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Whitley (2015) summarises the global movement for
mental health (Lancet Global Mental Health Group,
2008): its history and positive contributions as well
as criticisms related to its failure to account for culture
and context, with the attendant risks of pragmatic fail-
ure and eliciting fears of top-down imperialism. He
points out that conceptualisations of psychological suf-
fering and healing are inherently diverse and complex
in all countries and in multi-cultural societies. In many
locations, Western biomedical models of disease do
not make sense to everyday people and to indigenous
healers.

Carpenter-Song (2015) reminds us that overlooking
culture and context is common in the USA also, and
that overreliance on a narrow pharmacological para-
digm has degraded the quality of mental health care.
Many people get medications rather than the psycho-
social supports they seek (Honberg et al. 2011). The
problems are more severe for minorities and immi-
grants, who suffer gross health inequities, do not
embrace the biomedical paradigm of mental illness,
do not trust the health care system and often prefer
cultural models of suffering and recovery (U.S.
Department of Health and Human Services, 2001).

Both of these essays raise the fundamental problem
of conceptualising and treating social, environmental
and psychological stress as medical diseases. Even
Vikram Patel, one of the major architects of the global
mental health movement, acknowledges a major cred-
ibility gap between the small group of Western epide-
miologists and biomedical researchers who have
created the movement and the overwhelming majority
of the world’s population who believe in other models
of suffering and caring (Patel, 2014). People simply do
not accept that much of psychological suffering reflects
biomedical diseases rather than normal psycho-social
processes. The biomedicalmodel that construes psycho-
logical suffering as disease states in need of medication
does not fit their personal experiences, cultural values,
religious beliefs and life philosophies. Like many
American researchers (Frances, 2013), they find the ever-
expanding and arcane nomenclature of the American

Psychiatric Association’s Diagnostic and Statistical
Manuals increasingly bizarre and incomprehensible.

In addition to poor fit, ignoring culture, challenging
personal experience, arcane classification and the per-
ception of renewed imperialism, global mental health
devalues the effects of violence, poverty and inequal-
ity. Many people in all countries lack access to
power, education, healthy food, money, jobs and
basic services. They experience stress and cumulative
adversity throughout their lives, even worse in the
areas of civil war and terrorism. Violence towards
women and minority groups, stigma, low expecta-
tions, hopelessness, governmental corruption, infant
mortality, infectious disease and other ills affect their
daily lives. For people who are poor and disenfran-
chised, psychological distress represents just one sur-
face manifestation of their suffering.

Consider, for example, the indigenous people of
many countries, including the USA. They have experi-
enced centuries of historical trauma, enslavement,
genocide, forced relocation and religious conversion,
lack of full citizenship, minimal economic and employ-
ment opportunities and severe stigma (Heart et al.
2011). Cultural tensions, substance abuse, violence
against women, hopelessness and high suicide rates
are almost inevitable consequences of historical pro-
cess. Or consider post-genocide and post-civil war
societies. In countries like Rwanda and Kosovo,
where the majority of the population has experienced
serious trauma, the people embrace societal healing
processes and resist applying psychiatric diagnoses
to all those who have been affected (Adjukovic, 2005).

Similarly, consider the often-overlooked problem of
violence against women. Across the world, one in
three women experience intimate partner violence,
often condoned by the culture of male patriarchy;
and other women experience forced early marriage,
honour killing, rape, female genital mutilation and
other abuses (Ellsburg et al. 2014). Many women lack
access to education, skills, jobs, money, power and
basic resources. While researchers and health leaders
in wealthy countries emphasise helping women and
girls who are abused (Garcia-Moreno et al. 2014), lea-
ders in poor countries recognise that these problems
are endemic and require political, social, cultural, edu-
cational, economic and community-based remedies
(Michau et al. 2014). A narrow biomedical approach
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to diagnosis and treatment – sedating the population
with antidepressants and pain medications – would
be grossly inadequate.

If the common determinants of mental problems are
poverty, gender inequality, social exclusion and con-
flict (Patel, 2015), how should we, as mental health
professionals, address the endemic social, economic,
political and cultural problems that produce psycho-
logical stress and mental symptoms? Anthropologists
remind us that we need to work with existing institu-
tions, cultural beliefs and social processes rather than
attempt to substitute Western biomedicine as a ‘more
scientific’ model (Hopper, 2013). We also need to rec-
ognise the strengths of traditional beliefs and cultures,
and listen to local stakeholders in building service sys-
tems (Drake et al. 2014). Recognising the complexity of
culture and the structural antecedents of psychological
stress should not paralyse efforts to reduce suffering.
The challenge is to work collaboratively, in partnership
with communities, towards pragmatic goals. For
example, Native Americans are willing to adopt
some evidence-based interventions when they are
combined with trusted, culture-bound interventions
(Walker & Bigelow, 2011). We must also embrace the
need for advocacy to address social injustice as a men-
tal health intervention (Heart et al. 2011; Patel, 2015).
Finally, we should all value the anthropologists’
insights regarding mental health care but also insist
that they offer solutions as well as criticisms
(Whitley, 2014).
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