catastrophic. The appraisal of symptoms determines their impact on subsequent adaptation. Differences in appraisal may also explain some discrepant findings from research studies, such as the ability of peritraumatic dissociative symptoms to predict chronicity (Bryant & Guthrie, 2005).


PTSD is most often presented as a distinct syndrome centered on fear conditioning. However, as described in current nosology, it involves clusters of symptoms that may reflect several different mechanisms that interact to give rise to the syndrome (Bryant et al., 2017). The production of symptoms is not a unidirectional flow from underlying mechanism to experience to expression, nor does it involve simple causality from past trauma to present distress. Bodily, cognitive, and social interactional processes play a role in mediating the link between traumatic cause and symptomatic effect and from neurobiological perturbation to clinical syndrome (Hinton & Kirmayer, 2013). Moreover, these influences feed back at multiple levels and time scales to initiate and maintain the clinical syndrome through looping effects.


The loops that may constitute clinical disorders like PTSD include internal regulatory circuitry of the brain and the body, structured by past experience, and cognitive loops set up by modes of attribution or construal, as well as external circuits that engage the social world (Kirmayer, Lemelson, & Barad, 2007). Cultural scripts guide people to selectively attend to particular sensations or events when they occur, but the ensuing attentional processes can contribute to the emergence of symptoms. By leading people to devote more attentional resources to scanning for particular bodily, psychological, or social events, scripts increase the likelihood of detecting an instance of whatever the person is looking for.


The cultural scripts that guide body-focused attention and the interpretation of symptoms are learned across the lifespan and revised with one’s own and others’ illness experience (Kirmayer, 1996). Migration to a new setting brings new schemas, scripts, or templates for symptom and illness experience. Even institutional practices, such as those that refugee claimants are |11|compelled to navigate, may play a role in symptom experience, by directing attention to specific bodily symptoms as warrants of events that justify their claim for asylum. In this way, the narratives that serve to establish one’s identity as a refugee also shape embodied experience (Kirmayer, 2003).


Cultural scripts and past experience create expectations for states of health or illness and direct attention to corresponding bodily sites, sensations, thoughts, feelings, and external locations or events. These are interpreted in terms of available schemas, or if these are insufficient to normalize or explain away the symptoms, they may prompt a more extended search for meaning. As symptoms are noticed and interpreted, cultural scripts suggest appropriate coping strategies, which may include continued monitoring, taking some home remedy, or seeking help. These actions, in turn, may evoke further responses within the person or from others in the family or social environment. The ways that individuals interpret and respond to symptoms with culturally varied coping strategies may change the course of the illness, amplifying or reducing symptoms and distress. If these responses act to increase symptom levels in some way, they may lead to symptom amplification through a positive feedback loop. The result can be a loop that plays out over months or years and turns an acute episode of distress into a chronic, disabling problem.


Looping effects can occur at multiple steps in the flow of information processing and meaning making. Noticing a symptom or sensation leads one to attend to other parts of the body that are related not just anatomically but through ethnophysiological or metaphorical links (Kirmayer, 1992, 2008). For example, traditional Chinese medicine connects distant and disparate bodily organs and systems through flows of chi or energy (Lin, 1981). This acquired map of the body influences attentional and interpretive practices in ways that shape illness experience and symptom reports (Kim, 2017). This map may not be known in detail by most laypeople, but healers will use it to direct their inquiry and, in the process, change how patients attend to their bodies. Thus, bodily, cognitive, and cultural schemas influence the process of symptom interpretation and elaboration in ways that can result in cycles of symptom exacerbation or resolution.


This points to the potential utility for clinical assessment and treatment of developing a typology of looping effects that catalogues the various pathways or vicious circles through which problems can be amplified and become self-sustaining (Kirmayer & Sartorius, 2007). Importantly, in addition to their effects in shaping illness experience of individuals, looping processes can also contribute to the maintenance of prevalent explanatory categories and constructs, such as psychiatric diagnoses, within a given cultural context (Hacking, 1999; Kirmayer & Bhugra, 2009).


In the case of PTSD, the relevant cultural loops involve individual and social responses to fear but also ethnopsychological notions of memory and its influence on distress. The construct of PTSD is exemplified by prototypical cases, which follow the structure: traumatic event → traumatic experience appraisal → distress, repetitive, and intrusive (involuntary) memory of event and of experience → PTSD syndrome. Underlying this causal model of PTSD is a particular memory logic that assumes that memories are veridical snapshots made at the time of the event that can be reactivated and relived in ways that disrupt ongoing functioning (Young, 1997). However, this view does not sufficiently consider the extent to which memories are reconstructions that draw from current contexts, models, and expectations.



Integrating Culture Into Assessment and Treatment


We have argued that all psychiatry and psychology is cultural – and all clinical care is intercultural because there are cultural differences between clinician and patient. The perspectives that patient and clinician bring to the clinical encounter are governed by culturally based attitudes and assumptions. Gaining insight into the others’ assumptions and attitudes as well as one’s own requires openness, |12|self-reflection, and critical analysis. Attending to culture requires a reflective and reflexive approach to clinical practice. It also requires that clinicians provide space to explore the different aspects of an individual’s identity and experience rather than reproducing the conventional categories. This can begin before the clinical encounter by unpacking the received categories of culture, race, and ethnicity to go beyond stereotypes to consider how ethnocultural labels and categories are used in local contexts relevant to patients’ experience.


The practical challenge for clinical practice is how to integrate culture and context into assessment and treatment with the ever-present constraints of time and resources. A variety of approaches have been developed to address culture in clinical care (Kirmayer, Bennegadi, & Kastrup, 2016). Table 1.2 summarizes the common approaches along with some of their strengths and limitations. The appropriateness and effectiveness of any of these approaches will depend on their meaning for the individual or group for which they are intended.






Table 1.2 Strategies for Integrating Culture in Clinical Care




















	

Strategy




	

Strengths




	

Limitations













	

Mental health literacy


(Jorm, 2012; Na, Ryder, & Kirmayer, 2016)




	



	

Educates individuals and communities to identify and respond to mental health problems





	

Aims to reduce stigma and improve access to and appropriate use of services










	



	

Assumes that cultural knowledge, attitudes, and practices can be changed by simply providing information or education





	

Does not consider local meanings of explanatory models or healing practices





	

May not address structural barriers to care





	

Ignores cultural assumptions of standard care















	

Language interpreters


(Leanza, Miklavcic, Boivin, & Rosenberg, 2014)




	



	

Communication is fundamental to safe and effective health care





	

Trained interpreters observe ethical standards and provide accurate translation





	

Working effectively with interpreters involves a collaborative process and specific skills










	



	

Need to go beyond pure linguistic interpretation to explore meaning of cultural context





	

Often only nonprofessional interpreters are available, and this may impact on the safety and quality of communication















	

Culture brokers, mediators, or link workers


(Miklavcic & LeBlanc, 2014)




	



	

Focus on cultural translation can go beyond language to include nonverbal, contextual, and community dimensions of meaning and identify important stressors and sources of support and resilience










	



	

Roles, training, and ethical standards for culture brokers not well-established





	

Lay helpers may have their own agendas that complicate communication





	

Cost may be a concern





	

Introducing a “culture expert” may displace the patient as expert and lead to cultural objectification of patient















	

Ethnic matching


(Cabral & Smith, 2011)




	



	

Practitioners and institutions can present a welcoming face and make use of knowledge of the needs of specific groups to respond appropriately





	

May be addressed at level of intervention, practitioner, or institution with specific benefits










	



	

Matching is usually imprecise





	

May not be able to find match for patients from smaller local communities





	

May not result in tailored services or intervention





	

May be stigmatizing for patient and for minority practitioner





	

Variation can be larger within than across ethnic groups















	

Cultural adaptation of intervention


(Griner & Smith, 2006)




	



	

Interventions can be tailored to be more acceptable and effective for individuals and to mobilize or integrate culturally grounded coping strategies










	



	

Cultural adaptation may be time-consuming and costly





	

Effectiveness of adapted intervention may be uncertain and require additional evaluation















	

|13|Cultural competence of clinician


(Betancourt et al., 2003; Kirmayer, 2012a)




	



	

Focus on clinician fits with professionals’ emphasis on knowledge and skill acquisition





	

Generic skills can be used with diverse and changing population across different settings










	



	

Tends to locate culture with the patient and expertise with the clinician





	

May not sufficiently emphasize issues of power, structural violence, and inequality at clinical, institutional, and systemic level





	

Less emphasis on social determinants of health may result





	

Focusing on practitioners’ skills serves to further accentuate the power imbalance in the clinical encounter





	

The notion of competence emphasizes knowledge and skills rather than attitudes and affect















	

Cultural competence of institution and health care system


(Hernandez, Nesman, Mowery, Acevedo-Polakovich, & Callejas, 2009; Fung, Lo, Srivastava, & Andermann, 2012)




	



	

Organizations that make efforts to address culture may be seen as more receptive and responsive by ethnocultural communities





	

Can change local institutional culture in ways that foster competence at all levels of service delivery










	



	

May emphasize form rather than substance in terms of structural organizational change





	

Requires resources for institutional reorganization















	

Cultural humility


(Tervalon & Murray-Garcia, 1998)




	



	

Emphasis on the clinician’s limited access to insider culture knowledge and the need to respect and be open to clients’ own culturally based understandings of their illness and treatment interventions










	



	

May undermine patients’ perception of clinician concept





	

May shift responsibility for appropriate care to the patient















	

Cultural safety


(Papps & Ramsden, 1996; Brascoupé & Waters, 2009)




	



	

Addresses issues of power and inequality rooted in historical and structural violence





	

Focuses on safety of systems, institutions, clinical settings, and encounter





	

Emphasis on power sharing and dialogue










	



	

Frames culture and difference in terms of vulnerability rather than strengths















	

Structural competence


(Metzl & Hansen, 2014)




	



	

Emphasis on issues of power, structural violence and inequality










	



	

Risks losing sight of the interaction and complexity of issues at micro, meso, and macro levels.





	

The social justice and intersectional lens may jeopardize the analysis of individual’s issues and experience
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