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S ince the advent of the “new cross-cultural
psychiatry” in the late 1970s (Kirmayer,
2006; Kleinman, 1977; Littlewood, 1990),
psychiatric researchers have distinguished
between the historical enterprise of export-
ing conventional categories of “mental disor-
der” throughout the world’s diverse cultural
communities for the purposes of compara-
tive study, and the more recent commitment
to examining the cross-cultural viability and
coherence of such categories within cultur-
ally local frameworks of distress, illness,
and dysfunction (Kirmayer, 2007a). Such
reflexive awareness concerning the Western
cultural foundations of the categories and
constructs used in cross-cultural studies of
psychopathology parallels a broader concep-
tual and methodological revolution in the
social sciences (Rabinow & Sullivan, 1987).
This reflexive stance has encouraged atten-
tion to the ways in which science and tech-
nical practices are embedded in local and
international systems of power and knowl-
edge, and has urged caution in generalizing
or applying dominant approaches to dispa-
rate cultures and communities.

And yet, as helping professions rooted in
an understanding of the human condition,
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psychiatry and psychology aim for theories
of psychopathology that can be used across
social and cultural contexts. An interna-
tional diagnostic nosology should provide
a common language allowing psychiatrists
everywhere to exchange knowledge about
specific patients, have ready access to cur-
rent technical approaches, and contribute
to the advance of psychiatric science. Un-
fortunately, this project of a global scien-
tific psychiatry tends to view culture as a
distraction from the project of developing a
body of universal knowledge. That is, cul-
tural diversity becomes an obstacle to sci-
entific research and delivery of care, or else
a matter of trivial differences—of “window
dressing” on the essential core of universal
human experience that might ground a uni-
versal nosology.

This more dismissive view of the rele-
vance of culture for world psychiatry is part
of the legacy of European empire, in that it
assumes that the pertinent categories, con-
cepts, principles, and practices—constructs
that emerged almost exclusively from cer-
tain subpopulations or social strata within
a handful of European and North American
socleties—constitute a universal, transcen-
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dent, ahistorical, and “culture-free” basis for
recognizing “natural kinds” (i.e., the catego-
ries that are immediately given to perception
or that can be readily discerned by “carving
nature at its joints”) within the domain of
psychopathology. This ethnocentrism is also
evident in the way non-Western cultures are
frequently construed by Westerners: There is
a tendency to dichotomize self and other, to
view the world as “us and them.” We have
knowledge, while they have beliefs; we see
things as they truly are, while they are de-
luded by their stubborn traditions and super-
stitions. The imperialist roots of this think-
ing are evident in the resultant asymmetries
in valuing truth claims: European American
epistemological practices yield transcendent
technical knowledge, while other epistemo-
logical traditions yield mere folk knowledge
comprising beliefs rather than truths about
the world. In actual fact, however, the con-
cepts and categories of contemporary psy-
chiatry are not transcendent, culture-free
outcomes of objective observation and sci-
entific research; instead, they carry forward
the legacy of their own cultural histories
(Gaines, 1992; Mezzich et al., 1999; Mez-
zich, Kleinman, Fabrega, & Parron, 1996;
Young, 1995). To explore this further, we
briefly consider the neo-Kraepelinian noso-
logical project before turning to questions
about the place of culture within mainstream
scientific work on psychopathology.

The historically contingent nature of the
reigning nosology—and thus its salience as
a “cultural artifact” (i.e., a creation or prod-
uct that emerges within a unique time and
place)—remains evident despite its increas-
ing circulation and influence around the
world. More specifically, modern versions
of the Diagnostic and Statistical Manual
of Mental Disorders (DSM; American Psy-
chiatric Association [APA], 1980, 1987,
1994, 2000) are the products of the neo-
Kraepelinian movement that emerged in the
1960s at Washington University in St. Louis
and that has dominated psychiatry since the
1970s (Wilson, 1993; Woodruff, Goodwin,
& Guze, 1974; Young, 1991).
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The Neo-Kraepelinian Vision

Klerman (1978) outlined several commit-
ments of this neo-Kraepelinian movement,
including the conviction that the study of
psychopathology and its treatments belongs
properly within the field of medicine; that
mental illnesses/disorders are discrete enti-
ties with etiologies that can be discovered
principally within the realm of disordered
biology (as opposed to the previously domi-
nant mode of explanation, derived from
psychoanalysis, that privileged intrapsychic
dynamics); that psychiatric research on psy-
chopathology should depend principally on
statistical inference in the context of mod-
ern scientific methodology; that the progress
of science in the context of understanding
psychopathology requires extensive concern
with the standardization of diagnostic con-
cepts and categories for implementation in
research and treatment settings in reliable
and valid ways; and that the relationships
among and between discrete psychiatric dis-
orders should be represented in scientifically
valid classification schemes, with explicit di-
agnostic criteria for the disorders so classi-
fied (see Blashfield, 1984, for discussion and
amplification of these commitments). The
neo-Kraepelinian concern with standard-
ized categories of disorder (consisting of
detailed and relatively explicit criteria with
accompanying decision rules for determin-
ing category membership) was central to the
revolutionary reformulation of psychiatric
nosology codified in DSM-IIT (APA, 1980)
and its descendants.

There can be little doubt that cumula-
tive scientific progress in understanding the
origins, outcomes, and treatments of psy-
chiatric distress requires some semblance of
standardization, in order for independent
research findings to coalesce and be built
upon in useful ways. In addition, it seems
sensible to specify and represent the relation-
ships among and between various kinds of
“mental disorders” within some heuristic
classification scheme. The challenge is how
to select among the almost infinite range of
principles that could serve as organizational
bases for structuring such a taxonomy (Mil-
lon, 1991). Given the fact that psychiatric
scientists typically conduct their research
within medical contexts, and thus tend to
privilege the biological foundations of medi-
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cal practice, psychiatric research has empha-
sized the empirical specification of “underly-
ing pathophysiology” for various conditions
and disorders as the sine qua non of the sci-
entific project to advance our understanding
of psychopathology. It 1s important to note,
however, that many psychopathologists—
especially researchers trained in clini-
cal psychology and the remaining “psy-?
disciplines—ardently contest the commit-
ment of the neo-Kraepelinians to biological
reductionism, arguing instead that psycho-
pathology may result from emergent psy-
chological or social processes that are not
simply reducible to biology (Henningsen &
Kirmayer, 2000; Kirmayer & Young, 1999;
see also Beutler & Malik, 2002, for recent
critiques). Nevertheless, the pursuit of un-
derlying pathophysiology reflects the domi-
nant trend in psychopathology research, as
evidenced by the distribution of research
funds, journal citations, and professional
prestige.

Within the dominant frame of contem-
porary psychiatry, then, psychopathology is
concerned with the fundamental biological
processes (i.e., “basic” genetic, anatomical,
and physiological processes in complex inter-
actions that are “influenced” by the organ-
ism’s environment) that go awry in instances
of illness or disorder. Such pathophysiology
is characterized as “underlying” because the
precise means and mechanisms within the
brain and body that are presumed to cul-
minate in the reported symptoms or observ-
able signs of psychiatric disorder are elusive
and (in almost every instance) unknown.
Thus the empirical pursuit of “endophe-
notypes” and other correlates of underly-
ing pathophysiologies for a wide variety of
mental disorders represents the dominant
paradigm in the scientific investigation of
psychopathology. Finally, within the tradi-
tions of scientific medicine, it is presumed
that the empirical identification of etiology
in the form of distinctive pathophysiology
will ultimately define the disorders in ques-
tion—in much the same fashion that mod-
ern medicine currently understands Down’s
syndrome, general paresis, or phenylketonu-
ria in terms of their underlying pathophysi-
ologies.

If the etiological pursuit of underlying
pathophysiology characterizes the domi-
nant paradigm in psychopathology research,
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then the obvious implication for developing
a classificatory strategy is to organize the
nosology in terms of kinds of pathophysi-
ologies. The dilemma, of course, is that
psychopathologists have yet to empirically
identify any pathognomonic features of a
purported mental disorder, much less its
definitive pathophysiology. In the interim,
the reigning taxonomic strategy depends on
grouping taxa by similarities in “phenom-
enology”! (in most instances, based on clus-
ters of symptoms at the syndromal level; see
DSM-IV-TR [APA, 2000] for discussion). It
is important to recognize that no credible
psychopathologist—including the psychi-
atric scientists who developed the various
revisions of DSM—would suggest that the
disorders currently classified within DSM
are validated constructs that warrant much
scientific confidence. Nevertheless, the ma-
jority of psychopathologists are confident in
the validation strategies described by Robins
and Guze (1970) and elaborated by Kendell
(1989) for empirically evaluating the merits
of purported disorders as viable “hypotheti-
cal constructs” (Morey, 1991, drawing upon
MacCorquodale & Meehl, 1948). These and
other closely related strategies constitute
normative science within a neo-Kraepelinian
psychiatry. '

In sum, although psychopathology re-
searchers acknowledge that the hypothetical
constructs contained in even the most re-
cent version of DSM are “splendid fictions”
(Millon, 1991, p. 246), most imagine that
systematic inquiry within the paradigm just
described will one day yield a much less ar-
bitrary nosology that more closely approxi-
mates “carving nature at its joints.” In re-
sponse, we simply observe that the promise
of the neo-Kraepelinian pursuit of distinc-
tive pathophysiologies for the wide variety
of mental disorders remains a matter of pro-
fessional faith. The currently authorized no-
sological categories, consisting of nearly 300
of Millon’s splendid fictions, reflect numer-
ous political, aesthetic, and pragmatic com-
mitments that yield abundant evidence of
prescientific or nonscientific arbitrariness—
all of which arise as expressions of cultural
processes and practices (as indeed does sci-
entific inquiry itself). To illustrate the impact
of such processes and practices, we briefly
consider the cultural history of one hypo-
thetical construct within the domain of con-
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temporary psychopathology—namely, post-
traumatic stress disorder (PTSD).

The Cultural Construction of PTSD

The advent of DSM-III saw a movement to
attribute a vast array of problems to trau-
ma exposure, gathered together under the
umbrella of PTSD. The ensuing years have
seen the expansion of this category, which
to some extent has absorbed other condi-
tions formerly linked to adverse life events.
Conventional histories of this construct
suggest that PTSD has afflicted survivors
of psychological trauma for millennia (Her-
man, 1992; Trimble, 1985), and that it has
merely awaited discovery in the reports and
behaviors of its sufferers by intrepid psy-
chopathologists. In contrast to these seam-
less accounts, cultural historians have con-
tended that the current conceptualization of
PTSD, as both a category of clinical atten-
tion and a kind of crippling experience, is
rather newly arrived on the historical stage
(Hacking, 1996; Lerner, 2003; Leys, 1996,
2000; Young, 1995, 1996a, 1996b). These
cultural analysts argue that PTSD, instead
of possessing the timeless universality and
intrinsic unity assumed in our “received”
notions of the disorder, has only recently
been “glued together” (Young, 1995, p. §)
from fragmentary shards of theory, politics,
and practices spanning more than a century.
Analytic attention to cultural processes and
practices is therefore relevant not just for
charting the varieties of PTSD experience
among the world’s diverse peoples, but also
for grounding our conceptual understanding
of the PTSD construct itself as one increas-
ingly prominent category within the early-
21st-century classification of psychopathol-
ogy.

The construct of PTSD singles out the
health consequences of the adaptive condi-
tioned fear response to life-threatening dan-
ger. Although exposure to the threat of vio-
lence, pain, and injury readily gives rise to
the specific forms of conditioned emotional
response and avoidance learning held to un-
derlie PTSD, this captures only a small part
the human response to trauma and virtually
never exists in isolation (Kirmayer, Lemel-
son, & Barad, 2007). The same traumatic
events that give rise to PTSD have a wide
range of other personal and social effects on
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biobehavioral systems involving fear, attach-
ment, coherence, hope, identity, and sense of
justice (Silove, 1999). The act of singling out
a single biobehavioral response as a discrete
disorder creates a measure of diagnostic
clarity and precision—but, despite a consid-
erable body of research, the extent to which
this response should be framed as psycho-
pathology and the degree of correspondence
with the actual experience of suffering in-
dividuals both remain contested (Konner,
2007).

Even a casual inspection of recent versions
of DSM indicates some evolution of psychi-
atric thought relative to PTSD since its ini-
tial incorporation into the official nosology
of DSM-IIT in 1980. For example, the Crite-
rion A definition of the qualifying stressor
has changed between versions; the number
of symptoms required for clinical inference
of the disorder has increased; and the dura-
tion of symptoms necessary for diagnosis
has ultimately been fixed at 1 month. More
illuminating still are the questions and con-
troversies that occupied the PTSD sub-Work
Group of the DSM-IV Task Force during
preparation of DSM-IV (Davidson et al.,
1996). These included how narrowly to de-
fine the Criterion A stressor; what duration
of symptoms to adopt for distinguishing
between normative and pathological reac-
tions to trauma; which subtypes and course
specifiers to include; what number of avoid-
ance symptoms to require for a diagnosis;
whether to classify PTSD as an anxiety dis-
order or a dissociative disorder, or within a
new class of trauma-related disorders; how
to make sense of the high rates of comor-
bidity between PTSD and other mental dis-
orders; and whether to include a new form
of pathological posttraumatic response
indicated by “extensive characterological
changes” (p. 592) attributed to repeated and
prolonged trauma. In some instances, the
associated empirical investigation known as
the PTSD Field Trial (Kilpatrick et al., 1998)
obtained data related to these questions (e.g.,
neither broad nor narrow definitions of the
qualifying stressor appeared to significant-
ly alter sample prevalence of the disorder),
but in most instances such data, even when
obtained, were insufficient to resolve these
questions (e.g., reduction of the required
avoidance symptoms increased PTSD preva-
lence, and yet the overall implications of this
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increase remained unclear in the face of de-
limiting sample characteristics).

For the purposes of our argument, the
most important acknowledgment is that data
alone will never be adequate to resolve these
and many other similar questions and con-
troversies surrounding PTSD (see McNally,
2003, for an elaboration), as long as inde-
pendent and reliable measures of distinctive
pathophysiology or specific etiology remain
unestablished for the disorder. In fact, as the
cultural historians suggest, it seems debat-
able whether meaningful human responses
to “traumatic” experience are even of the
“natural kind” variety that might be amena-
ble to scientific demonstrations of distinctive
pathophysiology or confirmations of specif-
ic etiology. As a result, for a hypothesized
syndrome currently without any pathogno-
monic indicators that might unify diverse
patient profiles, decisions regarding con-
ceptualization of the disorder at this stage
of inquiry are rendered largely by expert
consensus (sometimes with recourse to data,
but often not). Such consensus is made and
unmade in cultural terms, through endur-
ing and recognizable “logics” of expertise,
argument, inquiry, and influence. Nowhere
was this consummation of expert consensus
more evident than in the historical events
surrounding the initial inclusion of PTSD
within DSM-IIT in 1980.

According to Scott (1990), PTSD was born
of an unusual political alliance between psy-
chiatrists such as Robert Lifton and Chaim
Shatan and activists affiliated with Vietnam
Veterans Against the War (VVAW) begin-
ning in the late 1960s. This alliance’s es-
calating campaign for medical recognition
of “post-Vietnam syndrome” found footing
in a 1975 meeting with psychiatrist Robert
Spitzer, the architect of DSM-I11, at the Ana-
heim convention of the American Psychiatric
Association. As Scott recounts, Spitzer there
dismissed the alliance’s proposal for inclu-
sion of the new syndrome, explaining that
psychiatric researchers John Helzer and Lee
Robins at Washington University had dem-
onstrated with their data that the problems
of returning Vietnam veterans were already
subsumed under existing disorders (major
depression, substance use disorder, etc.).
Spitzer challenged the alliance to provide
contradictory evidence. Later that year, fol-
lowing additional lobbying, Spitzer agreed
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to form a task force on the issue and invited
alliance members Lifton, Shatan, and Jack
Smith (a VVAW activist) to join himself and
two other psychiatrists on the official Ad-
visory Committee on Reactive Disorders.
With Spitzer’s attention frequently drawn
elsewhere, according to Scott, the alliance
members reasoned that he could be most
effectively persuaded to include the syn-
drome if fellow committee member Nancy
Andreasen, then a specialist in treating pa-
tients with burns, was first to be convinced
of the merits of their cause. Despite ongoing
opposition from the Washington University
researchers, Andreasen and Spitzer even-
tually accepted that combat veterans were
probably suffering from a distinct psychiat-
ric illness. Given the limited empirical litera-
ture available at the time, this recognition
depended principally on a series of compel-
ling case studies, presented by outsiders to
the psychiatric establishment, including the
only member of any DSM-III advisory com-
mittee not to have obtained a graduate de-
gree.

In sum, this alliance of “radical” psy-
chiatrists and retired soldiers obtained of-
ficial recognition of PTSD “because they
were better organized, more politically ac-
tive, and enjoyed more lucky breaks than
their opposition” (Scott, 1990, p. 308). Of
course, the implications of this watershed
historical moment would be difficult to
overemphasize. As Scott has observed, offi-
cial recognition by the American psychiatric
establishment accorded PTSD the status of
“objective knowledge,” which in turn un-
dergirds what people experience as “objec-
tive” reality: “each new clinical diagnosis of
PTSD, each new warrantable medical insur-
ance claim, each new narrative about the
disorder reaffirms its reality, its objectivity,
its ‘just thereness’” (p. 308). Such reaffirma-
tions of objectivity are possible only if our
perspective is fundamentally ahistorical and
deeply inattentive to cultural processes and
practices, the result of which is the reifica-
tion of a provisional psychiatric construct
for which pathophysiology and etiology
remain unknown. And, in an ironic twist,
such instances of unwarranted reification
actively create culture by virtue of prescrib-
ing novel forms of illness experience, even as
they disavow the relevance of culture for the
nosological project.
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Unwarranted reification represents a sig-
nificant liability for any scientific endeavor,
including the empirical opportunities and
theoretical possibilities that remain unac-
knowledged and unexplored, owing to the
premature foreclosure of conceptual alter-
natives. Such conceptual alternatives to con-
temporary PTSD are again suggested in the
work of the cultural historians, who chart
the rise of modern notions of “trauma”
alongside late-19th-century investigations
of hysteria, dissociation, and hypnosis. Ruth
Leys (2000) asserts that our conceptualiza-
tion of trauma and its pathologies continues
to vacillate between two historical para-
digms: mimetic theory, in which the symp-
toms of trauma are held to involve a kind
of unconscious imitation of the original
traumatic event, generally through dissocia-
tive mechanisms; and antimimetic theories,
in which the posttraumatic symptoms are
more or less direct consequences of the vio-
lent threat or assault. The dilemma is that
mimesis can reflect pathological processes
mediated by mechanisms of repression or
dissociation in memory, or instead can be
created factitiously by similar processes of
recollection and recall (Young, 2007). An-
timimetic theories circumvent this problem
by positing psychophysiological effects of
trauma (unmediated by the sufferer’s own
agency or unconscious dynamics) on sub-
sequent symptoms. The so-called “memory
wars” of the 1990s perhaps most clearly il-
lustrated this paradigmatic tension (Crews,
1995). Both theories are represented within
DSM-IV by the inclusion of PTSD (with a
decided “antimimetic” deemphasis of atten-
dant dissociative phenomena) and dissocia-
tive identity disorder (a mimetic pathology
with a clear emphasis on purported trau-
matic etiology [Gleaves, 1996; Hacking,
1995b]); the former diagnosis has garnered
current respectability within scientific psy-
chiatry, while the latter has not.

In addition, Allan Young (1996a) observed
that since their inception, the posttraumatic
pathologies reported by survivors of 19th-
century railway accidents were difficult for
physicians to differentiate from neurologi-
cal insult, neurotic disposition (leading to
trauma-related “hysteria” and other “func-
tional” disorders), or malingering (in pursuit
of monetary damages). Young then raised
the uncomfortable question of whether trau-
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matic experience in fact caused the PTSD
symptoms experienced by the combat vet-
erans in his study, or whether these veter-
ans only later attributed the cause of their
long-standing symptoms to previous trauma
in post hoc fashion as a direct response to
treatment discourse. These concerns con-
tinue to trouble the field, insofar as psycho-
pathologists have come to acknowledge the
etiological importance of some preexisting
“phenotypic expression of vulnerability” in
PTSD (Yehuda & McFarlane, 1995) and to
“worry” about recent evidence suggesting
that a substantial proportion of Vietnam
veterans—perhaps as many as 75%, as re-
viewed by McNally (2003)—have received
disability payments for PTSD or have taken
part in research studies as “cases” of PTSD,
even though they may never have actually
experienced combat (Frueh et al., 2005).
Even such brief attention to the cultural
history of trauma and its pathologies serves
to remind us that, far from the timeless uni-
versality and intrinsic unity frequently as-
cribed to the diagnostic entity, PTSD is a con-
struct of rather recent invention. Certainly
humans throughout history have responded
to extremely distressing events with extreme
distress. Such distress was undoubtedly evi-
denced through posttraumatic changes in
individual cognition, emotion, and behav-
ior. In our particular historical context, it
would appear that Westerners (and increas-
ingly the rest of the world as well, especially
individuals making bids for international
asylum to escape war, torture, and oppres-
sion) experience such distress in the increas-
ingly popular genre of PTSD (Pole, Gone, &
Kulkarni, 2008). The notion of PTSD serves
these social and political functions, which
in turn reinforce its coherence as a discrete
entity, but this coherence is purchased at
the expense of attention to a wide range of
other individual responses to trauma. For
every nightmare, flashback, amnesia, and
exaggerated startle response currently as-
sessed in traumatized patients, the avolition,
weakness, headache, nausea, giddiness, pho-
tophobia, palpitations, paraesthesias, pa-
ralyses, double vision, altered posture, un-
steady gait, feeble pulse, pressured speech,
loss of appetite, and shortness of breath that
characterized 19th-century pathological re-
sponses to psychological trauma (Kinzie &
Goetz, 1996; Young, 1996a) have fallen by
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the wayside. And yet many of these symp-
toms may continue to be prominent features
of posttraumatic distress in diverse cultural
settings (Kirmayer, 1996). In short, PTSD as
currently configured is a malady of our time,
emergent from and dependent upon the same
cultural processes and practices that actively
constitute contemporary life.

Implications for Cultural Analysis

This brief foray into the origins of PTSD
as a nosological category and pathological
construct raises questions about its claim
to be a timeless, culturally universal entity.
While scientific methods hold the prospect
of refining our knowledge of how the world
works, at any point in time scientifically de-
rived knowledge remains an approximation
that incorporates culturally and historically
contingent features reflecting the origins of
our constructs and the contexts of their use
(Collins & Pinch, 1993). In the case of psy-
chiatric nosology, we might consider that
this cultural and historical embedding is not
a defect or limitation of current scientific
knowledge, but a necessity, since psychiat-
ric distress, like all human experience, takes
shape from cultural particulars. Psychiatric
disorders reflect the outcome of interactions
between biological processes and a social
surround mediated by psychological mecha-
nisms over the developmental trajectory of
a human lifespan. The notion that a com-
prehensive or complete nosology can be cre-
ated without regard to culture and context,
therefore, can be sustained only by adoptlng
a reductionist perspective that minimizes or
ignores the fact that human beings are fun-
damentally social and cultural beings. Nev-
ertheless, such reductionism is frequently
embraced and promoted in the name of a
scientific psychopathology, based on the as-
sumption that modern psychiatry pursues
transcendent understanding of disorders
that exist in the world as natural kinds. In
other words, the contemporary recognition
of ﬂashbacks and amnesia as symptoms of
PTSD, as opposed to photophobia and dou-
ble Vision, is justified on the basis that recent
systematic investigations have yielded his-
torical progress in our approximation of the
natural kind known as PTSD. But what are
the conceptual grounds for presuming that
PTSD or any other DSM disorders are natu-

HISTORICAL AND CULTURAL PERSPECTIVES

ral kinds as opposed to “human kinds”—
that is, intentional categories that emerge
from our social institutions, knowledge, and
practices?

Naotural Kinds
and intentional Categories

In 1980, anthropologist and psychiatrist
Arthur Kleinman (1986) conducted a land-
mark study in Hunan, China, that shed light
on the universality of categories of common
mental disorders. Kleinman studied a group
of patients who had received the diagnosis
of neurasthenia (shenjing shuairuo)—a syn-
drome marked by somatic complaints such
as headache, fatigue, dizziness, and muscle
tension, which was a common form of dis-
tress routinely diagnosed by Chinese psy-
chiatrists in clinical settings. Neurasthenia
(or “nervous weakness”) was originally de-
scribed by the American neurologist George
Beard in the late 1800s and soon became a
common diagnosis worldwide (Beard, 1869).
After the 1920s, the popularity of neuras-
thenia waned in the West as it was gradually
replaced by other construals of psychopa-
thology, most recently clinical depression.
Nevertheless, neurasthenia persisted as a
professional diagnostic label and a mode of
illness experience throughout China up to
the 1990s (Lee, 1998).

Applying the diagnostic criteria from the
DSM to 100 Chinese patients diagnosed with
neurasthenia, Kleinman (1986) determined
that the vast majority of these individuals
met criteria for major depressive disorder.
When they were treated with tricyclic anti-
depressants, most patients showed some im-
provement in their symptoms of depression;
however, many continued to see themselves
as suffering from neurasthenia, pointing to
symptoms of depleted energy and other so-
matic symptoms or difficulties in their lives,
which they attributed to their catastrophic
experiences during the Cultural Revolution.
Instead of concluding that Chinese neuras-
thenia was identical to clinical depression,
Kleinman argued that neurasthenia and de-
pression were in fact distinct forms of dis-
tress that did not always co-occur among
Chinese patients. Subsequent work has borne
this out (Zheng et al., 1997). Nevertheless,
drawing on Eisenberg’s (1977) differentia-
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tion between subjective illness experience
and objective disease process, Kleinman as-
sumed that both neurasthenic and depres-
sive syndromes were superficially divergent
expressions of the same underlying disease:
a “universal core depressive disorder” (1986,
p- 66). In short, for Kleinman, neurasthenia
was a somatized form of an “underlying”
depressive disease. As a folk and profession-
al category, and as a cultural “idiom of dis-
tress,” neurasthenia had its own sociomoral
uses and implications. Kleinman emphasized
this sociomoral dimension of experience
(though he diplomatically downplayed the
continuing role of political repression), but
was largely uninterested in neurasthenia as a
psychopathological construct for which one
might seek to understand underlying mecha-
nisms.

In a critique of Kleinman’s report, psy-
chological anthropologist Richard Shweder
(1988) noted an unresolved tension in the
study’s conclusions between a positivist and
a constructivist perspective on the diagnostic
problem at hand. According to Shweder, neo-
positivists remain interested in discovering
“natural kinds,” those phenomena that “ex-
hibit a causation independent of what they
mean to us, independent of our involvement
with them, independent of our experience
with them or evaluation of them, indepen-
dent of our aesthetic or emotional response
to them” (p. 488). In contrast, he continued,
constructivists remain interested in discover-
ing “intentional categories,” those phenom-
ena that “exhibit whatever causation they
may have by virtue of what they mean to us,
by virtue of our conceptions and representa-
tions of them and reactions to them” (p. 488).
Natural kinds thus include such phenomena
as trisomy 21 and dopamine. Intentional cat-
egories may include such phenomena as psy-
chopathic deviance or la belle indifférence.?

While Kleinman explicitly adopted a
constructivist perspective for many of his
analyses of Chinese neurasthenia, Shweder
worried about Kleinman’s characterization
of this syndrome as somatized depression:
Could not depression just as easily be con-
strued as a psychologized form of neuras-
thenia? Shweder wondered what rationale
might be offered in support of Kleinman’s
clear preference for a depression-centered
discourse: “If a disease process is different
from an illness experience and if depression
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is a disease process (as well as an illness ex-
perience), then what precisely is that depres-
sive disease process that is other than an ill-
ness experience, and how do we know that
neurasthenia is a somatized version of it?”
(1988, p. 494). Here Shweder laid bare the
fundamental problem of cross-cultural anal-
ysis in psychopathology research-——namely,
the challenge of determining how we might
reconcile divergent frames of reference,
modes of representation, and modalities of
experience that give rise to diverse patterns
of dysfunctional or disordered experience
and expression within and between cultur-
ally distinctive communities throughout the
world. One implication of the distinction be-
tween natural kinds and intentional catego-
ries is that while attention to cultural pro-
cesses and practices throughout the diverse
regions of the world may be helpful and il-
luminating for investigation of disorders of
the “natural kinds” variety, such attention
is absolutely indispensable for investigation
of disorders of the “intentional categories”
variety. In other words, if human pathologi-
cal reactions to traumatic experiences are
indeed widely contingent on time, locale,
and ethos, then conceptualizing, classify-
ing, investigating, and treating such reac-
tions are heavily dependent on the histori-
cally and culturally contingent frameworks
of meaning that mediate such pathological
experiences. But what are the grounds for
imagining that such cultural frameworks of
meaning might actually mediate the experi-
ence of many forms of psychopathology?

A robust cross-cultural psychopathology
takes as its point of departure the recognition
of the co-constitution of mind and culture.
More specifically, cultural psychologists and
psychiatrists are concerned with the manner
in which human beings—and the cultures
they dynamically and interactively construct
and reproduce—give rise to “culturally con-
stituted persons” who are both producers
and products of the intentional worlds they
inhabit (Shweder, 1991). For our purposes,
“culture” may be understood as the socially
patterned and historically reproduced sys-
tems of semiotic practices that both facili-
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tate and constrain human meaning making
(Geertz, 1973; Gone, Miller, & Rappaport,
1999). Culture is social (and often public)
because such systems must be shared; there
1s no culture of one. Culture is patterned
because such systems are organized and uti-
lized systematically in order to be intelligible
to others; they are not randomly recreated
with each usage. Culture is historically re-
produced, in that successive generations are
socialized into using the intelligible systems
of their communities (which is not to argue
that culture is simply “transmitted” from
one generation to the next, as innovations
and modifications are constantly introduced
both in the process of socialization and as
subsequent generations adapt to novel cir-
cumstances). Finally, cultural practices are
symbolic, in that they allow for the ascrip-
tion and communication of meaning or “in-
telligibility” to others.

In other words, culture comprises shared
patterns of activity, interaction, and inter-
pretation. Perhaps the most salient example
of culture is language, which serves as the
primary semiotic system available to human
beings for achieving mutual intelligibility,
as well as the principal medium of intergen-
erational cultural reproduction. The study
of mind and mentality within enculturated
human communities makes it clear that
cultural meanings and practices are just as
central to realizing personhood as biologi-
cal mechanisms or processes are. That 1s,
human experience is crafted, constituted, or
constructed from the complex and divergent
ways in which culture and biology come to-
gether to render such experience possible.
Thus, obviously, there is no culture without
human biology—but, similarly, biology in
the absence of culture is neither recogniz-
able nor sustainable as human experience
(Kirmayer, 2006; Wexler, 2006). Our point
here is simply that, contrary to the evident
commitments of the neo-Kraepelinians and
the disciplinary traditions of psychiatry and
psychology (which routinely refer to culture
as rather superficially “shaping” or “influ-
encing” putatively more basic biological
processes),® there is no compelling reason
to routinely privilege biology as more fun-
damental than culture to many of the con-
structs of interest within psychopathology.

One example of the reductionist bias to-
ward psychological processes that are in fact
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co-constituted by both biology and culture
occurs routinely in the psychological study
of emotion, one of the most basic constitu-
ents of psychopathological experience. Most
forms of psychopathology are accompanied
by troubling emotions, and specific kinds of
emotional experience provide the phenome-
nological basis for two of the most prevalent
DSM diagnostic classes (at least as surveyed
in the affluent West): the “mood” and “anxi-
ety” disorders. As a result, the psychology of
emotion figures prominently in the study of
psychopathology.

The Dominant Approach
to Emotion Research

Oatley and Jenkins (1992) traced the con-
ceptual paradigms that have guided emotion
research in the discipline back to Darwin
(1872/1965) and James (1890). Whereas
Darwin emphasized the biological and evo-
lutionary significance of emotional processes
and James emphasized the phenomenology
of emotional experience, both writers con-
ceptualized emotions as primarily intrinsic
biological or physiological properties of the
organism. The Darwinian tradition in par-
ticular inspired research by Ekman (1984)
into the cross-cultural prevalence of emo-
tion. Drawing on the presumed evolution-
ary significance of facial expression in the
communication of internal emotional states
to other members of one’s species, Ekman
discovered that respondents from many of
the world’s cultures expressed consistent
associations of certain facial expressions
with comparable emotion terminology, sug-
gesting the universality of at least six basic
or core emotions. For Ekman, the cultural
and linguistic diversity encountered in these
investigations was less interesting than the
search for affective universals.

Cognitive investigations of emotional ex-
perience by psychologists have also tended
to assume a universal biological core to
emotion (Oatley & Jenkins, 1992). Building
on the early idea of James that an emotion
was the “feeling of the reaction to an event”
(Oatley & Jenkins, 1992, p. 58), the neo-
Jamesian tradition declared that “emotion
was perception of a generalized arousal plus
an attributional label” (p. 58). Although this
idea represents a step beyond the view of
emotion as fundamentally a biological pro-
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cess, It suggests that a cognitive attributional
label has been overlaid on the physiological
core of emotion. Focusing on the cognitive
mechanisms involved in emotional experi-
ence, contemporary psychology tends to
emphasize the specificity and function of
emotions, including their effects on atten-
tton and memory as well as their commu-
nicative roles in social interactions. These
investigations have acknowledged that “the
conditions that elicit an emotion distinguish
it from other emotions” (Oatley & Jenkins,
1992, p. 60), and a growing body of work
has examined the social determinants and
consequences of emotion. Although these
relatively recent developments in psychology
seem to be conceptual moves in the right di-
rection, there remains a conceptual bias to-
ward viewing emotions as a set of biophysi-
cal and intrapsychic states. In this view,
emotions are natural kinds, and culture is
relegated to the role of configuring the situ-
ations that elicit emotions and shaping their
outward expression.

But is culture really so peripheral to the
psychology of emotional experience? In the
past two decades, philosophers, cultural his-
torians, cross-cultural psychologists, and an-
thropologists have trained critical attention
on the dominant conceptualization of emo-
tional experience and expression. Grounded
in constructivist approaches to the study of
self, personhood, and social relations, these
scholars have proposed a reconceptualiza-
tion of affect that transcends the Western
notion of emotions as primary physiological
processes with secondary cognitive, social,
or cultural overlays. The result has been a
new paradigm for emotion research that ac-
knowledges biology, but that also gives se-
rious attention to the cultural construction
of experience (Abu-Lughod & Lutz, 1990;
Griffiths, 1997; Gross, 2006; Harré, 1986;
Kitayama & Markus, 1994; Leavitt, 1996;
Lutz & White, 1986; Reddy, 2001; Rosaldo,
1984; Shweder, 1993; White, 1993).

The Constructivist Alternative
for Emotion Research

The primary challenge facing the new par-
adigm for emotion research is overcom-
ing the Cartesian dualism evident in most
Western academic traditions (Leavitt, 1996)
that gives rise to a familiar series of concep-
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tual dichotomies (e.g., natural vs. cultural)
that shape Western discourse. Several such
dichotomies are evident in both scientific
and Western folk discourse about emotions:
mind versus body, cognition versus affect,
thinking versus feeling, rational versus emo-
tional, conscious versus unconscious, inten-
tional versus unintentional, controlled ver-
sus uncontrolled, and so forth (Kirmayer,
1988; White, 1993;. These conceptual op-
positions are deeply ingrained in Western
thinking and have resulted in “two-layer”
theories (Lutz & White, 1986) or “dual-
process” models (White, 1993) of emotion
that conceptualize affect as “psychobiologi-
cal processes that respond to cross-cultural
environmental differences but retain a ro-
bust essence untouched by the social or cul-
tural” (Abu-Lughod & Lutz, 1990, p. 2).
Thus, with regard to the study of emotions,
“any phenomenon acknowledged to be cul-
turally variable (e.g., the language avail-
able for talking about emotion) is treated as
epiphenomenal to the essence of emotion”
(Lutz & White, 1986, p. 408).

Instead of replicating such dualisms,
cross-cultural researchers with serious com-
mitments to examining the individual as
an embodied agent in a sociocultural con-
text must transcend such thinking. Leavitt
(1996) described an appropriate outcome
with regard to the study of affect:

We would have to see emotions as primarily
neither [cultural] meanings nor [psychobiolog-
ical] feelings, but as experiences learned and
expressed in the body in social interactions
though the mediation of systems of signs, ver-
bal and nonverbal. We would have to see them
as fundamentally social rather than simply as
individual in nature; as generally expressed,
rather than as generally ineffable; and as both
cultural and situational. But we would equally
recognize in theory what we all assume in our
everyday lives: that emotions are felt in bodily
experience, not just known or thought or ap-
praised. (p. 526)

Although Leavitt was perhaps a bit too dis-
missive of the private, inchoate, and some-
times inexpressible qualities of emotions, his
larger point is clear: The dominant charac-
terization of emotions as fundamentally in-
dividual, interior, biological events must be
counterbalanced with attention to their cul-
tural, social, and expressive dimensions.
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What concretely, then, does all of this
imply for the study of emotional experi-
ence—and, by extension, to the study of
psychopathology as well? First, as a research
construct, emotions must be understood to
include biological, psychological, linguistic,
social, and cultural processes that are uni-
fied in the embodied person engaged in situ-
ated and meaningful action. Second, claims
regarding the uniformity of emotional ex-
perience across cultures (at least in any nu-
anced sense) seem implausible. An affective
experience that is substantively constituted
by its semiotic context cannot possibly be
universal (i.e., mean the same thing) across
all cultural communities of the world (see
Wierzbicka, 1999, for numerous examples).
Finally, the meanings of emotional experi-
ence, as facilitated and constrained by lin-
guistic practices in particular, are situated
within wider conceptual webs of cultural
meaning regarding personhood, social rela-
tions, spirituality, the moral order, and so on
(Harré, 1986; Lutz & White, 1986; Shweder,
1993; White, 1993). Of particular interest
here is the manner in which such local webs
of meaning inform and construct emotional
experience for the person. Thus a systematic
exploration of local ethnopsychology (i.e.,
theories of mind, self, and personhood) must
be central to studies of emotional experience
and psychopathology across cultures.

An illustration of these issues is found in
the work of anthropologist Theresa O’Nell
(1996) on depression among the Salish In-
dians of the Flathead reservation in north-
western Montana. Similar to Kleinman
(1986) in his investigations of Chinese neur-
asthenia, O’Nell discovered that depression
on the Flathead Indian reservation was ex-
plicitly associated with community experi-
ences of colonial conqguest and historical
oppression, as exacerbated by ongoing con-
tention with European American racism.
Most importantly, O’Nell determined that
depressive-like experiences among the Sal-
ish were explicitly cast in relational terms
(e.g., these were characterized by feelings of
interpersonal loneliness rather than intra-
psychic sadness). The relational orientation
of this sociocentric society thus gave rise to
three persistent states of being that shared
symptoms of DSM major depression: feel-
ing bereaved, feeling aggrieved, and feeling
worthless. Of these, only the third condition
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was at all likely to lead to suicide, while the
first was in fact esteemed as a mark of ma-
turity among elderly Salish tribal members,
who were seen to grieve appropriately for
the many losses experienced by members of
Flathead society over the previous century
and more. The lesson here is that forms of
psychopathology that are characterized by
distressing or disordered emotional experi-
ence may be configured quite differently for
individuals from societies that construe the
person in more egocentric or individualistic
terms and from those that are more socio-
centric (Kirmayer, 2007b).

Implications for Cross-Cultural
Psychopathology

Cross-cultural work on emotions has shown
that most complex feelings are tied to spe-
cific developmental experiences and social
scenarios, which depend in turn on social
structure and cultural knowledge and prac-
tice. If culture thus has the depth and sweep
to actively co-constitute the varieties of emo-
tional experience around the world, then
human emotions are best understood not
as “natural kinds” but instead as “human
kinds,” born of an interaction between bio-
logical processes and cognitive and social
construals (Griffiths, 2004; Hacking, 1995a,
1999; Hinton, 1999). This interactional, bio-
social view points to a way to integrate our
understanding of the embodied substrate of
emotion with the complex social and cul-
tural practices that give meaning and im-
port to emotional experience as they unfold
through development. Neo-Kraepelinian
psychiatry—with its commitment to biologi-
cal reductionism and the accompanying pre-
sumption that “real” psychiatric disorders
are natural kinds—cannot do justice to this
complex interaction.

As we have already observed, the publication
of DSM-III (APA, 1980) was a landmark his-
torical, scientific, and political achievement,
signaling the advent of neo-Kraepelinian
psychiatry in the United States. Owing to
standardized criterion sets with explicit ap-
plication algorithms, modern versions of
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DSM afford reliable psychiatric diagnosis,
and thereby permit a cumulative science of
psychopathology. Of course, construct va-
lidity for the hundreds of postulated disor-
ders within DSM remains elusive; instead,
psychopathologists employ DSM under the
optimistic assumption that over time, ac-
cumulating evidence from research studies
using standardized diagnostic criteria will
enable them to “bootstrap” their way to di-
agnostic validity.

Nevertheless, DSM has come to dominate
the ways in which mental health profession-
als in the United States and in many other
countries classify and diagnose psychiatric
illness—and, as a consequence, to suffuse
the ways in which patients (and the broader
public) make sense of their distress and dys-
function. That is, in everyday clinical prac-
tice, the hypothetical constructs classified
within DSM take on a privileged ontological
status in the lives of patients, professionals,
and institutions through routine processes
of reification. Indeed, it is through clinical
praxis that the scientific and clinical con-
jectures codified in DSM become accepted
as authorized knowledge and authoritative
discourse. In actuality, then, DSM simulta-
neously serves two different purposes that
are potentially at odds with one another:
namely, as a provisional scientific taxonomy
for facilitating empirical research on the one
hand, and as an institutionalized profession-
al manual for guiding clinical practice on the
other (Gone, 2003b). The tensions between
these functions (and epistemic stances) are
greatly exacerbated in cross-cultural appli-
cations of DSM, especially those in which
enduring asymmetries in cultural capital
and political power lend themselves to the
unwarranted hegemony of Western psychi-
atric discourse.

Ps¥chiatric Services and Western
Cultural Proselytization

Contemporary views of culture recognize
that most individuals have access to multiple
cultural systems, and that the “culture” of
specific communities is actually made up of
many competing and contesting streams or
positions. Acknowledging the importance of
cultural difference is not simply a matter of
taking account of variations in developmen-
tal experiences, social contexts, and com-
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mitments. Cultures are unequally accorded
or invested with power and authority. The
power attached to specific cultural systems
and communities arises from a specific his-
tory of domination and control that may
continue to exert effects on ways of thinking
long after the machinery of domination has
been challenged or dismantled.

In psychiatric research concerned with
the mental health status of historically op-
pressed ethnic/racial minority communities
in the United States, for example, psychopa-
thologists must recognize that the “culture”
of the clinic is not the “culture” of the com-
munity. More specifically, the assumptions,
assertions, aspirations, and attributions that
mental health professionals routinely rely on
are grounded in the categories and conven-
tions of Western therapeutic discourse, in-
cluding those contained within DSM. Such
discourse has emerged historically from
northern European and European Ameri-
can sensibilities regarding normative and
disordered psychological, emotional, and
behavioral functioning (Gaines, 1992). As
a result, the therapeutic discourse that an-
chors mainstream clinical activity undertak-
en in many non-Western cultural contexts
may diverge in substantial ways from local
assumptions and expectations of wellness,
health, and “the good life” (as we have al-
ready seen in the context of emotional expe-
rience and expression). Moreover, for much
of the history of psychiatry, the profession
has worked in cooperation or collusion with
the powers of colonial domination (Bhugra
& Littlewood, 2001; Jackson, 2005; Keller,
2007; McCulloch, 1995; Sadowsky, 1999).
More specifically, the privileging of Western
theories of psychopathology and therapeutic
discourse has been associated with long-
standing efforts by European Americans to
express or achieve cultural dominance over
other peoples through processes of coloni-
zation, and to maintain dominance through
racialized hierarchies of power and author-
ity.

This historical bid for European Ameri-
can cultural dominance frequently involved
the explicit devaluation, disruption, and
displacement of these alternate frames of
reference, modes of representation, and
modalities of experience. A small group of
psychiatric thinkers and practitioners has
challenged this collusion, rejecting the rac-
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ist ideologies that rationalized colonial vio-
lence, and supporting the political struggles
that have sought to transform or overthrow
colonial regimes (Fanon, 1982). The result
is an important literature that has examined
the impact of colonial systems of racism and
oppression on the identities, personalities,
and psychological well-being of colonized
subjects, as well as the possibilities for lib-
eratory psychiatric practice (Verges, 1996).
This literature would benefit from contempo-
rary reconsideration in light of the changing
forms of structural violence (Gilroy, 2004).
Nevertheless, despite these occasional (and
politically marginalized) efforts, both cul-
tural divergences and asymmetries in power
render the provision of conventional psychi-
atric services to historically oppressed com-
munities a politically suspect activity that
may advance Western cultural proselytiza-
tion in the guise of therapeutic knowledge
and activity.*

A Postcolonial Discourse of Distress

We can illustrate the kinds of ideological
dangers we have in mind with reference to
two of the most prevalent forms of DSM
psychopathology: alcohol dependence and
major depression. In an ethnographic inves-
tigation on a northern Plains Indian reserva-
tion, Gone (2007, 2008¢) identified a pro-
totypical “discourse of distress” concerning
problematic drinking and depression in con-
temporary Native American tribal life. Ac-
cording to one especially instructive respon-
dent (pseudonymously named “Traveling
Thunder”), these problems could be traced
to disrupted ceremonial tradition in the con-
text of historical dominance by European
Americans. More specifically, Traveling
Thunder identified four historical epochs in
his characterization of the causes of patho-
logical depression and drinking on the reser-
vation. The first epoch was the era of “Para-
dise,” a precolonial existence in which such
pathologies were largely unknown, owing to
the perfect harmony and balance wrought
by community adherence to the strict ob-
servation of social custom and sacred ritual.
The second was the era of “Conquest,” or
the colonial encounter in which the geno-
cidal and assimilative activities of European
Americans led to the annihilation of custom
and ritual. The third epoch was the era of
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“Loss,” in which the postcolonial effects of
the annihilation of custom and ritual led to
anomie, and in turn to substance abuse, de-
pression, and sometimes suicide. Finally, the
current epoch is the era of “Revitalization,”
in which the Creator has “pitied” the people
enough to facilitate a communal reclamation
of indigenous custom and ritual.

In one particularly illuminating moment
during the interview, Gone (2007) asked
Traveling Thunder to reflect on the condi-
tions under which he would refer a distressed
loved one to the mental health profession-
als at the local reservation clinic. His reply
lacked any trace of ambivalence:

That’s kind of like taboo. You know, we don’t
do that. We never did do that. . . . If you look
at the big picture, you look at your past, your
history, where you come from . . . and you look
at your future where the Whiteman’s leading
you, I guess you could make a choice. Where
doIwant to end up? And I guess a lot of people
... want to end up looking good to the White-
man. ... Then it’d be a good thing to do: go [to
the] white psychiatrists . . . in the [reservation
clinic] and say, . . . “Go ahead and rid me of
my history, my past, and brainwash me forever
so I can be like a Whiteman.” (p. 294)

Thus, for Traveling Thunder, the activity of
“white psychiatrists” on the reservation was
explicitly marked as an extension of the colo-
nizing project, in which indigenous selfhood
remains a site of neocolonial engagement and
resistance. As an alternative, Traveling Thun-
der proposed the reclamation of indigenous
selfthood through the reestablishment of rit-
ual practice. Such practice serves to link the
human self to other-than-human Persons’ in
the respectful offering of gifts and prayers in
exchange for the compassionate outpouring
of prosperity and blessings. In the process,
alienation and anomie are simultaneously
(but secondarily) resolved through the estab-
lishment of a robust cultural identity (Gone,
2006a, 2008b, in press-a).

A central feature of Traveling Thunder’s
discourse of distress was its reliance on ob-
servations, inferences, and insights drawn
from the sociohistorical and spiritual levels
of experience and analysis. From this per-
spective, mental health problems—including
the anomie, demoralization, depression,
substance abuse, and suicide found on the
reservation—were understood as direct




On the Wisdom of Considering Culture and Context

consequences of the European American
colonial encounter that disrupted ritual rela-
tionships and community responsibilities to
powerful other-than-human Persons. It fol-
lows that the most effective remedy for path-
ological drinking and depression within the
community would be a restoration and re-
turn to individual and collective ceremonial
practice (Gone, 2007). In sum, this contem-
porary ethnopsychological discourse config-
ures wellness (i.e., life lived “in a good way”)
quite differently from the “mental health” of
psychiatry and the associated professions,
and posits quite different etiologies for seri-
ous distress (Gone, in press-c). For Traveling
Thunder, pathological drinking and depres-
sion were functions of culture, history, and
identity, contrasting sharply with the reign-
ing psychiatric emphasis on genetic predis-
positions, chemical imbalances in the brain,
and other biologically reductionist explana-
tions as fundamental to these disorders.

As we have already noted, the concepts,
categories, principles and practices of neo-
Kraepelinian = psychiatry—including the
codifications of DSM—remain cultural ar-
tifacts, the meanings and mechanisms of
which emerge from and depend on their cul-
tural intelligibility within a shared discursive
frame. As a result, casually embracing DSM
in one’s cross-cultural professional activity
risks irrelevance at best, or an often subtle
(but sometimes overt) Western cultural pros-
elytization in the guise of therapeutic prog-
ress at worst. Certainly the ideological haz-
ards of this nearly invisible “West is best”
cultural imperialism in postcolonial societ-
ies and contexts such as Traveling Thunder’s
reservation homeland remain worrisome and
require serious consideration and redress.

Decolonizing Psychiatry

“Postcolonial” is a term that has been used
to characterize the struggles for liberation
undertaken by formerly colonized peoples as
they assert their social, political, and cultur-
al autonomy. Such struggles, however, have
not eliminated structures of domination es-
tablished during colonial eras or prevented
the emergence of new strategies of exploita-
tion rooted in national or ethnic interests.
These structures and strategies have the ef-
fect of maintaining inequalities, with pro-
found consequences for the quality of life of
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formerly colonized peoples in postcolonial
societies. In addition, recent processes of
globalization have facilitated shifts in strate-
gies of domination toward systems of power
structured by consumer capitalism and the
interests of multinational corporations and
their associated economic institutions. For
this reason, the prefix “post-” in “postcolo-
nial” probably warrants scare quotes to de-
note the fact that many oppressive features
of colonization have not ended, but instead
have mutated or gone underground, only to
reemerge in powerful new forms. Indeed,
the increasingly global influence of West-
ern psychiatry—accompanied by its mate-
rial and discursive power to undermine or
displace local notions of self, personhood,
identity, emotion, social relations, spirituali-
ty, distress, wellness, and healing around the
world—would seem to require a great deal
more ethical attention to the role of psychi-
atric services as vehicles to export specific
cultural values, particularly those of secu-
larism and especially individualism.

By virtue of their creation, utilization,
and dissemination by psychiatrists, the psy-
chopathological constructs classified within
DSM are generally cast in terms that locate
the “disorder” within an individual. This re-
flects a “causal attributional bias” that may
result in blaming the person for his or her
affliction. In a now-classic article, Caplan
and Nelson (1973) criticized “the tendency
to hold individuals responsible for their
own problems” (p. 199)—first, by focusing
on “person-centered” characteristics while
downplaying or ignoring situationally rel-
evant factors; and, second, by attributing
causal significance to any person-centered
variables found to be statistically associated
with the social problem in question. Caplan
and Nelson reviewed a sample of published
articles indexed in Psychological Abstracts
to demonstrate that in research with African
Americans, psychologists invested “dispro-
portionate amounts of time, funds, and en-
ergy in studies that lend themselves, directly
or by implication, to interpreting the diffi-
culties of black Americans in terms of per-
sonal shortcomings” (p. 204), rather than in
terms of situational factors or systemic in-
equalities. They identified several social and
political functions served by such construals
of social problems, and concluded that “per-
son-blame interpretations are in everyone’s
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interests except those subjected to analysis”
(p. 210).

In light of these observations, let us return
to the alternative presented by Traveling
Thunder, who observed that the epidemic
of distress in his reservation community ap-
peared to have emerged hand in hand with
the ravages of colonization. Traveling Thun-
der’s account emphasized situational fac-
tors and systemic inequalities rather than
“person-centered” biogenetic or intrapsy-
chic factors. Accordingly, Traveling Thun-
der asserted that the community rather than
the individual ought to be the focus of thera-
peutic attention and intervention, and that
the problems faced by individuals and the
community might best be characterized as
an existential and spiritual crisis. Like the
expressions of depression among the Salish
recounted by O’Nell, and like the current
appropriations of the term “historical trau-
ma” among many other indigenous peoples
and communities (Brave Heart & DeBruyn,
1998; Gone, 2008b, in press-a), Traveling
Thunder’s discourse embeds psychopatho-
logical experience in the larger meanings of
collective experiences of longstanding Eu-
ropean American subjugation. This focus
on social and historical context as a way
of characterizing individual suffering is in
marked contrast to the dominant ideological
commitments of neo-Kraepelinian psychia-
try, in which mental disorders are presumed
to be natural kinds that afflict individuals
through presently unknown pathophysi-
ological processes. To the extent that they
employ this decontextualized view of psy-
chiatric disorders, mental health services in
the reservation context cannot help engag-
ing in the sort of “person blaming” decried
by Caplan and Nelson.

The basic remedy for this unfortunate
state of affairs is to resituate individual and
social suffering in its cultural and historical
contexts. This has a political dimension, in-
sisting on the importance of the interpretive
frames and perspectives of the culturally di-
verse subjects of psychiatry theory. But the
development of situated theory in psychopa-
thology is not simply a matter of “political
correctness.” It requires a vibrant program of
cross-cultural research on various forms of
psychopathology—a program that seriously
engages “emic” (local or emergent) frames
of reference, in addition to the “etic” (exter-
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nal and imposed) models of psychology and
psychiatry. Such research would not ignore
conventional approaches to the investiga-
tion of psychopathology, but would recog-
nize that the relationship between local and
external models and frames of reference re-
quires systematic study through open-ended
empirical work that does not assume that ei-
ther framework will provide all the answers.
In some instances, the compelling validity of
local understandings may directly challenge
the constructs of DSM, demonstrating their
inapplicability or irrelevance to local forms
of suffering (i.e., Kleinman’s [1988] “catego-
ry fallacy”). In other cases, emic constructs
may lead to models of wider applicability
and so themselves become etic constructs.
This systematic empirical project is based on
the conviction that many forms of psychopa-
thology (including some of the most popular
and prevalent diagnoses) are “human kinds”
best approached through careful investiga-
tion of the local, lived meanings of experi-
ence, rather than “natural kinds” that can
be adequately characterized in terms of
universal biological mechanisms and corre-
sponding categories of experience.

Cutture, Context, and
Experience in Psychiotric Science
and Clinical Practice

In line with the reflexive stance central to
contemporary social studies of science, we
have so far approached the importance of
culture for psychiatric nosology through its
impact on the nosological enterprise itself.
This framework targets not the ethnocul-
tural characteristics of patients per se, but
instead addresses the cultural embedding of
diagnostic theory and practice, especially as
it pertains to everyday clinical concerns. The
model discussed here is quite general and, in
the context of preceding observations and
insights, argues for professional recognition
of the pervasive effects of culture and con-
text on every aspect of the psychiatric en-
terprise.

The Uses of Psychiatric Nosology
and the Impact of Diagnosis

Psychiatry covers a broad domain of human
problems. Mental illness is not one thing,
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but a congeries of heterogeneous problems—
including forms of brain dysfunction, psy-
chopathological processes that result from
various forms of learning, problems that
reside 1in interpersonal Iinteraction, and
problems that consist of incoordination or
contradiction among these different levels
of organization (Kirmayer & Young, 1999).
These problems are related to one another
by family resemblances, so that there is no
common essence or single characteristic
shared by every psychiatric disorder, except
at a very high level of abstraction. Although,
as we have argued, biological, psychologi-
cal, and social factors contribute to all of
these problems, the relative importance of
causal and aggravating factors varies for
each type of problem as well as for each
individual, episode, and situation. As a re-
sult, no one solution to the structure and
function of psychiatric nosology will work.
In particular, neither genetics research nor
neuroimaging will tell us what to include in
a nosology unless we decide to redefine the
domain of psychiatry narrowly in terms of
these technologies (Robert, 2007; Robert &
Plantikow, 2005).

The construction of a nosology and re-
lated diagnostic instruments and techniques
reflects specific goals or purposes. Earlier,
we have discussed the tensions between the
use of psychiatric nosology as a provisional
scientific classification of psychopathology
and as a manual for professional practice.
Diagnostic systems have additional uses in
other domains, including the determination
of health care policy and the regulation of
other social institutions. The scope and con-
tent of a diagnostic system may have pro-
found effects on the design and function of
health care systems, including resource allo-
cation and access to care. In the wider social
context, diagnoses serve to position indi-
viduals by assigning them the sick role, and
thus identifying the persons as legitimately
distressed or disabled and deserving of help,
compensation, or support. Diagnosis also
has implicit functions. For the clinician, as-
signing a diagnostic label serves to name and
contain the confusion and threat presented
by the suffering patient (Kirmayer, 1994).
For patients, a diagnostic label and its con-
notations are used to draw out the implica-
tions of an illness and, when the condition is
chronic, to (re)construct aspects of personal
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identity. These implicit meanings of diagno-
sis may also have powerful social implica-
tions, conferring stigma or prompting other
practices of exclusion.

A psychiatric nosology, then, is not sim-
ply a systematic ordering of categories found
in nature, but constitutes a map and charter
of a social world. Nosology provides a map,
in that it marks off specific domains and
establishes borders and boundaries whose
crossing makes a difference to individuals’
social status. Nosology also functions as a
social charter because this act of mapping
creates an “official” reality and authorizes
the architects and users of the diagnostic
system to exercise specific forms of social
power. In the context of the clinic, diagnosis
is part of constructing a problem list, iden-
tifying the issues that require some form of
help or clinical attention. Clinical problem
lists commonly go well beyond the specific
entities of diseases or disorders to include
social problems, interpersonal conflicts, and
existential dilemmas—all of which figure in
patients’ suffering, and which may influence
the appropriate intervention for specific dis-
orders or may be primary foci of concern in
their own right.

Clinical Epistemology and the Place
of Culture in Psychopathology

Scientific research and clinical assessment
involve different epistemological assump-
tions. Clinical knowledge is constrained by
the temporal frame of the clinical encounter
and its specific goals for problem identifica-
tion and solution. The focus is on signs and
symptoms, and on what can be identified
through history taking, systematic interview-
ing and observation, physical examination,
and laboratory tests. The aim is to use this
information to infer the underlying disorder
that accounts for a patient’s distress and that
can then be targeted for intervention. The
implicit theory of medical semiotics views
symptoms simply as more or less veridical
reports of bodily events or physiological per-
turbations (Kirmayer, 1994). Although the
mapping from pathophysiology to symptom
may be many-to-one (nonspecific symptoms
may result from many different forms of pa-
thology) or one-to-many (a single pathology
may have variable clinical manifestations),
in practice medical semiotics commonly as-
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sumes a one-to-one mapping or isomorphism
from physiological disturbances to bodily
experience and from bodily experience to
symptom report. Hence symptoms are taken
as indicators of underlying pathophysiologi-
cal processes. Given the lack of independent
biomarkers for psychiatric disorders, an as-
sumption is also made that clusters of symp-
toms (syndromes) are sufficient to identify
distinct forms of pathology. Furthermore, it1s
tacitly assumed that the diagnostic nosology
identifies all the clinically significant forms
of pathology that can occur. The accuracy
and completeness of the nosological map are
therefore matters of great importance for sci-
ence, clinical care, and policy. Problems that
fall outside the nosology are not accorded
the same level of interest, status, or priority
by researchers, clinicians, and policymakers.
This makes the nosology an important regu-
lator of psychiatric science and practice.

This is an especially important issue in
cross-cultural work because of the episte-
mological problem identified by Kleinman
(1988) as the “category fallacy.” Efforts to
apply a set of diagnostic categories devel-
oped in one cultural context in a different
setting may obscure important cultural
differences. Although it may be possible to
identify people who fit the diagnostic crite-
ria, this does not ensure the local validity of
the category; nor does it rule out the possi-
bility that individuals with related forms of
suffering are not captured by the diagnostic
criteria. Local categories of illness may yield
better indicators of distress, and better pre-
dictors of prognosis and treatment outcome.
Testing this possibility requires specific re-
search methods (Canino, Lewis-Fernandez,
& Bravo, 1997).

An additional epistemological problem
arises from what Hacking has called “the
Jooping effect of human kinds” (Brinkmann,
2005; Hacking, 1995a, 1999)—an elabora-
tion on our prior consideration of “natural
kinds” and “intentional categories.” Hack-
ing recognized intentional categories (or
human kinds) as those that depend on spe-
cific ways of construing experience. In such
instances, the very act of diagnosing a given
pathology in an individual harbors the po-
tential to alter that individual’s experience
of the pathology, as well as the subsequent
scientific and professional construals of that
individual’s behavior. These ways of con-
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struing behavior circulate in the larger so-
ciety, becoming social and cultural norms,
models, and practices that alter other indi-
viduals® interpretations of their own expe-
riences. Hence changes in cultural assump-
tions or cognitive models will lead to new
conceptual categories that are reified and
stabilized by recursive social processes of
dissemination and enactment. The chang-
ing forms of “trauma” reviewed earlier, as
well as the evolution of “hysteria,” provide
clear examples of this phenomenon (Hack-
ing, 1995b, 1998).

Although we have previously employed
Shweder’s (1988) distinction between nat-
ural kinds and intentional categories (or
human kinds), many psychiatric categories
are best thought of as what Hacking terms
“interactive kinds,” in which there is a trans-
action between natural distinctions and
culturally constructed concepts. Cognitive
theory would suggest that panic disorder
and major depression are two examples of
a specific version of interaction that Hack-
ing calls “biolooping,” in which (culturally
mediated) modes of construing experiences
of the body and the self lead to physiological
disturbances (Hinton & Hinton, 2002; Hin-
ton, Hinton, Pham, Chau, & Tran, 2003).
To the extent that these disturbances follow
a biologically dictated final common path-
way, the disorders may be viewed as ulti-
mately independent of our construals, and
hence as natural kinds (Cooper, 2004). For
example, if there were a core syndrome of
neurasthenia or depression involving a state
of physiological depletion, we might fix on
this aspect to define a category of pathology
independently of how an individual arrives
at that state (Kirmayer & Jarvis, 2005).
However, there may be forms of psychopa-
thology in which the culturally and cogni-
tively mediated modes of construal are es-
sential to defining the problem. In the case
of “intentional” behavior, which is distin-
guished by the fact that the person can give
reasons for their action (and that the reasons
are causally implicated in the action), there
is a loop that depends on the distinctively
human capacity for self-awareness. For this
type of problem, there is no way to define
the pathology without characterizing the
nature of the disturbances in self-awareness,
self-representation, and self-control, which
in turn depend on particular cultural con-
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cepts of self and personhood, and on larger
systems of values, social institutions, and
discursive practices (Kirmayer, 2006).

None of these distinctions means that we
must dispense with constructing categories,
but we must recognize that the larger social
contexts of psychiatry—including cultural
notions of personhood and affliction—
loop back at multiple levels into our nosol-
ogy; into the process of clinical assessment
and diagnosis; and into the vicious circles
of attention, attribution, and behavior that
constitute many forms of psychopathology
(Kirmayer & Sartorius, 2007). Psychiatric
nosologies, therefore, do not simply describe
problems out there in the world, but actively
contribute to the ways in which people con-
strue and experience their distress. That is,
as we have seen, psychiatric nosologies ac-
tively create culture even as they reflect cul-
tural processes and practices.

Implications for Research

To the extent that social processes of mean-
ing construction and positioning are central
to the cause, course, and outcome of various
forms of psychopathology, research must
include systematic attention to the range
of variables reflecting cultural variations in
human experience. Given the marked het-
erogeneity within ethnocultural groups, this
must go beyond mere comparisons of indi-
viduals on the basis of their ethnic identity,
to examine the impact of specific knowledge,
behaviors, or practices that can be linked to
putative psychopathological processes. This
type of research would decompose “culture”
and “ethnicity” into explicit components or
dimensions (e.g., specific practices associated
with the body, concepts of personhood, ex-
planations of affliction, techniques of heal-
ing) that can be studied in interaction with
other biological, psychological, and social
processes. However, a basic insight of an-
thropology is that the components of culture
are not arbitrarily arranged, but constitute
coherent systems (even if they contain ten-
sions and contradictions), so that the inter-
actions between different components must
be studied to understand the tradeoffs that
may occur for individuals following one or
another illness trajectory.

Beyond this incorporation of culture as
sets of interrelated components, “factors,”
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or parameters that configure human biol-
ogy, psychology, and the social contexts
that govern behavior (whether pathological
or adaptive), we have argued that the refine-
ment of theory in psychopathology requires
systematic attention to the social, cultural,
and historical dimensions of human suffer-
ing and of the conceptual systems we devise
to categorize, explain, and intervene. These
deserve critical analysis not only for politi-
cal reasons, since they have served as instru-
ments of oppression or exclusion, but also
because, in the nature of human experience,
our conceptual categories shape our lives in
ways that can give rise to new types of prob-
lems and solutions. Study of these “intention-
al kinds” and social looping effects requires
different methods from those that currently
dominate psychopathology research, includ-
ing the critical and interpretive strategies of
the social sciences, but also empirical studies
of the social, economic, and political shap-
ing of psychiatric knowledge and practice
(Healy, 2004; Horwitz & Wakefield, 2007).
This social analysis is not only a corrective
to the tendency to promote specific models
that serve special interests; it also opens a
space for fresh thinking about the nature of
psychopathology and well-being.

Implications for Clinical Practice

Although psychiatric diagnoses serve as a
form of explanation, they differ in impor-
tant ways from the biographical accounts
common in personal narratives (McHugh
& Slavney, 1988). Psychiatric nosologies
contain generic information on postulated
diseases and disorders. The act of diagno-
sis maps a patient’s idiosyncratic story and
clinical presentation onto a general set of
categories. It does this by abstracting the
essential characteristics of the patient’s his-
tory and illness experience, paring away
the irrelevant details, and seeing through
the obscuring masks of style of narration
and illness behavior to uncover the essence
of a prototypical disorder. This, at least, is
how disease categories and nosologies are
constructed as systems of ideal types. Some
concession to individual variability in illness
manifestations occurs in the construction of
polythetic categories, in which a case needs
only a certain number of symptoms from a
list to meet diagnostic criteria.
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In contrast to this abstracting, decontex-
tualizing, and essentializing process in the
construction of disease categories, clinical
explanation moves in the opposite direction.
To convey a meaningful diagnosis to a patient
and plan an appropriate clinical response,
the clinician must particularize, qualify, and
contextualize illness explanations. Often,
however, clinicians simply present a generic
story to patients modeled on the disease pro-
totype. Unfamiliar symptoms or problems
are reinterpreted to fit a specific prototype,
or discounted and ignored as minor and ir-
relevant. Insofar as a patient’s experience
does not fit the template, the discrepan-
cies are viewed as irrelevant or the patient
is viewed as a poor historian, oblivious to
or misinterpreting the true nature of his or
her condition (Kirmayer, 1988, 1994). This
stripping down of illness experience to fit the
diagnostic paradigm is justified on the basis
of the notion that diagnostic entities have
essential biological characteristics, and that
what is crucial about the patient’s condition
can be typified by these core features. How-
ever, this does not address the basic mandate
of medicine. People bring symptoms and
predicaments to their doctors, not just dis-
eases or disorders. These predicaments may
contribute to the cause, course, and outcome
of specific disorders. Because these predica-
ments are socially constituted, they will dif-
fer across social and cultural contexts, giv-
ing rise to potentially important differences
in the nature of psychopathology.

Strategies for including social and cultural
context in clinical assessment of psychopa-
thology include the cultural formulation pre-
sented in an appendix to DSM-IV-TR (APA,
2000). This was introduced by a working
group of psychiatrists, psychologists, and
anthropologists, to provide a minimal list of
the sorts of contextual factors to be consid-
ered in assessing psychopathology (Mezzich
et al., 1999). The list includes identity, illness
explanations, functioning, family or social
supports, and the relationship with the clini-
cian. Since its introduction, many case stud-
ies using the cultural formulation have been
published, but there has been no systematic
assessment of its utility. Given all of the ar-
guments we have adduced above, it would
seem that something akin to the cultural for-
mulation is crucial to provide balance to the
decontextualized view of problems inherent
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in DSM. Clinical experiences with cultural
consultation clearly demonstrate the poten-
tial of the cultural formulation to identify
errors in diagnosis and produce more com-
prehensive and culturally appropriate assess-
ment and treatment plans (Kirmayer, Gro-
leau, Guzder, Blake, & Jarvis, 2003). Much
further work is needed to elaborate the cul-
tural formulation, evaluate its utility, and
give 1t more prominence as a way to foster
clinical thinking that moves from abstract
category to lived reality.

Conclusion

In this chapter, we have considered what is
at stake in the assimilation of local discours-
es of distress into the increasingly global
discourse of neo-Kraepelinian psychiatry—
with its overt construal of various forms of
psychopathology as “natural kinds” arising
from distinctive, underlying pathophysiolo-
gies. We have outlined an alternative per-
spective that gives due weight to culture in
the study of psychopathological experience.
This view centers on the importance of
meaningful human predicaments as a way
to understand the interaction of biological,
psychological, and social processes in the
emergence of distinct (though not discrete)
forms of psychopathology—forms that de-
pend to varying degrees on social context for
their shape, content, and “natural history.”
In this view, the diagnostic entities found in
psychiatric nosologies may not reflect natu-
ral kinds (occurring in nature independently
of our cognitive and cultural construals), but
are the outcomes of social-interactional and
historical processes that include our cultur-
ally mediated ways of understanding and in-
terpreting human suffering.

For the most part, culture functions as a
taken-for-granted background that sustains
our common sense and tacit knowledge of
the social world, as well as our clinical mod-
els, institutions, and practices. We recognize
culture only at the margins, in the encounter
with those we view as different or “other.”
Confronting our own cultural assumptions
through encounters with others has been
commonplace throughout human history,
but most often cultural diversity has been
subordinated to a single set of categories,
concepts, and values imposed by dominant
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groups, which work to devalue and disquali-
ty alternative frameworks for experience.

Psychiatry itself has practiced this form
of conceptual imperialism, and challenges
to this hegemonic view are few and far be-
tween. In recent years, however, migration
and telecommunications have brought new
levels of cultural diversity into clinical set-
tings in many parts of the world. Culture
then presents itself as a daily problem of
recognizing and addressing diversity in the
clinical application of psychiatric nosology
(Kirmayer & Minas, 2000). This diversity
cannot be addressed with theories of psy-
chopathology and a psychiatric nosology
based on research conducted in only one
or a few cultural contexts (Alarcén et al.,
2002). Enlarging the study of psychopathol-
ogy by emphasizing the contextual shaping
of psychiatric problems holds the prospect
of generating a more accurate view of the
sources of suffering and the mechanisms of
psychopathology. Attention to culture, then,
is not only a matter of serious ethical, po-
litical, and pragmatic issues in the delivery
of mental health care, but a basic require-
ment for a science of psychopathology that
seeks to understand our nature as cultural
beings. Human biology is cultural biology.
The wisdom—we should say the necessity—
of attending to culture in the development of
psychopathological theory and in the prepa-
ration of future nosologies therefore emerges
on the grounds of both scientific and politi-
cal aspirations.
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More

ke

1. We use scare quotes here to acknowledge the
fact that the “phenomenology” of DSM-III
(APA, 1980) and DSM-IV (APA, 1994) gives
scant recognition to the realm of inner experi-
ence explored by several generations of phe-
nomenologically oriented philosophers and
psychologists working within a Continental
tradition. Instead, “phenomenology” in the
DSM system means discrete symptoms, signs,
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and behaviors that can be reliably measured
by an external observer.

2. In fact, the distinction between natural and
intentional kinds (like that between positiv-
ist and constructivist epistemologies) is over-
stated, and the examples themselves point to
the difficulty of making a sharp contrast. Ian
Hacking (1999) has described the wide range
of uses of the notion of social construction,
and has also provided some compelling exam-
ples of the social construction of psychiatric
disorders (Hacking, 1995b, 1998). However,
most examples of intentional categories in
the area of psychiatry are what Hacking has
called “interactive kinds,” built out of an in-
teraction between more or less obdurate fea-
tures of the natural world {including our own
physiology and psychology) and socially me-
diated responses.

3. Historically, in the study of culture and psy-
chopathology, this has been framed as a
contrast between “pathogenesis,” usually
assumed to involve biological processes or
physical interactions with the environment,
and “pathoplasticity,” the cultural shaping of
the expressions of more basic pathogenic pro-
cesses.

4. One of us has argued this claim in more detail
in a series of papers (see Gone, 2003a, 2004a,
2004b, 2006b, 2008a, 2009, in press-b; Gone
& Alcantara, 2007).

5. Inthetraditions of many indigenous peoples—
particularly those who were hunters—animals
and other “natural” beings were seen to pos-
sess some of the same qualities of human per-
sonhood (e.g., autonomy, intentionality, and
so forth) and hence are best termed “other-
than-human Persons.” The capital P serves to
convey respect for their often sacred status.

Roferences

Abu-Lughod, L., & Lutz, C. A. (1990). Introduc-
tion: Emotion, discourse, and the politics of
everyday life. In C. A. Lutz & L. Abu-Lughod
(Eds.), Language and the politics of emotion
(pp. 1-23). Cambridge, UK: Cambridge Uni-
versity Press.

Alareon, R. D., Bell, C. C., Kirmayer, L. J., Lin,
K.-H., Ustun, T. B., & Wisner, K. L. (2002).
Beyond the funhouse mirrors: Research agen-
da on culture and psychiatric diagnosis. In D.
J. Kupfer, M. B. First, & D. A. Regier (Eds.),
A research agenda for DSM-V (pp. 219-289).



92

Washington, DC: American Psychiatric Asso-
ciation.

American Psychiatric Association (APA). (1980).
Diagnostic and statistical manual of mental
disorders (3rd ed.). Washington, DC: Author.

American Psychiatric Association (APA). (1987).
Diagnostic and statistical manual of mental
disorders (3rd ed., rev.). Washington, DC: Au-
thor.

American Psychiatric Association (APA). (1994).
Diagnostic and statistical manual of mental
disorders (4th ed.). Washington, DC: Author.

American Psychiatric Association (APA). (2000).
Diagnostic and statistical manual of mental
disorders (4th ed., text rev.). Washington, DC:
Author.

Beard, G. (1869). Neurasthenia, or nervous ex-
haustion. Boston Medical and Surgical Jour-
nal, 3(13), 217-221.

Beutler, L. E., & Malik, M. L. (2002). Rethink-
ing the DSM: A psychological perspective.
Washington, DC: American Psychological As-
sociation.

Bhugra, D., & Littlewood, R. (Eds.). (2001). Co-
lonialism and psychiatry. New Delhi: Oxford
University Press.

Blashfield, R. K. (1984). The classification of psy-
chopathology: Neo-Kraepelinian and quanti-
tative approaches. New York: Plenum Press.

Brave Heart, M. Y. H., & DeBruyn, L. M. (1998).
The American Indian Holocaust: Healing his-
torical unresolved grief. Journal of the Na-
tional Center, 8(2), 60-82.

Brinkmann, S. (2005). Human kinds and loop-
ing effects in psychology. Theory and Psychol-
ogy, 15(6), 769-791.

Canino, G., Lewis-Fernandez, R., & Bravo, M.
(1997). Methodological challenges in cross-
cultural mental health research. Transcultural
Psychiatry, 34(2), 163-184.

Caplan, N., & Nelson, S. D. (1973). On being
useful: The nature and consequences of psy-
chological research on social problems. Amer-
ican Psychologist, 28(3), 199-211.

Collins, H., & Pinch, T. (1993). The Golem:
What everyone should know about science.
Cambridge, UK: Cambridge University Press.

Cooper, R. (2004). Why Hacking is wrong about
human kinds. British Journal for the Philoso-
phy of Science, 55, 73-8S.

Crews, F. (1995). The memory wars: Freud’s leg-
acy in dispute. New York: New York Review
of Books.

Darwin, C. (1965). The expression of the emo-
tions in man and the animals. Chicago: Uni-

HISTORICAL AND CULTURAL PERSPECTIVES

versity of Chicago Press. (Original work pub-
lished 1872)

Davidson, J., Foa, E. B., Blank, A. S., Brett, E.
A., Fairbank, J., Green, B. L., et al. (1996).
Posttraumatic stress disorder. In T. A. Widi-
ger, A. J. Frances, H. A. Pincus, R. Ross, M. B.
First, & W. W. Davis (Eds.), DSM-IV source-
book (Vol. 2, pp. 577-605). Washington, DC:
American Psychiatric Association.

Eisenberg, L. (1977). Disease and illness. Cul-
ture, Medicine, and Psychiatry, 1, 9-23.

Ekman, P. (1984). Expression and the nature of
emotion. In K. Scherer & P. Ekman (Eds.), Ap-
proaches to emotion (pp. 319-343). Hillsdale,
NJ: Erlbaum.

Fanon, F. (1982). Black skin, white masks (1st
Evergreen ed.). New York: Grove Press.

Frueh, B. C., Elhai, J. D., Grubaugh, A. L., Mon-
nier, J., Kashdan, T. B., Sauvageot, J. A., et al.
(2005). Documented combat exposure of US
veterans seeking treatment for combat-related
post-traumatic stress disorder. British Journal
of Psychiatry, 186, 467-472.

Gaines, A. D. (1992). From DSM-I to III-R: Voic-
es of self, mastery and the other: A cultural
constructivist reading of U.S. psychiatric clas-
sification. Social Science and Medicine, 35(1),
3-24.

Geertz, C. (1973). The interpretation of cultures.
New York: Basic Books. ’

Gilroy, P. (2004). Postcolonial melancholia. New
York: Columbia University Press.

Gleaves, D. H. (1996). The sociocognitive model
of dissociative identity disorder: A reexamina-
tion of the evidence. Psychological Bulletin,
120, 42-59.

Gone, J. P. (2003a). American Indian mental
health service delivery: Persistent challenges
and future prospects. In J. S. Mio & G. Y.
Iwamasa (Eds.), Culturally diverse mental
bealth: The challenges of research and resis-
tance (pp. 211-229). New York: Brunner-
Routledge.

Gone, J. P. (2003b, November). DSM dilemmas:
Ruminations on the culture of classification
and the discourse of diagnosis. In J. P. Gone
& T. D. O’Nell (Co-Chairs), Decolonizing
psychiatry: Revisiting the role of DSM crite-
ria in Native American mental health care.
Symposium conducted at the annual meeting
of the American Anthropological Association,
Chicago.

Gone, J. P. (2004a). Keeping culture in mind:
Transforming academic training in profes-
sional psychology for Indian country. In D. A.




On the Wisdom of Considering Culture and Context

Mihesuah & A. Cavender Wilson (Eds.), Indi-
genizing the academy: Transforming scholar-
ship and empowering communities (pp. 124—
142). Lincoln: University of Nebraska Press.

Gone, J. P. {2004b). Mental health services for
Native Americans in the 21st century United
States. Professional Psychology: Research and
Practice, 35(1), 10-18.

Gone, J. P. (2006a). Mental health, wellness, and
the quest for an authentic American Indian
identity. In T. Witko (Ed.), Mental bealth care
for urban Indians: Clinical insights from Na-
tive practitioners (pp. 55-80). Washington,
DC: American Psychological Association.

Gone, J. P. (2006b). Research reservations: Re-
sponse and responsibility in an American In-
dian community. American Journal of Com-
munity Psychology, 37(3-4), 333-340.

Gone, J. P. (2007). “We never was happy living
like a Whiteman”: Mental health disparities
and the postcolonial predicament in Ameri-
can Indian communities. American Journal of
Community Psychology, 40(3-4), 290-300.

Gone, J. P. (2008a). Introduction: Mental health
discourse as Western cultural proselytization.
Ethos, 36(3), 310-315.

Gone, J. P. (2008b). The Pisimweyapiy Counsel-
ling Centre: Paving the red road to wellness in

northern Manitoba. In J. B. Waldram (Ed.), -

Aboriginal bealing in Canada: Studies in ther-
apeutic meaning and practice (pp. 131-203).
Ottawa, ON, Canada: Aboriginal Healing
Foundation.

Gone, J. P. (2008c). “So I can be like a White-
man”: The cultural psychology of space and
place in American Indian mental health. Cul-
ture and Psychology, 14(3), 369-399.

Gone, J. P. (2009). Encountering professional
psychology: Re-envisioning mental health
services for Native North America. In L. J.
Kirmayer & G. G. Valaskakis (Eds.), Healing
traditions: The mental health of Aboriginal
peoples in Canada (pp. 419-439). Vancouver:
University of British Columbia Press.

Gone, J. P. (in press-a). A community-based treat-
ment for Native American historical trauma:
Prospects for evidence-based practice. Journal
of Consulting and Clinical Psychology.

Gone, J. P. (in press-b). “I came to tell you of my
life”: Narrative expositions of “mental health”
in an American Indian community. In M. Aber,
K. Maton, & E. Seidman (Eds.), Empowering
settings and voices for social change. New
York: Oxford University Press.

Gone, J. P. (in press-c). Psychotherapy and tradi-

Q3

tional healing for American Indians: Explor-
ing the prospects for therapeutic integration.
The Counseling Psychologist.

Gone, J. P., & Alcantara, C. (2007). Identifying
effective mental health interventions for Amer-
ican Indians and Alaska Natives: A review of
the literature. Cultural Diversity and Ethnic
Minority Psychology, 13(4), 356-363.

Gone, J. P, Miller, P. J., & Rappaport, J. (1999).
Conceptual self as normatively oriented: The
suitability of past personal narrative for the
study of cultural identity. Culture and Psy-
chology, 5(4), 371-398.

Griffiths, P. E. (1997). What emotions really are:
The problem of psychological categories. Chi-
cago: University of Chicago Press.

Griffiths, P. E. (2004). Is emotion a natural kind?
In R. C. Solomon (Ed.), Thinking about feel-
ing: Contemporary philosophers on emotions
(pp. 233-249). New York: Oxford University
Press.

Gross, D. M. (2006). The secret history of emo-
tion: From Aristotle’s rhetoric to modern
brain science. Chicago: University of Chicago
Press.

Hacking, I. (1995a). The looping effect of human
kinds. In D. Sperber, D. Premack, & A. ].
Premack (Eds.), Causal cognition: A multidis-
ciplinary debate (pp. 351-383). Oxford, UK:
Ozxford University Press.

Hacking, I. (1995b). Rewriting the soul. Princ-
eton, NJ: Princeton University Press.

Hacking, I. (1996). Memory sciences, memory
politics. In P. Antze & M. Lambek (Eds.),
Tense past: Cultural essays in trauma and
memory (pp. 67-87). New York: Routledge.

Hacking, I. (1998). Mad travelers: Reflections on
the reality of transient mental illnesses. Char-
lottesville: University Press of Virginia.

Hacking, 1. (1999). The social construction of
what? Cambridge, MA: Harvard University
Press.

Harré, R. (Ed.). (1986). The social construction
of emotions. Oxford, UK: Blackwell.

Healy, D. (2004). Let them eat Prozac: The un-
healthy relationship between the pharmaceu-
tical industry and depression. New York: New
York University Press.

Henningsen, P., & Kirmayer, L. J. (2000). Mind
beyond the net: Implications of cognitive neu-
roscience for cultural psychiatry. Transcultural
Psychiatry, 37(4), 467-494.

Herman, J. (1992). Trauma and recovery. New
York: Basic Books.

Hinton, A. (Ed.). (1999). Biocultural approaches



94

to the emotions. Cambridge, UK: Cambridge
University Press.

Hinton, D., & Hinton, S. {2002). Panic disor-
der, somatization, and the new cross-cultural
psychiatry: The seven bodies of a medical an-
thropology of panic. Culture, Medicine, and
Psychiatry, 26(2), 155-178.

Hinton, D., Hinton, S., Pham, T., Chau, H., &
Tran, M. (2003). “Hit by the wind” and tem-
perature shift panic among Vietnamese refu-
gees. Transcultural Psychiatry, 40(3), 342—
376.

Horwitz, A. V., & Wakefield, J. C. (2007). The
loss of sadness: How psychiatry transformed
normal sorrow into depressive disorder. New
York: Oxford University Press.

Jackson, L. (20085). Surfacing up: Psychiatry and
social order in colonial Zimbabwe, 1908—
1968. Tthaca, NY: Cornell University Press.

James, W. (1890). The principles of psychology.
New York: Holt.

Keller, R. C. (2007). Colonial madness: Psychia-
try in French North Africa. Chicago: Univer-
sity of Chicago Press.

Kendell, R. E. (1989). Clinical validity. Psycho-
logical Medicine, 19, 45-55.

Kilpatrick, D. G., Resnick, H. S., Freedy, J. R.,
Pelcovitz, D., Resick, P., Roth, S., et al. (1998).
Posttraumatic stress disorder field trial: Evalu-
ation of the PTSD construct—Criterion A
through E. In T. A. Widiger, A. J., Frances,
H. A. Pincus, R. Ross, M. B. First, W. W.
Davis, et al. (Eds.), DSM-IV sourcebook (Vol.
4, pp. 803-838). Washington, DC: American
Psychiatric Association.

Kinzie, J. D., & Goetz, R. R. (1996). A century
of controversy surrounding posttraumatic
stress-spectrum syndromes: The impact on
DSM-II and DSM-1V. Journal of Traumatic
Stress, 9(2), 159-179.

Kirmayer, L. J. (1988). Mind and body as meta-
phors: Hidden values in biomedicine. In M.
Lock & D. Gordon (Eds.), Biomedicine exam-
ined (pp. 57-92). Dordrecht, The Netherlands:
Kluwer.

Kirmayer, L. J. (1994). Improvisation and au-
thority in illness meaning. Culture, Medicine,
and Psychiatry, 18(2), 183-214.

Kirmayer, L. J. (1996). Confusion of the senses:
Implications of ethnocultural variations in
somatoform and dissociative disorders for
PTSD.In A.J. Marsella, M. J. Friedman, E. T.
Gerrity, & R. M. Scurfield (Eds.), Ethnocul-
tural aspects of post-traumatic stress disor-
ders: Issues, research and clinical applications

HISTORICAL AND CULTURAL PERSPECTIVES

{pp. 131-164). Washington, DC: American
Psychological Association.

Kirmayer, L. J. (2005). Culture, context, and
experience in psychiatric diagnosis. Psychopa-
thology, 38, 192-196.

Kirmayer, L. J. (2006). Beyond the “new cross-
cultural psychiatry”: Cultural biology, dis-
cursive psychology and the ironies of glo-
balization. Transcultural Psychiatry, 43(1),
126-144.

Kirmayer, L. J. (2007a). Cultural psychiatry
in historical perspective. In D. Bhugra & K.
Bhui (Eds.), Textbook of cultural psychiatry
(pp. 3-19). Cambridge, UK: Cambridge Uni-
versity Press.

Kirmayer, L. J. (2007b). Psychotherapy and the
cultural concept of the person. Transcultural
Psychiatry, 44(2), 232-257.

Kirmayer, L. J., Groleau, D., Guzder, J., Blake,
C., & Jarvis, E. (2003). Cultural consultation:
A model of mental health service for multicul-
tural societies. Canadian Journal of Psychia-
try, 48(3), 145-1353.

Kirmayer, L. J., & Jarvis, G. E. (2005). Depres-
sion across cultures. In D. Stein, A. Schatz-
berg, & D. Kupfer (Eds.), Textbook of mood
disorders (pp. 611-629). Washington, DC:
American Psychiatric Press.

Kirmayer, L. J., Lemelson, R., & Barad, M.
(Eds.). (2007). Understanding trauma: Inte-
grating biological, clinical, and cultural per-
spectives. New York: Cambridge University
Press.

Kirmayer, L. J., & Minas, H. (2000). The fu-
ture of cultural psychiatry: An international
perspective. Canadian Journal of Psychiatry,
45(5), 438-446.

Kirmayer, L. J., & Sartorius, N. (2007). Cultural
models and somatic syndromes. Psychosomat-
ic Medicine, 69(9), 832-840.

Kirmayer, L. J., & Young, A. (1999). Culture and
context in the evolutionary concept of mental
disorder. Journal of Abnormal Psychology,
108(3), 446-452.

Kitayama, S., & Markus, H. R. (1994). Emotion
and culture: Empirical studies of mutual in-
fluence. Washington, DC: American Psycho-
logical Association.

Kleinman, A. (1977). Depression, somatisation,
and the new “cross-cultural psychiatry.” So-
cial Science and Medicine, 11, 3-10.

Kleinman, A. (1986). Social origins of distress
and disease: Depression, neurasthenia, and
pain in modern China. New Haven, CT: Yale
University Press.




On the Wisdom of Considering Culture and Context

Kleinman, A. (1988). Rethinking psychiatry.
New York: Free Press.

Klerman, G. L. (1978). The evolution of a scien-
tific nosology. In J. C. Shershow (Ed.), Schizo-
phrenia: Science and practice (pp. 99-121).
Cambridge, MA: Harvard University Press.

Konner, M. (2007). Trauma, adaptation, and
resilience: A cross-cultural and evolutionary
perspective. In L. J. Kirmayer, R. Lemelson, &
M. Barad (Eds.), Understanding trauma: Bio-
logical, psychological and cultural perspec-
tives (pp. 300-338). New York: Cambridge
University Press.

Leavitt, J. (1996). Meaning and feeling in the an-
thropology of emotions. American Ethnolo-
gist, 23(3), 514-539.

Lee, S. (1998). Estranged bodies, simulated har-
mony, and misplaced cultures: Neurasthenia
in contemporary Chinese society. Psychoso-
matic Medicine, 60, 448-457.

Lerner, P. (2003). Hysterical men: War, psychia-
try, and the politics of trauma in Germany,
1890-1930. Ithaca, NY: Cornell University.

Leys, R. (1996). Traumatic cures: Shell shock,
Janet, and the question of memory. In P. Antze
& M. Lambek (Eds.), Tense past: Cultural es-
says in trauma and memory (pp. 103-145).
New York: Routledge.

Leys, R. (2000). Trauma: A genealogy. Chicago:
University of Chicago Press.

Littlewood, R. (1990). From categories to con-
texts: A decade of the “new cross-cultural psy-
chiatry.” British Journal of Psychiatry, 156,
308-327.

Lutz, C., & White, G. M. (1986). The anthropol-
ogy of the emotions. Annual Review of An-
thropology, 15,405-436.

MacCorquodale, K., & Meehl, P. E. (1948). On
a distinction between hypothetical constructs
and intervening variables. Psychological Re-
view, 55, 95-107.

McCulloch, J. (1995). Colonial psychiatry and
“the African mind.” Cambridge, UK: Cam-
bridge University Press.

McHugh, P. R., & Slavney, P. R. (1998). The per-
spectives of psychiatry (2nd ed.). Baltimore:
Johns Hopkins University Press.

McNally, R. (2003). Progress and controversy in
the study of posttraumatic stress disorder. An-
nual Review of Psychology, 54, 229-252.

Mezzich, J., Kirmayer, L. J., Kleinman, A., Fab-
rega, H., Jr., Parron, D. L., Good, B. J., et al.
(1999). The place of culture in DSM-IV. jour-
nal of Nervous and Mental Disease, 187(8),
457-464.

25

Mezzich, J., Kleinman, A., Fabrega, H., Jr., &
Parron, D. (Eds.). (1996). Culture and psychi-
atric diagnosis. Washington, DC: American
Psychiatric Press.

Millon, T. (1991). Classification in psychopathol-
ogy: Rationale, alternatives, and standards.
Journal of Abnormal Psychology, 100(3),
245-261.

Morey, L. C. (1991). Classification of mental
disorder as a collection of hypothetical con-
structs. Journal of Abmormal Psychology,
100(3), 289-293.

Oatley, K., & Jenkins, J. M. (1992). Human
emotions: Function and dysfunction. Annual
Review of Psychology, 43, 55-83.

O’Nell, T. D. (1996). Disciplined bearts: His-
tory, identity, and depression in an American
Indian community. Berkeley: University of
California Press.

Pole, N., Gone, J. P., & Kulkarni, M. (2008). Post-
traumatic stress disorder among ethnoracial
minorities in the United States. Clinical Psy-
chology: Science and Practice, 15(1), 35-61.

Rabinow, P., & Sullivan, W. M. (Eds.). (1987).
Interpretive social science: A second look.
Berkeley: University of California Press.

Reddy, W. M. (2001). The navigation of feeling:
A framework for the history of emotions. New
York: Cambridge University Press.

Robert, J. S. (2007). Gene maps, brain scans, and
psychiatric nosology. Cambridge Quarterly of
Health Care Ethics, 16, 209-218.

Robert, J. S., & Plantikow, T. (2003). Genetics,
neuroscience and psychiatry. Psychopathol-
ogy, 38(4), 215-218.

Robins, E., & Guze, S. B. (1970). Establishment
of diagnostic validity in psychiatric illness: Its
application to schizophrenia. American Jour-
nal of Psychiatry, 126, 983-987.

Rosaldo, M. Z. (1984). Toward an anthropol-
ogy of self and feeling. In R. A. Shweder &
R. A. LeVine (Eds.), Culture theory: Essays on
mind, self, and emotion (pp. 137-157). Cam-
bridge, UK: Cambridge University Press.

Sadowsky, J. H. (1999). Imperial bedlam: Insti-
tutions of madness in colonial southwest Ni-
geria. Berkeley: University of California Press.

Scott, W. (1990). PTSD in DSM-III: A case in the
politics of diagnosis and disease. Social Prob-
lems, 37(3), 294~-310.

Shweder, R. A. (1988). Suffering in style. Cul-
ture, Medicine, and Psychiatry, 12, 479-497.

Shweder, R. A. (1991). Thinking through cul-
tures: Expeditions in cultural psychology.
Cambridge, MA: Harvard University Press.



Q6

Shweder, R. A. (1993). The cultural psychology
of the emotions. In M. Lewis & J. M. Haviland
(Eds.), Handbook of emotions (pp. 417-431).
New York: Guilford Press.

Silove, D. (1999). The psychosocial effects of tor-
ture, mass human rights violations, and refu-
gee trauma. Journal of Nervous and Mental
Disease, 187(4), 200-207.

Trimble, M. R. (19835). Post-traumatic stress dis-
order: History of a concept. In C. R. Figley
(Ed.), Trauma and its wake (pp. 5~14). New
York: Brunner/Mazel.

Verges, F. (1996). To cure and to free: The
Fanonian project of “decolonized psychiatry.”
In L. R. Gordon, T. D. Sharpley-Whiting, &
R. T. White (Eds.), Fanon: A critical reader
(pp. 85-99). Oxford, UK: Blackwell.

Wexler, B. E. (2006). Brain and culture: Neuro-
biology, ideology, and social change. Cam-
bridge, MA: MIT Press.

White, G. M. (1993). Emotions inside out: The
anthropology of affect. In M. Lewis & ].
M. Haviland (Eds.), Handbook of emotions
(pp. 29-39). New York: Guilford Press.

Wierzbicka, A. (1999). Emotions across lan-
guages and cultures: Diversity and univer-
sals. Cambridge, UK: Cambridge University
Press.

Wilson, M. (1993). DSM-III and the transforma-
tion of American psychiatry: A history. Amer-
ican Journal of Psychiatry, 150(3), 399-410.

Woodruff, R. A., Goodwin, D. W., & Guze, S.
B. (1974). Psychiatric diagnosis. New York:
Oxford University Press.

HISTORICAL AND CULTURAL PERSPECTIVES

Yehuda, R., & McFarlane, A. C. (1995). Conflict
between current knowledge about posttrau-
matic stress disorder and its original concep-
tual basis. American Journal of Psychiatry,
152(12), 1705-1713.

Young, A. (1991). Emil Kraepelin and the ori-
gins of American psychiatric diagnosis. In B.
Pfleiderer & G. Bibeau (Eds.), Curare: Vol. 7.
Anthropologies of medicine: A colloguium on
west European and North American perspec-
tives (pp. 175-181). Dordrecht: Association of
Ethnomedicine.

Young, A. (1995). The harmony of illusions: In-
venting posttraumatic stress disorder. Princ-
eton, NJ: Princeton University Press.

Young, A. (1996a). Bodily memory and traumat-
ic memory. In P. Antze & M. Lambek (Eds.),
Tense past: Cultural essays in trauma and
memory (pp. 89-102). New York: Routledge.

Young, A. (1996b). Suffering and the origins of
traumatic memory. Daedalus, 125(1), 245~
260.

Young, A. (2007). Bruno and the Holy Fool:
Myth, mimesis and the transmission of
traumatic memories. In L. J. Kirmayer, R.
Lemelson, & M. Barad (Eds.), Understand-
ing trauma: Integrating biological, clinical,
and cultural perspectives (pp. 339-362). New
York: Cambridge University Press.

Zheng, Y. P., Lin, K. M., Takeuchi, D., Kura-
saki, K. S., Wang, Y., & Cheung, F. (1997).
An epidemiological study of neurasthenia in
Chinese-Americans in Los Angeles. Compre-
hensive Psychiatry, 38(5), 249-259.

=



CO
DIR

NTEMPORARY

CCTIONS 1IN

PSYCHOPATHOLOGY

Scientific Foundations of the DSM-V and ICD-11

edited by
Theodore Millon

Robert F. Krueger  Erik Simonsen

&P

2010

THE GUILFORD PRESS

New York

London



