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To Peter, Anne, Marcia, and Stephen, for whom, after so many years, I have felt the need to explain what my work is about. To Leon, who critiqued what I first wrote, saving me once again from inveterate faults; and who continues to model for me, long after I have formally been his student, the best possibilities for social scholarship in psychiatry. And as always to Joan, for giving me, over almost a quarter of a century, the self-sustaining understanding that what I had to tell was worth saying and therefore worth time and passion.






Realism, like reality, is multiple and evanescent, and no one account of it will do.

Nelson Goodman, Notes on the well-made world

The biological and the social are neither separable, nor antithetical, nor alternatives, but complementary. All causes of the behavior of organisms, in the temporal sense to which we should restrict the term cause, are simultaneously both social and biological, as they are all available to analysis at many levels. All human phenomena are simultaneously social and biological, just as they are simultaneously chemical and physical. Holistic and reductionist accounts of phenomena are not “causes” of those phenomena but merely “descriptions” of them at particular levels, in particular scientific languages. The language to be used at any time is contingent on the purposes of the description….

R. C. Lewontin, Steven Rose, and Leon J. Kamin, Not in Our Genes







    
Preface


For many psychiatrists, including those in positions of authority within the profession, cross-cultural research is merely exotic. The reality of mental illness in different societies, as depicted in the work of anthropologists and psychiatrists who are engaged in cross-cultural studies, is seen, in North American and Western European psychiatry, as marginal to the purposes of the field. The concept of culture is treated in most psychiatric textbooks as unessential to mental illness and psychiatric treatment. Neither fish (biology) nor fowl (psychology), social norms and cultural meanings simply don’t count for much. In the main-line professional ideology, they are “soft.” That is to say, the entire cultural apparatus of language, symbols, and interpretations is the source of great ambivalence for the contemporary psychiatric researcher. If cited at all, and most frequently they are not, cultural issues are placed at the bottom of a long list of potentially influential forces; the sheer length and atomized nature of the list dilute the significance of each of its constituents, lending a sense of impracticality and irrelevance to the relationship of culture and mental illness. The present period of biological revanchism in psychiatry—when many psychiatrists seem to believe that understanding the biological basis of mental disorders is, if not around the corner, at most two or three streets away, and that such knowledge will be all the clinician needs to know to treat patients with schizophrenia and depression—is particularly deaf to cultural themes.

One must ask, why should a discipline whose roots are so deeply planted in Western culture, whose major figures are almost entirely European and North American, and whose data base is largely limited to the mainstream population in Western societies, why should so strongly Western-oriented a discipline regard cross-cultural research among the more than 80 percent of the world’s people who inhabit non-Western societies as marginal? Is not cross-cultural research essential to establish the universality of mental illness and the international validity of psychiatric categories? Are not comparative studies an antidote to professional ethnocentrism? Can psychiatry be a science if it is limited to middle-class whites in North America, the United Kingdom, and Western Europe? Yet, in spite of these powerful reasons for international research, psychiatry has made only the slightest of contributions in international medicine, and most psychiatric journals and textbooks evidence little if any interest in the psychiatric aspects of international health.

Against this disquieting background, I will highlight a quite different point of view, a vision of psychiatry in the perspectives of other, non-Western cultures—so huge a portion of humanity, yet so silent a presence in psychiatry. What happens when we make the cross-cultural findings of psychiatric research central to our interpretations of mental illness, or when we make psychiatry the subject of anthropological inquiry? Let us then, place psychiatry in the middle of a ring of mirrors held up by Chinese, Japanese, Indian, Nigerian, Iranian, Melanesian, Hispanic American, and still other cultures’ indigenous conceptions, illness perceptions, and therapeutic experiences. The mirrors expose psychiatry’s central assumptions and paradigms of practice to cross-cultural comparison. Anthropological studies further extend this revealing cultural analysis into the house of psychiatry itself—its institutions, roles, system of training, and knowledge. To accomplish this task, I ask seven anthropological questions about psychiatry’s cross-cultural findings and also about psychiatry’s taxonomy and practices. These are not the only questions one might ask, but they are the ones whose discussion I believe is most revealing.

This book was written for the general psychiatrist and for members of that great penumbra of health and mental health professionals that surrounds psychiatry, as well as for the informed layperson who is interested in mental illness and the psychiatric profession. I wrote these chapters not as a scholarly study, but as an account of my thoughts in the course of pursuing cross-cultural and anthropological research for the past two decades. A researcher spends his days in the narrow, twisting streets of a highly technical problem framework; he travels an unmapped, difficult route of minute empirical details that have spun off from the research quest (the broad boulevards) that first motivated his work. Over time that project takes on a life of its own, so that the researcher, in collusion with like-minded colleagues, gets caught up in problems that would seem to anyone but his small research circle remote from the original concerns that prompted the project in the first place. The little roads don’t turn back into the major highways; they get even narrower. We end up writing for each other. Every once in a while it is essential to ask what does it all mean? What relevance does our work have to the diverse interests of a wider audience? The seven questions that I have posed represent an effort to work my way back to the original interests that led me into anthropology and cross-cultural psychiatry. Those early interests arose from a desire to rethink psychiatry. That is what I have tried to do in this book, without too much detail, without jargon, and in a space small enough to be encompassed in an evening or two’s reading.

The title may seem presumptuous. This is after all not a definitive review of psychiatry that marches chapter after chapter through the chief themes, controversies, and empirical findings. Far from it. I have produced a rather personal essay about a small corner of the discipline, cross-cultural research and its anthropological interpretation—a cameo, not a panorama, a small well-tended garden, not a vast, sprawling park. Yet I feel certain my subject is a microcosm of core tensions in psychiatry broadly. Each of the questions initiates a chapter treating a highly specific, technical problem in cross-cultural research. Through an exploration of that problem, however, the subject is enlarged to touch at least one and usually several abiding controversies in psychiatry. At the end I wish to have created a special vision of psychiatry—not a major canvas, not even a representative picture, and certainly not the only anthropological vision, but one that I have worked toward over years of mastering a special subject and traveling a road few mental health professionals travel.

The view of Florence is distinctive if seen after climbing San Miniato or hiking to Fiesole. The experience of getting there shapes the perception of the vista. No less so for a profession, a clinical practice, a science in the making. This is where my work has taken me. This is what I have seen. This is what troubles me. A different window, to be sure. An unusual angle, granted. A special view, all right; yet one that says something different about questions too often taken for granted or even denied. Each practitioner in the course of a career rethinks his discipline. Here is how psychiatry looks when an anthropologist-psychiatrist who has spent much of his research career in East Asia mulls over his work, reconsiders his readings, and tries to make sense of the major cross-cultural issues in psychiatry as they pertain to the discipline as a whole.

The ideas presented in this book were developed in close collaboration with colleagues in the Harvard medical anthropology and cross-cultural psychiatry group. I wish to acknowledge in particular the formative contribution of my colleague Professor Byron Good—I cannot establish where his ideas leave off and my own begin—and that of other present and former members of our group: Drs. Mary Jo DelVecchio Good, Mitchell Weiss, Peter Guarnaccia, Paul Cleary, Pablo Farias, Thomas Csordas, Janis Jenkins, Linda Garro, and especially Joan Kleinman. Graduate students in anthropology have also contributed to the ideas developed below: Paul Brodwin, Terry O’Nell, John Russell, Scott Davis, Anne Becker, Karen Stephenson, Lawrence Cohen, and Paul Farmer. I wish to acknowledge as well the contribution of foreign visitors in the 1985-86 academic year: Drs. Ravi Kapur (India), Liu Shixie (China), Joan Anderson (Canada), and Rob Barrett (Australia). Support from the Rockefeller Foundation, from an NIMH contract to review cross-cultural studies of depression and anxiety, and from an NIMH training grant in clinically applied anthropology were instrumental in facilitating review of the relevant cross-cultural literature. The cases from China that I describe come from research supported by the Committee for Scholarly Communication with the People’s Republic of China of the National Academy of Sciences. A magical month at the Rockefeller Foundation’s Bellagio Study Center gave, along with great quiet and enchantment, time and freedom from other responsibilities to revise the text and reconsider the recommendations of colleagues and friends and a wise senior editor, Laura Wolff. The calm competence and genuine humanness of my assistant, Joan Gillespie, made the labor of writing and rewriting much less trying than it otherwise would have been. Finally, my thanks go to the chairmen of the three departments at Harvard of which I am a member—Professors Stanley Tambiah and Irven DeVore (Anthropology), Myron Belfer (Psychiatry at the Cambridge Hospital), Leon Eisenberg (Social Medicine)—for their continuing support of my effort to build a colloquy between anthropology and psychiatry.

Arthur Kleinman

Cambridge

October 1987





    
Prologue: Why Anthropology?
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No anthropologist, in fact, is to be found willing to surrender the abstract world of history for the abstract world of science, to adopt (that is) a purely quantitative conception of man and of society, of civilization, moral development and religion, and to be content with measurements in place of historical events, statistical inference in place of historical fact, statistical generalization in place of historical enumeration. And the reason for this is, perhaps, that the conclusions of such a science would be relatively unimportant.

Michael Oakeshott, Experience and its Modes



Psychiatry has been overtaken in the 1980s with a fervor for biological explanations. The discovery and development over two decades of psychoactive medications with specific effects on particular disorders spurred research into their physiological effects and in basic neuroscience. The latter is in a “golden” period, with so many breakthroughs occurring so quickly that the entire shape of the research enterprise has changed several times. The medical model with its emphasis on delineating discrete diseases and their equally specific pathological underpinnings, which had been under serious assault from psychodynamic, behavioral, and community orientations, has come back with a vengeance well expressed by the “return to our medical roots” motto.

This in turn has transformed psychiatric epidemiology from a marginal discipline concerned with measuring symptoms of general distress and avoiding the taxonomic chaos of an earlier period into a robust program of disease-specific studies closely tied to the impressive development of research diagnostic criteria, standardized clinical assessment instruments that yield high rates of inter-rater reliability, and a new official diagnostic system of the American Psychiatric Association that has had tremendous influence throughout the profession and worldwide. The latter, DSM-III, sets out operationalized inclusion and exclusion criteria for each of the psychiatric disorders. The growth of psychiatric epidemiology has further clarified the distinguishing characteristics of mental illness and opened up opportunities for remarkably innovative research into the genetic and other neurobiological causes of disease. Although research has thus far failed to identify a unique pathophysiology for each of the psychiatric disorders and although biological “markers” are few and far between, enough progress has been made on the physiological correlates of major depression, panic disorder, and schizophrenia to justify the dominant paradigm of heterogeneous disorders with specific biological sources. Research is now able to establish more reliable rates of psychiatric disease, and to examine vulnerability and provoking factors that place individuals at higher risk.

With all these developments on the biological side of psychiatry, the reader may well ask, why is anthropology at all revelant?

To begin with, the very developments just reviewed also disclose that more is involved in the causal web of psychiatric disorders than changes in neurotransmitters and endocrinological activity. Epidemiological research has begun to parse the social contribution to vulnerability for mental illness through delineation of such factors as life events that are perceived as stressful; social supports that can be assessed as inadequate; and the social origins of helplessness and of a negative sense of self. Family expressions of hostile, negative, and overinvolved emotional response to schizophrenic members have been found to be valid predictors of relapse and worsening course. Cognitive behavioral measures of personal inefficacy and persistent sense of threat and loss have been shown to correlate strongly with depression and anxiety disorders; even more importantly, they have led to the development of psychotherapeutic treatment techniques that are as effective as antidepressants and antianxiety medications. Moreover, unemployment, poverty, and powerlessness continue to show a statistical association with higher rates for most mental disorders. Thus, social psychological aspects of illness and treatment have also been shown to be of considerable significance.

Cross-cultural studies have contributed to this picture. They reveal that the core psychiatric disorders can be diagnosed in a wide range of societies. Certain of these disorders—e.g., depression and anxiety disorders—have particularly high rates in situations of uprooting, refugee status, and forced acculturation. Remarkably, yet still without adequate explanation, the course of schizophrenia has been shown to be better in less technologically developed societies and worse in the most technologically advanced ones. Some disorders appear to be found only in particular culture areas—the so-called culture-bound disorders. These culture-bound syndromes include not just susto, latah, amok, and other “folk” illnesses in the non-Western world, but quite possibly agoraphobia and perhaps also anorexia nervosa in the West and among the Westernized elite in developing societies. Patterns of seeking help for psychiatric disturbance vary widely across ethnic boundaries. Some cultures appear to innoculate their members against particular disorders, e.g., alcoholism among Chinese, who until very recently have had extremely low rates, while others put their members at especially high risk, e.g., alcoholism among North American Indians. And of course treatments vary greatly across societies. Research on genetic predisposition, on the family’s contribution to the genesis of psychopathology, and on the contribution of environmental factors such as tropical diseases, natural catastrophes, and occupational hazards have all encouraged cross-cultural investigations. Anthropologists have been asked to collaborate in this comparative research enterprise, and a number have done so.

It would be easy to embellish this line of reasoning to establish as practical the use of cultural analysis in psychiatry. But I seek to advance a different justification. Culture holds importance for psychiatry, in my view, principally because it brings a special kind of criticism to bear on research regarding mental illness and its treatment. From the cross-cultural perspective, the fundamental questions in psychiatry—how to distinguish the normal from the abnormal; how disorder is perceived, experienced, and expressed; why treatments succeed or fail; indeed the purposes and scope of psychiatry itself—all are caught up in a reciprocal relationship between the social world of the person and his body/self (psychobiology). For the anthropologist, the forms and functions of mental illness are not “givens” in the natural world. They emerge from a dialectic connecting—and changing—social structure and personal experience. That dialectic is the golden thread running through ethnographies of life in different cultural systems, and also through the structure of criticism that anthropologists draw upon to understand mental illness and the mental health professions. In the anthropological vision, the two-way interaction between social world and person is the source of thought, emotion, action.1 This mediating dialectic creates experience. It is as basic to the formation of personality and behavior as it is to the causation of mental disorder. Mental illnesses are real; but like other forms of the real world, they are the outcome of the creation of experience by physical stuff interacting with symbolic meanings.

The tie between social and personal worlds is mediated by language, symbols, value hierarchies, and aesthetic forms that are the pervasive cultural apparatus which orders social life. Nor is psychiatry exempt from this dialectic. Psychiatric concepts, research methodologies, and even data are embedded in social systems. The work of the practitioner and the powers of the profession originate in the same dynamic systems of values and relationships and experiences. Through them, psychiatric diagnostic categories are constrained by history and culture as much as by biology. Indeed, in the concepts of anthropology, biology, history, and culture are deeply interwoven.

In the chapters that follow I will apply this framework of cultural criticism to psychiatric research and practice. The attempt to apply psychiatric categories, so profoundly influenced by Western cultural premises, to non-Western societies is dramatically illustrated in cross-cultural research, the subject of the first three chapters.






Chapter 1 What Is a Psychiatric Diagnosis?
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Disease is not a fact, but a relationship and the relationship is the product of classificatory process….

Bryan S. Turner, The Body and Society

What other taxonomies might revolutionize our view—for taxonomies are theories of order?

Stephen Jay Gould, Animals and us

Individuals are types of themselves and enslavement to conventional names and their associations is only too apt to blind the student to the facts before him. The purely symptomatic forms of our classifications are based on the expressive appearances that insanity assumes according to the temper and pattern of the subject whom it affects. In short, individual subjects operate like so many lenses, each of which refracts in a different angular direction one and the same ray of light.

William James, cited in Eugene Taylor: William James on Exceptional Mental States, The 1896 Lowell Lectures



I am sitting in a small interview room at the Hunan Medical College in south central China. It is August 1980 and the temperature is over 100 degrees. I am sweating profusely and so is the patient I am interviewing, a thin, pallid, 28-year-old teacher at a local primary school in Changsha whose name is Lin Xiling.1 Mrs. Lin, who has suffered from chronic headaches for the past six years, is telling me about her other symptoms: dizziness, tiredness, easy fatigue, weakness, and a ringing sound in her ears. She has been under the treatment of doctors in the internal medicine clinic of the Second Affiliated Hospital of the Hunan Medical College for more than half a year with increasing symptoms. They have referred her to the psychiatric clinic, though against her objections, with the diagnosis of neurasthenia.2 Gently, sensing a deep disquiet behind the tight lips and mask-like squint, I ask Mrs. Lin if she feels depressed. “Yes, I am unhappy,” she replies. “My life has been difficult,” she quickly adds as a justification. At this point Mrs. Lin looks away. Her thin lips tremble. The brave mask dissolves into tears. For several minutes she continues sobbing; the deep inhalations reverberate as a low wail.

After regaining her composure (literally reforming her “face”), Mrs. Lin explains that she is the daughter of intellectuals who died during the Cultural Revolution while being abused by the Red Guards.3 She and her four brothers and sisters were dispersed to different rural areas. Mrs. Lin, then a teenager, was treated harshly by both the cadres and peasants in the impoverished commune in the far north to which she was sent. She could not adapt to the very cold weather and the inadequate diet. After a year she felt that she was starving, and indeed had decreased in weight from 110 to 90 pounds. She felt terribly lonely; in five miserable years her only friend was a fellow middle school student with a similar background from her native city, who shared her complaints. Finally, in the mid-seventies she returned to Changsha. She then learned that one of her sisters had committed suicide while being “struggled” by the Red Guards, and a brother had become paralyzed in a tractor accident. Three times Mrs. Lin took the highly competitive entrance examinations for university education, and each time, to her great shame, she failed to achieve a mark high enough to gain admission.4 Two years before our interview, she married an electrician in her work unit. The marriage was arranged by the unit leaders. Mrs. Lin did not know her husband well before their marriage, and afterward she discovered that both he and his mother had difficult, demanding, irascible personalities. Their marriage has been characterized by frequent arguments which end at times with her husband beating her, and her mother-in-law, with whom they live, attacking her for being an ungrateful daughter-in-law and incompetent wife. Both husband and mother-in-law hold her responsible for the stillbirth of a nearly full-term male fetus one year before.

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

From Mrs. Lin’s perspective, her chief problem is her “neurasthenia.” She remarks that if only she could be cured of this “physical” problem and the constant headache, dizziness, and fatigue it creates, she would feel more hopeful and would be better able to adapt to her family situation.

For a North American psychiatrist, Mrs. Lin meets the official diagnostic criteria for a major depressive disorder. The Chinese psychiatrists who interviewed her with me did not agree with this diagnosis. They did not deny that she was depressed, but they regarded the depression as a manifestation of neurasthenia, and Mrs. Lin shared this viewpoint. Neurasthenia—a syndrome of exhaustion, weakness, and diffuse bodily complaints believed to be caused by inadequate physical energy in the central nervous system—is an official diagnosis in China; but it is not a diagnosis in the American Psychiatric Association’s latest nosology.

For the anthropologist, the problem seems more that of demoralization as a serious life distress due to obvious social sources than depression as a psychiatric disease. From the anthropological vantage point, demoralization might also be conceived as part of the illness experience associated with the disease, neurasthenia or depression. Here illness refers to the patient’s perception, experience, expression, and pattern of coping with symptoms, while disease refers to the way practitioners recast illness in terms of their theoretical models of pathology.

Thus, a psychiatric diagnosis is an interpretation of a person’s experience. That interpretation differs systematically for those professionals whose orientation is different. And other social factors—such as clinical specialty, institutional setting, and, most notably in Mrs. Lin’s case, the distinctive cultural backgrounds of the psychiatrists—powerfully influence the interpretation. The interpretation is also, of course, constrained by Mrs. Lin’s actual experience. Psychiatric diagnosis as interpretation must meet some resistance in lived experience, whose roots are deeply personal and physiological. The diagnosis does not create experience; mental disorder is part of life itself.

But that experience is perceived and expressed by Mrs. Lin through her own interpretation of bodily symptoms and problems of the self, so that the experience itself is always mediated. Because language, illness beliefs, personal significance of pain and suffering, and socially learned ways of behaving when ill are part of that process of mediation, the experience of illness (or distress) is always a culturally shaped phenomenon (like style of dress, table etiquette, idioms for expressing emotion, and aesthetic judgments). The interpretations of patient and family become part of the experience. Furthermore, professional and lay interpretations of experience are communicated and negotiated in particular relationships of power (political, economic, bureaucratic, and so forth). As a result, illness experiences are enmeshed in and inseparable from social relationships.

When a psychiatric diagnosis is made, these aspects of social reality are implied. Diagnosis is a semiotic act in which the patient’s experienced symptoms are reinterpreted as signs of particular disease states.5 But those reinterpretations only make sense with respect to specific psychiatric categories and the criteria those categories establish. All diagnoses share this characteristic, whether the disorder is asthma, diabetes, hyperthyroidism, or depression. However, the signs of psychiatric disorders are more difficult to interpret for two reasons. They are only in part, and even then only for certain disorders, a result of biological abnormality; and psychiatric complaints overlap with the complaints of other ordinary kinds of human misery, e.g., injustice, bereavement, failure, unhappiness.

A psychiatric diagnosis implies a tacit categorization of some forms of human misery as medical problems. Earlier in Western society, what is now labeled depression, a psychiatric disease, may have been labeled as medical disorder (an imbalance in the body’s humors), a religious problem (guilt or sinfulness), moral weakness (acedia), or fate (Jackson 1985, 1987). In traditional Chinese medicine, only madness and hysteria were viewed as mental disorders; other problems which we would now call psychiatric were reinterpreted as either manifestations of medical disorder or life troubles owing to the malign influence of gods, ghosts, and ancestors.

In brief, then, though medical diagnosis is taught to medical students and sometimes practiced on patients as a “natural” activity—meaning that symptoms are said to match “underlying” physiological processes—it is anything but natural. What we take a symptom to be is a cultural matter, as is the assumption that a symptom mirrors a single defect in physiological processes. That assumption is not only cultural but naive. One of the most dependable occurrences in clinical care is the practitioner’s inability to draw a precise one-to-one correlation between symptom (an experience) and disease diagnosis (an interpretation within a bounded conceptual system). Patients with endoscopic evidence of active ulcer craters in their stomach may have no pain or other symptoms. Conversely, patients with seriously disabling low back pain often have no demonstrable disease. In fact, even when a nerve root is compressed, neurologists cannot say what it is that causes pain (Osterweis et al., eds., 1987, pp. 123-145). There is no direct measurement of pain independent of its subjective experience, and that experience amplifies or dampens or expresses in unpredictable, idiosyncratic ways the symptom pain. The diagnosis of a structural or functional abnormality tells the practitioner little at all about severity of symptoms, functional impairment, or course and treatment response (Feinstein 1987).

Although diagnosis is said to be based on a “hypotheticodeductive” method, in which practitioners test possible diagnostic categories against the patient’s symptom story to determine which diagnosis best explains the account and which can be rejected, McCormick (1986) shows that formal hypothesis testing among competing diagnoses is a great rarity in medical practice. Demystifying diagnosis, this physician reasons that simple recognition—based on knowledge, the conceptual system we have learned to use to order the world, and on practical experience, what we have actually been trained to see and do—is the essence of diagnosis in all branches of medicine. The diagnostic interpretation is a culturally constrained activity (though it is also constrained by brute materiality in experience) in which the practitioner’s professional training in a particular taxonomic system for ordering experience renders that experience and its interpretation “natural.” “What are we missing,” asks the naturalist Stephen Jay Gould (1987, p. 24), “because we must place all we see into slots of our usual taxonomy?” The neophyte clinician frequently demands ever more explicit rules to reliably fit sight into slot; the seasoned practitioner often intuitively knows that the fit is good only insofar as it is therapeutically useful and that what is left out of the slotting of experience may be more useful (and valid) than what is hammered in.

In many societies a psychiatric diagnosis has significance in political and legal arenas. In the former, it may be a reason why someone is judged disabled and found worthy of disability-based welfare support. In the latter, it may alter a citizen’s rights and responsibilities. The power of an official psychiatric diagnosis in the modern state derives from its formal status as the bureaucratic standard for determining everything from competence to revise a will to access to welfare benefits. Increasingly, contemporary society medicalizes social problems (De Vries et al., eds., 1983). Alcoholism, once a sin or moral weakness, is now a disorder. This is not purely arbitrary. Genetic factors and physiological processes are involved. But those factors and processes need to be regarded in a certain way—say, differently from the way we usually regard blue eyes, baldness, an intolerance of strawberries, or an addiction to pasta—before we call them a disease. The same is true of drug abuse, certain kinds of truancy and delinquency for which children and parents were once held legally responsible to school authorities but which are now relabeled as conduct disorder, and a wide range of the experienced problems of daily living, now called stress syndromes, which to a greater or lesser degree have biological antecedents, correlates, and consequents.

Medicalization—whether seemingly scientifically justified or not—is an alternative form of social control, inasmuch as medical institutions come to replace legal, religious, and other community institutions as the arbiters of behavior. This is not always undesirable. In certain societies medicalization may authorize useful social change that is otherwise politically unacceptable. For example, Stone (1984) has shown that the American disability system has come to medicalize problems of poverty, under- and unemployment, and worker alienation. That is to say, economic downturns, rises in unemployment, and job dissatisfaction translate fairly directly into increased numbers of individuals filing disability claims, usually for chronic, low-grade problems such as back pain that they previously did not perceive as impeding physical functioning (see Osterweis et al., eds., 1987). The disability program has thereby functioned to redistribute income—a tacit arrangement that our society would not expressly authorize. Alternatively, medicalization may trivialize and deny social problems (e.g., dealing with Mrs. Lin as if her problem was simply a psychiatric or medical disorder, and not the darker side of major social transformations in modern China). The use of psychiatric diagnoses in the Soviet Union and elsewhere to label dissidents as ill so that they can be isolated and disciplined in prison hospitals is perhaps the most notorious current instance of the abuse of medicalization; but the medicalization of the killing of schizophrenic patients and the mentally retarded, which was the prototype for the killing of Jews, under the Nazis must surely stand as psychiatry’s darkest hour (Lifton 1986).

The Meaning of Psychiatric Diagnosis to the Psychiatrist

In a brilliant volume, McHugh and Slavney (1986), senior psychiatrists at Johns Hopkins Medical School, describe psychiatric diagnosis in a phenomenological idiom that I suspect most psychiatrists would find compelling.6 They refer to psychiatric disorders as naturally occurring forms of mental experience that can be observed in much the same way that the natural scientist observes the stratigraphy of mountains, the structures of the cell, or the forms of diseased arteries, rashes, and cancers. The problem of psychiatric diagnosis then becomes a question of verification. Are the forms present or not? McHugh and Slavney describe the two kinds of verification that psychiatric researchers struggle to establish in studies of the prevalence, manifestations, course, and treatment response of particular psychiatric disorders—namely, reliability and validity. Reliability they define as “verification of observations”; it is “the consistency with which one can make an observation… [it] is demonstrated by the correlation between the results of observers using the same technique to make that observation” (p. 4). Reliability is documented by the inter-rater correlation coefficient for congruence of diagnosis by psychiatrists trained in the same diagnostic methodology and using the same criteria.

Validity, on the other hand, is the “verification of presumptions,” i.e., the verification of the psychiatric categories themselves. McHugh and Slavney correctly note that the “reliability of some psychiatric observations is high”. That is to say, psychiatrists can be trained so as to make the same observations. But reliability reveals only that the measurement of the observations is consistent. It does not tell us if the observations are valid, i.e., whether a patient does or does not have an abnormal mental state such as delusions or hallucinations. After all, diagnosticians can be trained so that they are consistent but wrong.

For example, suppose ten North American psychiatrists are trained in the same diagnostic assessment technique and employ exactly the same diagnostic criteria. They are each asked to interview ten American Indians who are in the first weeks of bereavement following the death of a spouse. They may determine with 90 percent consistency (that is nine out of ten times) that the same seven subjects report hearing the voice of the dead spouse calling to them as the spirit travels to the afterworld. That is a high degree of reliability of observation. But the determination of whether such reports are a sign of an abnormal mental state is an interpretation based on knowledge of this group’s behavioral norms and range of normal experiences of bereavement. Now it just so happens that in many American Indian tribes auditory experiences of the voices of the spirits of the dead calling to the living to join them in the afterworld are an expected and commonly experienced part of the sadness and loss that constitute the process of bereavement. This experience does not portend any dire consequences such as psychosis, protracted depression, or other complications of bereavement. Thus, to systematically interpret these normal auditory experiences in this cultural group as “hallucinations,” with all that term connotes of abnormality, is an example of reliability without validity. Yet this is often done. I myself have been asked on four occasions to diagnose American Indian bereaved who were undergoing this culturally normative experience as psychotic, and thereby certifiable, by physicians who had made this invalid inference of hallucinations from normal sensory experience.7

The problem lies in the positivist bias of most psychiatrists. For McHugh and Slavney, and most of us who have undergone the empiricist training in medical school, observations are direct representations of reality. A word, e.g., “hallucinations” or “delusions,” points to an empirical entity, e.g., “abnormal mental state in the world.” Advances in effective psychiatric treatment of specific disorders and recognition that clusters of symptoms and signs have the same prognosis not surprisingly encourage the view that depression, schizophrenia, and phobias are “things” in the real world. The picture is more complex. A word, after all, is a sign that signifies a meaningful phenomenon. That phenomenon, as noted above, exists in a world mediated by a cultural apparatus of language, values, taxonomies, notions of relevance, and rules for interpretation. Thus, observations of phenomena are judgments whose reliability can be determined by consistency of measurements but whose validity needs to be established by understanding the cultural context. Perception is theory-driven. The voice of a dead spouse is a hallucination (meaning abnormal sensory process) among most North Americans, for whose reference group the experience is not normative (though perhaps this is not true for some bereaved children—see Egdell and Kolven 1972; and Balk 1983). But it is a normal experience of bereavement among members of many American Indian tribes. The term “hallucination,” when used in its clinical sense to mean an abnormal percept, is an invalid interpretation for these individuals.

Validation of psychiatric diagnoses is not simply verification of the concepts used to explain observations. It is also verification of the meaning of the observations in a given social system (a village, an urban clinic, a research laboratory). That is to say, observation is inseparable from interpretation. Psychiatric diagnoses are not things, though they give name and shape to processes involving neurotransmitters, endocrine hormones, activity in the autonomic nervous system, and thoughts, feelings, and behaviors that show considerable stability. Rather, psychiatric diagnoses derive from categories. They underwrite the interpretation of phenomena which themselves are congeries of psychological, social, and biological processes. Categories are the outcomes of historical development, cultural influence, and political negotiation. Psychiatric categories—though mental illness will not allow us to make of it whatever we like—are no exception.

If the cross-cultural perspective sharply raises the issue of validity, it surely does not resolve how it is to be decided. Clearly, validity cannot be a matter of pure subjectivity or complete relativity: the disease and its experience also constrain what diagnosis is valid. What are the criteria we can pose, then, for validity of diagnostic categories applied cross-culturally (i.e., how will we recognize a valid interpretation when we see it)? What techniques can be specified that are likely to produce cross-culturally valid diagnoses? Anthropology poses the question, but offers only a tentative and quite modest answer: assuring the validity of psychiatric diagnoses should involve a conceptual tacking back and forth between the psychiatrist’s diagnostic system and its rules of classification, alternative taxonomies, his clinical experience, and that of the patient, which includes the patient’s interpretation. Validity is the negotiated outcome of this transforming interaction between concept and experience in a particular context. Thus, validity can be regarded as a type of ethnographic understanding of the meaning of an observation in a local cultural field.

Let us return to the diagnosis of Mrs. Lin’s disorder. For her Chinese internists and psychiatrists, the disorder is neurasthenia—a putative “chronic malfunction” of the cerebral cortex associated with nervousness, weakness, headaches, and dizziness, thought to be common among “brain workers” and to have psychosocial as well as biological causes. But it is held to be a physical illness and therefore neither conveys the marked stigma Chinese attribute to mental illness nor implies personal accountability for the associated physical impairment or emotional distress. The way in which Mrs. Lin presents her symptoms is also influenced by the category neurasthenia, which is not only a technical psychiatric taxonomic entity in China but one widely understood in the popular culture. Mrs. Lin’s perception of her symptoms selects out and lumps together those symptoms that are familiar and salient to her, namely the ones that fit the popular blueprint of neurasthenia. This practice is reinforced by the relatives, friends, and practitioners to whom she tells the story of her illness, who attend to and emphasize precisely those symptoms that they expect to be present in the neurasthenic syndrome. Thus, Mrs. Lin’s symptom report is already an interpretation and therefore a diagnosis.

For myself, the North American psychiatrist who interviewed Mrs. Lin, neurasthenia was not a diagnostic possibility. Ironically “neurasthenia,” a term coined by the New York neurologist George Beard in 1869 to describe a disorder he called the “American Disease” because of its presumed prevalence in the United States, was formally expunged from the American Psychiatric Association’s latest official Diagnostic and Statistical Manual, Third Edition (DSM-III), in 1980.8 It had ceased being an acceptable professional term several decades before. In the same year DSM-III’s rejection of the term meant neurasthenia was no longer a disease in the United States, I conducted a study of 100 neurasthenic patients in the outpatient psychiatry clinic at the Hunan Medical College. I showed that most of these patients could be rediagnosed, using a standard North American psychiatric protocol translated into Chinese together with DSM-III diagnostic criteria, as cases of major depressive disorder (Kleinman 1986). But there was a rub. Unlike the great majority of chronically depressed patients, these depressed patients responded only partially to antidepressant medication. Although many of the symptoms associated with depression improved, their chief somatic complaints and medical help seeking ended only when they were able to resolve major work and family problems (Kleinman and Kleinman 1985; Kleinman 1986).

I concluded that there were several ways to explain these findings. Neurasthenia might represent culturally shaped illness experience underwritten by the disease depression. The biologically based disease responded to the “therapeutic trial” of drugs; the illness experience ended only when powerful social contingencies “conditioning” the sick role behavior were removed. Chronic pain and other chronic conditions associated with depression have been shown to have a similar treatment response. Once the illness behavior becomes chronic, treatment of the depression may nor may not remove the symptoms of depression, but the illness behavior persists (Katon et al. 1982). Alternatively, both neurasthenia and depression might be regarded as the products of distinctive Chinese and American professional psychiatric taxonomies. In that sense, the experience that both psychiatric systems mapped might be thought of as a case solely of the psychobiology of chronic demoralization, and the mapping itself as a medicalized turning away from the social sources of human misery. In this alternative formulation, the psychiatric diagnosis does not point toward the solution. Rather it disguises the problem.

Other schools of psychiatrists might interpret Mrs. Lin’s case and the 100 cases in the Hunan sample drawing on the diagnostic systems of psychoanalytic, behavioral, or other approaches to psychiatry. The World Health Organization (WHO) sponsors a diagnostic system, the International Classification of Disease, Ninth Revision (ICD-9), which does include neurasthenia as an official diagnosis. Although ICD-9 is not used in the United States, it is used in much of the world. Neurasthenia is no longer widely diagnosed in North America, South America, or Western Europe, but it is still a popular diagnosis in Eastern Europe, China, and several Southeast Asian societies. Furthermore, the symptoms and behaviors neurasthenia labels in those societies, which are much like those described in Beard’s classic definition, are still common in the United States, despite the fact that the term “neurasthenia” lacks coherence in the North American popular culture. In the West now, new diagnostic labels are employed which emphasize distinctive aspects of this syndrome: “depressive disorder,” “anxiety disorder,” “somatization disorder,” “chronic pain syndrome,” and in the North American popular culture, “stress syndrome.” A characteristic of these newer terms is that sometimes they describe syndromes that are predominantly bodily, like neurasthenia in China and in nineteenth-century New York, and other times clusters that are predominantly psychological. The presumption is that psychopathology creates both varieties of symptoms. (In this sense, unlike neurasthenia, these disorders, which imply psychosomatic factors, are not regarded as legitimate physical disorders. For that reason chronic viral disorders, like hypoglycemia and other putative physical disorders a decade ago, are the currently fashionable exemplars of “real” disease used to legitimate psychosomatic conditions.) Both forms of symptoms are common in the West, but the overtly psychological variety is decidedly uncommon in most non-Western societies. This important cross-cultural finding—often referred to in the West ethnocentrically as the somatization of mental illness in non-Western cultures—I will return to in the next chapter when I discuss the evidence for cross-cultural differences in psychopathology.

The Category Fallacy

If psychiatrists in the United States were to diagnose North American patients similar to Mrs. Lin as cases of neurasthenia, their decision would be seen by their peers as an invalid anachronism. The reification of one culture’s diagnostic categories and their projection onto patients in another culture, where those categories lack coherence and their validity has not been established, is a category fallacy (Kleinman 1977). Obeyesekere (1985) offers a telling example. Suppose, he suggests, a psychiatrist in South Asia, where semen loss syndromes are common, traveled to the United States, where these syndromes have neither professional nor popular coherence. Let us imagine that this South Asian psychiatrist has first operationalized the symptoms of semen loss in a psychiatric diagnostic schedule, translated this interview protocol into English, had other bilingual persons translate it back into the original language to check the accuracy of the translation, adjusted those items that were mistranslated, and then trained a group of American psychiatrists in its use and established a high level of consistency in their diagnoses. Using this schedule, he could derive prevalence data for “semen loss syndrome” in the United States. But would these findings have any validity in a society in which there are neither folk nor professional categories of semen loss and in which semen loss is not reported as a disturbing symptom?

This egregious example of the category fallacy is amusing but deplorable. Regrettably, much of cross-cultural psychiatry has been conducted in a rather similar manner, though with one important difference. By and large, cross-cultural studies in psychiatry are carried out by Western psychiatrists (or by members of the indigenous culture who are trained either in departments of psychiatry dominated by Western paradigms or in the West itself) working in the non-Western world.

Dysthymic disorder in DSM-III, or neurotic depression in ICD-9, may be an example of a category fallacy. Chronic states of depression associated with feelings of demoralization and despair have been prominent in the West since the time of Hippocrates (Jackson 1986). Yet in Chinese and other non-Western societies they have not received a great deal of attention. They are influential in the West, especially for the more affluent members of society. However, dysthymia would seem to be an instance of the medicalization of social problems in much of the rest of the world (and perhaps often in the West as well), where severe economic, political, and health problems create endemic feelings of hopelessness and helplessness, where demoralization and despair are responses to actual conditions of chronic deprivation and persistent loss, where powerlessness is not a cognitive distortion but an accurate mapping of one’s place in an oppressive social system, and where moral, religious, and political configurations of such problems have coherence for the local population but psychiatric categories do not. This state of chronic demoralization, moreover, is not infrequently associated with anemia and other physiological concomitants of malnutrition and chronic tropical disorders that mirror the DSM-III symptoms of dysthymic disorder (e.g., sleep, appetite, and energy disturbances). In such a setting, is the psychiatrist who is armed with a local translation of the major North American diagnostic instruments (e.g., the Diagnostic Interview Schedule or the Schedule of Affective Disorders and Schizophrenia) and who applies these to study the prevalence of dysthymic disorder any different from his hypothetical Bangladeshi colleague studying semen loss in mid-town Manhattan? Clearly, great care must be taken before applying this diagnostic category to assure that its use is valid.

For the psychiatric epidemiologist, it is crucial to distinguish a case of a disorder from a person with distress but no disorder. Depression, after all, can be a disease, a symptom, or a normal feeling. Operational definitions that specify inclusion and exclusion criteria are what enable the epidemiologist to proceed. In making the distinction between distress and disorder, taxonomy can become entangled in its own decision rules. For patients with loss of energy due to malaria, appetite disturbance and psychomotor retardation owing to the anemia of hookworm infestation, sleeplessness associated with chronic diarrheal disease, and dysphoria owing to poverty and powerlessness, labeling these four somatic symptoms and one emotion the diagnostic criteria of major depressive disorder is the difference between becoming a case of the disease depression and an instance where depression is a symptom of distress due to a socially caused form of human misery and its biological consequences. Neither DSM-III nor ICD-9 was created with such problems in mind. But they are applied in such settings. The upshot is both a distorted view of pathology and an inappropriate use of diagnostic categories.

As we shall see in the next chapter, there is overwhelming evidence that certain psychiatric diagnoses are valid worldwide—e.g., organic brain disorders, schizophrenia, manic-depressive psychosis, certain anxiety disorders, and perhaps major depressive disorder. But we have substantial reason to doubt whether other psychiatric diagnoses currently popular in the West—e.g., dysthymic disorder, anorexia nervosa, agoraphobia, and personality disorders—are valid categories for other societies.

There is, however, good justification to apply psychiatric diagnoses with rigor and precision. Certain psychiatric conditions are treatable; and without effective treatment, they lead to pain, suffering, disability, considerable expense, and even death. Effective treatment and prevention require a usable diagnostic system. On the other hand, attempts to create airtight systems of diagnoses are ineffective, costly, and dangerous. Diagnostic systems do have unintended consequences, one of which is to serve bureaucratic interests of social control that may not be healthy for patients. There are also intended consequences of diagnostic systems, such as providing official listings for third-party reimbursement, legal procedures, and disability determinations that go beyond the technical needs of the diagnostician but are essential for the patient and the broader society. Both intended and unintended consequences shape the diagnostic system. For example, DSM-III is so organized that every conceivable psychiatric condition is listed as a disease to legitimate remuneration to practitioners from private medical insurance and government programs.

Perhaps the most useful contribution of cultural analysis to psychiatry is to continually remind us of these dilemmas. Cross-cultural comparison, appropriately applied, can challenge the hubris in bureaucratically motivated attempts to medicalize the human condition. It can make us sensitive to the potential abuses of psychiatric labels. It encourages humility in the face of alternative cultural formulations of the same problems, which are viewed not as evidence of the ignorance of laymen, but as distinctive modes of thinking about life’s troubles. And it can create in the psychiatrist a sense of being uncomfortable with mechanical application of all too often taken-for-granted professional categories and the tacit “interests” they represent. There is, thank goodness, an obdurate grain of humanness in all patients that resists diagnostic pigeonholing. Most experienced psychiatrists learn to struggle to translate diagnostic categories into human terms so that they do not dehumanize their patients or themselves. Yet, the potential for failure in this core clinical skill is built into the very structure of diagnostic systems. An anthropological sensibility regarding the cultural assumptions and social uses of the diagnostic process can be an effective check on its potential misuses and abuses. Irony, paradox, ambiguity, drama, tragedy, humor—these are the elemental conditions of humanity that should humble even master diagnosticians.






Chapter 2 Do Psychiatric Disorders Differ in Different Cultures?
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The Methodological Questions


… but where truth is too finicky, too uneven, or does not fit comfortably with other principles, we may choose the nearest amenable and illuminating lie. Most scientific laws are of this sort: not assiduous reports of detailed data but sweeping Procrustean simplifications.

Nelson Goodman, Ways of World Making



The Anatomy of Cross-Cultural Research in Psychiatry

An anthropologist reading the literature in cross-cultural psychiatry will quickly convince himself that psychiatrists maintain a strong bias toward discovering cross-cultural similarities and “universals” in mental disorder.1 This bias should not surprise us. Much cross-cultural research in psychiatry has been initiated with the desire to demonstrate that psychiatric disorder is like any other disorder and therefore occurs in all societies and can be detected if standardized diagnostic techniques are applied. In the late 1960s the WHO began a series of international comparisons of schizophrenics in a wide range of societies with precisely this motive.

The first of these studies, the International Pilot Study of Schizophrenia (IPSS), funded principally by the National Institute of Mental Health, set out to show that there are core symptoms of schizophrenia that cluster into more or less the same syndromal pattern in Western and non-Western, industrialized and nonindustrialized societies (WHO 1973, 1979). The accounts of clinicians working in different parts of the world had repeatedly suggested this hypothesis. To prove it required a methodology in which groups of patients in participating research centers in India, Nigeria, Colombia, Denmark, the United Kingdom, the Soviet Union, and the United States were assessed by psychiatrists who were rigorously trained in the use of the same diagnostic instrument (the Present State Examination (PSE), a psychiatric interview schedule developed at the Institute of Psychiatry of the University of London), which had been carefully translated into the local languages. The psychiatrists’ assessments showed a high degree of reliability within the centers and across the centers.

The IPSS clearly demonstrated that at each center, using strict inclusion and exclusion criteria, samples of psychotic patients could be assembled who displayed similar symptoms. The IPSS had run into several difficulties, however. First, most of the psychiatric patients who presented at the different clinical centers had to be excluded, since they did not fit the criteria. This suggested the possibility that what the study had accomplished was to use a template to stamp out a pattern of complaints that produced a more or less homogeneous sample whose similarity was an artifact of the methodology. The patients who were excluded from the study were precisely those who demonstrated the most heterogeneity. From an anthropological viewpoint, it is this very group—those who were excluded from IPSS sample—who would be expected to demonstrate the greatest cultural difference. Second, in spite of the homogenizing template approach there were still important cross-cultural divergences. One finding was expected based on the clinical literature: certain symptoms differed in prevalence across the centers. For example, most of the cases of catatonia were in India and Nigeria.

But a rather unexpected finding emerged that ran counter to conventional psychiatric reasoning of the time: the course of schizophrenia was better for patients in the less developed societies and worse for those in the industrially most advanced societies. This striking difference between countries, however, took a back seat to the finding that core schizophrenic symptoms could be demonstrated in all the centers. The latter was interpreted as further evidence for the biological basis of schizophrenia, which was invoked to explain the similar pattern in spite of greatly different sociocultural contexts. This, by the way, is a quite typical example of the invocation of biological explanations in psychiatry. Ironically, it is the reverse of the argument evolutionary biologists advance to explain the great diversity of species worldwide (Mayr 1981). There biology is viewed as the major source of variation.I

Following the IPSS, the WHO launched, again with quite substantial NIMH support, the far more ambitious Determinants of Outcome Study (Sartorius et al. 1986). This study attempted to begin with a more representative sample of schizophrenic patients in the general population who made their first contact with a health or mental health agency—a measurement of so-called first-contact incidence of schizophrenia. That is, patients were assembled from various professional, administrative, and folk healing agencies in well-surveyed catchment areas, who were attending for the first time during an episode of psychotic disorder that met inclusion and exclusion criteria for schizophrenia. Patients and family members were then interviewed as in the IPSS with the PSE, but also with a more elaborate menu of forms assessing symptomatology, various risk factors, and course of disorder over several years.

This study is important enough to examine the findings in detail, because it is the most rigorous and systematic multicultural comparison ever undertaken to study mental illness (Sartorius et al. 1986). More than 1,300 cases were studied in twelve centers in ten countries, including three centers in India (one being the only rural center in the study) and centers in Japan, Nigeria, Colombia, Denmark, the United Kingdom, and the United States (Rochester and Honolulu). The authors’ summary of findings includes the following statement: “The frequency of the use of individual ICD [the WHO’s International Classification of Disease, Ninth Revision] subtype rubrics varied from 0 to 65% of the cases in the different centers. Overall, paranoid schizophrenia was the most commonly diagnosed subtype followed by that of ‘other’ (undifferentiated) and acute schizophrenic episodes. However, in the developing countries the acute subtype diagnosis was used almost twice as often (in 40% of the cases) as the diagnosis of the paranoid subtype (in 23% of the cases). Catatonic schizophrenia was diagnosed in 10% of the cases in developing countries but in only a handful of cases in the developed countries. In contrast, the hebephrenic subtype was diagnosed in 13% of the patients in the developed countries and in only 4% of the patients in developing countries” (p. 16). Here we have three important instances of cross-cultural differences, yet the authors’ chief conclusion is, “Patients with diagnosis of schizophrenia in the different populations and cultures share many features at the level of symptomatology…” (p. 24). They add that, “Once the existence of broad similarities or manifestations of schizophrenia across the centers was established…” (p. 25). The authors are of course correct, they do have evidence of “broad similarities,” evidence they choose to highlight. But they also have evidence of substantial differences, evidence they choose to deemphasize.

Take, as another example, the data on annual incidence of schizophrenia. The authors make two calculations—one for a “broad” diagnostic definition of schizophrenia that includes virtually all cases in the sample, and another for a “restrictive” definition based on a computer program (CATEGO) classification of a subtype called S+. For the former, the rates of new cases of schizophrenia per year per 10,000 population range from 1.5 in Aarhus, Denmark, to 4.2 in the rural catchment area of the Chandighar center in India. For the latter, the more restrictive computer-based definition, the range narrows impressively; it now is from 0.7 in Aarhus to 1.4 in Nottingham (pp. 18-19). The authors interpret these findings by arguing that the application of the restrictive definition is valid because it does not result in such a decreased sample size that there is a loss of statistical significance. They do not address the question of the epistemological significance of scrapping most of a sample that shows heterogeneity in order to work with the most homogeneous subsample. They conclude later in the paper that there is a relatively uniform rate of incidence for schizophrenia across the ten societies. From the perspectives of psychiatric epidemiology and biostatistics this may be a valid conclusion, but from a cultural point of view, it is not. The broad sample, again from the cross-cultural perspective, is the valid one, since it includes all first-contact cases of psychosis meeting the diagnostic criteria. The restricted sample is artifactual, since it places a clinical template on the original population that excludes precisely those cases that demonstrate the most cultural heterogeneity. This analytic methodology effectively transforms population-based data into clinic-based data, just the distortion in the IPSS the Determinants of Outcome Study was meant to correct.

To be sure, the restrictive sample demonstrates that a core schizophrenic syndrome can be discovered among cases of first-contact psychosis in widely different cultures. This is an important finding, frequently repeated by clinicians in single-culture studies. It is not, however, evidence of a uniform pattern of incidence. Indeed, the broader sample is the appropriate one to use to make that determination, and it demonstrates the pattern of incidence is not uniform. The restrictive sample is of most interest to psychiatrists because it demonstrates a narrow range of cultural difference; the broader sample is of most interest to anthropologists because it demonstrates a wide range of cultural variation. The biases of the two disciplines (psychiatry and anthropology) are inverse; and therefore it might be argued that both perspectives are essential complements in cross-cultural research. Other epidemiological studies of schizophrenia exhibit a much more substantial range of difference in incidence and prevalence around the globe, as would be expected of a disorder that appears to have a significant genetic basis (given the wide range of human genetic patterns around the world). The WHO findings based on the restricted sample are atypical and suggest the possible influence of an administrative or methodological artifact.

Several other key instances could be adduced in which the authors of the WHO report review findings that disclose both important similarities and important differences; yet Drs. Sartorius et al. elect to focus principally on the former, the “universals.” Finally, these influential investigators reassess the data that support better outcome for schizophrenia in centers in developing societies. They report the crucial fact that this finding holds up even when mode of onset (acute versus insidious), which differs significantly across centers with many more acute onset cases in the developing world, is taken into account.

For several decades this finding has been the single most provocative datum to emerge in cross-cultural research in psychiatry (see Lambo 1955; Rin and Lin 1962; Jilek and Jilek-Aall 1970; Murphy and Raman 1971; Waxler 1977). Enormous effort has gone into research methods to verify it. At each stage, leading psychiatric researchers have played down its significance and expressed the expectation that it would turn out to be an artifact of the methodology. The WHO group is to be greatly commended for establishing the validity of this finding. Readers will be profoundly disappointed, however, if they hope to learn more about its sources or implications. The authors are silent on these points, which strangely enough do not appear to have received detailed investigation in this project called “Determinants of Outcome.” That is to say, the most important finding of cross-cultural difference receives scant attention compared to that devoted to the findings of cross-cultural similarity. Hypotheses have been generated about the causes of differential outcome since the late 1960s (Murphy 1968, 1982; Cooper and Sartorius 1977; Waxler 1977). Yet none of these seems to have been tested. In the paper’s conclusion, the other findings of cultural differences in mode of onset, symptomatology, and help seeking are deemphasized as well.

In all fairness to the authors, this is the first of the final reports from this long-term outcome study, and later reports may well review the data on cross-cultural differences in more detail. Nonetheless, it would seem appropriate to ask why there is such a systematic bias in interpretation. This question is especially appropriate, since we are not dealing with a single instance of such bias, but rather with a pattern repeated time and again in cross-cultural psychiatric research. The WHO’s cross-cultural study of depressive disorders (Sartorius et al. 1983) does much the same thing as do the vast majority of reports by other groups of leading psychiatric investigators.

There is, then, a tacit professional ideology that exaggerates what is universal in psychiatric disorder and deemphasizes what is culturally particular. The cross-cultural findings for schizophrenia, major depressive disorder, anxiety disorders, and alcoholism disclose both important similarities and equally important differences. Hence the chief anthropological question (how do psychiatric disorders differ across cultures?) is a necessary addition to the main psychiatric question (how are psychiatric disorders similar across cultures?). Psychiatric research increasingly tends to be dominated by epidemiological and survey assessments which involve large samples and achieve statistically significant results. But compared to traditional clinical assessments and anthropological field work, this research employs relatively superficial assessments of patients. Epidemiologists conduct interviews once or at most several times for a total of no more than an hour or two. Ethnography, in contrast, like psychotherapy, places the anthropologist in very intensive long-term relations with a small number of informants. Also like psychotherapy, it involves relations of trust which, over the course of many months and years of research, lead to the uncovering of deeply personal, subtle, and difficult to obtain findings. Those findings make up in validity for what they lack, because of small sample size and informal interview methods, in reliability. What we need are studies that combine both methodologies; a few such studies, which I will review later on, have already been completed, but they account for a very small proportion of cross-cultural research in psychiatry.

In order to illustrate the difficulties that beset cross-cultural psychiatric studies which lack an anthropological component, let us look at a recent and remarkably frank discussion of problems in the assessment of expressed emotion (EE)—an index particularly of critical comments, hostility, and emotional overinvolvement (excessive protectiveness and intrusive concern), but including positive feelings as well expressed by family members toward the patient—in the WHO’s Determinants of Outcome Study. High level of negative expressed emotion in the families of schizophrenic patients, as I have already noted, has been found in England and the U.S. to be a strong predictor of relapse of schizophrenic patients (Vaughn and Leff 1976; Karno et al. 1987). The WHO study sought to corroborate this finding as well as to determine if EE plays a similar role in non-Western cultures. Wig et al. (1987) tested whether EE could be rated for the relatives of schizophrenics in the Chandighar center (India) of the Determinants of Outcome project. The senior author, one of India’s preeminent psychiatric researchers, and his colleagues note that there indeed were problems in the evaluation of the quality and intensity of “positive remarks” and “warmth” on the taped record of the Camberwell Family Interview (CFI), the British instrument used in these studies in the West, but none affected the assessment of “critical comments” and “hostility.” The interpretation of “overinvolvement” had some problems in the Indian sample, but these were ascribed to technical, not cultural difficulties.

Wig and his coworkers operationalized culture as linguistic differences in content and tonal quality of Hindi and English. Verification was defined as the measure of inter-rater reliability between London and Chandighar centers, and also between individual raters. The authors conclude, “It is evident from these results that the rating of critical comments can be transferred satisfactorily from English to Hindi.”

These authors have established the reliability of measuring EE in India. They have not established its validity for Indian culture. Validity, as we have seen, is verification of concepts, not observations. Establishing the validity of this measurement requires the study of what EE—negative and positive, high and low—means in an Indian context. Inasmuch as anthropologists have shown, moreover, that emotion in India (as well as other societies) is communicated nonverbally through posture, gait, facial movements, and dress as well as subtle, indirect verbal displays of etiquette and other salient social metaphors such as offering food and receiving gifts (Nichter 1982; Shweder 1985), can an analysis of EE based entirely on direct expression of “critical,” “hostile,” or “negative” verbal terms be an adequate method of assessment? Culture creates alternative channels for communicating and distinctive idioms for expressing negative feelings. Evaluation of only the verbal channel and the direct idiom may well underestimate the extent to which Indian families communicate negative EE. In fact, Wig et al. have found that EE measured solely in the verbal mode is lower in Indian than in British or Danish families. (Jenkins, in press, has determined much the same for Mexican Americans, but she reasons that to understand this difference requires interpretation of fundamental differences in the family structure and interpersonal communication styles in societies.) The question remains, is the finding that EE can be measured in India with an instrument developed in London valid? The answer to that question cannot come from a coefficient of inter-rater reliability, but must await a much wider-angled ethnographic study of the context of emotional expression and its meaning in the families of schizophrenic patients in Indian culture. In the meantime, research such as the study we have reviewed may result in misleading conclusions.

What Is the Tacit Model in Psychiatry that Exaggerates Biological Dimensions of Disease and Deemphasizes the Cultural Dimensions of Illness?

Many psychiatrists, when they interpret the findings of international and cross-ethnic studies, draw on a usually tacit model of pathogenicity/ pathoplasticity which has become close to a professional orthodoxy. In this model, biology is presumed to “determine” the cause and structure of what McHugh and Slavney call the “forms” of mental disease, while cultural and social factors at most “shape” or “influence” the “content” of disorder. The paradigmatic example given to illustrate this ideological view is paranoid delusions in schizophrenia: the biologically based disease is said to cause the structure of delusional thought processes; the system of cultural beliefs is said to organize the content of paranoid thinking, here as fear that the CIA is out to harm one, there as fear that the KGB is the culprit. In other words, the structure is the same; only the content changes.
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