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Intimate and Social
Spheres of Mental Illness

ENTERING THE RECEPTION AREA, I moved quickly to shake off the sub-
freezing wind chill of late winter. The glint of New Mexican sunlight shone
through the windows of the pueblo-style residential treatment cottage where
I met Taciana. This was her first psychiatric hospitalization, and she had ar-
rived the previous week. Petite and soft-spoken, she seemed younger than
her fourteen years of age. She had agreed to meet with me, and I began by
letting her know that I was not part of the treatment team but part of a
research team trying to learn how young people come to the hospital. After
giving her consent to participate in the study, she launched immediately into
aforceful narrative: “l am Zuni... . I came here because bad things happened
to me and some people told me I could come here to rest. People could take
care of me. This is my first time coming here, or in trying to commit suicide.
I hate myself. Because I hear voices, like voices telling me what to do, or ‘hang
yourself, do it, become like one of us.”

She explained that hanging herself seemed like it was “worth it” and that
she had no idea how long she’d been hanging before her father found her. He
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told her that she needed help. She agreed and subsequently told her school
counselor that she wanted help because she was “having trouble dealing with
anger” The counselor responded by saying that “there were some real nice
people at a hospital who can help” She underscored that she had “volun-
teered” to come to the hospital “for depression” and because “I was dealing with
a lot of things” This included the recent death of her grandfather. There
seemed no point in going to school any longer. She smoked marijuana, drank
alcohol, and used other drugs with greater frequency. She sought out her
oldest brother. He told her that she had been “hanging around the wrong
people,” “getting angry,” and needed to follow the light “to get out of your
trouble”” Looking down at the floor, she continued with how, at an early age,
social workers had removed her from her home because, while there was
always plenty of alcohol, drugs, and fighting, there was little food or care.
Looking up, she said that coming to the hospital had really helped her and
that she was glad she came. Without interview questions or prompting, she
continued her story of a young life ravaged by assaults on her bodily and
psychic integrity.!

The circumstances of Taciana’s life and suicide attempt were not uncom-
mon as precipitating events of admission to the hospital among participants
in an ethnographic study of children living on the edge of experience under
conditions of structural violence. This particular study, as with several |
have conducted as a medical anthropologist, was an endeavor that brought
together a research team of medical anthropologists, psychiatrists, and psy-
chologists working collaboratively with a clinical team of providers in a
children’s psychiatric hospital in New Mexico. The state ranks extremely
high in child poverty as well as in ethnic diversity (48.5 percent Hispanic/
Latinx and 10.5 percent Native American/First Nation peoples).2 Poverty and
fragmentation of kin networks mark the lived experience of many youth liv-
ing under conditions such as Taciana’s.

In this chapter, I reflect on the needs, capacities, and conditions surround-
ing mental illness. As Taciana’s narrative makes clear, this endeavor requires
attention to intersecting spheres. First is the primacy and immediacy of ex-
perience as the starting point for moral modes of inquiry.” For Taciana, this
begins with her Zuni identity, self-hate, bereavement, anger, and drug use.
Second is attention to cultural meaning and expression. These are essential
to avoiding the epistemological error of “category fallacy,” wherein psychiat-
ric diagnostic categories can be applied in the absence of cultural validity.*
While Taciana reported that she came to the hospital “for depression,” she
makes clear that far more is going on in her social world in relation to danger
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and uncertainty and her experience of what really matters.’ Third is the pal-
pable centrality of suffering in human lives that can conduce to conditions of
mental illness. Taciana felt lost and in anguish, struggling to figure out how to
be, or not be, in this world. Across these spheres of experience, meaning, and
suffering, | have identified struggle as a central process of mental health and
illness. This point is vital since many approaches in cultural anthropology,
and medical anthropology, can appear to be tone-deaf to the considerable
agency and effort of people with whom they work and about whom they
write. Attention to struggle across these spheres can also emphasize the high
human stakes involved in their intersection, as well as their relevance for
the movement to scale up global mental health care. Accordingly, I conclude
this essay with a reflection on the importance of ethnographic approaches as
foundational for this emerging field.

Ethnographic Foundations and Extraordinary Conditions

Thinking about intimate and social spheres of mental illness ideally entails
multiple vantage points from health sciences and social sciences to bring
together what I think of as sets of “extraordinary conditions.” Common use
of the term extraordinary implies circumstances or capabilities that are ex-
ceptional or unusual. This makes sense in certain contexts, of course, but is
not my concern. Condensed into my use of this phrase is a double meaning
referring to (1) personal experiences of bodily and psychic alteration that are
culturally diagnosed as various forms of serious mental illness; and (2) social
conditions of precarity as recurring or sustained forces of violence, poverty,
misogyny, racism, abuse, or neglect.” These dual sets of extraordinary condi-
tions are reciprocally produced. They might come to feel “ordinary” in the
sense of becoming routinized, recurrent, or expectable. However, as experi-
ential modes of suffering and conditions of social pathology, they are not in
this formulation properly regarded as either unusual or normative but instead
as sites for engaged listening, care, and social change.?

To illustrate such extraordinary conditions, I draw on my collaborative
research on culture and mental health. The studies have focused on key issues
in the field, including the course and outcome of schizophrenia in kin-based
households; psychic trauma and depression among immigrants, migrants,
and refugees fleeing political violence; clinical ethnographies of inpatient
and outpatient settings; the mental health of children and families marked
by neighborhood and drug-related violence; and carceral immigration poli-
cies as a sociopolitical determinant of mental health. These studies are
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situated within the now substantial body of work by medical anthropologists
investigating multiple forms of affliction such as depression, schizophrenia,
bipolar, anxiety, neurodegenerative, substance misuse, and eating disorders,
yielding fine-grained ethnographic views of psychopharmacology, biomedi-
cal technologies, (un)natural disasters, institutions and incarceration, and
transnational forces.”

The background for the ethnographic study of mental illness concerns
an enduring problem within anthropology, psychiatry, and the philosophy
of science: how to conceptualize the normal and abnormal, the healthy and
the pathological. Early twentieth-century challenges by anthropologists
and psychiatrists who were ethnographically and psychologically minded
went against the grain of conventional thinking about mental illness. The
substantial diversity of cultural and psychological experience was identified
through comparative method, as deployed in Ruth Benedict’s analysis of the
unstable boundary between the normal and the abnormal.'® Writing against
racialized and sexist thinking that has institutionalized inequality, her at-
tention was trained on the multiplicities of experience and identity not as
aberrant deviations but as existing across a cultural range of gendered and
sexual being. The psychiatrist Harry Stack Sullivan insisted on the “normal-
ity” of schizophrenia. Arguing from a continuous model for conceptu-
alization, Sullivan maintained there was little difference between the slip
of the tongue or inability to recall the name of a close colleague and the
fixed delusion that one was Napoleon III. The anthropological linguist and
psychological anthropologist Edward Sapir was resolute that “cultural anthro-
pology, properly understood, has the healthiest of all scepticisms about the
validity of the concept of ‘normal behavior’” and is “valuable because it is
constantly rediscovering the normal.”" A series of ethnographic-psychiatric
projects directed toward dismantling dire limitations of European thinking
about mental illness ensued, including works by Gregory Bateson, Cora Du
Bois, George Devereux; A. Irving Hallowell, and Abram Kardiner. 12 This body
of work paralleled formulations of philosophers of science who argued for
separation of the “abnormal” and the “normal” as untenable.”” Beginning
at the end of the 1970s, a series of publications by Arthur Kleinman both
consolidated these advances and launched a paradigm shift, renovating the
field of transcultural psychiatry and energizing a new generation of medi-
cal anthropologists." This transformation endures as straightforward and
incisive and undergirds which questions are asked and which are overlooked

in anthropology.
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The Primacy of Experience

The theoretical move to foreground experience qua experience is vital within
anthropology, since the very notion has generally been missed or ruled as out-
side the parameters of the field.” In the 1980s, explicit anthropological foray
into the question of experience was framed as likely peculiar to modernity
and of limited application. Further, experience was defined incongruously as
“cultural performance and display.”*® Thus, this curdled into pretty much the
same old thing: experience is a suspect notion.

Kleinman'’s case for the primacy of experience as the starting point of anthro-
pological investigation remains innovative since attention within medical an-
thropology has largely been trained on critiques of biomedical reductionism.”
This merely supplants biomedical reductionism with cultural reductionism:

The [anthropologists’] interpretation of some person’s or group’s suffer-
ing as the reproduction of oppressive relationships of production, or the
symbolization of dynamic conflicts in the interior of the self, or as resis-
tance to authority, is a transformation of everyday experience of the same
order as those pathologizing reconstructions within biomedicine. Nor is
it morally superior to anthropologize distress, rather than to medicalize
it. What s lost in biomedical renditions—the complexity, uncertainty and
ordinariness of some man or woman’s unified world of experience—is also
missing when illness is reinterpreted as social role, social strategy, or social
symbol ... anything but human experience.'?

Arthur Kleinman and Joan Kleinman hastened to point out that human
experience can never be acultural, ahistorical, or understood apart from
social power. The principal problem of experience-distant anthropological
interpretation is the risk of “delegitimating their subject matter’s human
conditions. The anthropologist thereby constitutes a false subject; she can
engage in a professional discourse every bit as dehumanizing as that of col-
.leagues who unreflectively draw upon the tropes of biomedicine or behay-
iorism to create their subject matter. Ethnography does participate in this
professional transformation of an experience-rich and near human subject
into a dehumanized object, a caricature of experience.”"”

The value of an epistemological weighting of experience for ethnographic

study of mental illness can be demonstrated by pointing to key issues con-
cerning psychosis. First is how a concentration on experience sheds light
on models of the normal and the pathological as continuous phenomena.?°
This has been demonstrated for an understanding of schizophrenia in an i'n-
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terdisciplinary volume edited by me and the late psychiatrist-anthropologist
Robert Barrett.” In that book, contributors bid adieu to approaches derived
solely from descriptive psychopathology and classificatory psychiatry in favor
of interrogating the nexus of subjectivity, culture, and psychosis through
multiple ethnographic filters. Second, the subjective experiences of people
diagnosed with schizophrenia appear as matters of bodily alteration and
social disruption.” These include alterations in—but not the negation of—
embodied selves, emotional experience, sexual desire and identity, cultural
interpretation, and social relations as fundamental human processes.?

In these two respects, using an experience-near ethnographic approach
with people and kin who actually live with conditions of mental illness in
“real world,” everyday environments brings into view what I have argued
is the sine qua non of an anthropological understanding of mental illness:
people living “with” conditions of serious mental illness differ little in fun-
damental human capacities from those “without” mental illness.2* Yet people
with mental illness have curiously been regarded as somehow lacking culture
and lacking in emotion or social attachments and, at best, are treated as
footnotes for anthropological theorizing.?* Such sequestration not only “does
damage to the integrity of non-ordinary subjects but also leads to intellectual
peril for scholarly of fields that indulge in it

When we compare different kinds of disorders—say, depression and
schizophrenia in my studies—an ethnographic surprise emerges in relation
to the interpretation of lived experience. What appears ineffable, yet sub-
jectively perceptible, is an alteration of what can be termed the rhychm of
life. Often there appeared to be a moral struggle either to maintain or find
anew one’s sense of rhythm or involvement in the flow of everyday activities.
Patients articulated their suffering over having lost or been thwarted from
ever finding a sense of rhythm, given the persistent or recurring context of
major mental disorder.?’

Without devaluing the utility of identifying symptoms and making psychi-
atric diagnoses, my ethnographic studies of the experience of and response to
mental illness reveal not the centrality of symptoms but, instead the centrality
of processes of struggle against this disruption of rhythm. Struggle is intrinsic
and is seldom eclipsed in the often weighty and intrepid social engagement
with living, working, and caring for others despite an onslaught of debilitating
and frightening experiences of mental affliction. In this respect, my research
suggests that the lived experience of mental illness is described more precisely
not by the conceptual pairing of vulnerability and resilience but, rather, by
replacing that pairing with the more active processes of precarity and struggle.

JANIS H. JENKINS

The ethnographic value of studying experience looms large also for the
intersubjective specification of alterity, the cultural delineation of those with
and without mental illness as “us” and “them.” As cultural and political pro-
cesses, otherizing often renders subjects not fully human. The construction
can be observed in the difference between experience-distant and first-person
accounts of mental illness, as well as everyday discourse on perceived kinds of
people and nonpeople. This occurs across nearly all social sectors, including
academic professions such as anthropology and psychiatry.

I'vividly recall speaking with an eminent psychiatrist who specializes in
schizophrenia one Sunday morning after brunch in New York City. The
psychiatrist was a consultant on one of my studies funded by the National
Institute of Mental Health, and we had spent two hours going over the study
design and procedures. In a relaxed moment while saying goodbye on the
street as I caught a cab, he confided, “Really, Jan, I'll be very surprised if
you find anything like you seem to be looking for in those people, certainly
nothing of a real psychological life. I've never seen it.” I was shocked: how
could someone who worked so closely with people not know more about
experiential realities? Two decades since, having heard the same refrain in
different ways across many quarters, professional and nonprofessional alike,
the surprise has long since worn off. The shock, however, has not.

On the basis of decades of ethnographic and longitudinal studies that I have
collaboratively undertaken, there is no empirical or ethical basis for the other-
izing of people living with conditions of mental illness. Such otherizing takes
place because mental illness concerns fundamental human processes that are
ignored, denied, or downgraded by people who imagine themselves as differ-
ent from, and morally superior to, their objects of derision. Modulations in
the rhythm of life and engagement in struggle are experienced by both the
afflicted and unafflicted. Thus, distinctions—explicit and implicit—between
“us” and “them” are untenable.? Movi ng away from pathologizing categories
of incapacity and inferiority and toward capacity and similarity is impor-
tant. Sebastidn, one of the many hundreds of persons with whom [ have

worked, put it well when he told me, “I'm just like everyone else, except I
hear voices”?

Cultural Validity: Traversing the Category Fallacy

Working to develop an alternative to decades of universalist assumptions in
psychiatry, Kleinman identified the practice of making clinical diagnoses in
the absence of cultural validity as predicated on a “category fallacy”* The

SPHERES OF MENTAL ILLNESS
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observation and interpretation of the behavior and expression of symptoms
is problematic in the absence of considering culturally communicative mean-
ings. The risk is that reliance on standardized diagnostic criteria can fail to
recognize substantial cultural variation in the expression of symptoms in
relation to gender, social class, ethnic identification, linguistic and paralin-
guistic expression, and somatic modes of attention. The notion of “somatic
modes of attention,” formulated by Thomas Csordas, draws attention to the
“culturally elaborated ways of attending to and with one’s body in surround-
ings that include the embodied presence of others”” Ethnographic examples
include somatization among Chinese patients, Fijian bodily experience not
in relation to the individual self but more as matters of community practice,
and Salvadoran embodiment of fear and anxiety experienced as intense heat
(calor) that pervades the body.”> Neglecting such culturally constituted phe-
nomena can lead to misdiagnoses or improper treatment. For instance, in
the Salvadoran case, calor has been diagnosed in emergency room settings
as acute psychosis or panic attacks for which psychiatric hospitalization is
required. A core problem remains one of ethnocentrism built into diagnos-
tic categories developed for European or Euro-American populations and
not infrequently skewed toward men of middle-class backgrounds. Thus, the
problem concerns the question of what can validly constitute the “norma-
tive baseline” and how, when misapplied, the description and classification
of categories of disorder (psychotic, mood, anxiety, etc.) can be misleading
or useless.

While for research purposes reliable psychiatric diagnostic categories can
be useful as starting point for identifying and sorting kinds of illness, in eth-
nographic work they can never be an end point of inquiry.” To return to the
case vignette of Taciana, there appears to be clinical utility for the diagnostic
category of depression that she herself endorsed. But as we saw from her
perspective, far more was going on in relation to “bad things” happening to
her. In the New Mexican study, we used the child version of the Structured
Clinical Interview for the Diagnostic and Statistical Manual of Mental Dis-
orders, Fourth Edition (DsM-IV), or the KID-SCID, administered by a clinical
research team member, to ascertain research diagnostic criteria (versus clini-
cally deployed diagnoses).** The child psychiatrist working with our team
is highly experienced and has worked with Native Americans for decades.
Thus, he is highly attuned to culturally and ecologically specific conditions
of life in the region. Results show that Taciana met research diagnostic cri-
teria for several diagnoses: attention-deficit/hyperactivity disorder (ADHD),
with culturally specific qualifications and equivocations; major depressive
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disorder (with mood concurrent psychotic features); separation anxiety dis-
order; posttraumatic stress disorder; alcohol dependence; drug dependence
(several, including cannabis, cocaine, inhalants); and subthreshold bulimia
nervosa. This is a dizzying array of diagnoses that are unstable not only as
clinical categories but also as a function of age. Clinicians generally agree
that it is difficult to diagnose children and young adolescents in light of de-
velopmental processes of change. Yet according to SCID research diagnostic
criteria, which entail high levels of symptom severity, nearly all in the
study met criteria for two to three psychiatric diagnoses. This particular
research project has led me to look askance at psychiatric diagnoses in the
case of children living under conditions of structural violence. However,
from Taciana’s perspective it seemed that she herself considered depres-
sion, trauma, drugs, and parental abandonment as highly relevant to her
situation,

As she insisted, however, this was not the whole story. She simultaneously
considered that she needed protection from the “bad things” that had hap-
pened to her. The matter also entails the question of temporal validity
insofar as this was her interpretation at the outset of her first psychiatric
hospitalization. Two months after being discharged from what our research
team and the research participants regard as a relatively high-quality care
facility, the situation had become even more complex and layered. Taciana’s
narrative departed sharply from that introduced above (“I am Zuni. . .. I came
here because bad things happened to me”) to a neoliberal rhetoric of the
for-profit behavioral-health residential facility to which she was transferred:
“I'm here because I fucked up my life. I did it to myself. I can’t really do
anything right. I need to use my coping skills” Yet Taciana combined this
institutional concentration on her wrongdoing with a sustained conviction
that Zuni ritual healing (dancers) and religious power (corn pollen) were ef-
fective in “sucking these little bad things outta you” and “taking the stress,
anger, and depression out of one’s system.” She clung to her corn, which she
felc had protected her since she was a baby. Yet in the pauses and silences
in the telling of that narrative, there was a palpable intersubjective sense of
confusion of the unsaid: if the corn was protective, if the gods were power-
ful, how could she feel so terribly lost and abandoned in such an awful place
with so little care?

Thus, cultural definitions of and explanations for mental illness can shape
experience as matters of internalization, acceptance, or rejection, varying
over time and across settings. While the change in Taciana’s narrative from
one based on cultural identity and harm by others to self-accusation and
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individualized responsibility is disturbing, caution should be exercised by
researchers and clinicians alike before discarding psychiatric diagnoses as ir-
relevant or harmful. Important to note in this instance is that the changed
narrative is focused not on a cultural diagnostic category (e.g., depression)
but, instead, on ethnopsychologically imagined individual flaws deployed
by low-paid staff with little professional training who work in residential
facilities largely in a carceral capacity. The attribution of individual moral
blame would be staunchly denied by professional psychiatrists or clinical psy-
chologists, who instead endorse a disease model. For them, the question of
individual characteristics and responsibility is present, albeit in subtler and
more deeply seated forms.”

Historically, there is ample evidence of the harm that can come from think-
ing psychiatric diagnoses apply to some people and not others. This is the case
in racialized accounts of mental illness crafted through colonial psychiatry.
Working for the British government in Kenya, for example, the physician . C.
Carothers made sweeping claims that “African” peoples were innately lacking
in moral sensibilities of guilt, shame, and responsibility. This claim was used
to promote the a priori presumption that “Africans” could not, and therefore
did not, suffer from depression.>® Working ethnographically during that same
period, the anthropologist-psychiatrist M. ]. Field drew an entirely different
conclusion based on detailed ethnographic and clinical materials. Field
reported major depression to be common in rural Ghana, with symptoms re-
markably similar to those she had observed clinically in London. Through me-
ticulous case studies documenting sentiments of guilt and clinical syndromes
of depression, Field established not only that depression was common in rural
Ghana, but also that it was particularly notable among women of seniority who
had lost social power in the context of patriarchal privilege.”

Itis difficult to imagine how flawed thinking about depression would ever
have been significantly challenged in the absence of ethnographic studies.
While there is a growing recognition of somatic complaints as possibly
indicative of depression in some primary care settings, everyday clinical dis-
course on types of depression as “sophisticated” (psychological and verbal
emotional presentations) or “unsophisticated” (somatic and bodily presen-
tations) has hardly disappeared.’ Kleinman’s works from Taiwan and China
demonstrated that depression is experienced and expressed primarily not as
dysphoric affect but, rather, in somatic terms that is not reducible to differ-
ences in formal education or economic status.”” Yet somatic experience and
expression of depression are in varying degrees prevalent worldwide, includ-
ing in much of the United States.

JANIS H. JENKINS

Centrality of Suffering as Existential and Social Experience

Within medical anthropology, a research focus on suffering mirrors the
human condition broadly and specifically under duress. The identification
of social and personal suffering in Kleinman’s formulation entails the recogni-
tion of “suffering [as] one of the existential grounds of human experience; it
is a defining quality, a limiting experience in human conditions.” This iden-
tification is simultaneously qualified with a caution against “essentializing,
naturalizing, or sentimentalizing suffering in its many forms, both extreme
and ordinary® Moreover, the invocation of “suffering” can be misdirected
through popular appropriations or as an objectification of people.

Perhaps unsurprisingly, given the prominence of scholarship in medi-
cal anthropology concerned with pain, suffering, and affliction as critical
domains of anthropological analysis, this area has been critiqued in some
quarters as a delimited pursuit.* Such is the case with Joel Robbins’s infelici-
tous characterization of anthropological studies that address suffering as the
discursive replacement of the historically fraught “savage slot” with that of
the “suffering slot* This rendering of medical anthropological scholarship is
destitute by virtue of imprecision and conflation, as “a problematic instance
of equating an anthropological focus on the various forms of human suffer-
ing with the erstwhile anthropological interest in conceptions of the savage.
Such a caricature erroneously compares a mode of experience (suffering) with
a category of being (savagery) and confuses description (of savagery) with
critique (of suffering)™’

Robbins, arguing that medical anthropology is dominated by a concen-
tration on affliction and suffering, provides a wholesale characterization of
the field as a largely sentimental pursuit, leading us astray from the rightful
direction for anthropology. Without irony, there is a call for a “return” to
moral theory and philosophy in pursuit of an “anthropology of the good.™*

Given the legacy of inattention to mental illness that has now been sup-
planted by a considerable body of work by medical anthropologists, a call
for such a “return” appears to be a move to delegitimize people who live
with such conditions and render them peripheral to the cultural theorizing of
society, institutions, and human value. Quite the opposite has been true for
seminal thinkers in the history of medicine who have examined the broader
relevance of mental illness.*® The intersection of society, institutions, and
madness is well known in the work of Michel Foucault, and it is particularly
compelling in his essay on the interconnections of passion, delirium, and
madness.*® Within medical anthropology, this brings to mind the now classic
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volume on depression as emotion and disorder edited by Kleinman and Byron
Good that collected ethnographic and clinical studies bridging the fields of
ethnopsychology and cross-cultural psychiatry.” Studies of psychological
trauma have also drawn on historical and cultural treatments of emotion
and illness, such as the publication of “Psychological Automatism” in 1889 in
which Pierre Janet formulated trauma in the wake of an event experienced as
“yehement emotion” followed by dissociation or attachment to the trauma
such that people cannot easily go on with their lives.*® Treatments for trauma
in specific contexts of political violence and warfare have also concerned the
interface of or continuum between psychic disease processes and dysphoric
affects.®

Thus, however a political academic move to downgrade the anthropo-
logical study of suffering is intended, it is offensive by distorting not only
the lives of many worldwide but also the wealth of ethnographic works that
critically examine the lifeworlds of people, communities, and institutions
under geopolitical forces of repression. A commentary by Seth Holmes on
this most recent iteration of cultural reductionism identifies it as an “ethno-
graphic refusal in which anthropology students are counseled or ridiculed
away from theorizing and representing realities their research participants
may experience and narrate as suffering and violence”*® In Holmes’s ethno-
graphic case, as well as in many of my studies, writing and speaking about
suffering is not the idiom of the anthropologist but precisely the language of
the people with whom we live and work. The denial of suffering is just that:
denial. And, perhaps, as Holmes suggests, ethnographic refusal. Anything
other than experience.

Global Mental Health and Medical Anthropology:
Possibilities and Impediments

The field of Global Mental Health (GMH) emerged with the battle cry, “No
health without mental health”®! The move to prioritize mental health seeks
to balance the great disparity of attention and funding for infectious and
other diseases at the expense of what are classified as “noncommunicable”
diseases.” Typically, the disproportionate emphasis on infectious disease is
presumed to be justified in terms of grave risk to mortality and biosecurity.
This is problematic, however, in light of the high proportion of populations
living with disabilities associated with mental disorders. Further, when com-
paring the general population and those with mental disorders through meta-
analysis models, the risk of mortality is significantly higher among people
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with mental disorder. The median number of years of life lost is estimated at
ten years worldwide, with eight million (14.3 percent) deaths attributable to
mental disorders annually.”

For the development of a theoretical and methodological foundation for the
field of GMH, there is a prodigious body of interdisciplinary work produced
by cultural psychiatrists, by medical anthropologists, and in allied fields.
However, this would hardly be observable from review of GMH publications
of the past two decades. Currently, there appears to be a lack of either fa-
miliarity with or serious interest in integration of anthropologically infused
thinking within the GMH enterprise. This circumstance evokes a distinct
sense of déja vu with respect to what transpired in the wake of the Interna-
tional Pilot Studies of Schizophrenia (1Pss) conducted by the World Health
Organization (WHO) in the 1970s.> An ambitious study across five continents
complemented by additional longitudinal follow-up studies, the 1Pss released
initial findings for transnational differences in course and outcome that re-
main robust.” The 1Pss design was conceived and carried out in the absence
of collaboration with anthropologists. This oversight had substantial conse-
quences, since the studies’ findings were both unexpected and significant.
Poorer therapeutic outcomes were observed in European and North Ameri-
can countries than in nations of the Global South.’® The transnational stud-
ies also revealed unexpected variation in what had been considered pathog-
nomonic or “signature” symptoms across sites. However, in the absence of
ethnographic materials collected in tandem with clinical assessments, there
was no empirical route to investigate the meaning of such results.

It was left to subsequent research to develop hypotheses and investigate
possible sources of variation to account for the observed differences in the
course and outcome. Among the most significant of these sources has been
familial response or “expressed emotion”—emotions, attitudes, and behav-
ior of kin toward ill relatives. Levels of expressed emotion likely account
for some of the variation in who improves and who does not over time, and
variation in levels of expressed emotion, in turn, can be accounted for partly
by conceptualizarions of mental illness—for example, personality defect, moral
transgression, witchcraft, or cultural chemistry.”” Another source of variation
in course and outcome is the role of psychopharmacology, often the primary
or only treatment available in some global settings, while other settings lack
availability entirely. People who take psychotropic medications (and their
kin) may seek medications for therapeutic benefits while at the same time
grapple with paradoxes of the lived experiences of taking them.’® Psychophar-
macological practices blur the “conjunction of magic, science, and religion
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with respect to pharmaceutical markets and global capitalism, on the one
hand, and culture and lived experience of pharmacological agents, on the
other
Many of the controversies surrounding the production, marketing,
use, and misuse of psychopharmaceuticals are well rehearsed within medi-
cal anthropology. In the absence of working with people who actually live
with mental illness and take medications to alleviate their condition, many
critiques that target psychiatric biomedicine are remarkably distal or un-
informed when applied to people who are afflicted.®® While the argument
in medical anthropology leans generally against psychopharmacology, the
presumption in biological psychiatry often leans uncritically in favor. Both
of these generalized stances are unproductive. The neglect of attention to
culture and experience is particularly acute for practices of dispensing and
taking psychotropic medications. Application of the concepts of experience
and cultural validity in the realm of psychopharmacology has largely been
precluded by the presumption that, as bioactive compounds, psychotropic
drugs are “culture-free” and thus require little cultural and social attention.
Recent ethnography shows that this is plainly wrongheaded. Our research
makes clear that, while patients and kin value them for specific purposes, the
meanings and practices surrounding these drugs produce what I have called
medication-related paradoxes of lived experience. These conundrums can
entail the valuation of improvement or symptom control while at the same
time ambivalence about taking the medication.

While there is no shortage of controversy, or dilemmas, surrounding
treatment with medications, it is clear that the drugs are actively sought
worldwide by kin and those afflicted. Across low-, middle-, and high-income
countries, people are generally aware of these drugs. For example, as Ursula
Read has documented in Ghana, people not only actively seek out “hospital
medicine” for mental illness but also sometimes use it in preparation for con-
sultation with a religious healer.! At the same time, there is a deep longing
for cure and dissatisfaction with side effects that may not help with work or
social functioning.%? The limitations surrounding psychopharmaceuticals af-
fect people and their kin in ways that are remarkably similar and distinctive
worldwide, as is detailed ethnographically in case studies from Ghana, India,
Indonesia, Mexico, Tanzania, and the United States.5

There are opportunities to advance GMH in a way that takes seriously “No
health without mental health,” but this would require serious anthropologi-

cal involvement at a collaborative design table. Within medical anthropology,
there is debate and critique regarding the GMH endeavor, and it remains to
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be seen how this actually will be taken up.®* The work of medical anthro-
pologists is not delimited to providing “vignettes” from, or clean-up of, jobs
gone awry. As I have stressed in conferences with GMH leaders, the work of
medical anthropology must be foundational to the entire enterprise. Failure
to make it so will result in less than efficacious or sustainable partnerships
in the service of improved mental health for all. Ethnographically and expe-
rientially attuned approaches to GMH can provide empirical grounding for
doing away with the long-standing dichotomous mind-body separation and
truncated attention to mental health merely as an “add-on” for infectious
diseases (such as HIV/AIDS and tuberculosis).

Accomplishing this necessitates real collaboration, but it hardly requires
going back to the drawing board, given the rich legacy of anthropological
scholarship at the interface of anthropology and psychiatry that I referenced
at the beginning of this chapter. But the legacy of social hierarchy within
academic disciplines remains an obstacle to creating sustainable partnerships
among primary stakeholders (patients, kin, providers) in local communities
and among health policy officials. Without doubrt, the core issues of sustain-
ability and efficacy of partnerships and therapeutic care must be grounded
in ethnographic knowledge and practice.®’

A breakthrough to foster such an effort came in the spring of 2016 at a se-
ries of meetings in Washington, DC, cosponsored by the World Bank Group,
the WHO, the National Institutes of Health, and Georgetown University.
Entitled “Out of the Shadows: Making Mental Health a Global Priority;” the
meetings were an auspicious raising of political and social consciousness for
mental health in its own right as a matter of human need and social justice. In
an opening plenary address at the World Bank Group, Kleinman challenged
three pervasive “myths”: that mental illness is untreatable; that it is unim-
portant; and that caring for it is not cost-effective. Speaking from the nexus
of psychiatry and anthropology, he asserted that “behind every data point
there is real suffering.”*® At the end of the week, at a closing symposium,
the powerful overall message was that we will get nowhere in the absence
of generative theoretical models to guide our efforts. I have argued that any
theoretically informed approach to GMH must take into consideration the
decades of research in medical/psychiatric anthropology. Anthropological
theory is critical to strengthen the intellectual and political platform from
which to bridge the therapeutic concerns of GMH and the interpretive con-
cerns of medical anthropology.” Constructing this bridge will require less
formulaic and more nuanced anthropological analyses of the complex
and paradoxical features of health care, considering experiential modes
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of suffering and institutional processes for the provision of health care in
a globalizing world. As Vikram Patel remarked in the above noted 2016
symposium’s closing session, “When it comes to mental health, we are all
developing countries.”

As I have argued, efforts targeted at the “scaling up” of mental health care
must be focused, effective, and sustainable. While economic and political
constraints constitute the first obstacle to obtaining care, other obstacles
are embedded in mental health policy worldwide that lacks sufficient po-
litical will for transformation. What is needed are tailored approaches to
incorporate the social, cultural, and psychological contexts of mental illness
and its treatment, on the one hand, and the socioecological context of en-
vironments in relation to socioeconomic and political conditions that can
produce and exacerbate mental illness, on the other.® In the absence of
in-depth and extended anthropological engagement, the GMH field could
easily reproduce earlier follies within contemporary implementation and
intervention sciences. “Culture lite” (as an example, through simplified
or formulaic reference to idioms of distress) will not suffice for tackling
core issues of cultural validity and therapeutic efficacy. Neither will in-
discriminate discarding of psychiatric knowledge by some psychiatrists
who, ironically, take cultural relativism further than most contemporary
psychiatric anthropologists.*”

Against the background of concern for what I have outlined as extraor-
dinary conditions, we now have several decades of studies to demonstrate
the breadth and depth of cultural and social processes as fundamental to the
shaping of nearly every aspect of mental illness:®

- Risk/vulnerability factors (precarity)

- Type of onset (sudden or gradual)

- Symptom content, form, constellation

- Clinical diagnostic process

~ Subjective experience and meaning of problem/illness

- Kin identification and conception of and social-emotional response to
illness

- Community social response (support, stigma)

- Healing modalities and health-care utilization

- Experience, meaning, and utilization of health care/healing modali-
ties (including psychotropic drugs)

- Resources for resilience and recovery

- Course and outcome
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In practice, these factors, of course, are not only culturally shaped but form
a matrix in which each factor can be inflected by the others. Severity of
symptoms is inflected by cultural perception and attention to the symp-
toms; degree of disability/impairment is inflected by severity; and so forth.
Behind all of this is the cultural definition of what counts as a problem in
the first place.

In sum, just as there can be “no health without mental health,” there can
be “no understanding of mental health without culture.” The concept of culture,
largely out of fashion in cultural anthropology, as well as to medical anthro-
pology, cannot be a casualty of translation or vogue. Cultural orientations
and processes are more at issue than places or peoples, “beliefs” or behavior.”
As Sapir set forth nearly a century ago, the locus of culture is dynamically
created and re-created in the process of social interaction.”> Cultural orienta-
tions are also critical for subjectivity and processes of attention, perception,
and meaning that shape personal and public spheres. Such orientations are
embedded generally in what Bateson called a community’s ethos and what
I more specifically have called a political ethos.” Through my studies I have
found that a sustained ethnographic approach to the experience of mental
illness should productively focus on engaged processes of struggle rather than
symptoms. Struggle is intrinsic experiences of mental and neurological afflic-
tion, including the pernicious problem of discrimination (often referred to as
social stigma).” Given this situation, it is necessary to advocate for continued
research at the juncture of anthropology and psychiatry.

Notes

I appreciate the research collaboration extended by the medical director
and clinical staff of the hospital. I stand in admiration of the dedication

of providers in the face of limitations by state and nationwide behavioral
health corporations that restrict therapeutic practice. An earlier version of
this chapter was presented at the conference A Special View of Asia and the
World, Asia Center, Harvard University, Cambridge, Mass.
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