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PREFACE

Within the past two decades, there has been an increased interest in the study
of culture and mental health relationships. This interest has extended across
many academic and professional disciplines, including anthropology, psychology,
sociology, psychiatry, public health and social work, and has resulted in many
books and scientific papers emphasizing the role of sociocultural factors in the
etiology, epidemiology, manifestation and treatment of mental disorders. It is
now evident that sociocultural variables are inextricably linked to all aspects
of both normal and abnormal human behavior.

But, in spite of the massive accumulation of data regarding culture and mental
health relationships, sociocultural factors have still not been incorporated into
existing biological and psychological perspectives on mental disorder and
therapy. Psychiatry, the Western medical specialty concerned with mental
disorders, has for the most part continued to ignore socio-cultural factors in its
theoretical and applied approaches to the problem. The major reason for this is
psychiatry’s continued commitment to a disease conception of mental disorder
which assumes that mental disorders are largely biologically-caused illnesses
which are universally represented in etiology and manifestation. Within this
perspective, mental disorders are regarded as caused by universal processes which
lead to discrete and recognizable symptoms regardless of the culture in which
they occur.

However, this perspective is now the subject of growing criticism and debate.
Cross-cultural studies have provided extensive data challenging the adequacy of
the disease model. Based on data from virtually every continent in the world,
researchers are now suggesting that culture is not simply incidental to mental
disorder and therapy. Rather, itis a basic variable which interacts with biological,
psychological and environmental variables in determining the causes, manifesta-
tions, and treatment of the entire spectrum of mental disorders. In this respect,
all behavior is culturally related and all mental disorders and therapies are cul-
ture specific.

The purpose of the present book is to provide scholars and practitioners with
a resource which articulates the importance of sociocultural variables in mental
health through a survey of cultural conceptions of the person, mental disorders,
and indigenous therapies in selected Asian and Pacific societies. This comparative
perspective demonstrates that mental disorders have personal meaning and social
significance only within cultural context, and that the very notion of “mental
disorder” as an identifiable domain of illness derives from a particular (Western)
cultural and historical tradition. The reader should be alerted to the ethnocentric
connotations of the phrases “mental health” and “mental disorder” which are

ix



X PREFACE

used in this book as a convenient device to avoid awkward qualifications. As the
editors of this volume, we have attempted to capture both the controversy and
the promise that represents the field of culture and mental health today by
compiling a series of 16 original papers by major scholars and practitioners in
the area. The papers have been prepared by anthropologists, psychiatrists,
psychologists, and regional study specialists. This broad representation of writers
and viewpoints offers readers a multidisciplinary perspective which best typifies
the current state of the field. The anthropological perspective is emphasized in
order to highlight the problems and prospects for incorporating ethnographic
representations of cultural knowledge in the scientific study of culture and
mental health.

This book is divided into four main sections: (1) Cultural Conceptions of
the Person and Health, (2) Cultural Conceptions of Mental Disorder, (3) Cultural
Conceptions of Therapy, and (4) An Overview of Issues and Directions. While
the first and the last sections of the book offer overview papers on the literature
and basic issues in this field, the second and third sections offer specific examples
from representative Asian and Pacific cultural traditions. The separation of
papers into these two sections (one focusing on “conceptions of mental disorder”
and the other on *‘conceptions of therapy”) reflects a difference of emphasis
in these papers, and does not represent a division in the organization of cultural
knowledge, as many of the papers presented here demonstrate. The result of
blending recent theoretical statements with well-documented ethnographic
research will, we believe, give the reader a firm foundation for understanding
the richness and variety of cultural conceptions of mental disorder, and for
integrating the role of culture in various aspects of mental health. If we have
been successful in our effort, the reader will emerge with a substantive basis
for adopting a new and broader framework for understanding and treating the
age-old problem of mental disorder.

Section I of the book consists of four papers which summarize and evaluate
current research on cultural conceptions of the person and health. In Paper 1,
White and Marsella provide a rationale and perspective for the book by discussing
the issues and implications for mental health research which emerge when con-
ceptions of disorder are shown to be closely integrated with cultural conceptions
of the person and other types of ethnopsychological understanding. Fabrega, in
Paper 2, offers a detailed analysis of the assumptions underlying the contrasting
biomedical and ethnomedical perspectives of the person and health. This is
followed in Paper 3 by White’s examination of methodological developments
and theoretical focii which have emerged from ethnographic investigations of
cultural knowledge of illness. In Paper 4, Shweder and Bourne present a com-
parative analysis of the concept of person in two cultures; and describe the
relative merits and deficiencies of universalist, evolutionist and relativist theories
in cross-cultural research.

Section II focuses on cultural conceptions of mental disorder. It includes five
papers. In Paper 5, Good and Good argue for a meaning-centered concept of
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illness rather than a disease and symptomatology model. They offer an analysis
of the Iranian concept of “fright illness” using a semantic-network model to
support their position. Paper 6, by Gaines, contends that even Western psy-
chiatry is guided by implicit models of the self and madness which derive from
specific cultural traditions rather than universal features of disease. Clement,
in Paper 7, gives a reformulation of approaches to “ethnoscience”, and provides
an analysis of Samoan concepts of mental health and disorder based on her
fieldwork in this Polynesian culture. In Paper 8, Lock offers an analysis of
Japanese conceptions of mental health based on both popular and traditional
understandings about illness, some of which she represents in a network model
of certain key ethnopsychological concepts. This is followed in Paper 9 by
Obeyesekere’s discussion of Ayurvedic notions of mental health and disorder,
many of which go back more than 5,000 years in history, with particular atten-
tion to the use of Ayurvedic theory for the purposes of observation and experi-
mentation.

Section IIT concerns cultural conceptions of therapy. It includes five papers.
In Paper 10, Connor focuses on Balinese traditional healers and approaches to
therapy. She illustrates linkages between Balinese conceptions of the person and
therapeutic processes with a number of case studies. In Paper 11, Takie Lebra
carefully analyzes the intricate relationships between Japanese cultural concep-
tions of selthood and therapy processes in a religious cult. Wu offers a discussion
of the role of emotion in traditional Chinese therapies in Paper 12, based on
ethnographic observations and case material drawn from classical texts. This is
followed in Paper 13 by William Lebra’s detailed examination of Okinawan
shamanistic therapies based on an analysis of conversational exchange between
healers and clients, recorded during his extensive studies of shamans and other
indigenous healers. Murase, in Paper 14, analyzes the Japanese concept of sunao
as representing important social ideals which underly indigenous Japanese
therapies particularly Naikan and Morita therapy.

Section IV is the final section. It consists of two overview papers. Pedersen
provides a view of the intercultural context of cross-cultural counseling and
psychotherapy in Paper 15. And in Paper 16, Marsella offers an overview of the
field of culture and mental health with special emphasis on its historical develop-
ment, major issues, and current status.

All of the papers in the book were first presented at a conference on ““Cultural
Conceptions of Mental Health and Therapy” which was held on June 2—6, 1980,
in Honolulu, Hawaii at the East-West Center. The conference was co-sponsored
by two federally-funded research and training projects: ‘“‘Culture and the Inter-
active Process” (Culture Learning Institute, East-West Center) directed by David
Wu, Geoffrey White and Jerry Boucher, and “Developing Interculturally Skilled
Counselors” (NIMH # T24-15552—-02) directed by Paul Pederson and Tony
Marsella. All of the papers were revised and updated for final publication. A
second volume of papers by other conference participants, Delivery of Human
Services Across Cultures, is forthcoming under the editorship of Paul Pedersen
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and Tony Marsella. The focus of the second volume is the application of cultural
variables to human service delivery systems.

The editors wish to express their deep gratitude and appreciation to a number
of individuals who helped make both the conference and the publication of this
book possible including the administrative staff of the Culture Learning Institute
(Verner Bickley, Director), especially Lyn Moy and Kenji Mad; the East-West
Center Conference Staff (Jim McMahon, Logistics Officer); the secretaries who
patiently typed and retyped the many manuscripts, especially Jenny Ichinotsubo,
Charlene Fujishige, June Gibson, and Gary Kawachi; Bonnie Ozaki, who com-
piled the index; our publication editors, Arthur Evans and Arthur Kleinman,
who offered patience, criticism, and encouragement at just the right times; and
lastly, the chapter authors who responded to our suggestions on content and
style with co-operation and grace. Without the assistance of all these people the
publication of this book would not have been possible. Lastly, the order of
editorship for this volume was decided by a coin flip; both editors contributed
equally to the volume’s completion.

Honolulu, 1981 ANTHONY J. MARSELLA
GEOFFREY M. WHITE



SECTION 1

CULTURAL CONCEPTIONS OF THE
PERSON AND HEALTH



GEOFFREY M. WHITE AND ANTHONY J. MARSELLA

1. INTRODUCTION: CULTURAL CONCEPTIONS IN
MENTAL HEALTH RESEARCH AND PRACTICE

The notion of “cultural conceptions of mental health” refers to “common
sense” knowledge which is used to interpret social and medical experience, and
which plays an important role in shaping both professional and ‘“everyday”
views of mental disorder. A growing amount of cultural and psychiatric research
is showing that iliness experience is an interpretive enterprise which is con-
structed in social situations according to the premises of cultural “theories”
about illness and social behavior generally. Despite the large number of anthro-
pological and psychiatric studies which have offered accounts of cultural beliefs
about mental disorder, these accounts have generally been secondary to more
broad ethnographic and clinical objectives of research. We still know very little
about the symbolic and cognitive organization of common sense understandings
about mental disorder which give illness experience cultural meaning and social
significance. Research on these topics is essential for progress on answering
fundamental questions about the universality and culture-specificity of aspects
of mental disorder, its comprehension in human knowledge systems, and its
significance for individuals and social communities. This book presents a series
of papers whose primary objective is to examine conceptions of mental health
as culturally ordered symbolic systems, and in so doing to draw attention to
their relevance for understanding and treating mental disorder across cultures.

There is a substantial tradition of cross-cultural research which has described
beliefs and practices connected with mental disorder in different societies (Opler
1959; Kiev 1964 ; Plog and Edgerton 1969, Caudill and Lin 1969; Westermeyer
1976). In describing contrastive conceptions of mental disorder, ethnographic
research highlights the role of cultural knowledge in shaping illness and deviant
behavior. The juxtaposition of different conceptions between cultures illumi-
nates the interpretive aspects of disorder within any single culture. It is now
well known that apparently similar illness events may be interpreted in highly
variable ways depending upon the cultural “‘theories” available for reasoning
about them. In the case of psychiatric illnesses which are recognized on the basis
of verbal reports about thoughts, affect or personal outlook, etc., common-sense
interpretations of behavioral and somatic events are central to both psychiatric
diagnosis and ethnographic description.

The richness and complexity of cultural meanings in ordinary interpretations
of disorder have been underscored by cross-cultural research which faces diffi-
culties in both linguistic and conceptual translation in order to represent illness
episodes as meaningful social events. Expressions of psychiatric illness in thought
and behavior are of necessity mediated by the symbolic forms of language and
culture. In general, however, interest in how personal or social meanings of

3
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4 GEOFFREY M. WHITE AND ANTHONY J. MARSELLA

illness are constituted through cognitive and social processes has been secondary
to more direct research on the behavioral manifestations of particular types of
disorder and on “ethnopsychoses”. Researchers have tended to treat cultural
constructs as an “independent variable” which can be used to explain observed
differences in behavioral or psychiatric phenomena (a similar point is made by
Young, 1976:5). Much of the cross-cultural, psychiatric research to date has
proceeded with quite simple assumptions about the role of ordinary language or
vernacular terms in “labeling” forms of abnormal behavior or psychological
disturbance, with little recognition of the creative power of language used in
social context and of the extent to which illness terms and concepts are em-
bedded in wider cultural systems of knowledge about social behavior.

Because few ethnographic studies have focused explicitly on the conceptual
organization of cultural knowledge about mental disorder, or on culturally
appropriate ways of talking about disorder in social contexts, there has been
little convergence of methodological approaches which would help resolve the
formidable problems of analysis and representation involved in rendering
accounts of cultural conceptions of mental disorder. The result has been that
there is a great deal of uncertainty and debate about the recognition and univer-
sality of major psychoses such as depression and schizophrenia (see Singer 1975;
Kleinman 1977; Murphy 1976 and Marsella 1978, 1980), as well as about the
psychiatric significance of well-known “culture-bound” syndromes (see, for
example, Simons’ (1980) discussion of latah, and the Goods’ discussion of susto
in this volume). Debate on these issues is less fruitful than it would be with more
adequate information about the social and symbolic organization of cultural
knowledge of mental disorder.

The perspective taken here sees the symbolic ordering of illness in terms of
indigenous meanings and folk “theories” as a primary factor in mental health
research and practice. This perspective is consistent with the largely interpretive
and cognitive thrust of the most influential theories of culture developed in
American anthropology during recent decades (e.g., Goodenough 1971 ; Geertz
1973 ; Keesing 1976). Methodological parallels to these developments began with
approaches variously termed ‘“‘the new ethnography” or “ethnoscience” which
adapted linguistic models for the study of cultural systems (Pike 1954) and
focused largely on the semantic organization of terminological domains. These
approaches were concerned particularly with bringing a new measure of descrip-
tive adequacy to the task of discovering and representing cultural knowledge as
a cognitive system (Frake 1969). The focus upon conceptual organization and
meaning in language, together with the attempt to inject a greater degree of rigor
into ethnographic description, seems well suited for the task Kleinman (1977)
calls the “‘new transcultural psychiatry”’, which devotes greater attention to the
symbolic structuring of cultural conceptions of mental disorder as an essential
component of mental health research and practice. Several of the chapters in the
present volume (White; Good and Good; Clement) discuss directly the usefulness
and limitations of the ethnoscience perspective in providing an ethnographic
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base for such a “new transcultural psychiatry”, and point to recent developments
in cognitive anthropology (e.g., Frake 1980;D’Andrade 1981) and hermeneutics
(e.g., Rabinow and Sullivan 1979) which address these limitations.

The papers in Parts I and III of this book describe symbolic and social
contexts in which mental disorder is perceived, talked about and treated in a
variety of Asian and Pacific cultures, as well as in Western psychiatry. In doing
s0, these studies demonstrate that cultural knowledge about mental disorder is
embedded in a conceptual universe which is composed of a wide range of
premises about the nature of persons and social behavior which do not pertain
solely to “illness” or even abnormality. Ethnographic accounts of the personal
and social meanings associated with mental disorder, necessarily go beyond
descriptions of the meanings of terms or categories of illness to folk “theories”
which structure the interpretation of social and bodily events.

The comparisons, both implicit and explicit, given in these studies of dif-
ferent modes of interpreting mental disorder provide insight into the influence
of culturally constituted understandings on psychiatric concepts in Western
societies, where the significance of cultural constructs often goes unrecognized.
Implicit “theories™ of illness are usually regarded as relevant topics for research
in non-Western societies where they are termed “‘cultural” (rather than simply
“implicit”, “common sense” or “lay” conceptions) and where modes of explana-
tion and treatment often differ from the biomedical and psychological modes
prevalent in the Western world. However, the very notion of “mental illness”
as a domain of behavioral and medical experience is a product of specific
cultural and historical traditions which regard certain forms of behavioral
dysfunction as essentially psychological and medical in nature (see Simon 1978
and Neugebauer 1979). The component words of the phrase “mental illness’!
reflect underlying assumptions which generally locate the causes of disorder in
individual minds, personalities and neuroanatomies, and which view appropriate
treatments as analogous to the treatment of medical disorders generally. As
incorrigible as these basic suppositions seem in the context of modern medicine
and psychiatry, they are predicated on assumptions about the nature of persons
and social behavior which are symbolic constructions and which contrast with
the symbolic constructions of other cultures. Even in Western societies, many
forms of psychosocial distress can only be termed “mental” or “illness” in a
metaphorical sense at best (Sarbin 1969). Some of the cultural influences on
prevalent models of mental disorder in Western psychiatry are discussed in the
papers by Fabrega, Gaines, Marsella and White. Additional areas of clinical
relevance for cultural assumptions are reviewed below.

CLINICAL RELEVANCE OF CULTURAL CONCEPTIONS

The fact that many of the theoretical and diagnostic constructs used in mental
health research and practice are linked with culturally-constituted understand-
ings about persons and illness indicates that ethnographic research is not only
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relevant to the analysis of “exotic™ belief systems, but to the use and improve-
ment of scientific theories as well (see Kleinman 1977; Fabrega, this volume).
Thus, far from pursuing the exotic and unfamiliar, ethnographic research is
concerned with bringing into awareness familiar, taken-for-granted and often
unrecognized assumptions about mental disorder. As Lazare (1973:346) has
written,

By making explicit the implicit, the decision-making process in clinical psychiatry can
become more rational, a broader range of treatment modalities should be made available,
and the communication between physicians should be enhanced.

Even when implicit cultural conceptions have little intrinsic clinical significance,
they exert systematic influences on a variety of activities which are clinically
relevant, including psychiatric assessment, epidemiological research and inter-
action/communication between practitioner and client. This section outlines
briefly some cultural influences on the former activities, while interactional and
communicational issues are taken up in a later section of this paper.

Clinical Judgment

Other than the rise of the use of psychopharmaceutical medicines, it is the
development of formal systems of classification which most symbolize the
claims of psychiatric medicine to objective and scientific status. The most recent
and comprehensive classification scheme, the third Diagnostic and Statistical
Manual (DSM-IIT) of the American Psychiatric Association, represents an
attempt to codify psychiatric nosology in terms of a standardized, public and
reliable category system. A large number of diagnostic instruments, such as the
Minnesota Multiphasic Personality Inventory (MMPI), the Brief Psychiatric
Rating Scale (BPRS) and the Present State Examination (PSE) (Wing et al.
1974), have been developed to render quantitative and actuarial assessments of
personality and psychiatric disorder. Such techniques provide an important
means of standardizing observations and of checking the reliability of clinical
judgments. However, these very data which are intended to systematize and
validate diagnostic procedures also provide evidence of the influence of implicit
cultural concepts on clinical judgment as a cognitive process.

Questionnaire surveys of attitudes about mental illness have found a strong
convergence between popular views and those of mental health professionals
(Nunnally 1961; Townsend 1978). This parallel suggests that clinical judgments
may be rooted in common sense (cultural) understandings. A number of studies
have explored this possibility by using the same diagnostic instruments to elicit
clinical judgments from both professional and nonprofessional, lay respondents.
Chapman and Chapman (1967) demonstrated that both clinicians and students
draw the same clinical inferences about psychopathology from data recorded
with the Mann Draw-A-Person test, even though the inferences are not warranted
by a correlational analysis of the data. They conclude that common sense
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conceptions lead to the perception of “illusory correlations” in the data, percep-
tions which may not be substantially altered by professional training.

The possible cultural bases for “illusory correlations” in clinical judgments
have been explored further in a series of studies by D’Andrade (1974), Shweder
(1977) and Shweder and D’Andrade (1980). These studies have drawn upon
categories from both the MMPI and the BPRS to compare clinical ratings with
judgments obtained by simply asking naive subjects to rate the meanings of the
categories used in making those ratings. The results of these comparisons show
that the structure of clinical ratings and the structure of semantic judgments are
highly correlated. Furthermore, studies of the semantic organization of vocabu-
lary used to describe personality in a number of non-western languages (see
White 1980) have shown that conceptual dimensions evident in personality
lexicons across cultures closely parallel the structure of theoretical formulations
used in “interpersonal diagnosis” (Leary 1957; McLemore and Benjamin 1979;
Wiggins 1980). Shweder and D’Andrade (1980) conclude that this convergence
reflects cultural conceptions of *“‘what goes with what” which are encoded in
memory structures and expressed in ordinary language used by professional and
lay populations alike. Furthermore, they argue that these cultural conceptions
exert systematic influences on clinical judgments, such that psychiatric ratings
reflect models of behavior and affect more closely than actual patterns in be-
havior or psychopathology. A schematic representation of the results of studies
supporting these hypotheses is shown in Figure 1 which depicts the strong
interrelation between ‘ratings’ and ‘semantic structure’ (indicated by a ‘+),
and only weak correlations between behavior and both ‘ratings’ and ‘semantic
structure’, (indicated by a ‘0’).

Semantic Structure

Rating Structure 0 Behavioral Structure

Fig. 1. Correlations among observed behavior, ratings of behavior and meanings of rating
categories (adapted from Shweder and D’Andrade 1980:29).

Diagnostic testing is often viewed as an adjunct to medical decision-making
which can improve the accuracy of clinical judgments, and the ways clinicians
ordinarily “make sense” of psychiatric data. The most commonly recognized
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cognitive influence on clinical decisions is the limitation of information-pro-
cessing capacity, as in the following passage:

In the role of interpreter of clinical data, the physician must contend with the limited size
of working memory. . .. Algorithms, flow charts, decision trees, regression equations, and
discriminant function analysis are techniques that increase the capacity for systematically
processing large quantities of complex information and ensuring that all the data that should
contribute to making a decision will be utilized (Elstein 1976:698).

This passage belies a view of medical cognition which presumes an “empiricist
theory of language” as described in the papers by the Goods and Gaines in this
volume, i.e., a view of category systems and rating scales as providing a direct
and accurate reflection of clinical reality. However, studies of semantic and
cultural influences on clinical judgment indicate that the predictive accuracy of
psychiatric assessment is not only limited by the amount of information which
can be processed, but also the content and organization of information which
may be ‘‘systematically distorted” by implicit cultural models (Shweder and
D’Andrade 1980).

There is a growing literature in cognitive psychology which demonstrates that
people are not machine-like information processors who monitor the environ-
ment and systematically compute Bayesian probabilities or Pearson correlations
in their heads (e.g., Nisbett and Ross 1979). Rather, people use cultural heuris-
tics to reduce the size of a cognitive task by making selective use of available
information (Tversky and Kahneman 1974), by ignoring the non-occurrence of
events (Shweder 1977b) and by generally not looking beyond first-order “main-
effects” in the interaction of relevant variables (Goldberg 1968). It is cultural
knowledge which provides implicit rules specifying what to attend to (the
“structures of relevance” described by Schutz (1970) and discussed by the
Goods in their paper in this volume), how to take cognitive *“‘shortcuts”, and
how to make ‘‘reasonable” inferences in the face of complex, disparate and
often contradictory information. Culture provides ‘‘structures of relevance”
which determine what kinds of events or information are salient or “noticeable”,
and hence serve to organize perception and interaction. Gaines’ paper in this
volume illustrates ways in which implicit cultural models among psychiatric
residents influence what kinds of questions are asked and how much time is
spent in the diagnostic process.

While studies cited above, using psychiatric rating data to compare profes-
sional and lay judgments, suggest that some kind of implicit cognitive or semantic
processes influence clinical judgments, other studies which have made cross-
cultural comparisons of both professional and lay perceptions indicate that it
is, specifically, implicit cultural models which shape the perception of mental
disorder among professional and lay populations alike. For example, Townsend
(1978:9) surveyed popular and professional conceptions of mental disorder in
Germany and America, and concluded that, except for an apparent effect of
professional training in both countries in reducing negative stereotypes, “Mental
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health professionals in Germany and America resembled their lay compatriots
in their conceptions of mental disorders more than they resembled each other.”

Other studies which have compared clinical judgments of psychiatrists from
different cultural and national backgrounds have turned up consistent contrasts
in diagnostic styles which imply that shared models of disorder within cultures
result in berween-culture differences among mental health professionals. For
example, a well-known study comparing hospital admissions in New York and
London indicated consistent cross-national differences in the diagnosis of affec-
tive disorder (Cooper et al. 1972). More direct evidence for cultural differences
in clinical judgment among psychiatrists comes from a series of studies by
Leff (1974, 1977) who analyzed data from the International Pilot Study of
Schizophrenia (WHO 1974) and found significant differences in psychiatrists’
ratings of affect expressed by patients in the same videotaped interviews.
Specifically, psychiatrists from ‘‘developed countries” tended to differentiate
emotional states (“depression”, “anxiety”, ‘“‘anger’’) expressed by patients from
“developing countries” consistently more frequently than did “developing coun-
try” psychiatrists. After examining the degree of differentiation in concepts of
emotion among psychiatrists, Leff concluded that “psychiatrists’ preconceived
notions about the differentiation of unpleasant affect . . . influenced their ratings
of patients from developing countries” (1974:335).

The finding that implicit conceptions held by clinicians may bias diagnostic
judgments with ethnically different patients underscores the point that psy-
chiatric assessment does not consist of the recognition of disembodied diseases,
but rather is constructed out of verbal reports and accounts offered by persons
whose cultural conceptions, ways of speaking and social identities impact upon
the diagnostic process. Just as cultural knowledge about illness provides expec-
tations about “what goes with what” which have heuristic value in simplifying
and “making sense” of symptom complaints, cultural knowledge about social
identity consists of stereotypic conceptions which are likely to shape the per-
ception of social behavior and illness. Parallels between social stereotypes and
popular conceptions of mental illness imply that much of the research on social
perception may also reveal processes which systematically shape clinical percep-
tion (cf. Townsend 1979). For example, several studies have shown that the
meanings of personality attributions tend to ‘‘shift” according to the social
identity of the person who is characterized (Kirk and Burton 1977; White 1978).
There is a need for research which will examine the extent to which the per-
ceived meanings of symptom complaints are affected by social factors such as
age, sex, ethnicity or socio-economic status of the patient. Research on the
conceptual integration of cultural knowledge of illness and of persons (social
identities) would help to disentangle the role of various medical, conceptual,
linguistic and interactional factors in producing observed differences in mental
illness associated with sex (Broverman et al. 1970), ethnicity (Katz et al. 1969)
and socio-economic status (Dohrenwend and Dobrenwend 1969; Derogatis et al.
1971). Since the study of socio-demographic variations in mental illness is the
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province of psychiatric epidemiology, the role of cultural conceptions in epi-
demiological research is discussed briefly below.

Epidemiology

Epidemiological research generally uses problem checklists, medical inventories
and scheduled interviews, etc. to assess the prevalence and distribution of mor-
bidity in specific populations. Thus, the influences of implicit cultural models on
psychiatric observations are also likely to ‘‘systematically affect” epidemiological
data in the direction of expectations of “what goes with what” according to
cultural knowledge about illness and mental disorder. In addition to these cogni-
tive influences on epidemiological data, cultural conceptions of mental disorder
may also exert social influences on the expression and communication of symp-
tom complaints. Thus, psychiatric data obtained through self-reports or inter-
viewing about various symptom complaints are not simple measurements of
observed conditions, but rather represent interpretations of events according
to cultural rules for thinking and talking about illness in social situations.

Again, the role of implicit cultural models in psychiatric epidemiology is most
evident and unavoidable in research in non-Western cultures. As Kennedy stated
in his review (and Marsella emphasizes in his paper) of cultural psychiatry.

The methodological Achilles heel of many studies is in the diagnosis and appraisal of cases
of mental disorder . . . due to . . . differential appraisal of similar behaviors . . . and problems
of cross-cultural communication (1973:1184).

When a research instrument has to be translated into another language, the
importance of “meaning” and “cultural connotations” of a set of verbal com-
plaints or problem-statements becomes inescapable. Furthermore, linguistic
translation does not necessarily entail cultural translation. For example, in a
recent study with American and Hong Kong Chinese students, White (n.d.)
shows that even though both groups perceive similar semantic relations among
a set of symptom complaints, their explanations of those symptoms show dis-
tinct, culturally-patterned differences. These findings raise questions about the
“equivalence” of translated versions of symptom checklists. ‘

In recognition of the possibly unseen meanings and cultural connotations of
problem statements used in epidemiological research, a number of recent studies
have sought to use factor analysis as a statistical technique to uncover culture-
specific patterns in epidemiological data (see Beiser et al. 1976 and Marsella, this
volume). For example, factor analysis of the responses of Caucasian, Chinese
and Japanese in Hawaii to a standardized depression checklist demonstrates that
markedly different factor patterns characterize the responses of each ethnic
group (Marsella et al. 1973). One such cultural contrast noted in this study was
the appearance of more definite somatic factors in the Chinese responses, a
finding which indicates that data derived from a seemingly straightforward
symptom checklist may reveal more about culturally constituted modes of
interpreting illness than about actual patterns of disorder.
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Awareness of the central role of cultural factors in psychiatric assessment has
led a number of investigators to suggest that cross-cultural studies of mental
disorder, including the major psychoses such as schizophrenia or depression,
must incorporate indigenous categories in research methodologies (Kleinman
1977; Marsella 1978). The problem of semantic and cultural influences on
clinical judgment with any category system, as discussed above, adds a note of
caution to attempts to use culturally-specific categories in epidemiological
research. The difficulties in validating and generalizing from psychiatric rating
data will not be lessened by the use of indigenous categories in survey tech-
niques. These difficulties are also discussed by the Goods in their paper included
in this volume.

In addition to the cognitive influences on perceiving and reporting symptom
complaints, cultural conceptions also have a major impact on the social processes
of communication and interaction involved in epidemiological research. Cultural
differences in the personal and social meanings of certain complaints may lead to
consistent differences in the way individuals express or report about iliness in
an interview situation. For example, Zola (1966) describes ethnic differences in
presenting complaints associated with the same kinds of illness. Such differences,
which may be related to both conceptual and sociolinguistic factors, will have
an obvious skewing effect on epidemiological data. It is unclear, for example,
whether reported sex differences in psycho-social distress are an accurate reflec-
tion of differential ‘“‘risk” among males and females, or whether they reflect
differences in male and female attitudes toward illness and sex roles (Nathanson
1975; Lee 1980). This confounding of the medical and cultural significance of
epidemiological data makes clear the potential usefulness of more explicit models
of how questions about illness are interpreted and responded to by members of
particular social and cultural populations. Ethnographic accounts of cultural
conceptions of mental illness among specific populations may help remove the
interpretation of epidemiological findings from the realm of post-hoc speculation.

The foregoing discussion of the relevance of cultural conceptions of mental
disorder for both clinical judgment and epidemiological research has suggested
that implicit cultural models exert both cognitive and social influences on the
process of psychiatric assessment. This discussion has pointed out several areas
in which not only cultural knowledge of illness, but cultural knowledge about
persons and social behavior may affect the perception and expression of symp-
tom complaints. The mutual relevance of conceptions of mental disorder and
cultural assumptions about personhood is emphasized throughout the papers in
this volume. Some of the major themes relevant to the integration of common
sense understandings about illness and social behavior are outlined below.

ISSUES IN MEANING AND REPRESENTATION

Disease and medicine have provided a convenient “domain” of specialized
knowledge (termed ethnomedicine) about the world which has been analyzed
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and compared in a manner similar to other topical domains such as plants or
animals. Since most cultures around the world exhibit well developed vocabu-
laries for describing and talking about illness, ethnoscientific methods which
focus on language and terminological domains have been used to represent
cultural knowledge about disease in a wide range of societies (see Conklin 1972:
363—392). To a certain extent, cultural knowledge of mental disorder has also
been studied by using lexical evidence to indicate where certain forms of disorder
are “labeled” by vemacular terms. However, conceptions of disorder encompass
cultural understandings about the nature of persons, minds, emotions, social
interaction, etc., which cannot be construed as a bounded domain of specialized
knowledge rooted in a limited phenomenological field such as the human body.
The inclusion of these “ethnopsychological” constructs within the scope of
“ethnomedicine” has important implications for the study of cultural knowledge
of illness generally, whether psychiatric or otherwise.

As noted earlier, a number of papers in this volume, particularly those by
White, Good and Good, and Clement, all discuss current approaches to the
representation of cultural knowledge about illness by noting limitations in the
traditional methods of ethnoscience. These chapters note a shift away from a
reliance on models of illness concepts as lexical categories distinguished by
““diagnostic features”, toward a view of illness knowledge as embedded in
coherent complexes of symbols which make up folk “theories” used to reason
about and deal with illness in social situations. The Goods refer to the traditional
concern with ostensive definitions (just as Clement discusses the ethnoscience
focus on “referential meaning’) of lexical categories as the “empiricist theory of
language™, which they decry as unable to explore the full range of conceptual
associations which give cultural categories of illness their personal and social
meaning. White makes a similar point in discussing “the case of the missing
domain” and the developing interests of cognitive anthropologists in inferential
processes used to construct accounts and make decisions about illness. He gives
a number of examples of processual models which ethnographers have con-
structed to represent the types of interlinked inferences characteristic of folk
“theories”.

The Goods’ paper develops further their notion of ‘“‘semantic network” pro-
posed in earlier work (1977) to facilitate representation of the range of concep-
tual relations associated with important illness categories. They demonstrate the
usefulness of semantic network models in representing the culturally-defined
personal states and social experiences which coalesce in the Iranian concept
of “fright illness”. Margaret Lock also makes use of a semantic network model
to represent the conceptual interrelation of important Japanese ethnopsycholog-
ical constructs involved in popular conceptions of mental health. Her account
shows the heuristic value of visual models in graphically portraying multiple
conceptual relations which could not be as easily or effectively described in
discursive form. These studies give an indication of greater contributions to our
understanding of the cultural composition of concepts of mental health which
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may be expected as further research spells out procedures for gathering and
representing ethnographic data in the form of semantic networks.

The use of semantic network models in rendering a “meaning-centered”
account of popular illness categories is placed by the Goods in the philosophical
context of hermeneutics and interpretive social science (see, for example, Geertz
1973; Ricoeur 1976 and Rabinow and Sullivan 1979). Despite the recent cur-
rency of the term “hermeneutic” (from the Greek hermeneuein, “to interpret™),
appreciation of the role of “interpretation” in ethnographic research has a long
history in cultural anthropology. However, the philosophical stance of the
hermeneutic approach confronts squarely many of the issues which are most
problematic for the scientific aspirations of social-science investigations of mean-
ing in ordinary language or of folk knowledge. The hermeneutic perspective is
valuable in focusing attention on, rather than minimizing, the interactive nature
of interpretation and meaning as social constructions. While this approach offers
a “clearer sense of the problems” in ethnographic interpretation, it has not so
far been a source of solutions to the persistent difficulties of validating alterna-
tive models of folk knowledge (see Agar 1980) — difficulties which are likely
to be particularly important if such models are to be incorporated in clinical
research and assessment.

Although Geertz (1973) has opposed hermeneutic interpretations of cultural
forms to symbolic representations based on cognitive rules (e.g., Goodenough,
1971), these approaches are not incompatible, as several of the papers in the
present volume suggest (and see Frake 1980). For example, the hermeneutic
perspective is consistent with Clement’s conceptualization of “folk knowledge”
in terms of representational forms associated with social institutions and transac-
tions rather than with individuals; and the symbolic form of “network” models
discussed by the Goods is quite similar to the type of “propositional” model
derived by D’Andrade (1976) in representing American beliefs about illness,
and discussed by White in his paper (although the procedures used to construct
these two forms of representation are very different). At one level, the cognitive
structuring of cultural knowledge of mental disorder provides the symbolic
“raw materials” by which actors pose and counterpose interpretations (of
illness) which, at another level, constitute meaningful social performances (see
Harmon 1971).

While only the papers by the Goods and Gaines explicitly term their mode
of analysis “hermeneutic”, many of the papers included here show that an
approach which focuses on the pragmatic aspects of meaning and interpretation
is well suited to the study of conceptions of mental disorder which are most
clearly expressed in interactive episodes of diagnosis, helpseeking and therapy.
These papers also suggest that the episodic (or “script”-ike, see Schank and
Abelson 1977) structure of natural discourse about illness events provides an
important framework for comparative research in cognition as well asin medicine
and psychopathology. The widespread relevance of this episodic format is
reflected in the fact that all of the ethnographic papers in Parts II and III of



14 GEOFFREY M. WHITE AND ANTHONY J. MARSELLA

this book present “cases” of illness and treatment to represent the implicit
“logic” of folk theories of mental disorder. Most of these chapters show that
the description of a “case”, whether reported by the ethnographer or described
in natural discourse, can be an effective way to discover the range of meanings
associated with various symptoms and types of illness, without extensive reliance
on a-priori definitions of what types of medical or social phenomena should be
included in the observations. Because they are not constrained by such a-priori
definitions, the portrayals which are given here underscore the relevance of
ethnopsychological constructs in structuring cultural conceptions of mental
disorder. Some of the major themes raised in the papers in this book, and
promising topics for further research on the ethnopsychology of mental disorder,
are outlined below.

ETHNOPSYCHOLOGY AND ETHNOMEDICINE

Conceptions of Person and Theories of Disorder

Cultural theories of mental disorder are, in a fundamental sense, about personal
and social events. They draw upon cultural assumptions concerning the nature
of ordinary personal experience and social interaction in order to interpret
behavioral disturbances which are regarded as extraordinary, abnormal, or
disruptive, etc. Thus, the comparative study of cultural knowledge of mental
disorder stands to gain significant insights from examining the ways in which
personal and social processes are conceptualized cross-culturally. While this
broadening of scope may appear to diffuse the focus for comparative research
on culture and mental health, it actually provides an incisive “entry point”
into native symbol systems and promises considerable pay-offs for future re-
search. Cultural theories of mental disorder lie at the intersection of conceptions
of personhood and conceptions of illness, both of which are probably universal
aspects of cultural knowledge. Just as Geertz (1976:225) has written that “The
concept of person is, in fact, an excellent vehicle by means of which to examine
this whole question of how to go about poking into another people’s turn of
mind ... ”, so a people’s conceptions of illness and behavioral dysfunction
offer an excellent vehicle by which to examine their concept of person. It is
in the context of illness events or episodes of disturbance that implicit premises
about the nature of persons and ordinary social experience may become more
““visible” or accessible to the researcher as they are expressed in natural discourse
aimed at explaining, rationalizing or treating disorder (see Quinn (1980) for a
more general statement about the functions of “folk theories™ generally).
However, the notion of “person” (or self) is a highly abstract theoretical
construct which does not lend itself in any simple or direct way to the purposes
of comparative ethnographic research. To the contrary, abstract notions of
“personhood” are susceptible to typification and reification in ways which may
easily oversimplify or obscure the task of representing *“another people’s turn
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of mind”. To be useful, the notion of implicit conceptions of person serves
rather as a signpost for the interrelatedness or implicit coherence of more
specific types of common sense understandings used to interpret behavioral
events.

Most of the papers in the present volume describe ethnopsychological con-
structs which contribute to cultural “theories” of mental disorder without
necessarily abstracting more fundamental principles which could be characterized
as an implicit “theory” of personhood. The latter type of generalization is
perhaps more easily portrayed on the basis of cross-cultural comparisons. The
papers by Shweder and Bourne and by Gaines both discuss contrastive types of
person concepts by comparing directly two different cultural traditions. What is
important about both of these studies (for the purposes of the present volume)
is that they postulate relations between broad cultural orientations toward social
experience and more specific cognitive and behavioral phenomena relevant to
folk theories of mental disorder. Shweder and Bourne make measured compari-
sons of cognitive aspects of “person descriptions” elicited from both Americans
and Indians and find significant, patterned contrasts which they attribute to
underlying differences in cultural premises about the individual in society.
Specifically, they find that American subjects make greater use of individuated
(“egocentric™) constructs, such as personality attributions, in their accounts;
while the Indian accounts show more evidence of context-specific and relational
(“sociocentric”) features of interaction. Their opposition of “egocentric” and
“sociocentric” person concepts overlaps substantially with the “referential”
and “indexical” concepts of selfhood described by Gaines (after Crapanzano,
1980) as characteristic of Protestant and Latin European traditions, respectively.
(Although Gainesis distinguishing cultural conceptions within Western traditions,
which may help to clarify the more usual practice of treating the West “as a
single standard” of comparison as in the Shweder and Bourne paper.2) The
presentation of the Latin self in social interaction tends to “index” a particular
time, place and set of social relations, with the result that the self is less an
object of reflection and abstraction than in the case of the “referential” Protes-
tant self.

Gaines argues that the “referential” type person concept underlies forms of
diagnosis and treatment in Western psychiatry, especially psychoanalysis. He
describes cases showing that different assumptions about personhood and social
reality among psychiatric residents may systematically affect their approach to
treatment, as reflected in the time spent with patients in an emergency room
setting. The point that implicit assumptions about the self and illness have
systematic influences in Western psychiatry is developed further by Fabrega
who suggests that features of the nosological system (such as the first-rank
symptoms of schizophrenia), as well as the actual manifestations of psychiatric
illness in Western societies, reflect cultural notions about “human psychology
and causality”. His statement that “contemporary Western psychology articulates
a highly differentiated mentalistic self which is highly individuated and which
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looks out on an objective, impersonal and naturalistic world”, echoes a number
of the features of the “egocentric” and “referential” person concepts enumerated
by both Shweder and Gaines. Most of the ethnographic papers in this book
describe forms of non Western ethnopsychology which depart in a variety of
ways from the above mentioned assumptions of psychiatric medicine.

Ethnographic descriptions of person concepts such as those by Shweder
and Bourne and by Gaines are abstract characterizations of cultural modes
of differentiating and organizaing the “behavioral environment” (see Hallowell
1955). The notion of “person concept” encompasses a culture’s inventory of the
psycho-social universe, together with the forms of reasoning used to interpret
events in that universe. Most of the papers in Parts II and III of this volume
describe recurrent themes in the ethnopsychological bases of cultural knowledge
of mental disorder which suggest contrasts in the cultural form of person con-
cepts. Among the topics which arise in a number of the papers and which
provide conceptual “anchor points™ for comparisons of conceptions of mental
disorder, are: (1) relations among body, mind and environment, (2) emotions,
(3) self-other relations, (4) causality, agency and responsibility, and (5) social
images and social control.

Body, Mind and Environment

The human body provides potent metaphors and important constraints on the
symbolic organization of understandings about the person, social action and
health across cultures. The cultural systems described in this book all suggest
that common sense understandings about body structure and functioning
figure importantly into cultural views of selfhood and subjective experience.
At issue particularly are the interfaces of body and environment on the one
hand, and of body and subjective experience of self or “mind” on the other.
The ethnographic papers in this book show indirectly that these interface points
are conceptualized as far more distinct and impermeable in Western or bio-
medical views than in most of the Asian and Pacific cultures described here.
The Ayurvedic, Balinese, Chinese and Japanese knowledge structures recounted
here all reflect more holistic systems of belief which perceive symbolic cor-
respondences between the body as microcosm and the universe (environment)
as macrocosm. These systems evince a much higher degree of interaction and
mutuality of cause and effect between body and environment than is the case
for comparable Western notions. Both natural substances and energies, as well
as supernatural forces may readily traverse the boundaries of body and person,
such that bodily events are conceived as less separate from events in the environ-
ment, and psychological experience is less segmented from somatic conditions
than in typical Western views. Because of this greater degree of segmentation,
the typical Western view seems both more “naturalistic” in its conceptualization
of body/environment relations, and more ‘“‘psychological” in its conceptualiza-
tion of body/mind relations.
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The increased differentiation of “psychological” experience from somatic
and social events in Western culture is a cornerstone for the development of the
concept of “mental illness” itself. Fabrega writes here that the premise of
Western biomedical theory that “the domain of the body contrasts with that
of the mind” underlies basic distinctions between mental and physical illness
and the development of medical subdisciplines such as neurology, psychiatry and
internal medicine. To the extent that the psychiatric notion of “mental illness”
is predicated on a segmentation of psychological processes from physical phe-
nomena, the recognition by other cultures of an analogous class of mental
disorders will hinge in part on similar ethnopsychological assumptions about
body and mind, and their interrelation.

Many observers have noted the strongly dualistic or Cartesian assumptions
about mind and body in Western cultural traditions, and have contrasted this
orientation with Eastern traditions where such distinctions are said to be absent
or minimal. The papers in this volume, particularly those which discuss Asian
medical theories, are especially useful in delineating some of the cultural and
cognitive bases for these frequently oversimplified contrasts. For example,
most of these ethnographic accounts — of Ayurveda, Chinese and contemporary
Japanese ethnomedicine — show that conceptual distinctions between bodily
and psychological processes are important in Asian explanatory systems often
characterized as non-dualistic. These accounts suggest that it is not the distinc-
tion of psychological processes, or of “mind” per se, but their place in explana-
tory reasoning about health and disorder which is culturally variant in important
ways. In all of the Asian systems described here, psychological constructs are
rarely perceived to operate independently of the body or the environment.
Psychological variables such as feeling states or personality problems are not
regarded as original causes of disorder, but as contributing, mediating or final
causes among an array of interactive forces. Thus, in each Asian tradition,
popular explanatory constructs are more appropriately characterized as “somato-
psychic” in contrast to the familiar “psycho-somatic” mode of reasoning.
Obeyesekere summarizes this succinctly in his observation that in the Ayurvedic
tradition of medicine, “The major cause of mental illness is somato-psychic
rather than psycho-somatic.” However, he goes on to note that this does not
derive from a lack of perception of psycho-somatic connections, which are
frequently mentioned, but that *“ ... nowhere in Ayurveda is there a psycho-
dynamic theory to explain these phenomena. By contrast, the somatic theory
of the three dosas is always spelled out.” These comments are echoed by Lock’s
assessment of East Asian medicine as showing

. a reductionistic somato-psychic emphasis of long historical standing such that for
all problems, even where social and psychological components in disease causation are
readily acknowledged, the physical manifestations of illness are the focus of treatment.

She notes that, by implication, traditional systems of medical classification did
not differentiate a concept of mental health as distinct from physical health.
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Cultural contrasts in comparisons of Western and non Western views of
“mind” and “body” are closely tied with cultural modes of interpreting personal
and social experience. A number of the papers characterize indigenous systems
of belief as holistic in so far as they do not presume any sharp boundaries or
discontinuities between the natural and the supemnatural, the organic and the
inorganic, or the physical and the mental. While these various orders of phenom-
ena may actually be differentiated conceptually, they are perceived to be highly
and continuously interactive. Natural elements, components of the body and
states of mind are perceived to be interrelated as part to whole, or microcosm
to macrocosm, and to be in continuous interaction such that energies are ex-
changed and the balance of cosmological forces (such as yin and yang) affected
as change in one sphere affects change in another. Such interaction is commonly
conceptualized in terms of supernatural forces (such as the Balinese ‘sibling’
spirits described by Connor), energies (such as the Japanese ki which Lock
describes as exchanged continually between body and environment) or the
balance and rhythm of cosmological principles (such as the East Asian yin and
yang described by both Lock and Wu). One of the implications of such holistic
systems of belief is that natural substances, especially food, and somatic factors
gain greater primacy in explanatory system surrounding disorders of the person
or “mind”. Here, then, are some of the cultural and symbolic bases of the
“somatic” mode of presentation and explanation of illness complaints noted
by psychiatric researchers in Chinese cultures (Marsella et al. 1973; Tseng 1975;
Kleinman 1977).

Emotion

The largely symbolic and cognitive focus of the present volume may seem
especially ironic in light of the fact that it is emotion which is generally regarded
as a defining feature of many varieties of mental disorder. And in most theories
of psychology and behavior, emotion is contrasted with and placed in opposition
to cognition. Indeed, the opposition of emotion and cognition underlies some
of the most basic ways of conceptualizing behavior and subjective experience
in Western cultures. However, we are arguing that even our most basic concep-
tualizations are cultural constructions which are embedded in implicit theories
of personhood and social reality. Research on cultural conceptions of mental
disorder needn’t be predicated on a dichotomous division of emotion and
cognition, nor as focusing on cognition, but ignoring emotion.

Concepts of emotion do, however, occupy a somewhat priviledged status
in cross-cultural research on conceptions of mental disorder. Certain aspects of
affective experience are probably universal, as indicated by comparative research
on facial expression of emotion (Ekman 1973) as well as on the lexical encoding
of emotion cross-culturally (Boucher et al. n.d.). As many of the papers in this
book make clear, some form of cultural understanding about emotion plays an
important role in symbolizing significant forces which impinge upon the self in
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relation to its behavioral environment (Hallowell 1955). Emotion constructs
are widely used to represent and reason about the relation of the person to
somatic, psychological and social processes. Because emotion concepts are
primary symbols of personal well-being, illness and disorder, they provide a
critical focus for comparative research on cultural conceptions of mental dis-
order. However, in order to best exploit emotion as an access point for discover-
ing the nature of cultural symbol systems, it is necessary to be aware of the
taken-for-granted assumptions in Western theories of the person and mental
disorder.

Emotional states are a major factor in psychiatric definitions of mental
disorder, as in the distinction of ‘“‘thought disorders” (e.g., schizophrenia)
and “affective disorders” (e.g., depression). These distinctions, which are re-
presented in the most recent psychiatric classifications of mental illness (as in the
DSM-III), were first evident in Kraepelin’s early typology of mental disorders.
The Kraepelinian classification was influenced by Wundt’s tripartite model
of human psychology based on “cognition”, “affect” and “will”. However, far
from being an accurate reflection of universal features of human experience,
Wundt’s influential theory is a relection of cultural assumptions about person-
hood and social behavior whose relation to universal structures of experience
remains problematic. In the Western view articulated by Wundt, emotions are
essentially physiological, not easily verbalized, and irrational. These features of
emotion are in direct, complementary opposition to conceptions of thought as
symbolic, expressable, and rational. To point to but one study of a non Western
culture which illustrates the potential for a distinctly different ethnopsychology
of emotion, Lutz’s (1980) work on the Pacific atoll of Ifaluk shows that ‘emo-
tion’ and ‘thought’ may be conceptualized as a true continuum. Comparative
ethnographic research on cultural “theories” of the person and emotion is
capable of providing a greater reflexive understanding of the “metaphors we
live by” (Lakoff and Johnson 1980) as well as the “metaphors we do research
by”.

The papers in the present volume, which discuss cultural views of emotion,
reveal intriguing parallels as well as important differences in the conceptualiza-
tion of emotion cross-culturally. For example, a number of the papers describe
conceptual oppositions of ‘emotion’ and indigenous notions of ‘reason’ or
‘knowledge’ which resemble popular Western notions quite closely. Lock’s
discussion of Japanese ethnopsychological understandings which juxtaposes
Japanese terms for ‘emotion’, ‘knowledge’ and ‘will’ is surprisingly similar to
the Wundtian schema mentioned above. Several of the accounts given in this
book also describe metaphorical expressions of emotion as a force which may
be directed inward toward the self or outward toward others; and which must
be regulated, controlled or contained in order not to damage the self (as in
Chinese beliefs about excess emotion, or the Iranian belief that the ‘inner self’
must be protected from emotional trauma) or disrupt social relations.

However, even in the cases where there are certain broad similarities in the
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conceptualization of emotion, there are distinct differences in the ways emotion
constructs are used to reason about human experience. As might be expected
from the above discussion of cultural differences in conceptions of “mind”,
“body” and “environment”, the role of emotion constructs in cultural theories
of the person or mental disorder may be highly variable across cultures. Once
again, the degree of Western differentiation and segmentation of ethnopsycho-
logical constructs also applies to emotion concepts (see also Leff 1977). Given
the dichotomous Western views of person and environment on the one hand,
and of mental and physical processes on the other, emotions tend to be regarded
as purely psychological processes which interact with other psychological
processes such as thoughts and perceptions. In line with this view, emotional
disturbances are frequently diagnosed and treated as a “closed system”. The
Freudian “hydraulic” metaphor which views emotion as a “deep”, insurgent
force within the individual expresses a conceptualization of emotion which is
basically intrapsychic in nature.

In contrast with this strongly individuated theory of emotion, a number of
the papers in this book describe systems of belief which regard emotions as
integrated more closely with both interpersonal relations as well as somatic
processes. The functional interdependence of affective and somatic processes
is conceptualized especially clearly in many of the Asian cultures described
here. For example, emotional experience is localized in particular regions or
organs of the body, as in the Ayurvedic theory that emotional shock may
block the channels of the heart and sense organs, or the Chinese and Japanese
association of specific affects and particular internal organs, as discussed in Wu’s
review of the Chinese anatomy of emotion and in both T. Lebra’s and Lock’s
discussion of the Japanese view of the stomach (hara) as the emotional center
of the person. In addition, the ebbs and flows of emotion are conceptualized
in terms of the interdependence of the person and affect as microcosmos and
the macrocosmos, including social, supernatural and climactic conditions. This
sort of interdependence is represented in terms of “balance” of energies and
cosmological principles such as yin and yang.

Most of the papers, whether dealing with Asian or Pacific cultures, provide
clear illustrations of theories of personhood which link emotions with psycho-
logical conflict. In other words, cultural explanations of emotional disorder in
these societies is more relational or “sociocentric” (to borrow Shweder and
Bourne’s term) than in comparable Western explanations. The concern with
maintaining interpersonal harmony and a balanced emotional state is expressed
in both the Japanese tea ceremony mentioned by Lock and the Chinese ideal of
hsiu yang described by Wu. Similarly, the papers by both Clement and White de-
scribe explanatory models in Pacific societies (Samoa and Santa Isabel, Solomon
Islands) which are strongly “situational” in orientation. The mental disorders
defined by Samoans as caused by “an excess of emotion” are generally attributed
to a particular aggravating situation (e.g., loss of a loved one) and treated by
removal of the offending circumstances. These analyses of situation-based
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reasoning about emotion is in basic agreement with Lutz’s (1980) observations
that Ifalukian emotions are defined in relation to social situations to a much
greater extent than comparable American conceptions which are linked to
internal and physiological bases.

Self and Other

Although the notions of ‘person’ and ‘self* are often used interchangeably (and
the papers in this volume draw no definitive distinctions between them), some
clarification is possible (see, for example, Rorty 1976). Specifically, the notion
of self entails a reflexivity and an opposition of ‘self” and ‘other’ which ‘person’
does not. The ways in which a culture conceptualizes the opposition of self
and other appears to have important consequences for its assumptions about
illness and disorder. Notions of self and other provide a social analog to many
of the dichotomous oppositions discussed above, such as “mind”/*“body”/
“environment”. As in the earlier discussion, the Western view of the self as a
well-differentiated, distinct social entity contrasts sharply with the non-Western
cultures described here. Once again, a greater degree of conceptual differentia-
tion or segmentation (between self and other) characterizes Western notions
in contrast with comparable Asian and Pacific ideas. This difference is alluded
to in many of the ethnographic papers with phrases such as “unbounded” or
“permeable boundaries” or “lack of clear demarcation”, etc. used to describe
indigenous views of self/other relations.

The comparative discussions of person concepts by Shweder and Bourne, and
by Gaines, rely largely on characterizations of differences in self-other relations.
Their use of boundary metaphors (such as the “discrete” or “inviolate” nature
of the ‘“‘egocentric” person concept) is important primarily as an indication of
cultural differences in the implicit “logic” of reasoning about social interaction.
Thus, the “‘sharp” boundaries of the Western person concept are associated with
the perception of behavior as emanating from the individual as an autonomous
social actor and as the principal locus of thought, feeling, motivation and action.
Similarly, the “loose™ or “permeable” boundaries of the “sociocentric” person
are associated with the belief that behavior is a function of particular self-other
relations among interdependent social actors.

Consistent with their description of the Western “egocentric’ person concept,
Shweder and Bourne show that Americans make greater use of individuated,
psychological types of explanatory constructs (such as personality trait words)
in describing social behavior. Their findings cast light on some of the cultural
bases of the extensive “‘psychologization” of Western models of mental disorder
and social behavior in general (White n.d.). Fabrega and Gaines also point to
specific influences of Western (or, in Gaines’ terms, Protestant European)
views of self-other relations on psychiatric models of illness and approaches to
treatment. In so far as the self is more readily abstracted from social contexts
and becomes an object of reflection, it is not surprising that the notion of
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“psychology” itself looms so large in both popular and piofessional views of
social experience in Western society; that a great deal of concern focuses on
personal “identity” or the “ego” as an integrated and continuous expression of
the person; and that various forms of illness and mental disorder are charac-
terized as disruptions in the unity or continuity of ego integration.

The importance of implicit assumptions about self-other relations for cultural
views of personal adjustment and “mental health” is perhaps best illustrated in
this volume through the juxtaposition of Western and Japanese views, as outlined
in the papers by Lock, Lebra and Murase. While Lock’s paper is dealing with
popular beliefs in general, and the latter two are concerned with particular forms
of therapy, they all describe aspects of cultural knowledge of mental disorder
which is intensely interpersonal in its orientation. Lebra’s description of the
interpersonal dynamics of “self-accusation” and the attribution of responsibility
for moral behavior is perhaps most revealing of the fluidity of the Japanese
concept of the person in contrast with that in the West. She argues that these
behaviors, as well as the ease of “identity exchange” in therapy rituals, make
sense in light of the Japanese “belief that there is no clear cut demarcation
line between self and other”. The sharp contrast between Western concepts of
self-other relations, as embodied in psychotherapy, and Japanese person concepts
is further underscored in Murase’s outline of social ideology associated with
Naikan and Morita therapies which are fundamentally interpersonal in their
goals and procedures. Murase lists a series of conceptual oppositions which
contrast the Japanese ideal of the sunago person with the “ego” described in
Western psychoanalytic theory. Many of the oppositions (such as “relationship-
oriented” vs. “individual-centered” or “dependent” vs. “autonomous”) closely
resemble the contrastive person concepts described by Shweder and Bourne,
and by Gaines. The extensive convergence of these comparative analyses attests
to the relative similarity of very different concepts of person (Indian and Japa-
nese) when compared with Western notions; and suggest that there may be a
limited number of cultural “solutions” to the “puzzle” of self-other relations.
This convergence also raises a cautionary note concerning the ease with which
cultural contrasts may be enumerated based on semantic oppositions implicit
in our language (many of the oppositions in Murase’s comparisons reflect the
bi-polar semantic differential scales “active vs. passive” and “strong vs. weak”
(see Osgood et al. 1975 and White 1980)).

Causality, Agency and Responsibility

The above discussion of ethnopsychological constructs such as “mind”, “body”,
“emotion”, “self”” and “‘other” indicates that much of the cultural variation
surrounding these notions is connected with differing views of processes of
interaction, i.e., with causal reasoning about what affects what, and about the
sources of change and stability in behavioral experience. While certain general
forms of causal inference are probably universal in symptom recognition and



INTRODUCTION 23

illness explanations (as in Obeyesekere’s account of methods of observation and
experimentation in more formal Ayurvedic medicine), the perception of specific
causal agents appears both complex and highly variable across cultures. For
example, Fabrega distinguishes between two interrelated types of etiological
question — one about “causation” (why?), and one about “mechanism” (how?)
— both of which may influence the construction of meaningful explanations and
the attribution of responsibility (cf. Young 1976:17). As the previous sketch
of person concepts suggests, Western explanatory models (both popular and
professional) tend to locate the causes of mental disorder within individual
psyches, and particularly with the self as a unitary social actor. In contrast,
comparable Asian and Pacific models give proportionately greater weight to
interdependent somatic processes, supernatural forces and social relations as
causal agents. Even in some cases where these latter models perceive psycho-
logical causes of mental disorder, as in the emotional disturbances described by
the Goods for Iran and Wu for Chinese, these illnesses are interpreted with
analogical reasoning about imbalances which resemble the “logic” of somatic
disorder.

Beliefsabout the perceived power of unseen supernatural forces to traverse the
boundaries of the person and effect both somatic and psychological/behavioral
changes are widespread. In most of the cases reported here, supernatural forces
assume an important role as causal agents in explanations of disturbed behavior.
Such forces may take the form of personified spirits (as exemplified here by
Samoan ancestral spirits, Japanese Gedatsu ‘guardian spirits’ and Balinese ‘sibling
spirits”), or of disembodied influences emanating from sorcerers or gods. In
either case, the potential for multiple or alternative agents in the explanation of
individual behavior contrasts sharply with the explanatory role of the unitary
self in Western concepts of person. As Takie Lebra writes, “interchange with
supernaturals expands a spectrum of role options” and adds considerable flexi-
bility to the symbolic manipulation of social identity.

Beliefs about supernatural forces and beings have important implications
for the attribution of responsibility in cultural explanations of mental disorder.
Because most of the behavioral phenomena classed as extraordinary or abnormal
are evaluated as socially and morally undesirable (with important exceptions,
such as the Balinese ‘blessed madness’), the perception of agency and the attribu-
tion of responsibility entail significant social consequences, particularly for
the nature of others’ response to the afflicted individual. For example, in Samoa,
delirious behavior seen as the result of possession by an angry ancestral spirit
is treated by spirit healers. However, if possession is doubted, the afflicted
person is regarded as responsible and may even be beaten as a result. Similarly
in Bali, irratic behavior by a child may be tolerated if it is perceived as the
manifestation of personality traits of an ancestor reincarnated in the child. Such
beliefs as these may function to alleviate culpability or “stigma” from the dis-
ordered individual, possibly shifting it to others.

The role of supernatural agents in cultural knowledge of mental disorder has



24 GEOFFREY M. WHITE AND ANTHONY J. MARSELLA

the general effect of “decentering” the locus of causality from the individual
as a unitary social actor (when compared with the role of psychological factors
in Western explanatory models). This “decentering” has important analogs in
interpersonal behavior in which the attribution of responsibility is much less
bound by distinctions between “self”” and “other”. Much of the above discussion
of cultural contrasts in concepts of self and other can be stated more concretely
in terms of the perception of agency and the attribution of responsibility which,
as Young (1976:14) has argued, is one of the definitional hallmarks of illness
events across cultures. When behavior is perceived to emanate from “bounded”
individuals, agency and responsibility are attributed to either self or other. The
extensive literature in attribution theory (see Jones et al. 1973) shows that much
of common sense explanation of social behavior among Westerners presupposes
a kind of inferential “tradeoff” between self and other, or between person and
situation. However, numerous examples in this book suggest that many non-
Western conceptions of personhood entail a greater blending of agency (and
responsibility) between both self and other. This melding of responsibility for
behavior is illustrated in Lebra’s discussion of the Japanese self as a passive
(rather than active) agent, whose actions are responsive to the moral demands
and obligations of others, as represented linguistically in extensive use of “passive
causative” constructions to express agency and the “allocentric” allocation of
responsibility. Throughout this book there are numerous examples of explana-
tory models which may interpet illness or mental disorder as the result of
socio-moral conflict or strained relations within a significant social group (e.g.,
family, village), rather than within an individual psyche. Even in cases where
responsibility or ‘“blame” is attributed to the afflicted individual, this type
of interpersonal explanatory model may require that treatment or ‘“‘cure” be
focused on mending social relations, as in the “apology” rituals described by
Clement and T. Lebra, the offerings to offended ancestral spirits mentioned
by Connor and W. Lebra, and the ‘disentangling’ meetings discussed by White
(see also Turner 1964). Gaines in his paper, and other studies of Western popular
conceptions of mental disorder (Nunnally 1961; Townsend 1978), show that,
in contrast with the above models, “individual responsibility” and “personal
effort” are basic components of common sense Western notions of causation
and cure. Their findings are echoed in Shweder and Bourne’s citation of Selby’s
remark (1974:62-66) that the “folk explanatory model that puts responsibility
for morality and cure on the individual” is“deeply rooted in Western thought”.

Social Images and Social Control

The above discussion of agency and responsibility indicates that cultural knowl-
edge of mental disorder “packages” a great deal of information about the social
and moral consequences of abnormal or disruptive behavior. As “labeling”
theorists (Scheff 1966; Rosenhan 1973 and Waxler 1974) have shown, the
ascription of mental disorder evokes culturally prescribed responses from
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others which structure the experience of the afflicted individual as he or
she moves about in the social system. The study of conceptions of mental
disorder becomes important as a means of determining what kinds of social
reality are likely to be created by the interpretation of behavior as mentally
disordered.

The ascription of mental disorder is in many ways cognitively and socially
analogous to the perception of social identity generally. In both cases, catego-
rization provides a conceptual basis for making inferences about additional
behavioral characteristics and role expectations. Thus, an important question
about the organization of cultural knowledge of mental disorder asks ‘what
are its culturally defined social identities?” and ‘what are the similarities and
differences in the cultural meanings associated with the identities of mental
disorder (e.g., being ‘“‘crazy”, “bewitched” or “possessed”, etc.) and other
significant social identities?’

These questions are addressed directly by Clement in her description of
the Samoan concept of ‘madperson’ in comparison with other types of social
identity. These comparisons show that the ‘madperson’ “ ... stands out as
a prototype constituting a standard against which other roles may be compared,
an embodiment or representation of important cultural themes ... ” Asa type
of social identity, the Samoan notion of being “crazy” serves an important
function in representing disvalued behaviors which are defined in opposition
with culturally-defined forms of ideal social behavior. In contrast, the Samoan
concept of a ‘cultured person’ condenses important positive social ideals. By thus
examining cultural understandings about social behavior represented in these
positive and negative prototypes, Clement is able to demonstrate that Samoan
folk knowledge of mental disorder is structured by cultural definitions of
desirable social behavior as, for example, ‘cultured’, ‘wise’ and, especially,
‘respectful’ (as shown through ‘social sensitivity’ and the appropriate use of
‘proper speech’).

Most of the papers in this volume describe evaluatively polarized behavioral
images in which social ideals are contrasted with negative, socially-undesirable
behavior associated with mental disorder. This type of evaluative polarization
is built upon a conceptual dimension which is probably universal in interpersonal
vocabulary (White 1980). In this book, Murase characterizes the Japanese con-
cept of a ‘sunao person’ which represents an extensive amount of cultural
knowledge about ideal forms of both intra- and inter-personal experience, and
figures importantly in the goals of the Japanese therapies he describes. He
notes that the attribution of “not being sunao™ carries equally well understood
negative implications. The Chinese ideal of hsiu-yang described by Wu represents
the ability to maintain both emotional equanimity and interpersonal harmony;
and the absence of these traits is associated with disruptive behavior and greater
vulnerability to stress. As a last example, the Goods mention the Iranian belief
that the “ideal person is one who keeps a pure and calm interior self . . . negotiat-
ing outward relationships in such a way as to protect the inner self . .. ” Their
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paper shows that the cultural meanings of “fright illness” are constructed in
part as a departure from this ideal behavioral image.

Other cross-cultural studies of folk knowledge of mental disorder have noted
that social criteria, particularly behaviors regarded as disruptive or dangerous,
are among the most salient in folk definitions of mental disorder (see, e.g.,
Westermeyer and Wintrob 1979). These findings are consistent with the argu-
ments of labeling theorists who argue that the ascription of mental disorder
functions largely to categorize disruptive behavior as deviant and thus invoke
sanctions aimed at controlling or regulating that behavior. The papers included
here suggest that this argument is a special case of the more general phenomenon
in which cultural knowledge of mental disorder is structured in part by con-
ceptual oppositions which represent both positive and negative behavioral ideals,
and which may be embodied in contrastive prototypical identities.

Investigation of the culturally constructed social identities associated with
mental disorder, as well as with positive social ideals, will contribute to our
understanding of the social meanings and functions of images of “craziness™.
The attribution of mental disorder creates social realities which have a wide
range of consequences for the person and the community. Important among
these consequences are both the control of disruptive behavior regarded as
deviant, as well as influences upon the actual course and outcome of illness
episodes. Ethnographic data about the cultural meanings associated with com-
mon sense knowledge of mental disorder may provide a more informed basis
with which to identify the social functions of illness attributions, and integrate
them into a broader culture-based theory of illness and social action. It is only
by examining the ways in which cultural knowledge of mental disorder is con-
stituted within wider systems of meaning that it will be possible to discover
cultural variables which influence the outcome of treatments (Waxler 1979),
or which function to sanction undesirable social behavior. The papers in this
volume suggest that a good place to begin to search for cultural variables which
“make a difference” in this regard is with cultural conceptions of the person
which include understandings about ‘“mind”, “body” and ‘“environment”,
‘“emotions”, “‘causality” and “responsibility”’, and “social images”.

THEORY AND THERAPY

Much of the previous section has been devoted to articulating the point that
illness experience is constituted by conceptual models of the person, including
interrelated understandings about physiology, subjective experience, social
relations and the macrocosmos. We have emphasized that cultural models are
important as a means of interpreting illness which gives mental disorder personal
and social significance. However, these same conceptual models also structure
the healing process which is based on the interpretation of illness as a meaning-
ful event which can be responded to in appropriate and effective ways, and
which organizes interactions with others. Most of what has been written about
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interpretive models in the construction of illness applies directly to the construc-
tion of the healing process as well. In fact, cultural conceptions of illness and of
healing are so closely integrated that they could hardly be studied independently.
The formulation of meaningful explanations derives partly from knowledge
about available treatments (Young, 1976; Blum, 1978); and the selection of
treatments is implicated by causal reasoning used to interpret illness. Thus
ethnographic research on conceptions of illness is illuminated by the investiga-
tion of healing forms; and understanding the therapeutic process requires research
on the interpretation of illness (see White, this volume).

This interpretive view of healing implies that it is impossible to gain a full
understanding of therapeutic processes through “biomedical or psychiatric
reductionism” (Kleinman 1980:364; Marsella, this volume). There is a strong
tradition of cultural research which has pointed to the role of symbolic and
social factors which produce psychodynamic and especially “cathartic” effects
in the client (e.g., Frank 1961; Prince 1976; Lebra 1976). Yet, we still under-
stand little about how such symbolic and social factors are constituted within
cultural systems of understanding about persons and behavior; and have made
little progress in formulating a framework for comparative research capable of
identifying universal and culture specific features of clinical activities. The
papers in the present volume, particularly those in Section III, are aimed at
penetrating the symbolic complexes which link treatment forms with cultural
premises about personhood and social interaction. These studies demonstrate
that such symbolic linkages systematically influence not only the nature of
clinical encounters, but the whole process of illness as a personal and social
experience, including (a) how appropriate treatments are conceptualized, (b)
selection among treatments, (¢) communication and interaction among patient
and healer, and (d) the course and outcome of treatment. These topics are taken
up briefly below.

Folk theories of mental disorder include postulates about appropriate paths
for corrective action aimed at re-establishing positive or desirable patterns of
experience and behavior. The symbolic links between interpretation of illness
and plausible treatments constitute a range of meaningful responses to illness
events which represent the temporal sequencing of cause and cure. This temporal
sequencing gives folk theories of mental disorder their episodic structure which
appears to be a universal format for the cognitive organization of folk theories
of illness. The processual structure of folk theories provides a framework for
their representation across cultures (Fabrega 1974; Kleinman 1974; Young
1976). Recent research in cognitive psychology suggests that a great deal of
common sense knowledge is organized in episodic or “script”like structures
(Schank and Abelson 1977). As mentioned earlier, most of the ethnographic
papers here (particulary those in Part III) use the case format for presenting
illness episodes. Both Marsella and White discuss this processual structure in
more general terms. Clement notes that Samoan ‘“curing rituals and routines”
constitute an important representational format for folk knowledge which is
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not included in her analysis. In this volume, the most explicit account of the
episodic organization of a therapeutic interchange is W. Lebra’s description of
Okinawan shamanic therapy in terms of a routinized sequence of stages moving
from diagnosis to prescribed remedy.

One of the majorareas of clinical relevance of folk theories of mental disorder
is their influence upon health-care decisions and the selection among alternative
forms of treatment. (See Chrisman (1977) for a formulation of the place of
explanatory models in the broader context of health-seeking behavior; and see
Tversky and Kahneman (1981) for discussion of the influence of implicit
“frames” on decision.) Ethnographic accounts of cultural modes of interpreting
and explaining disorder can provide much-needed insight into socio-demographic
variations in the utilization of health care services. Recent studies suggest that
it is possible to develop cognitive models based on a limited number of cultural
assumptions which “predict” health-care decisions quite well (Young 1979).
However, the relation of explanatory constructs and actual health-seeking
behavior may be quite “loose” and indeterminate. For example, Clement notes
that when a new mental health program was introduced in Samoa, “folk knowl-
edge was being used in the construction of expectations about the program, but
it was not being used as sufficient information upon which to decide whether
to use or continue using the program” (and see Kunstadter 1975).

As much of the discussion in this paper has indicated, the papers in this
volume show that cultural reasoning about mental disorder creates a meaning-
based rationale which exerts pervasive (if general) influences on the perception
of appropriate remedies. For example, the contrastive explanatory modes
characterized here as “psycho-somatic” and ‘“‘somato-psychic” are rooted in
different assumptions about the direction of causality linking physical and affec-
tive complaints, which in turn entail quite different approaches to treatment.
Obeysekere notes that in Auyrvedic medicine, where “there is a systematic
attempt to connect the cure to the theory of illness”, the herbal prescriptions
frequently used to treat emotional disturbance can be seen as entailments of
the well-developed somatic and humoral theory of illness. And a number of the
papers (especially Clement, Connor, Lebra, and Lebra) show that where there
is an ideology of supernatural causes of illness, there are likely to be ritualized
means for enlisting spiritual assistance in the process of diagnosis and treatment,
usually involving specialized intermediary roles such as spirit mediums.

The accounts given in this book show that much of the cultural “logic” which
interconnects indigenous notions of causality with appropriate forms of treat-
ment is embedded in a framework of ethnopsychological understandings about
the person and social behavior. This point is most clear in the contrast of Western
conceptions of person and therapy described by Gaines and several of the non-
Western cultures described here. As Gaines indicates, the use of “talk therapy”
aimed at altering individual behavior though the individual’s “insight” into
his or her own personality is firmly rooted in a conception of the person as a
distinct and independent individual, capable of self-transformation in relative
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isolation from particular social contexts. In contrast, Lock describes the Japanese
notion of the “inner” self which is not easily verbalized and of “personality”
which is largely unalterable. Consequently, the Japanese have little regard for
“talk therapy” as a vehicle of therapeutic change. Where Japanese therapies
do involve systematic individual self-reflection or introspection, as in Naikan
Therapy described by Murase, it is with the goal of achieving a greater sense
of empathy, identification and union with significant others, rather than a state
of autonomy and independence as in the Western ego ideal.

The cultural “logic” of illness and therapy provides a symbolic basis for
communication and interaction between patient and healer, and self and other
generally, which probably has a substantial influence on the course and out-
come of illness events (see Waxler 1979). Psychotherapy researchers have long
suggested that the effectiveness of therapeutic intervention is strongly influenced
by the relationship between therapist and client (Frank 1961; Prince 1976).
Kleinman et al. (1978) describe a number of cases showing that, “a patient’s
explanatory model and view of clinical reality can be quite discordant with
the professional model, producing misunderstanding and problems of clinical
management” (254). For example, uncertainties about whether a clinician is
acting as a “therapist” or a “diagnostician” may lead to conflict and miscom-
munication during the interaction which takes place during a mental status
examination (Caughey 1978).

Research in social psychology has attempted to identify what facets of the
practitioner-client relationship in psychotherapy contribute to improved out-
come. Although some work in this area has investigated what constructs may be
relevant to a client’s view of therapy (e.g., Carr 1980; Higginbotham 1979),
researchers have mostly used standardized rating data and focused on pre-defined
experimental variables such as “cognitive complexity” which are susceptible to
quantification but generally devoid of cultural content (Witkin et al. 1968).
The papers in this volume indicate that cultural “content” in the form of knowl-
edge of disorder based on fundamental conceptions of personhood provides the
framework for much of what is understood and communicated in the course
of therapeutic discourse. Connor gives a number of cases which illustrate her
claim that, *“ ... a crucial component of therapeutic processes is communication
about the key symbols which operate in the conceptualization of the ‘person’.”

Therapeutic reality is constructed out of the interaction of patient and healer
(and others) who ‘“‘collaborate” to produce a plausible (meaningful) view of
the causes of disorder and to determine appropriate courses of action. The
success of the enterprise hinges largely on the ability of the interactants to
synchronize and coordinate their conversational and nonverbal exchange. Such
exchange requires a certain degree of sharing of linguistic and cultural knowledge
by which interpretations are “negotiated” through questioning, answering and
nonverbal interaction. For example, Wu mentions the importance of indirect and
nonverbal expressions of emotion in Chinese social interaction where open
or strong verbal displays of emotion are contrary to cultural ideals of harmony
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and equanimity. Furthermore, a Chinese patient’s view of a clinical encounter
may entail the belief that a competent doctor can make a diagnosis without
extensive verbal interrogation.

Analysis of conversational exchanges in modern clinical settings shows
that therapeutic interaction may take on stylized forms which go quite unre-
cognized (Labov and Fanshel 1977; Robillard n.d.). William Lebra’s description
of Okinawan shamanistic therapy is perhaps the most detailed illustration in
this book of the “negotiation” of interpretations of illness through ritualized
conversational exchanges between shaman and client, whom Lebra regards as
“jointly constructing a scenario”. He shows that a successful shaman is a skilled
performer who draws upon his own knowledge of local culture and social
structure to make informed inferences about the causes of problems in order
to construct diagnostic interpretations which will be accepted by his clients as
likely causes of their distress. For example, he notes that because about 80%
of the presenting complaints involve health problems, some clients who seek
out a shaman for a “spiritual checkup” find themselves with previously unre-
cognized health disorders. A successful shamanic performance requires the
collaboration of the client who must respond according to the conventions
of the therapeutic context. To illustrate this, Lebra gives a number of examples
of performative “misfires” in which the client does not cooperate in confirming
the shaman’s interpretation, and no diagnostic or therapeutic resolution is
achieved.

Several of the papers discuss briefly the question of the effectiveness and
validity of indigenous therapies. These topics pose important questions which
can be addressed in future research aimed at evaluating the effects of differing
modes of therapeutic intervention. There are, however, major unsolved meth-
odological problems with any such research endeavor, and none of the papers
in this volume attempts to evaluate the effectiveness of traditional healing.
However, these papers do describe in some detail the symbolic bases by which
illness is given meaning and placed in a culturally defined social context. In
most cases, this process exerts persuasive influences aimed at transforming
the person and illness to a more desired, positive state. William Lebra describes
this process as the “emic validity” of Okinawan shamanic therapy which, as he
states, is “cheap and accessible”, provides a “congenial social setting”, involves
genuine emotional “catharsis” and renders prescriptions for actions with “hope
for a positive outcome”. Similar conclusions are drawn by Clement for tradi-
tional healing in Samoa (which is “sensitive to underlying and culturally un-
articulated stressors in the client’s environment™), and by Connor for Balinese
healing (in which positive outcomes are linked with the abilities of patients and
families to “understand the fundamentals of traditional therapies, and compre-
hend the significance of the major symbols invoked in the healing ritual”’). Takie
Lebra observes that for a therapy to be effective, its “repertoire of messages
... must be embedded in the culture of its client”, and that by intensifying
and amplifying familiar cultural themes it may be able to produce cathartic
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effects which give it “therapeutic leverage”. She notes that both the religious
Gedatsu therapy as well as the more secular Morita and Naikan therapies achieve
their effect by tapping cultural themes in this way. Lock is somewhat less
sanguine about the effectiveness of traditional healing involving the somato-
psychic treatments which she describes as reductionistic such that, “if not
administered in conjunction with appropriate social services” will not be likely
to fulfill their potential. Although these descriptions of traditional healing and
indigenous therapies do not come to a consensus about the effectiveness of
traditional healing as a form of treatment for mental disorders, they do provide
abundant evidence of the power of cultural symbols in establishing a basis
for communication and interaction which can give the experience of mental
disorder social meaning.

In pointing to the importance of shared, overlapping or complementary
models of illness and therapy held by patient and healer, these papers raise
questions about the effectiveness of Western psychotherapy among populations
other than middle-class Caucasians (see Pedersen, this volume). There are a
number of studies which have shown that it is, in fact, primarily White, middle-
class and educated patients who are most often judged “suitable” for psycho-
therapy (“talk therapy”), due largely to the greater perceived ‘“‘psychological
mindedness” of this population (Meltzer 1978). These findings are entirely
consistent with the view of Western psychotherapy as an ethno-therapy which
is a product of specific cultural traditions, and is best suited to communication
and therapeutic interaction among individuals within those cultural backgrounds
(Pande 1968). Connor, in her paper, questions the degree to which modem
psychiatry can effectively treat disturbed individuals in Bali, given the “gaps”
in cultural assumptions required for effective communication between therapist
and client. In the absence of attempts to carry out research aimed at examining
the differential effects of diverse therapies, answers to these questions may
remain confined to folk intuitions about ““what causes what” and ‘“‘what leads
to what” in the course of illness events. The studies which follow go a long
way toward identifying the sorts of ethnographic models which will be required
to discover and represent the cultural meanings and symbols which “make a
difference” in the therapeutic process.

CONCLUSION

This paper has reviewed a number of issues which cross-cut the papers which
follow. The intent has not been to derive conclusive statements about cultural
conceptions of mental disorder, but rather to highlight recurring themes in these
papers which point to areas of convergence in the ways mental disorders are
interpreted cross-culturally. Perhaps the most prominent theme which emerges
from these papers is the close integration of cultural conceptions of personhood
with folk knowledge of mental disorder (or illness generally). These papers show
that ethnomedical studies of illness events and ethnopsychological studies of
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person concepts have a strong mutual relevance — that a focus on folk theories
of abnormal or disruptive behavior provides rich ethnographic data which may
delineate the nature of cultural assumptions about persons and social action
expressed in natural discourse; and that much of the “logic” of cultural reasoning
about mental disorder can be represented in terms of premises about causality
and social behavior.

In dealing primarily with cultural knowledge (or folk “theories”) of mental
disorder, this volume is examining one aspect of the broader concern with
understanding the role of culture in the manifestation of illness and behavioral
disturbance across cultures, as has been more common in previous compendia on
“culture and mental health”. These papers are essentially cultural and symbolic
in orientation. That is to say, they deal most thoroughly and extensively with
the structure and manipulation of cultural constructs, and only by implication
with the relation of these cultural variables to, say, the biological bases of mental
disorder or the impact of social-institutional arrangements on illness events
(although the papers by Fabrega and Marsella do locate the study of cultural
conceptions of disorder within this wider sphere). This focus is not meant to
imply that these latter variables are in any way secondary to the role of cultural
knowledge in understanding, explaining or treating mental disorder. Rather,
it serves to underscore the extensive role of cultural interpretations in mental
disorder as a social and behavioral process; to point to their significance as an
essential ingredient in healing; and to highlight the semantic quandries which
can easily flaw cross<cultural psychiatric or ethnographic research attempting
to represent indigenous meanings and folk theories. This paper has outlined
some of the points at which these interpretive aspects of cultural knowledge
impact upon mental health research and practice; has reviewed some of the
methodological issues which challenge those who attempt to represent others’
representations of mental disorder; and has pointed to a number of recurrent
conceptual themes in folk knowledge across cultures which provide a perspective
with which to better understand some of the cultural constraints on scientific
and clinical practices aimed at understanding and treating disorder.

NOTES

1. Despite its ethnocentric connotations, the term “mental disorder” is used throughout
this chapter as a convenient device for those forms of illness and behavior which are
regarded cross-culturally as abnormal or disruptive and which usually require corrective
action.

2. Although Gaines’ distinction of varieties of ‘Western’ cultural traditions is much to the
point and will hopefully give rise to a refinement of terminology now in use, the label
“Western” is used in this chapter for reasons of brevity and convenience. However,
where the label “Western” appears it would be more accurate to give it the reading
“Protestant European”. Further qualification and clarification of such global references
is much needed.
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2. CULTURE AND PSYCHIATRIC ILLNESS: BIOMEDICAL
AND ETHNOMEDICAL ASPECTS

INTRODUCTION

In this paper I will look at psychiatric illness from a biomedical as well as from
an ethnomedical perspective. Several themes will be emphasized throughout
the discussion. In thinking about medical problems generally, and psychiatric
ones specifically, I have found it useful to distinguish between purely physical
(i.e., neurophysiologic, neurochemical) factors as opposed to symbolic factors,
namely psychological and social factors consisting of behaviors, feelings, etc.
of the person. I have employed the terms disease and illness to designate these
two sets of factors respectively. I will posit that psychiatric illness is a psycho-
social “entity”” which is extended in time and space. This means (1) that the
domain of personal experience (e.g., self definition, attitudes toward others,
emotions, etc.) and that of social activity (e.g., role functioning, social relations)
together form the substance of psychiatric illness and (2) that the illness dura-
tion in time and space is critically influenced by these social-psychological
factors. Furhermore, I have assumed that an individual’s theory of illness and
of self, which impact on one another and are complementary, strongly influence
how an underlying psychiatric disease condition expresses itself psychosocially
or in psychiatric illness generally. This means that (1) an individual’s representa-
tion or attributions about illness, illness causes, mental functioning, body
functioning, symptoms, etc. together with (2) an individual’s representation
or attributions regarding personhood (e.g., volition, self-control, boundaries
of the self, social responsibility, etc.) play a critical role in how the underlying
psychiatric disease process is expressed in behavior, how it unfolds, how it is
handled, how long it lasts, and indeed how it is shunted about in the social
system. The person who is psychiatrically ill is thus held to behave and function
in ways which reflect his or her theory of illness-self. Moreover, his or her
readiness to seek and accept care of a certain type will be influenced by this
theory. To the extent that significant others share the individual’s representation
and attributions regarding the “illness”, to that extent harmony and support
are generated and this promotes and/or sustains social and psychological func-
tioning as the afflicted individual and significant others see it. Similarly, to the
extent that the individual’s representation or attributions of illness overlap with
that of care providers, to that extent they will seek orthodox psychiatric care,
comply with medical regimen and be influenced positively by medicines and
procedures which such providers have available to them.

From a general anthropological point of view, a medical problem or illness may
be defined as a disvalued change in the adaptation-functioning of an individual
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which gives rise to a need for corrective action. The idea of illness, like the
idea of person or self — to which it has an important relation — is very likely a
universal in human societies, I like to think of illness as having a manifest ap-
pearance or form. In other words, the term “illness” seems to be used with
reference to a concrete individual who is somehow changed from the way he
was when he was not ill; moreover, he is changed in a certain or special way.
Certainly there exist many types of disvalued changes which affect individuals
which are not judged as “illness”. Although one could argue that what a people
will call illness will depend entirely on cultural conventions, empirically it appears
to be the case that there may exist universal or generic indicators of illness.
Bodily symptoms-changes and/or an impairment in the ability to carry out
expected tasks are integral properties of illness. Some of the defining character-
istics of this concept (e.g., medical problem, illness) which set it apart from
related concepts (e.g., handicap) have been outlined previously (Fabrega 1972,
1975, 1979).

Culturally specific conventions are clearly operative in the way a people
explain illness, orient to it socially and psychologically, and handle it concretely
as a “problem”. The part of a people’s symbolic system in terms of which
they explain and handle illness can be termed its theory of illness. A theory
of illness, like the idea of illness itself, is probably universal in human societies.
People differ in terms of how elaborately they go into the explanation of illness;
that is, how probing is their account of a particular occurrence of illness. One
obvious factor that influences how an illness is explained is the nature of the
theory of illness which a people have developed. Characteristics of the theories
of illness of different people have been described (Fabrega 1976). Another
factor influencing how illness is explained involves the concrete properties of
the illness itself. Trivial changes in the functioning of a person may hardly
be gone into at all, whereas more profound changes are invariably viewed as
threatening and dangerous and occasion significant inquiry. The basic issue is
that an individual is now “medically”’ changed or ill in some determinate way
and the symbolic task is to make sense of this change. One fundamental question
that seems to be asked is: Why is this person now ill? One could call this the
question of causation. Another question that seems to be asked is: How is
this person ill? One could call this the question of mechanics. It is likely that
these types of questions are interrelated and that both influence the kind of
explanation that is arrived at as a course of action for dealing with the illness.
That arriving at a “‘course of action” or treatment response vis-#-vis an occur-
rence of illness is exquisitely a social and cultural affair is well established in
social science (Fabrega 1974; Parsons 1951; Young 1976).

There are now two basic approaches that one can adopt if one intends to
study the medical problems of illnesses of various people of the world. One
can attempt to understand how illness is construed and handled by the people
themselves. This, of course, is quintessentially a social science task, most closely
linked to the discipline of cultural anthropology. In fact, the generalizations I
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have presented above flow out of this approach to the study of illness. One
could term this approach “ethnomedical”. In this instance, one is handling a
group or society as a distinct social unit or system and examining its view and
approach to illness from a symbolic as well as from a social point of view. By
“symbolic” I mean that one is attempting to arrive at the meanings behind the
actions people take in anticipation, association and/or response to illness, in-
cluding, of course, the person who is ill, his friends and kinfolk as well as helpers
or practitioners. By “social” I mean that one is examining medically relevant
actions from a social relationships point of view as well as from the standpoint
of the way existing (more or less differentiated) social institutions operate. I
believe that there is a close interrelation between the social and the symbolic.
The aim of the ethnomedical scientist could be said to be to arrive at an under-
standing of how a group or society’s system of medicine functions, to delineate
different types of systems of medicine, and ultimately to derive theories which
explain how different systems of medicine operate and change.

One can also undertake the comparative study of illness from what can
be termed a biomedical approach. In this instance one is beginning a study
with a fairly clear picture of what illness “is” for one is relying on Western bio-
medical scientific knowledge as the basis for defining and explaining illness. One
who studies illness comparatively from a biomedical standpoint assumes that
the biomedical sciences offer a coherent set of ideas, methods and principles
for understanding medical problems. A dominating emphasis of a biomedical
scientist involves the physical (i.e., chemical, anatomical, physiological, etc.)
changes in the individual which can lead to or correlate with a condition of
illness. Factors which can produce physical disorders in the individual’s body,
which in turn lead to overt illness, are a principal concern of the biomedical
scientist. These factors are well known and include such diverse things as genes,
diet, enzymes, physiologic systems, organs, microorganisms, climate-altitude
and social stressors. Earlier I indicated that the concern of the ethnomedical
scientist involves mainly the (overt and covert) social actions of a people that
are prompted by illness considered as a concrete or possible social occurrence.
In this light, it is useful to conceptualize the concern of the biomedical scien-
tists as involving mainly the underlying physical substrates of illness, whether
these be in the individual’s own body, in his physical and social environment,
or in his family or social history. In other words, it is the effects of these and
related factors on the structure and functioning of the body viewed as a physical
system which is crucial. It is disturbances in this physical system which lead
to illness.

It should be clear by now that from an ethnomedical standpoint, a bio-
medical scientist is approaching the study of medical problems using his own
biomedical theory of illness as guide. What one terms the biomedical sciences
in other words are clusters of related theories which have evolved in Western
literate societies to explain, account for, and deal with concrete illness problems.
Put differently, to an ethnomedical scientist, the meanings of the symbols which
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a biomedical scientist uses to study illness relate to the person considered as
physical structure or machine.

PSYCHIATRIC ILLNESS IN BIOMEDICAL THEORY

Illness has been defined as a disvalued state or condition of the whole individual
and in a concrete sense is manifest in the sphere of behavioral adaptation, The
cultural orientations of the person who is ill and of the group to which he or
she belongs play a critical role in how illness will be enacted, interpreted, ex-
plained, responded to, dealt with and given meaning. An illness does not contain
these latter parameters; rather its meaning is assigned via symbolic conventions,
Among some people, for example, a distinction is made between illness of the
self or “of the whole me” as opposed to illness of my leg or of my joint. These
conceptualizations are handled differently. One must also keep in mind that
a “part” of a person is both an anatomical fact and also a social or symbolic
fact, Anatomically, all people have brains, livers, hearts, and nerves. In a social
symbolic sense, however, Western people are distinguished by having minds,
brains, and nerves. Features of their knowledge base lead them to make these
distinctions. A person who is ill in our culture can state that his liver is bad,
that his nerves are overactive, or that he has a brain tumor. In another culture,
these complaints may not be possible since these concepts are not part of
their knowledge of the body. Instead, other peoples when ill will report pain
due to a coldness, or to an object which has “entered” the body; weakness will
be explained by a supernatural “robbing” of the spirit. The explanation of the
cause and mechanics of the symptom will influence behavior and actions of the
person, and so, of course, will the symptom itself, viewed in a strict biophysio-
logic sense.

A key premise in biomedical theory is that illness manifestations result from
disease changes in the body. All people, of course, have what one could term
“disease-like” explanations of how and why illness occurs. Their concepts which
resemble our notions of disease do not necessarily involve physical things, but
can include life forces, energies, heat, etc. Another premise of our biomedical
theory is that the domain of the body contrasts with that of the mind. Hence,
we are able to speak of bodily and mental illness and bodily and mental health.
From a general anthropologic point of view, one can say that if a person starts
to act differently and to say strange things, (i.e., he seems to “lose” his individ-
uality) and also begins to function poorly or erratically in a social sense, the
question of illness may arise. Based on one’s theory of illness, one could say that
the illness is due to influence of the devil; he has an illness of his “mind” (i.e.,
the locus or essence of his will and volition is ill and disturbed) or, the physical
part or organ which regulates and/or which accounts for his behavior, that is,
his brain, is physically diseased. Each proposition flows from a different theory
of illness. In biomedical theory, a psychiatric illness is currently explained as
the outcome of distinctive kinds of disease processes which produce neuro-
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transmitter changes in subcortical centers of the hemispheres of the brain and/or
lead to asymmetries in hemispheric control mechanisms. Such changes are
held to physically alter the regulation and control of behaviors subserving
cognition, action, affect, and/or attention. However, as I shall suggest later,
from a social and psychologic point of view, the behaviors of illness need to
be seen as partly an outcome of distinctive cultural conventions.

Modern, Western-influenced societies and theories of illness allow the making
of a basic distinction between mental illness and physical illness. One must
appreciate the great value of this (cultural) distinction between the mental and
the physical. The distinction has helped channel and focus medical research and
has promoted the development of the biological sciences, general physiology,
neurophysiology, and psychophysiology. It is, of course, no accident that mainly
modern, Western societies have a highly structured medical practice system
with disciplines such as psychiatry, medicine, and neurology, that is disciplines
whose areas of focus follow our theory of personhood and illness, Cultural
assumptions are obviously mirrored in social institutions. In other cultures,
persons are not believed to possess minds as opposed to bodies, nor are their
bodies held to have respiratory and genitourinary “systems”. Humans are
judged more wholistically, and practitioners have a more unified theory of
“disease” and illness. Since there exists a wholistic conception of mankind,
one does not find neurologists, psychiatrists, and internists, that is, disciplines
reflecting a physical segmentation of the person.

It should be noted that in this and previous sections I have made a distinction
between (1) our theory of illness as one cultural theory among many others
of the world, all of which serve as a basis for explaining (and rationalizing the
treatment of) illness; (2) our theory viewed as one (also of many) system of
meanings which individuals of a society learn and internalize and which then
comes to influence how they themselves behave and how they (and others
of their group) explain their own behavior while ill; and (3) our theory of
illness viewed as a scientific (i.e., ““correct”) interpretation of disease and illness.
Each of these is a key epistemological distinction (science as a cultural system,
as a system for explaining human action, and as a basis for explaining the way
the world operates).

PSYCHIATRIC ILLNESS AND THE ETHNOMEDICAL APPROACH

To one who studies medicine from a comparative standpoint, the contemporary
view that certain mental, behavioral, and emotional disturbances constitute
a special type of illness is obviously arbitrary and conventional. A review of
literature in anthropology discloses that in small-scale societies, body-centered
ailments and disturbances in physiologic functions are invariably dealt with
informally as medical problems or illness. When these conditions fail to improve,
worsen, and/or reach crisis proportions, there is a shift in the level of concern
and in the strategy of resort: the person is ill and significant co-members take
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special formal actions which involve seeking practitioners. Very often, there is
a redefinition of the nature of the illness. Madness or bizarre behavior which
includes an inability to care for self is among the kinds of medical problems
dealt with formally in small scale societies. However, in the system of medicine
of Western societies, a number of additional behavior problems (i.e., besides
madness, insanity) are classified as (psychiatric) illness and distinctive attitudes
and social responses are linked to this. Specific social, historical and cultural
factors have led to the evolution of this Western contemporary view of psy-
chiatric illness as a distinctive type of illness,

From a strict logical point of view, because the idea of a psychiatric illness
is quintessentially a Western idea, one is being ethnocentric when inquiring how
such conditions are dealt with in other societies where the idea is not used and,
hence, where some persons showing “mental and emotional disturbances” may
not be defined asill and if they are, may not necessarily be handled in a different
way from other ill persons as is the case in Western societies. (To avoid awkward-
ness, I will often use quotation marks and speak of “psychiatric illness” when
referring to how other peoples handle analagous conditions.) As is well known,
disturbances in social and psychological behavior analagous to those which today
we term hysteria, depression, schizophrenia and dementia, were present in earlier
epochs of Western history and some could be universal in human societies
(Ackerknecht 1959; Veith 1965; Klibansky et al. 1964; Wing 1978 and Torrey
1979). However, whether these disturbances of behavior are necessarily handled
as illness in small-scale societies has been controversial and the idea of a psy-
chiatric illness itself has had its ups and downs in Western European history.

An explanation of why and how the idea of a psychiatric illness developed
in Western European societies is a complex undertaking. Such an explanation
would emphasize a variety of topics such as (1) the development of the idea
of an inner entity or force “behind” human action, termed mind, psyche, etc.
as opposed to the body; (2) the emphasis of the Greeks (especially Plato) on the
rational and irrational, and the equating of the latter with ‘“disease”; (3) the
Hippocratic emphasis on natural causes of disease, and in general, the heavy
somatic emphasis of Graeco-Roman medicine (i.e., that so-called mental illnesses
or symptoms were caused by physical disorders) and (4) the creation of admin-
istrative structures that empowered individuals to represent others who were
(mentally) disabled in a court of law. Factors such as these seem to at least
partially explain the observations of Neugebauer regarding how the insane
person was dealt with in Medieval times (Neugebauer 1978, 1979). His observa-
tions, based on historical documents of the times, paint a picture of a society
endorsing the idea that diseases accounted for the disabilities of the insane or
lunatic (i.e., underlying “‘naturalistic”” or organic factors).

Contemporary approaches to psychiatric illness are an outcome of important
social consequences that the idea of psychiatric illness had in Western societies.
Among these the following can be singled out (1) the social stigma attached
to madness and insanity; (2) the handling of the mentally ill as a separate class,



CULTURE AND PSYCHIATRIC ILLNESS 45

needing formal protection or hospitalization; (3) the various reforms in the kinds
of treatment given the hospitalized insane, culminating in humane and medical
treatment; (4) the slow evolution of separate medical disciplines dealing with
mental-brain disorders, eventually the creation of neurology and psychiatry;
(5) the development of psychoanalysis and the increased emphasis given to
the unconscious and irrational and (6) the growth in the understanding-explana-
tion of human social behavior leading to a blurring of the line between normal-
healthy vs. abnormal-ill.

A number of tenets drawn from the contemporary structure of psychiatric
theory and practice could be examined in a comparative medical frame of
reference. Only a few will be mentioned here. A first one is the equating of
a set of highly disordered social (and psychological) behavior changes (e.g.,
psychosis, madness, insanity) with the idea of illness or disease as has been the
case in Western societies. A key question is how such conditions are handled
in small scale societies. A second tenet from biomedicine that one could examine
cross-culturally involves the cultural meaning or identity of “madness” (or
insanity, psychosis). Thus, in the event these conditions are handled as illness,
are they handled as a separate and distinct category of illness having a different
meaning when compared to other illnesses in the native system of medicine?
A third tenet involves how “psychiatric illnesses™ are handled and specifically
whether (“psychiatrically ill”’) individuals to whom the label of illness is applied,
are stigmatized. Another tenet involves the question of the way other “psy-
chiatric illness” (i.e., other than madness-insanity) are viewed and handled. I
am referring to “illnesses” such as the neuroses, anorexia nervosa, the personality
disturbances and the substance abuse problems (e.g., alcoholism). Generally
speaking, there is very little literature on the comparative medicine of small-
scale societies that deals with these types of “psychiatric illness”. It is possible
that some of these “psychiatric illnesses” could be limited to modern complex
societies or conversely, that only in the modern biomedical system of medicine
are they identified as illness. A related topic is that of culture bound syndromes;
disorders labeled as illness that appear to be peculiar or unique to specific
societies or regions of the world, and that appear not to be prevalent in Western
modern nations. Finally, one could raise the question of the nature of the
manifestations of insanity and of other “psychiatric illnesses” which might
set them apart from other illnesses and “normal” behavior in a society’s system
of medicine, and whether these manifestations are universal or merely culturally
specific. The two latter tenets are controversial and raise the question of culture
and brain behavior relations. Before turning to them, I would like to discuss
briefly the other tenets, since this will provide a background for the substance
of the chapter.

The terms madness and insanity are social in character and carry negative
symbolic associations in Western societies, The term “psychiatric illness” is
biomedical and grows out of the history of Western medicine. Obviously, there
is overlap in reference between these two terms and symbolic connotations of
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the one attach to the other. I will use the term madness and insanity purely to
refer to a subset of (serious, major, more pronounced, etc.) types of psychiatric
illness and not in the valuational sense.

The literature in comparative medicine provides evidence that mad and/or
insane persons are frequently judged as ill in small-scale societies (Murphy 1976;
Westermeyer and Wintrob 1979; Edgerton 1966, 1969, 1980; Fabrega 1970,
Leighton et al. 1963). However, there is also evidence that in some societies,
seriously ill persons are abandoned and most likely this would apply in some
instances to those classified as insane or mad and those who are retarded and
unable to care for themselves (Woodburn 1979; Holmberg 1950). Moreover,
in small-scale societies, not all persons who would qualify as mad or insane by
biomedical criteria are necessarily seen as ill (Fabrega 1970, Leighton et al.
1963). One key factor appears to be the relative ability of the person to care
for him or herself; that is, whether social functioning is preserved. Another
is the form or content which the madness or insanity has in the society and,
inseparable from this, how the behavior of “madness and insanity” is labeled
and judged. To the extent that mad or insane persons have social support, can
be controlled, are not threatening and their behavior conforms to models or
stereotypes of illness, to that extent medical labels are likely to be applied.

A long standing question in anthropology has been the putative mental
health of shamans, there being indications that many of these would be judged
as mad or insane on Western criteria yet function adaptively in the society
(Fabrega 1974). The existence of individuals “normal” on native criteria and
“abnormal” on Western criteria, has most pointedly raised the question of
cultural conventions regarding the nature of illness. This question is much less
controversial now. Most recently, the work of Murphy and Westermeyer and
Wintrob has indicated that mad or insane persons, showing highly disordered
social and psychological behaviors, are regarded as ill in native rural communities
of Alaska and Laos (Murphy 1976; Westermeyer 1979). The work of Edgerton
in Africa clearly supports these observations and provides additional details
about native criteria of madness (Edgerton 1966, 1969, 1980). A large number
of works in anthropology and related disciplines support these generalizations
and, hence, one is led to entertain the notion that a significant portion of
persons who are unable to care for themselves and who show very disordered
social-psychological behaviors are consistently classified as ill by peoples of the
world. This generalization underscores the social character of illness and the
fact that human need and caring are integral to it. However, it is important to
re-emphasize that many instances of madness or insanity are not handled as
illness. Moreover, in the event that the idea of illness is invoked, responses to
many “mad” persons are highly socialized and politicized. It is not always
clear why persons showing socially disordered behaviors are labelled as “ill”
as opposed to other social categories available to the people. To explain this,
the behavior and status of the person and his family in the group needs to be
taken into account as well as the social circumstances surrounding the labeling
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of illness. As social critics have clearly pointed out, a similar medical vs. social-
political equivocation in the handling of disordered social behaviors has been
characteristic in Western European history (Szasz 1961). Additional factors
related to this generalization are discussed later in the section dealing with the
major psychiatric disorders.

The idea that insane or mad persons who are labeled ill on native criteria are
also judged to have a special type of illness in the native system of medicine
(as is the case in the Western system), is difficult to answer. That the manifesta-
tions and social implications of these “illnesses” differ from those of others
is obviously recognized and handled accordingly (see below). In this sense,
distinguishing featues of these illnesses are recognized. One aspect of the ques-
tion of whether psychiatrically-ill persons are judged to be ill in a categorically
different way would seem to involve the cause which is invoked to explain these
illnesses.

In Graeco-Roman medicine there was no significant theoretical separation
of mental-psychiatric ilinesses (i.e., insanity) from other medical illnesses
(Ackerknecht 1959; Simon, 1978). Thus, the ethnophysiologic ideas used to
explain common medical illnesses generally prevailed in cases of insanity and
other “psychiatric illnesses”. Conversely, even during Renaissance times, at the
height of the tendency to equate insanity with witchcraft and demonological
notions, these latter explanations were also entertained for other illnesses,
physical handicaps and human aberrations more generally (Neugebauer 1978,
1979; Kroll 1973, Thomas 1973, Webster 1975). Throughout most of European
history, explanations of the causes of illness have ranged over a number of
categories variously classified as humoral, chemical, natural, supernatural,
etc. and these have been posited for all varieties of illness. This generalization
appears to hold up for certain literate civilizations, such as Hindu and Chinese
(Obeyesekere 1977; Tseng 1973). The literature involving small-scale societies
clearly supports this generalization involving the native causes of “psychiatric
illness” or of insanity-madness. There does not appear to be a difference in the
way insanity as opposed to other “medical” illnesses are accounted for causally
in the theories of illness which have been described among egalitarian and ranked
societies.

The singling out of insanity as a special category of illness would appear to
be based on the idea of mechanism; that is, how these types of illnesses are
produced. Since the content or appearance of this category of illness is quite
different from other illnesses, indeed basic elements of sociality are compromised
and explained through it (see below), it is understandable that an account of
how the illness is produced tends to draw on special ideas (when compared to
how other illness manifestations are explained). In Western history, explanations
of insanity have been linked to explanations of the bases of rationality, culminat-
ing in understanding of the functions of the central nervous system. The literature
in comparative medicine contains numerous references to the effect that insanity
is due to physical disorders of the brain, but it is difficult to determine the
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sources of this idea or the meanings which it has had. It is frequently the case
that madness, insanity or other types of “psychiatric illnesses” are linked to
ideas of possession, and it is possible that this latter idea operates as an ex-
planation of both cause and mechanism in some non-Western and non-iterate
societies. It would appear that insanity can be judged more or less as a separate
category of illness (based on notions of mechanism) in other literate systems of
medicine. In fact, the explanations about the nature of “mental illness” held in
Ayurvedic and Chinese medicine clearly invoke ideas about the nature of man,
human action and consciousness; and especially how disorders of the body can
disturb basic human faculties (e.g., competence, cognitions, etc.) (Obeyesekere
1977, Tseng 1973). One can conclude, tentatively, that “insanity” is not set
apart on the basis of causation, but that what sets it apart is explanations invok-
ing how these illnesses are produced. At issue is the task of socially rationalizing
disordered social behavior and frequently this will require the using of special
ideas about human rationality. Ideas about the mechanisms of illness (medical
and psychiatric) seem to be more elaborate in literate traditions of medicine,
but this may be an artifact of the focus of ethnographers.

Although insanity and madness are, generally speaking, not singled out
causally in other societies, but in terms of how their manifestations are produced
(i.e., ethnopsychophysiologic notions), it is very clear that they are dealt with
differently from other “medical” illnesses when one compares the way systems
of medicine operate. These differences, however, are trivial in that they are
obvious consequences of the special manifestations of these illnesses. A hallmark
of illness is that corrective action is deemed relevant and individuals are offered
various kinds of treatment. The nature of the manifestations of illness, the
energy and well-being of the person, and indeed his cooperation and expressed
need for treatment are obvious factors influencing when treatment is instituted
and the conditions under which this takes place. The “psychiatric illnesses”
we have been designating as insanity-madness consist of manifestations that
are different from other illnesses in that social behaviors of a highly disordered
and disruptive kind (and also threatening) are prominent. A dominating if not
criterial feature is that these individuals are unable to care for themselves. All
of these factors compel others to intervene in treatment and that the individual
who is labelled as ill often be coerced into treatment and indeed physically
restrained if necessary. This could be said to stand as a generalization about
this category of illness. Moreover, given that this type of illness can be persistent
if not permanent, the social group is forced to care for these individuals on
a long-term basis and does so in a variety of ways — ranging from informal
support, offering of meals, shelter, and protection, to confinement in homes or
hospitals.

The question of how “psychiatric illnesses” other than madness-insanity
(e.g., neurosis, somatoform disorders) are viewed and handled in small-scale
societies is very complex and difficult to discuss. Little in the way of empirical
information is available regarding the prevalence and mode of handling of many
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types of behavior changes singled out as psychiatric illness in biomedicine. IlI-
nesses such as anorexia nervosa have not been described in smallscale societies.
Many psychiatric illnesses, such as problems related to substance abuse, are
uncommon and if present seem not to have been qualified as illness (Waddel
and Everett 1980). Moreover, many psychiatric illnesses involve body symptoms
as well as significant impairment in social functioning and as implied, it is very
likely that these will be labelled as illness. What exactly is a criterion of a psy-
chiatric illness (as opposed to a non-psychiatric illness) is far from clear and the
theory and practice of psychiatry are changing and evolving. The use of “psy-
chiatric” in an etiological sense to denote illnesses produced by social and
psychological conflicts (functional illnesses) is debatable since biological factors
are also influential. The question of what “psychiatric illness” means also
touches on distinctive cultural, historical, social, economic, and political factors
and discussion of these is beyond the scope of this chapter. A related topic, that
of culture bound syndromes, is discussed later in the chapter.

The question of the social consequences produced by the label of illness
(for psychiatric disorders) and indeed the implications of this label in different
societies is highly complex. The literature involving the labeling perspective and
stigmatization in Western society is relevant to this topic and no attempt will
be made to review it here (Szasz 1961; Foucault 1965). In small-scale societies,
the labeling of someone as being ill is a precondition for effective social action
(Edgerton 1966, 1969, 1980). The literature involving egalitarian and ranked
systems of medicine leads one to a generalization that medical intervention has
constructive consequences for the person ill and for the social group. The
literature involving culture-bound syndromes (see below) offers strong support
for this generalization as well, since these syndromes seem to have evolved
special forms of treatment (Newman 1964). The longterm consequences of
labeling in those instances of madness-insanity are far from clear. As Murphy and
Westermeyer and Wintrob indicated, some penalties accrue to those singled
out as “insane” but the penalties or burdens were judged as not significant in
light of the caring and support which were offered (Murphy 1976; Westermeyer
and Wintrob 1979). Waxler (1979) indicated that in Sri Lanka, differences in
social labeling account for the shortened course of psychiatric illness. Indeed,
this question of the social responses to the labeling of psychiatric illness in other
societies is under active investigation in psychiatric epidemiology.

CULTURE AND THE MANIFESTATIONS OF PSYCHIATRIC ILLNESS

Statement of the Problem

The characteristics of insanity-madness as these have been studied cross-cultur-
ally, are very general and also quintessentially social in that behaviors disvalued
or theatening to others (and, of course, to the property of others) are prominent
features. An additional social factor is, of course, the concern of others for the
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well-being of the person for it is this which often leads them to intervene, An
indicated earlier, altruistic attitudes of others toward the ill person (involving
protection, care, etc.) seem intrinsic to the way illnesses (not just those termed
here madness-insanity) are handled ethnomedically. The matter of the social
characteristics of insanity-madness (where commonalities seem to obtain) is
only partly related to the question of the possible universality in psychological
manifestations of this type of illness. Two separate issues bearing on this ques-
tion need to be distinguished. The first is a trivial one and involves what one
can term the content of the ill person’s behavior (e.g., what the ill person does
or thinks) and here it is obvious that differences will obtain across societies and
historical epochs. The other is whether the manifestations of insane-mad persons
can be equated with defining properties of distinct types of Western psychiatric
illnesses; and as a corollary to this, in instances when this can be done, whether
the form or structure of the behaviors and manifestations are similar, It is this
latter issue which is controversial and which will be dealt with presently.

A long-standing question in psychiatry concerns that of possible cross cultural
differences in the manifestations of psychiatric illness. There is little doubt that
insofar as people differ with regard to such things as language spoken, values and
beliefs, as an example, they will show different concerns and preoccupations
when ill. A critical issue is the significance which such seemingly “superficial”
or content issues have, and also whether in a more basic structural sense, the
manifestations of the psychiatric illness are still the same cross-culturally. To
a large extent, this problem has in the past been analyzed and studied using
descriptive methods of procedures. More recently, controlled studies based
on structured questionnaires involving psychiatric symptoms have been used
(Edgerton 1966, 1969, 1980; Fabrega 1970; Leighton et al. 1963; Woodburn
1979; Holmberg 1950).

One way to classify the claims and apparent assumptions of those studying
the question of possible cultural differences in the manifestations of psychiatric
illness is to describe them as universalists versus relativists depending on whether
they believe the manifestations of such illnesses to be uniform or different
across societies. Although universalists and relativists tend to view the problem
which divides them as essentially empirical, we believe that basic theoretical
issues about the nature of psychiatric illnessare also invoived. Moreover, although
previous studies have concentrated largely on psychological phenomena, in
particular the phenomenology of psychiatric illness, we believe that the question
of possible cultural differences in psychiatric illness manifestations raises basic
issues in brain behavior relations.

The question of whether the manifestations of psychiatric illness differ
across cultural groups is basic to an understanding of such illnesses and not
esoteric and restricted in its implications. The issues behind this question are
important for at least three reasons. First of all, how culture might differentially
affect the manifestations of psychiatric illness is integral to the whole question
of how culture might differentially affect perception, cognition and behavioral
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organization more generally, Whereas general psychologic notions based on
psychoanalytic theory and the Sapir-Whorf hypothesis have, in the past, dom-
inated thinking in this general area, the subdisciplines of linguistic, biological
and experimental anthropology now exert greater influence. Research in neuro-
psychology has broached the topic of possible cultural differences in behavior.
Some of the findings in this field bear on the question of psychiatric illness and
its manifestations. The preceding body of knowledge was reviewed in an earlier
(Fabrega 1979b) publication and its possible relevance for understanding the
question of possible cultural differences in the manifestations -of psychiatric
illness will be discussed briefly in this paper.

The question of culture and the manifestations of psychiatric illness is also
important because it is so often misunderstood and trivialized. For example,
that culture significantly colors the manifestations of psychiatric illness is taken
to support the claims of some labeling theorists that such illnesses are not only
culturally specific, but also fictive and specious entities altogether (Murphy
1976). The latter claims are unwarranted and indeed inconsistent with our
view that psychiatric illness may reflect underlying organic disease processes
in the central nervous system that are universal among homo sapiens. It is
important that extremist claims of labeling theorists be separated from the
claim that cultural and social factors necessarily play a role in both manifesta-
tions and social responses to psychiatric illness for this has theoretical and
practical implications for psychiatry. This leads directly to the third factor
accounting for the importance of the question of culture and the manifesta-
tions of psychiatric illness: namely, its possible bearing on the social responses
to psychiatric illness and the general issue of the role of social and cultural
factors on the duration and course of psychiatric illness. There exist reports
suggesting that cultural factors significantly affect course of major psychiatric
illness (Waxler 1979; Murphy and Raman 1971; Sartorius et al. 1973). The
reasons or mechanisms for this effect are not entirely clear presently, I believe
that findings involving the course of psychiatric illness bear on the question of
how culture influences its manifestations.

As indicated earlier, the manifestations of major psychiatric illnesses (like
schizophrenia and depression) are currently held to result from physical dis-
turbances in the functioning of brain structures. These structures regulate
arousal, attention, sensory inhibition, motivation, and mood and disturbances
in them produce widespread behavioral effects which include activation of
the motor programs for speech-cognition. Psychiatric epidemiologists appear to
handle key manifestations of these illnesses as though they constituted special
signs of nueropsy chiatric disease (i.e., direct expressions of brain changes). The
term sensori-motor behaviors can be used to refer to behaviors from which
symbolic factors were factored out (e.g., muscular tone, involuntary movements,
etc.). The behavior changes seen in aphasia, apraxia, agnosia, amnestic disorders
and the disconnection syndromes can be classified as sensorimotor in nature
and constitute signs of neuropsychiatric diseases. That is, the behaviors follow
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directly from a physical disorder in the brain and symbolic aspects are relatively
unimportant. It would appear that many psychiatrists think of the behavioral
changes of depression (e.g., sadness-despondency, psychomotor retardation,
sleep disturbance) and schizophrenia (e.g., first rank symptoms) as sensori-
motor in nature.

Culture Bound or Culture Specific Disorders

For well over the last half-century, anthropologists and then psychiatrists have
been interested in the nature of certain behavior disturbances which were seen
in specific societies and regions of the world. Most of these disturbances (var-
iously called culture-bound syndromes or disorders) are familiar, and include
bena bena, amok, koro, susto, Windigo psychosis and arctic hysteria. Some of
the properties of these syndromes include (1) abrupt onset, (2) relatively short
duration (i.e., days, seldom weeks — though information here is notoriously
weak) and (3) absence of what psychiatrists term a formal thought disturbance.
In some instances, persons afflicted show unusual mental changes and hyper-
activity and although behavior can appear to us bizarre, it must be judged as
reasonably organized. In fact, it is the coherence and pattern inherent in the
manifestations of these disturbances that render them interesting and important.
Some of the disturbances are characterized by mental symptoms, the content
of which is highly specific (Koro, fear of the penis disappearing) and in some
instances symbolic (Windigo — possession by a mythologically important spirit
leading to a craving for human flesh, eventually cannibalism).

In many respects it is not surprising that “culture bound syndromes” should
differ so dramatically with respect to global psychosocial behavior-symptoms.
This is so because the manifestations of illness involve the meanings and implica-
tions of beliefs about self, other, nature, social action, individual purpose,
agencies of control, etc. all of which are known to differ widely cross-culturally.
In other words, the content of the beliefs and of the reasons for the behaviors
seen in these disturbances deal with themes that are important in the group. It
is true that why these disturbances occur (i.e., their etiology) is far from clear.
There is a very large body of literature dealing with the question of etiology
(Bourguignon 1979; LeVine 1973; Wallace 1961; Yap 1974; Leighton and
Murphy 1965; Langness 1965). Personality and child rearing factors as well
as environmental and biological ones have been invoked as explanations. Very
frequently, the marginal status of the individual in the group and intercurrent
stressors of various types have been invoked. However, the question of why
the various manifestations take on the content that they do is not, generally
speaking, problematic. A review of literature of cross-cultural psychology sug-
gests that many commonalities are found regarding what languages/cultures
single out in nature and in social life, whereas differences are found in what
signficance these are given and how they enter into behavior and action. Thus,
that culture-bound syndromes should involve strange beliefs and actions is not
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surprising given that the syndromes are described with reference to cultural
themes. In brief, atypical or culture bound syndromes are described in terms
of global psychological and social parameters (i.., attitudes, behaviors, beliefs)
and not in terms of what one could term the “substructure’ of social action
and personal experience (i.e., underlying perceptual-cognitive categories and or
processes, attention, memory, experiences involving the body) where the presence
of cultural differences would be far more significant and controversial.

An additional problem posed by culture-bound disturbances is their nosologic
identity or status within the Western system of psychiatry. These disorders are
usually classified as functional psychoses, atypical psychoses and/or hysterical
psychoses. In Western societies, one frequently observes dramatic clinical pictures
and the explanation of these (as well as nosology) is controversial (e.g., anorexia
nervosa, Ganser syndrome). There is a tendency now towards rigorous criteria
of diagnosis favoring the major psychiatric disorders. Unusual clinical pictures
which do not conform to the strict criteria oulined are usually given a provisional
status and the significance of these is under investigation.

In summary, a dominating opinion about culture bound syndromes seems
to be that they are in some way “reactive” to sociocultural circumstances and
that they are atypical variations of “psychogenic” disturbances which are felt
to have a very wide distribution in human populations anyway. The words
“reactive” and “‘psychogenic” have significance and utility in culture-personality
theory and in psychological anthropology. However, these words pose problems
for one who tries to formulate an understanding of culture and psychiatric
illness in neurobiologic terms; the words, as it were, block out the nervous
system. That the nervous system is grossly affected in varieties and instances
of culture bound disturbances is very clear for persons afflicted sometimes
show features of a toxic or confusional psychosis with an impairment in the
level of consciousness which is followed by amnesia. In other instances, a phobic
or obsessive hyper-alerted state without impaired consciousness is found. There
is little more that can be said about the neurobiologic aspects of culture bound
syndromes. One must emphasize the poverty of information which exists about
phenomenology and behavioral manifestations of these disturbances. A recent
critical review of the literature dealing with the concept, supporting evidence
for, and validity of the so-called atypical psychoses has concluded that problems
of methodology, sampling and diagnosis preclude firm generalizations about the
nature of these psychoses. The reviewers included in their analysis so-called
culture bound syndromes (Manschreck and Petri 1978).

Major Psychiatric Disorders

1. Schizophrenia. There exists a large literature in anthropology and psychiatry
dealing with the role of culture on the manifestations of the major psychiatric
disorders (Newman 1964; Waxler 1979; Odejide 1979; Gharagoziou 1979;
Marsella 1980; Katz 1978; Morice 1978; Orley 1979; Leff 1973; Wallace 1961;
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Yap 1974; Leighton and Murphy 1965; Langness 1965; Manschreck and Petri
1978; Kleinman 1977; Prince 1968; Fabrega 1974). As implied earlier, a dom-
inating perspective has been that behaviors which in one culture are viewed as
pathological may be viewed as entirely normal in another. This persepctive
seemed totally to deny the possibility that psychiatric disorders possessed any
universal aspects. A related perspective was that cultural factors could mask
the manifestations of psychosis and even protect certain individuals (such as
shamans) who suffered from specific psychiatric disorders. While not denying
possible universal aspects of psychosis, the perspective also argued for a rela-
tivistic emphasis regarding manifestations. In recent years, thsee old relativistic
perspectives have been severely undermined. Two lines of attack have been
prominent: one stemming from an increasing appreciation of the neurobiological
aspects of psychosis (e.g., schizophrenia) and the other from a scrutiny of data
from cross-cultural field studies dealing with the social interpretations of psy-
chiatric disorders (Murphy 1976; Westermeyer and Wintrob 1979; Edgerton
1966, 1969, 1980; Waxler 1979).

Murphy’s article, in particular, seems to suggest that the neurobiologic
changes of schizophrenia produce changes in behavior which will inevitably
be judged as illness (and not deviance, or shamanism, or eccentricity, etc.)
(Murphy 1976). It is important to keep in mind that the presentation of Murphy
is directed at the extremist claims of a few labeling theorists who, in emphasizing
the importance of social responses, argue for the ‘‘specious”, “fictive” and
“culture boundedness” of schizophrenia. Moreover, the material reviewed in
her article is based largely on judgments about severe, chronic and deteriorated
forms of schizophrenia, conditions better labeled as madness, insanity, lunacy,
etc. (see discussion in previous section). In brief, as Edgerton has implied, it
is in no way inconsistent to judge that schizophrenia has a neurobiological basis,
that severe and chronic forms of schizophrenia (and other forms of insanity-
madness) are consistently judged as illness across societies and historical epochs,
and that social cultural factors are critically important in affecting both the
psychosocial manifestations of and social responses to psychiatric disorders
(Edgerton 1969).

Cultural factors are operative during socialization as individuals come to
acquire adult behaviors. One could also say that cultural influences are operative
during the period of brain maturation. Persons and selves are thus partially
constructed in a cultural context and this process of “construction” embraces
all levels of the nervous system. Schizophrenia also is realized in (an alteration
of) the nervous system and will be manifest in the different spheres of behavior
which this system regulates. It may be that important loci of schizophrenia
are the neostriatum and limbic striatum, but given their roles in brain-behavior
regulation, effects are likely to be general and widespread indeed. As an example,
it is said that (limbic system) behaviors “released” during schizophrenia are
relatively insenstive to ordinary neocortical regulation (Stevens 1973). Yet,
such behaviors don’t simply occur as physical phenomena, but are enacted and
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expressed in terms of prevailing ideas and cognitions. The important point is
that, given the view of culture endorsed here, to some extent the physical
changes of schizophrenia take place in different types of nervous systems. In
other words, the neurophysiologic and neurochemical changes of schizophrenia
affect behaviors whose neurologic substrates are themselves affected by culture.

One needs to focus on an important implication of the unique tie which
neuropsychiatric diseases like schizophrenia have with cultural factors. Since
these diseases, when fully played out in socialand psychological illness behaviors,
are connected in special ways with cultural symbols, one is forced to ask: to
what extent are the form and content of the neuropsychiatric entities, as we
now understand them, an outgrowth of our own natural language system and
scientific culture? Or, to what extent might we be promulgating a deviant or
atypical view of what these diseases look like and have looked like in human
history?

To develop and make this point clearly, one needs to keep separate two
different aspects about science and the perspective of man which it necessarily
fosters. On the one hand, this perspective is instrumentally useful and, at least
in a practical sense, is “‘correct”. Science occupies an obviously dominating
position in contemporary society, and it may some day unquestionably become
the main governing principle in the species. Science and the scientific perspective
with which it is associated have allowed the species unparalleled success in its
quest for persistence and maintenance in the planet. It has allowed man to
control the environment, to make and verify predictions, to achieve a greater
understanding about nature and about life and about human origins. From this
standpoint, then, science constitutes a powerful method, procedure and body
of knowledge about the world.

Viewed from another point of view, however, science also constitutes a
cultural perspective that man has about himself and about the world and in
this sense it is simply one of many such perspectives which have existed in the
species. Science, in other words, constitutes an ideology or perspective about
the world which man, as part of his culture, internalizes and passes on to his
descendants. This perspective, moreover, importantly shapes his own behavior.
It is necessary to emphasize the comparative newness and indeed atypicality
of this scientific perspective of man. It is associated with a view about man far
different from the ones he has had across millenia. Men are now seen as having
brains, composed of any number of structures such as speech “centers” and
verbal memory “centers”. Man is now said to have free will, to be his own agent,
and to live in a world which houses only naturalistic forces or causes and not
preternatural ones. This general scientific perspective is clear enough and need
not be developed further. What must be emphasized is how different it is from
the perspective common in nonliterate societies and, by implication, from the
perspective which man has had during by far the longest portion of his existence.
Thus, when viewed across human history, the contemporary scientific cultural
perspective contains any number of new and indeed “atypical” assumptions
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about man and behavior. These views are products of science and although
undeniably “correct” and useful nonetheless are still simply cultural premises
which go into shaping how man himself behaves and conceives of himself.

It follows, then, that contemporary realizations of neuropsychiatric entities
like schizophrenia reflect the peculiar cultural environment in which man
himself gets shaped. One is thus forced to ask questions such as the following:
To what extent are the descriptors of schizophrenia peculiar to our own cultural
assumptions about the world and about ourselves? By “descriptors” I mean
the set of social and psychological behaviors which are believed to realize the
“lesion” of schizophrenia,

To illustrate the importance of language and cultural factors in the definition
of schizophrenia one can take the so-called first rank symptoms of schizophrenia
which many believe constitute sufficient conditions which enable one to diag-
nose the “disease” in Western nations, These symptoms include having audible
thoughts; experiencing one’s thoughts being withdrawn or inserted in one’s
mind by others; experiencing the diffusion or broadcasting of thoughts; experi-
encing one’s feelings, impulses, or actual actions as somehow alien or externally
controlled; and finally having a delusional mood and/or a delusional perception.
These psychological experiences, it is claimed, constitute the fundamental
symptoms of schizophrenia. Level of social functioning is not an explicit com-
ponent of these systems though it is implied that this is likely to be impaired.
Koehler has recently discussed first rank symptoms as embracing three types
of continua (Koehler 1979). Specifically, he posits a delusional continuum,
a passivity continuum, and a sense deception continuum, Rather than con-
stituting basic indications of schizophrenia per se, one can view phenomena
described by Koehler as implicating basic Western assumptions about human
action and social reality. It may very well be the case that among Western
people the neurobiologic changes of schizophrenia produce manifestations
which include, phenomenologically, the eroding or blurring of these particular
assumptions.

In other words, a working assumption can be that the first rank symptoms
of schizophrenia are partly based on our cultural conventions about the self.
These symptoms imply that to a large extent persons are independent beings
whose bodies and minds are separated from each other and function auton-
omously. In particular, they imply that under ordinary conditions external
influences do not operate on and influence an individual: that thoughts, are
recurring inner happenings that the self “has”; that thoughts, feelings, and
actions are separable sorts of things which together account for self identity;
that thoughts and feelings are silent and exquisitely private; that one’s body
is independent of what one feels or thinks; and finally that one’s body, feelings
and impulses have a purely naturalistic basis and cannot be modified by outside
“supernatural” agents. In brief, contemporary Western psychology articulates
a highly differentiated mentalistic self which is highly individuated and which
looks out on an objective, impersonal, and naturalistic world; and it is based
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on this psychology (i.e., a Western cultural perspective) that schizophrenic
symptoms have been articulated.

All of the assumptions which underlie the first rank symptoms — which
provide a rationale for their “pathological” nature — seem linked to Western
notions about human psychology and causality. Any careful ethnography of the
way non-Western peoples explain phenomena, account for human action, and
delineate personal identity will point to ethnocentric components in these
assumptions. Many such people believe in the constant interconnection between
the natural and preternatural, between the “bodily” and the “mental” and
between the various dimensions and contents of human awareness which are
arbitrarily set apart in Western psychology. If, in fact, people already believe
themselves affected by external influences, if they sense and experience these
influences constantly and accommodate themselves in various ways to the
necessary connection which they judge holds between feeling, thinking, bodily
activity and external control — then how will the “basic lesion” of schizophrenia
show itself behaviorally? In short, which of the behavioral descriptors of schizo-
phrenia is one likely to see; and which one is one likely to see different versions
of, in the event that the assumptive world of the person who has the basic
lesion rests on highly different premises about self, behavior, and causality? It
should be clear that the claim here is not that unusual psychological experiences
or social behaviors are not part of “schizophrenia” but rather that the form
and meaning which they take in European culture are partly an outcome of
the way “selves’ are constructed there.

In summary, rather than constituting universal “indicators” of schizophrenia
per se, one can view phenomena described by Koehler as implicating basic
Western assumptions about personal identity, human action, and social reality. A
basic question is the level of behavior at which the continua of Koehler operate.
Do the so-called first rank symptoms-behaviors of schizophrenia implicate, for
example, assumptions involving the meaning of self, other, the world and social
action? Or, do they instead implicate basic perceptual-cognitive processes that
enable one to think and maintain elemental boundaries between self and units
of nature (with culture merely adding content and meaning)? These questions
are similar to those raised above, visa-vis culture-bound syndromes. In brief,
do the assumptions behind the various continua of Koehler constitute conditions
for meaningful psychosocial and interpersonal behaviors among Westerners
(ie., do they operate at a level at which, it seems, crosscultural differences
exist) or do the assumptions and continua instead involve what was termed the
substructure of social action (i.e., level at which persons identify and refer to
basic units, entitles and/or categories of nature — a level at which, it seems, some
commonalities are observed across cultures/languages)?

2. Depression. A recent review of the literature on manifestations of depression
(Marsella 1980) has pointed to cultural differences, a finding consistent with
the writings of other culturally-oriented psychiatrists (Kleinman 1977; Prince
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1968; Fabrega 1974). The review encompassed literature involving clinical
observations, culture specific disorders, symptoms among patients matched by
diagnosis and sample, international surveys, and factor analytic studies. Of
special importance is that psychological aspects of depression (e.g., depressed
mood, guilt, feelings of self deprecation, purposelessness, etc.) seen in the
Western world are oftentimes absent in non-Western societies. Somatic aspects
were noted quite frequently, regardless of culture. Oftentimes it is only when
non-Westerners become Westernized that the anticipated psychological aspects
of depression emerge. Depressed somatic functioning “vegetative depression”
— thus appeared not to have the corresponding depressed mental experience
seen in the West. Whether a retardation in psychological processes was found was
not reported. If the quality of mental experience associated with occurrence of
depression is influential in how a depressed individual behaves, then different
types of psychosocial manifestations and social responses can be anticipated
across societies.

One could use the conclusions of this review of empirical studies to argue for
a uniform disease entity termed depression which affects subcortical structures
of the brain (i.e., the similarity in vegetative phenomena). On the other hand,
differences in the psychological and social behaviors of depressive illness would
imply differences in the organization and function of cortical substrates which
subserve language, thought, and experience.

Related to this question of the character of psychosocial behavior changes in
depressive illness in different cultures, is the study by Leff (1973). He used
reliable information collected (by means of the Present State Examination) on
patients hospitalized in different psychiatric centers. Psychiatrists’ ratings of
patients’ verbal reports and social behavior thus constituted the data base.
Scores on three emotion variables were correlated: anxiety and depression,
depression and irritability, and anxiety and irritability. Leff compared the
correlations of emotions across a number of social cultural groups of patients
which he classified as belonging to developed and developing nations. In using
correlations between emotion scores, Leff posited that a correlation of +1
between two emotions represented the least possible discrimination between the
two emotions. On the other hand, a correlation of —1 represented the greatest
possible discrimination between the two emotions. One could, of course, say
that both types of emotions could, in fact, be present, but implicit in Leff’s
reasoning is that a similar level of overlap of symptoms probably existed in these
centers and that the size of the correlations reflected the degree of discrimina-
tion of the subjects. His results showed an interesting pattern of differences.
As an example, China and Nigeria subjects showed the highest intercorrelations.
As predicted patients from developing countries showed significantly higher
correlations in all three pairs of emotions when compared to patients from
developed countries. Leff concluded that groups (cultures) differ in ease of
differentiation between emotional states and that this was due to the relative
availability of linguistic categories for the description of subjective states.
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Understanding the role of culture on the manifestations of depression is
facilitated if one distinguishes between emotion as a basic category of human
experience and emotion as a symbolic domain which is lexically coded — which
languages “capture” in a direct and explicit way. All indications are that emo-
tions are probably universal and that the structure of affective experience also
has universal features (Ekman 1972, 1973). However, the prevalence of linguistic
labels for emotions may vary in frequency across societies. By means of lexically-
encoded emotion terms, one is able to speak and think more precisely and
elaborately about internal subjective states. In a fundamental way, the domain
of emotion and that of the self impact on each other semantically. Besides
serving as a means for qualifying the state of the self, emotion words can also
be used to qualify other types of phenomena such as social situations and
bodily states. This appears to be the case with emotion in our culture, with
the effect that social relations, bodily experience, and the self are linked semant-
ically and in an elaborate way through emotion and related mentalistic terms.
Such a symbolic dimension of emotion can be expected to affect the psycho-
social manifestations of and social responses to psychiatric illness.

What needs emphasis here can be equated with the term “biocultural”, namely
the connectedness which exists between things we describe as neurological
or biological as opposed to culturallinguistic. In Western populations, the
psychiatric illness we term depression and conditions of social disarticulation
appear to be elaborated in mentalistic and emotional terms. It is very likely
that this is partly a consequence of what anthropologists term the psychic unity
of man. This is to say that all people, regardless of culture, are likely to feel
“down” and “bad” when things go away for them either socially or physically.
However, to a certain extent, the similarity which these conditions show is
also partly a consequence of the fact that the psychic sphere, considered now as
a linguistic — especially semantic — domain, is richly encoded and symbolically
important in Western cultures. The fact that our lay, cultural theories of illness
and of personhood draw heavily on emotion and related mentalistic premises
serves to further ambiguate the appearance of these conditions.

If one wishes to conduct a comparative analysis of the psychiatric illness of
depression and/or to assess its general significance across human populations, a
number of factors already alluded to need to be analytically separated. Some
of the factors which need to be distinguished are summarized in Figure 1. In
this contingency table conditions of individuals (i.e., A=Depression; B=Social
Disarticulation) are set against parameters of the social system. Each of the
conditions of individuals can be assumed to be correlated with three sets of
changes, namely, subjective states of awareness (in principle, held to be un-
measurable), changes in behavior and physical states of the body which can be
measured biomedically. The complexities which can be created by factors listed
in Figure 1 can be illustrated by considering conditions of individuals singly and
in relation to parameters of the social system. Thus, if the two conditions could
be measured unproblematically, then it would be possible to arrive at their
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frequency in different societies. It should be clear that (1) condition A requires
a biomedical metric which could be applied to all societies (2) condition B
requires a social metric which would require consideration of specific language/
cultural factors and (3) that only by the use of both could a true prevalence for
these two conditions be estimated (column 1).

SOCIAL SYSTEM

True Behavioral Social institutional
ifi Location

A
Neuropsychiatric
Depression

PERSONAL
SYSTEM

Social
Disarticulation

Fig. 1. Interrelation of Personal system and social system.

These points suggest that measuring the true cross-cultural prevalence of
depression is a complex enterprise which will require the application of both
biological and cultural modes of analysis. In the table, the columns marked
behavioral appearance, social significance and institutional location draw atten-
tion to areas where cultural factors may prove especially influential in the way
these two conditions distribute in a society. The table could be used to study
other societies or different social groups within our own society. Thus, it is
probably the case that the cells of the table would be occupied by different
parameters where men and women of our society to be compared.

In summary, a review of the literature suggests cultural differences in the
manifestations of depression. Psychological and mental symtoms appear to be
less prominent (and/or less differentiated) in certain non-Western societies.
One way of explaining those differences is to point to the influence of our
(culturally dominant) psychologic perspective which is heavily mentalistic and
which elaborates semantically on “emotion” as a descriptor of the self. In my
view, it is not strictly correct to say that depression is different in other cultures;
one should say that depression is different in our culture. When thinking of the
major psychiatric illnesses (like schizophrenia and depression) we need to
realize that at issue are psychological and social (i.e., illness) behaviors which
necessarily are colored by cultural factors. This means that our view of these
illnesses is to an indeterminate extent ethnocentric.

The basic point is that from a biomedical standpoint, depression and schizo-
phrenia (considered earlier) imply universal changes in the functioning of the
brain which, it is assumed, produce or are associated with equally universal
changes in behavior. Moreover, in our society, these behavior changes are, in
fact, labeled illness. The behaviors found in these psychiatric disturbances,
however, are partly social and psychological in nature and hence, necessarily
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cultural. The latter sphere is by definition not universal: symbolic conventions
pertaining to self, and natural order and “supernatural” agencies necessarily
color social behavior and psychological experience, The work of Ohnuki-Tierney
(1977) and Lewis (1977) has underscored the importance of considering how
symbolic conventions affect the manifestations and responses tied to bodily
disease changes. Such conventions are no less likely to affect the behavioral
manifestations linked to the brain changes of depression and schizophrenia.
Finally, the behaviors linked to depression and schizophrenia — whatever these
might be — may not necessarily be labeled as illness cross-culturally aithough
advanced and deteriorated forms of these disorders appear to be so labeled (see
earlier discussion on madness and insanity). Symbolic conventions of a people
that bear on the question of psychiatric illness cross-culturally are thus of
three different, but no doubt related, types: conventions underlying social
behavior and psychological experience, conventions underlying the definition
of illness, and conventions underlying the social responses to deviance and
illness. In Western societies, conventions about the self, about emotion, and
about the nature of human action and purpose, seem intertwined in the defini-
tion, measurement, and responses to depression and schizophrenia, conditions
which are thought of as universal in nature. What is at issue is the question of
what is the focus of a biomedical fact as opposed to a social fact, a question
I return to below.

On the Epistemologies of Psychiatric Iliness

The influence of the culture on the manifestations of psychiatric illness is a
controversial topic in psychiatry. That key manifestations may differ cross-
culturally is contested. The increasing emphasis on organic factors in psychiatry
has tended to weaken the claims of social scientists who speak of cultural dif-
ferences. However, the problem of how the role of culture is to be understood
is critical for an understanding of psychiatric illness. Culture is here defined as
a system of symbols and its meanings which are shared by a people and which
guide and give significance to social behavior. From the standpoint of an in-
dividual, culture is usually handled as an environmental or “external’ variable.
However, since an individual is born without culture, learns it from co-members
of a group, and eventually reflects it in his overt behavior, culture is therefore
internalized. This means that culture has a representation in the brain. It follows
that the role of culture on the manifestations of psychiatric illness needs to be
conceptualized from a neurobiologic standpoint. This forces consideration of
the question of the neurologic substrates of culture within the biomedical
perspective.

Neuropsychologists speak of the engram as the physical brain substrate of
memory. Although not often mentioned explicitly, it is very likely that part of
what social scientists have in mind when speaking of “culture” and “symbolic”
can be equated with the engrams of the semantic memory system. As described
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by Tulving (1972) and illustrated by Warrington (1975), it is this system which
presumably embodies the repository of knowledge and beliefs that an individual
acquires as he learns his culture. Information of the semantic memory system
may be judged to embrace such overlearned things as role prescriptions, attitudes,
values and beliefs, all of which constitute the data of social scientists,

Another brain analogue of culture (and also not explicitly mentioned as
such in the literature) can be equated with what neuroscientists mean when
they speak of “motor programs”. That is, physical changes (again involving
molecular arrangements, patterns of synaptic transmission, neural nets, etc.)
in the brain which mediate and/or serve to organize sequences of coordinated
skeletal and visceral muscle movements. Motor programs are posited so as to
account for the execution of organized human action, including neuromuscular
activity, nonverbal communication, the expression of affect, emotion, and
speech, all of which are linked to internal bodily states. Speech is an example,
par excellence, of a form of human motor activity which is dominated and
coordinated by thought processes (McNeill 1979). Complex motor actions like
those involving speech are generally thought of as coordinated by hierarchical
structures, the uppermost or executive structure of which has little or no direct
control over actual motor output. The executives in charge of speech are defined
as sensorimotor ideas or concepts. These are outgrowths of sensorimotor action
schemas which in infants serve to generate movement and constitute the earliest
forms of cognitive activity. Thus, at an early stage of development, sensorimotor
ideas are viewed as simultaneously part of action and meaning, serving as the
basis of sensorimotor behavior and cognition. These ideas and schemasare viewed
as the earliest templates for speech and as providing a motor base for thought
and awareness.

When neurologically-oriented researchers explicitly invoke “cultural factors”
they seem to refer to such things as patterns of cerebral asymmetry and/or
relative amounts of brain tissue of a certain type which might be required (for
cultural reasons) to carry out specific psychologic functions (Albert and Obler
1978; Rogers et al. 1977; Scott et al. 1979). A basic assumption, in other words,
is that the brain is like a vector of connected centers and processes, each of
which is organized and functions in a uniform way across the species. This
“vector” is judged as a potential that social experiences can draw on. Cultural
influences are equated with the way entries in this vector are used, i.e., over-
emphasized or underemphasized. Neurologically, then, culture seems to be
implicated when neurobiologists speak of the uses to which specific brain regions
are put, and to the overall pattern and arrangement which results from such
differential uses.

A neuroscientist intent on demonstrating cultural influences on brain-behavior
relations needs first to show that an association exists between a culturally
relevant situation or stimulus and a brain event; and/or an association between
a stimulus or situation and a behavior known to be an outcome of a specific
brain event. Each of the three classes of phenomena (i.e., stimulus, brain event
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and behavior) obviously needs to be clearly specified and measured. Given
this, it would be necessary for the neuroscientists to show that there exist
differences on the relevant measures across groups of individuals who belong to
different language and cultural communities. It should be obvious that to show
associations between culture and brain-behavior relations, the neuroscientist
is forced to reduce observations to very discrete phenomena. The logic just
reviewed is also essentially that of the cognitive psychologist intent on demon-
strating that cultural groups differ in ways of perceiving, making decisions,
remembering, discriminating, or problem-solving. The psychologist is required
to make his test understandable, and appropriate to the subject so as to motivate
and engage equivalent cognitive processes. Moreover, he must assure that re-
sponses of his subjects are discrete and unambiguous so that they can be reliably
measured. Key elements in the strategy of the neuroscientists or cognitive
psychologist are thus those of abstraction and specificity .

A neurologically oriented psychiatrist who is pursuing the question of possible
cultural differences in psychiatric illness can adopt the strategy of the neuro-
scientists or cognitive psychologist and concentrate on highly discrete phe-
nomena, If he or she found differences on measures of psychiatric illness which
could be related to brain events or functions, this would allow claiming that
the brains of the persons with the disease-illness were different across cultural
groups, and/or that the disease-illness itself was different in the groups.

Phenomena ordinarily studied by culturally oriented psychiatrists are at
a very far different level of abstraction than that studied by neurologically
oriented ones. Thus, such things as “mental” symptoms and social adjustment
changes are far removed from the discrete and abstract items engaging the
neural scientist and/or cognitive psychologist. A culturally oriented psychiatrist
is interested in demonstrating differences in the configuration of psychiatric
illness as a whole; the logic or psychosocial rationale inherent in illness, viewed
as an experiential and whole behavioral structure, claims his or her interests.
Such a psychiatrist seeks to demonstrate that the illness, viewed either in terms
of the person ill or in terms of group co-members, “makes sense” only when
semantic aspects (i.e., its context or meaning) are taken into consideration. A
useful way to capture these differences in orientation is to say that culturally-
oriented psychiatrists are principally drawn to features of illness (i.e., psycho-
social behavior changes) whereas neuroscientifically-oriented ones are drawn to
features of disease (i.e., physical changes in the brain).

SUMMARY

The preceding theory of illnessself conceptualization as it applies to psychiatric
disorders bears an obvious relationship to contemporary trends in multiaxial
diagnosis and social psychiatric research more generally. In a fundamental sense,
the emphasis on a multiaxial approach to psychiatric disorders reflects the grow-
ing appreciation that the nature of such disorders is complex and multifactorial
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genetic, etc.). This in essence means that the identity of a disorder, its manifes-
tations, its duration and course, and its responsiveness to treatment are all
influenced by a number of different factors. It follows from these considerations
that an investigator’s ability to predict the time course of a disorder is enhanced
should he or she employ a multiaxial approach. I am, in essence, positing that
the “axis” which describes how the individual defines his own condition of
illness and well-being and, indeed, his view of his self and behavior, all influence
key parameters of a psychiatric disorder.

A number of social psychological factors which appear to influence the
duration and course of psychiatric disorder bear a relation to the “theory of
illness-self”’ conceptualization presented above, Some of these factors are already
included as separate axes in various multiaxial systems or models. Several ex-
amples can be suggested. First, the tendency for multiaxial systems to incorporate
background social information, such as age, education, marital status and work
participation-history, reflects an appreciation that an individual’s social com-
petence and “connectedness” in the social system affect the duration and
course of psychiatric disorder. Related to this is the axis involving number and
quality of social relations. Social variables such as these have long been known
to bear a relation to course and duration of disorder. The emotional environ-
ment that the patient returns to has recently been shown to be important in
influencing course of schizophrenia. Finally, the extent to which an individual
accepts diagnosis and complies with treatment can be expected to influence
duration and course.

All of these psychologic factors might be expected to bear a relation to an
individual’s theory of illness. Thus, the more socially competent and educated
an individual is, the more likely he or she is to embrace the dominant “scientific”
model of psychiatric disorder of health providers. Similarly, given that they
share the traditional view of psychiatric disorder, socially competent and “con-
nected” individuals when ill are more likely to behave in conformance with
social expectations of how mentally ill persons behave. Such persons are thus
more likely to receive support and encouragement, show “typical” symptoms
of psychiatric disorder, seek orthodox psychiatric treatment, and respond to
medication and treatment procedures along the lines anticipated by health
providers,

In the belief of sick persons and in the expectations others hold about him,
one is likely to find embedded key notions about the theory of illness that is
prevalent in the group and here one is likely to find differences across societies.
Theories of illness and theories of personhood, which interrelate, help shape the
content and perhaps the structure of psychiatric illness. This type of illness is
quintesentially a cultural as well as biologic entity; both its manifestations and
social responses can be expected to reflect culture and biology. An important
question involves the content of the theory and the extent to which patient
and significant others share basic postulates of it. In general, since social psy-
chologic factors have been shown to help predict outcome and duration of
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disorder, I anticipate that a refined measurement of the axis of “theory of
illness-self” which I believe partially influences them, will help explain additional
variance pertaining to ourcome and duration.
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3. THE ETHNOGRAPHIC STUDY OF CULTURAL
KNOWLEDGE OF “MENTAL DISORDER”

INTRODUCTION

lilness and medicine are among a limited number of topical domains which
cross-cultural researchers have for some time described as organized bodies of
cultural knowledge (e.g., Clements 1932; and see Conklin 1972:363—392 for
a bibliography). One reason for this is that illness is viewed universally as an
intrusive disruption of body, person and community which requires explanation
and corrective action (Fabrega 1974) and thus gives rise to some form of folk
theory as a basis for interpreting or “making sense” of that experience. While
particular definitions of iliness may vary widely, concern with illness as an area
of problematic human experience (and as a topic for folk theories) is commonly
expressed in ordinary conversation across cultures. Thus, interpretations of
illness events are an important focus for comparative research on social, cultural
and cognitive questions generally, aswell as for the investigation of medical issues.
Just as cultural understandings about social organization may be most visible
during “conflict” situations in which normative, desirable relations are discussed
more openly or deliberately, so cultural understandings about personhood and
social behavior may be brought closer to the surface of natural discourse by
illness events which evoke interpretations of personal dysfunction or deviations
from social norms. The ethnographic study of cultural knowledge of illness
attempts to discover and represent conceptual models which underly the con-
struction of meaningful interpretations of illness. As discussed below, this enter-
prise must venture well beyond the narrow confines of “illness and medicine”.

Although this paper is concerned particularly with research on cultural
knowledge of “mental disorder” and its analogs across cultures, much of the
research on illness beliefs generally is also directly relevant to the study of
cultural knowledge of mental disorder. The notion of “mental health” derives
from a particular tradition of medical research and practice which does not
provide a neutral stance from which to analyze or represent the way “other
cultures” conceptualize disorders of the person and social behavior, To begin
with, the boundary between disorders of the “mind” (the province of psychiatry
and neurology) and of the “body” (the province of internal medicine) is itself
a cultural construction which underlies the segmentation of a class of ilinesses
we refer to as “mental”. The potential for variation in how this boundary is
drawn is well illustrated by many of the papers in this book describing systems
of medical belief in Asian societies.

The relation of cultural conceptions of “mental disorder” to cultural defini-
tions of “illness” or to “social deviance,” etc. are empirical questions to be
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answered by ethnographic research. Questions such as these require an investiga-
tion of ethnopsychological understandings about personhood and normal social
behavior. These more general ethnopsychological constructs form some of the
basic premises of folk theories used to interpret departures from normative,
ideal or desirable states of the person or social interaction. For example, cultural
understandings about ‘responsibility’ or ‘culpability’ are important definitional
components of illness in Western folk theories (Young 1976), and also play
an important role in distinguishing mental illness from other forms of social
deviance, particularly criminal behavior. An ethnographic description of these
understandings requires an account of notions such as ‘causality’, ‘control’ and
‘intentionality’ in social action, and of the ways these constructs are used in
common sense reasoning about behavior,

In Western societies where common sense notions of “mental health” pervade
popular culture (Nunnally 1961; Townsend 1978), similarities between profes-
sional and lay conceptions of mental disorder are due in part to implicit under-
standings about the nature of persons and social behavior which influence both
formal and informal theories of illness (Lazare 1973; Gaines, this volume).
However, psychiatric nosology is built upon a medical model of illness made
up of explicit propositions about the interconnection of overt symptoms and
underlying causes of disorder located primarily in individual minds, brains
and personalities, In contrast, common sense theories are formulated in terms
of persons as social beings who “feel bad”, “get sick” and decide what to do
about illness based on its personal, social and moral implications (Eisenberg
1977). Thus, much of folk knowledge of mental disorder is shaped by cultural
definitions of personhood, social identities and role expectations which can be
investigated in ways similar to the study of social cognition generally (see e.g.,
Carroll and Payne 1976; Townsend 1979; Horowitz et al. 1981; Clement, this
volume).

This paper reviews developments in methodological approaches to the study
of cultural knowledge about illness and social behavior, particularly symbolic
and cognitive studies which have made conceptual description a primary goal.
On the one hand, a considerable amount of research has examined directly the
cognitive organization of common-sense understandings about illness. These
approaches (termed “ethnoscience” at an earlier stage) have generally used
formal methods to explore systematically the organization of abstract conceptual
models which structure cultural understandings about illness — frequently by
eliciting individual judgments about the meanings of indigenous terms and their
appropriate use in describing illness. On the other hand, a substantial amount
of research has focused on actual or reported illness episodes and recorded the
ways common-sense interpretations of illness are expressed and negotiated in
actual social situations. These studies have attempted to “distill” indirectly
representations of the symbolic organization of cultural beliefs about illness
from behavioral observations.

The former style of cognitive research has led to an increasing awareness that
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it is not the ‘“‘diagnostic features” of illness categories, but their personal and
social implications which are the most salient aspects of cultural knowledge
about specific illnesses. As a result, researchers have recognized the limitations
of lexical methods used to examine the meanings of illness categories in terms
of the contrast and variation of category labels in terminological sets.

The latter style of “symbolic” research, associated more recently with “her-
meneutic” analysis which assumes that texts and natural discourse express
multiple overlapping meanings (see Rabinow and Sullivan 1979; Good and
Good, this volume), has shown the importance of social context in determining
what kinds of interpretations of illness are expressed and accepted. Although
Geertz (1973) has placed these two styles of research in opposition to one
another, they are in many ways extensively complementary. Whereas cognitive
models represent the range of inferences which constitute culturally appropriate
or plausible interpretations of illness; hermeneutic analysis attempts to specify
the social and cultural processes whereby alternative interpretations are posed
and selected in social interaction. While cognitive models are likely to be insensi-
tive to the social and contextual forces which impinge on interpretive processes,
hermeneutic analyses usually do not specify how “‘semantic” models are con-
structed or could be validated.

This review focuses primarily on research which has attempted to represent
abstract conceptual models which organize cultural knowledge of illness. How-
ever, it should be noted that this concern with semantic and cognitive structures
is but one piece of a larger picture. The process of interpretation of natural
discourse about illness is usually an interactive process which is influenced by
a great many contextual variables, including the nature of social institutions,
relations among interactants, and rules of communication, both verbal and
nonverbal. The hermeneutic focus on the interactive construction of meaning-
ful interpretations (see W. Lebra, this volume), as well as current research in
sociolinguistics (e.g., Labov and Fanshel 1977) and ethnomethodology (eg.,
Robillard n.d.) which analyze the performative aspects of speech and nonverbal
cues in conversation, are not included within the purview of the present paper.

CULTURAL MODELS OF MENTAL DISORDER:
COMPARATIVE RESEARCH

Although cultural variation in beliefs about mental disorder has been studied
almost as much as mental disorder itself, research in this field has not produced
an accumulation of findings or a convergence of methodological approaches
which could prove useful to clinical researchers or practitioners. While this
failure is not unique to the domain of illness knowledge, the lack of convergence
in ethnographic approaches to mental health constructs is due in part to the
small number of studies in which conceptual description has been the primary

goal of research, rather than ancillary to more broad ethnographic or clinical
concerns.
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Comparative psychiatric studies generally rely on fixed, standardized elicita-
tion techniques and rarely focus explicitly on the cognitive organization of
cultural constructs. For example, a number of cross-cultural psychiatric studies
have addressed cultural beliefs about disorder by way of interpreting variation
in epidemiological data. Researchers have used factor analysis to explore the
interrelation of psychiatric constructs within non-Western societies; and have
noted culturally distinctive patterns in the structure of responses to health
inventories (Marsella et al. 1973; Binitie 1975). However, this research does not
address cultural conceptions directly, and it is unclear whether the findings of
cross-cultural variation indicate differences in the manifestation of disorder or
differences in the interpretation of questions on symptom checklists. Further-
more, epidemiological research is usually based on standardized, prestructured
questionnaires which may not be relevant to indigenous interpretations of
symptomatology (although in some cases researchers have attempted to in-
corporate culture-specific constructs in the inventory of questions used to
elicit symptom complaints (e.g., Beiser et al. 1976).

In contrast to the above, ethnographic studies of medical beliefs tend to
present rich descriptions of particular cases or illness episodes with limited
comparative significance. In only a few cases have researchers attempted to use
systematic procedures or report them so that they could be applied by other
researchers working elsewhere. Data are generally derived from interviews or
behavioral observations organized according to the interests of the researcher,
and presented in a form which is difficult to generalize or compare cross-cul-
turally. While psychiatric and epidemiological data are usually impoverished
with regard to cultural “meaning”, ethnographic accounts of illness beliefs are
generally neither testable nor easily replicated cross-culturally.

Given the amount of ethnographic research on illness beliefs and behavior
that has now been carried out, it is perhaps surprising that there is so little
consensus on such fundamental issues as the recognition of particular forms
of psychiatric disorder in folk knowledge across cultures. Existing research
suggests that major psychoses may be viewed in substantially similar ways
cross-culturally, and that the degree of similarity in conceptions of mental
disorder across cultures increases with the severity of the disorder (Edgerton
1966; Murphy 1976). However, there has been little attempt to subject such
an eminently testable hypothesis to experimental scrutiny. Jane Murphy (1976)
has argued that, contrary to the predictions of social labeling theory (Scheff
1966; Waxler 1974), her observations in several societies, especially Eskimo and
Yoruba, indicate that “similar kinds of disturbed behavior appear to be labeled
abnormal in diverse cultures”. Furthermore, she claims that the recurrent
pattern of recognized symptoms resembles what is called schizophrenia in
Western psychiatry. This conclusion is presented largely on the basis of the
author’s familiarity with the cultures involved, with no clear specification of
procedures by which her observations were recorded or could be repeated.
Murphy states that “explicit labels for insanity exist in these cultures (which)
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refer to beliefs, feelings, and actions that are thought to emanate from the
mind or inner state of an individual and to be essentially beyond his control”;
and that, “the labels of insanity refer not to single, specific attributes but to
a pattern of several interlinked phenomena” (1976: 1027). However, no account
of how this essentially semantic analysis was conducted is given. The veracity
of these fundamental issues is left open to question and the possibilities for
repeating this research in other societies are limited.

The lack of consensus on such fundamental issues as the similarity of con-
ceptions of schizophrenia or of depression (see Singer 1975; Kleinman 1977;
Marsella 1978) across cultures reflects the lack of adequate methods for the
ethnographic description of cultural knowledge of illness. Few studies have
focused explicitly on the linguistic and cognitive processes which underlie
ordinary cultural interpretations of mental disorder and social deviance. As one
author noted in his review of aboriginal American beliefs about mental disorder,

These observations on the foundations and organization of aboriginal psychiatric beliefs
themselves suffer from lack of systematic approach and are not generally based on explicit,
comparative methodology (Hahn 1978:51).

Fabrega has suggested that one of the first problem areas for ethnomedical re-
search is, “The symbolic characteristics of beliefs about illness, non-illness and
medical treatment” (1977:221), a view also expressed by Kleinman (1977)
in his call for a “new transcultural psychiatry” which would attend explicitly
to cultural definitions of illness and medicine as an essential component in
clinical research and practice. Although there is general agreement that an
adequate ethnography of cultural knowledge of mental disorder must begin
with close attention to culture-specific modes of conceptualizing and talking
about illness, there is far less agreement about the appropriate methodology for
accomplishing this objective, or even about the feasibility of developing an
analytic framework for genuinely comparative research.

Some of the major developments in ethnographic approaches to medical
knowledge have come from paying close attention to the language used to
describe and talk about illness. It is an important insight of cultural research
that much of our implicit “everyday” knowledge about the world is reflected
in ordinary language which encodes and expresses that knowledge. However,
in the case of medical knowledge where linguistic terms serve an important
function in designating categories used in diagnosis, the study of cultural knowl-
edge has often been reduced to the study of lexical categories (e.g., Morice
1978). This preoccupation with lexical classification has led to a good deal of
“misplaced concreteness” and reification of disease concepts by treating disease
terms as if they were names attached to their denotata like gummed labels.
Good (1977; this volume) discusses this emphasis on the “ostensive” functions
of disease terminology and notes parallels between a model of illness as bio-
medical disease and a view of medical language as labels referring to biologically-
based symptoms and diseases. There has been a tendency in the cross-cultural
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psychiatric literature to make casual ethnographic generalizations about mental
health concepts on the basis of the presence or absence of words for particular
mental disorders. The fact that a disease term may be a good indicator of under-
lying folk concepts does not justify the inference that the lack of a particular
term indicates the absence of a corresponding concept. Even such “object”-
ified domains as botany present evidence that well-formed folk concepts may go
unlabeled (Berlin et al. 1966).

THE TAXONOMY MODEL: CLASSIFICATION AND DIAGNOSIS

The first significant attempts to give systematic accounts of medical knowledge
on the basis of linguistic data were based on close analysis of disease terminology
as a well-structured vocabulary. One of the best examples of this genre is the
study by Frake (1961) of the “diagnosis of disease” among the Subanum.

As noted above, the focus of ethnographic research on categories of illness
and their structural interrelation appears to be connected with the prominent
role of disease terms in diagnosis. In the medical domain, the cognitive activity
of classification serves the social and clinical function of diggnosis. As a result,
folk classification of illness is a much more explicit and deliberate enterprise
than is classification in other areas of daily life. The “distinctive features”
which define one category in contrast with another are, in the medical domain,
““diagnostic criteria” which distinguish one type of illness from another (such
as the ‘“degree of penetration” which differentiates Subanun categories for
different types of ulcers). Lexical or “ethnosemantic” studies attempted to
discover the structure of indigenous illness categories by analyzing the referential
meaning of disease terminology. This approach was based on the view, stated
by Frake (1961:131), that,

Conceptually the disease world, like the plant world, exhaustively divides into a set of
mutually exclusive categories. Ideally every illness either fits into one category or is describ-
able as a conjunction of several categories.

One of the most important modifications of the above-stated view comes
from the findings of recent research in cognitive psychology which demonstrates
that folk categorization is generally neither discrete nor exclusive. Unlike classical
set theory which requires that any given object either is or is not a member of a
given category, the categories of ordinary language admit degrees of membership
(Zadeh 1965: Rosch 1975; Kempton 1978). So, for example, one type of object
(e.g., ‘robin’) may be a “good example” (“prototype) of a certain category
(‘bird’), while other members of that category (e.g., ‘penguin’) may only be
“sort of” like that category. This type of “typicality” structure appears to be
extremely common in the internal organization of folk categories. Psychological
research is showing that differences in judgements about “degrees of member-
ship” are often highly predictable, based on the extent of overlapping or inter-
secting semantic features (Tversky 1977). Models of categoriesas “fuzzy” sets or



CULTURAL KNOWLEDGE OF “MENTAL DISORDER” 75

as “prototypes” provide a more adequate way of representing diagnostic judg-
ments which are likely to be probablistic assessments of a cluster of symptoms
as possible examples of one or more diseases with varying degrees of likelihood
(Szolovits and Pauker 1978).

Far from being inconsistent with lexical studies of classification, “prototype”
models offer more of a refinement than an alternative to the study of folk
knowledge in terms of categorical structures. Basic categorical structures continue
to be analyzed in terms of relations of contrast and inclusion, although these
relations may be “fuzzy” rather than discrete. It is relations of inclusion of more
specific categories within more general categories which give classification
schemes their taxonomic character. Disease categories, like many other termino-
logical domains, contrast with one another at successive levels of generality,
forming taxonomic hierarchies in which two or more categories which contrast
with one another at one level are included in a single category at a higher level
(e.g., ‘depression’ and ‘anxiety’ are both ‘affective disorders’). One of the appeals
of the taxonomy model is that it describes a conceptual structure defined in
terms of set-theoretical relations of subset and superset which exhibit highly
regular logical properties. Taxonomic relations provide an economical structure
for the organization, storage and retrieval of complex knowledge from memory
which people use to discriminate and talk about a multitude of types of illness.
As a result, taxonomic structures have been a persuasive model in ethnographic
accounts of disease concepts. The seeming logical properties of illness categories
have also fueled attempts to specify formal models of medical diagnosis based
on classical, syllogistic types of reasoning (Fabrega 1972; Feinstein 1973; Miller
1975; Levin 1976).

Initial ethnographic studies which carried out systematic analyses of illness
categories as defined by diagnostic features and organized into hierarchical
structures noted specific shortcomings of the taxonomy model. The authors
of one of the few genuinely comparative studies in this area wrote that,

Our early attempts to discover how diseases are categorized were based mainly on analytic
models developed to describe domains of kin terms and plant names ... Attempts to
construct taxonomies resulted in shallow, nonexhaustive and cross-cutting structures ...
Informant responses tended to be idiosyncratic, and individuals frequently changed their
responses from one session to another (D’Andrade et al. 1972:10).

A taxonomic model is most useful in analyzing the use of words for classifica-
tion and diagnosis. This orientation is consistent with methodological approaches
subsumed under the rubric of “ethnoscience” — a term which implies that people
act as intuitive “scientists” in classifying the natural world. Although classifica-
tion is a fundamental and universal cognitive process, it is but one of the cognitive
tasks which people undertake in thinking and talking about illness. As D’Andrade
observed (1976:159—160)

.. . the characteristics that our informants discussed in the informal interview sessions and
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which formed the core of the different belief clusters appeared to be consequences and
preconditions of the illnesses rather than the features used to define them.

For example, salient aspects of Americans’ beliefs about, say, tuberculosis, may
include knowledge that it is contagious and serious, (see also Sontag 1978),
but only minimal understandings about the bacterial pathogens which distin-
guish it from other forms of infection. Unconstrained discourse about the
meaning of illness terms often does not refer to diagnostic features such as
organic symptoms. Fabrega and Silver noted that, “ ... to a Zinacanteco an
illness, regardless of its specific bodily correlates, ‘is’ or ‘means’ what it connotes,
mostly in terms of its severity and its socio-moral implications” (1973:112).
Observations such as these have led to a progressive broadening of the range of
cultural propositions examined as relevant to the conceptual organization of
illness knowledge.

PROPOSITIONAL MODELS: STRUCTURE AND PROCESS

In their attempts to discover the culturally relevant aspects of illness concepts,
ethnographers have broadened their analytic net to include whatever salient
propositions their informants state about illness (Colson 1971; D’Andrade et
al. 1972; Fabrega and Silver 1973; Clement 1974; Micklin et al. 1974; Good
1977; Young 1978). In other words, researchers have expanded their focus from
a study of the linguistic meaning of illness terms to one of the social and cultural
meaning of illness concepts. From this perspective, the study of illness concepts
is not so much a matter of specifying the way words designate categories, as
the way cognitive constructs interrelate to form coherent systems of cultural
knowledge. It is in this broadened notion of cutural meaning that Good has
developed the notion of “semantic network” to describe the interconnected
propositions which are frequently associated with specific, key types of illness
(1977, this volume).

Unlike Good who has derived models of “semantic networks” from data
collected in a survey of actual cases of illness, other researchers have examined
the cultural organization of illness beliefs by eliciting directly informants’ judg-
ments about salient propositions associated with specific types of illness. This
has been done by deriving a set of short statements regarded as culturally relevant
attributes of illness, ranging from statements about causality (‘is caused by
germs’), symptomatology (‘gives you a runny nose’), treatment (‘cures itself?),
consequence (‘is usually fatal’) or type of victim (‘afflicts children’). These
propositions are then “mapped” onto various types of illness by asking a sample
of informants to judge which propositions are characteristic of which diseases.
This approach produces a matrix showing which propositions are associated
culturally with which illnesses, as in the schematic drawing in Figure 1.

This type of data matrix may be used not only to analyze the relation of pro-
positions to illness categories, but also to analyze relations among propositions
or relations among different types of illness. So, for example, the conceptual
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structure of illness propositions may be examined on the basis of their relevance
for various kinds of illnesses. The extent to which any two propositions are
predicated of the same illnesses provides a measure of implicit similarity between
them which may be derived from the analysis of two-by-two tables such as that
shown in Figure 2.

wunmzrr =
nwomzrr =
wemzrr—

Proposition (1)

Proposition (2)

seecssssases

Proposition (n)

Fig. 1. Matrix of cultural propositions and iliness categories.

Proposition 2

iliness - a .
+| liness-b iliness - d
illness - ¢ iliness - e
Proposition 1
iliness - f
- no illnesses illness - g
illness - h

Fig. 2. Relation of two propositions based on their relevance for illness categories.

The measured similarities among all pairs of propositions reflect the cultural
organization of folk knowledge about iliness. The overall structure of similarities
among propositions may be represented in visual models with multivariate tech-
niques, such as hierarchical clustering and multidimensional scaling (D’Andrade
et al. 1972; Clement 1974; Young 1978). Figure 3 is an example of the kind of
representation of conceptual similarities among a set of illness propositions
produced by combined use of multidimensional scaling and cluster analysis
(from D’Andrade et al. 1972:33). The diagram depicted in Figure 3 is a two-
dimensional model which represents similarity relations among propositions
in terms of distance in space, and in terms of clusters which encircle propositions
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relatively more similar to one another. The arrangement of illness propositions in
a spatial configuration can be used as a heuristic device to interpret the cultural
significance or meaning of the conceptual organization of folk understandings of
illness. The configuration in Figure 3 reflects two major dimensions of cultural
knowledge about illness, “contagion™ and “seriousness,” which do seem to fit
American intuitions about salient aspects of illness.

21 skin
breaks out

25 can't

29 safer get again

as a child
26

affects children

18 can harm
fetus

9 treat
with drugs

16  spreads

1 serious

can catch
17  contagious

caused by germs

20 affects heart

( crippling 14 \

19 feel
run-down never get over 13
10  better by itself
27 affects 6 fromlow can’tb<7acured
most people resistance might
15
23 sore 22  runny not know
throat nose runs in family 5
3 from bad

from emotiongl upset

30
sign of old age

weather

28 affects
some people

Fig. 3 Similarity relations among American propositions about illness represented by multi-
dimensional scaling and hierarchical clustering (from D’Andrade et al. 1972:33).

The implicit similarities among illness types may be analyzed on the basis
of shared attributes using the same procedures as those discussed above. Combin-
ing these analyses can provide a representation of the “mapping” of salient
attributes onto illness types (D’ Andrade et al. 1972:41). In addition to examining
the similarities among illness-types or propositions, it is possible to analyze a
matrix of propositional judgments in terms of the pattern of agreement and
disagreement among respondents. This form of analysis can provide information
about the social distribution of medical knowledge in a given population (e.g.,
Clement 1974; Mitchell and Mitchell 1980). Quantitative analysis of the dis-
tribution of cultural knowledge about illness can be used to examine specific
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hypotheses, such as the degree to which medical knowledge is shared by healing
specialists and lay persons (Fabrega and Silver 1973: Ch. 7; Young 1979).

Ethnographic data in the form of propositional matrices are especially useful
for comparative research on the variation of illness knowledge within as well
as between cultures. However, there are also limitations in the adequacy of this
approach for the purpose of discovering the ways in which people think and
talk about illness in ordinary contexts. The type of conceptual model which
can be constructed from standardized propositional judgments is constrained
by the nature of procedures used to elicit judgments from informants. Among
the limitations imposed by this kind of task are: (1) the use of a fixed set of
illness categories and propositional frames which is usually obtained from only
a few individuals, and (2) the elicitation of judgments about the attributes
of illness categories in a one-at-a-time fashion which excludes the kind of social
and contextual contingencies which normally influence “everyday” thinking
about illness.

The use of a fixed set of iliness categories and propositional frames has the
virtue of standardization which has considerable advantages in comparative
research. However, any model of the conceptual organization of illness categories
will be a product of the particular items which are chosen, and would be changed
in possibly unforeseen ways by the deletion or addition of further categories.
Studies which have taken a more open-ended approach and simply asked in-
formants for synonyms or word-associations to illness terms demonstrate the
wide variety of potential propositions which may be obtained (Micklin et al.
1974; Tanaka-Matsumi and Marsella 1976). However, such free-response studies
generally rely to a greater extent on post-hoc categorizations of responses in
order to interpret their findings.

It is also likely that the self-conscious procedure by which illness categories
and propositional frames are obtained in an interview setting will lead to certain
kinds of items being over-represented and others being left out. One example
of this “situational skewing” is given by Clement (this volume) in her discussion
of Samoan explanations of mental disorder which avoid references to possession
by ‘spirits’ which may be deemed unacceptable by church representatives
or Europeans generally. In another example of elicitation difficulties, Sheila
Cosminsky (1977) has documented that informants tend to describe the causes
of illness differently depending on whether they are answering survey-type
questions, or are discussing illness in extended case studies. She found that
external conditions of weather, emotions and witchcraft were more often
mentioned as causes of illness in case studies, which also included more state-
ments about multiple causes than were obtained in the survey approach.

The elicitation of propositional judgments about illness in a one-at-a-time
fashion extracts judgments about symptoms, causes or consequences from
normal contexts in which multiple factors impinge upon the process of interpret-
ing illness. Data in this form reflect the early focus of ethnoscience on classifica-
tion, which tended to treat “questions and responses as chunks of verbiage
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isolated from their settings and speakers” (Frake 1977:2) in order to derive
abstract, formal models of indigenous categorizations of illness (see also Frake
1980). This approach may omit significant information about the social contexts
and purposes which influence “everyday” thinking about illness,

ILLNESS AND INFERENCE

The propositional approach aims at discovering the interrelation of illness
constructs in the form of overall similarities among propositions, as in Figure 3.
However, the similarity relations depicted in Figure 3 embody a static structure
of illness propositions which fails to represent the dynamic quality of cultural
knowledge which may be used in complex ways to interpret a seemingly infinite
variety of illness events. In order to look more closely at the various ways in
which illness propositions may be combined in American common sense reason-
ing about illness, D’Andrade (1976) developed a procedure to specify what
logical relations, such as implication (A implies B), exclusion (A contrasts with
B) or equivalence (A equals B), hold between different propositions. Essentially,
this procedure determines the existence of logical relations between any two
propositions by using 2 x 2 tables such as that shown in Figure 2 to compare
systematically their associations with various types of illness. So, for example, the
absence of any illnesses associated with proposition-2 but not with proposition-1
(as indicated by “no illnesses” in the lower left-hand cell of Figure 2) indicates
that if proposition-2 is predicated of a certain kind of illness, then by implication
proposition-1 is also true. The kind of implicational relations.obtained from
applying this procedure to illness judgments made by American college students
is shown in Figure 4 which represents a number of chains of inference which
are a subset of the overall relational analysis described above (see D’Andrade
1976 for more details).

The implicational structure shown in Figure 4 depicts reasoning processes
by which U.S. Americans, given some information about illness, might infer
additional properties, causes or consequences of that illness. In other words, it is
a generative model which specifies a much broader range of cognitive processes
than just the definition of illness categories in terms of diagnostic features. The
diagram represents culturally appropriate (“grammatical”) paths in common
sense reasoning used to construct meaningful interpretations of illness, However,
the model suggests that a “meaningful interpretation” is constituted by thought
processes which go well beyond the identification or categorization of symp-
tomatology (diagnosis). Also relevant are inferences about what type of person
is likely to be affected; what are the causes; what behavioral consequences may
result; what are appropriate treatments; and a host of other aspects of illness
experience. It is important to note that a model such as that in Figure 4 is far
from deterministic, but rather represents a range of possible inferences which
would be regarded as plausible or ““sensible” in the framework of folk knowledge.
The potential complexity of necessary, contingent and sufficient causes of
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Fig. 4. Inferences in American beliefs about illness (from D’Andrade 1976:175).

illness represented in the diagram reflect the multiple, interacting conditions
which impinge upon common-sense interpretations,

One of the most important types of inference to emerge from the implica-
tional analysis of American common sense theories about illness is that of
causal reasoning. This also proved to be the case in Good’s “semantic network”
analysis of the Iranian concept of “heart distress” which produced an entire
clustering of folk etiological constructs, The recognition that causal inferences
are a fundamental, indeed universal, aspect of folk knowledge of illness provides
a framework for the comparative analysis of common-sense reasoning about
illness. White (n.d.) used a query about ‘causality’ to elicit open-ended explana-
tions of several symptom complaints from both American and Hong Kong
Chinese in order to explore and compare causal inferences in the two cultures.
The use of a known, relevant inferential relation (‘causality’) as an elicitation
device, produced responses which are not constrained by a predetermined,
fixed list of propositions. However, inferences elicited in this way must be
further coded for relevant elements of meaning if the data are to be used for
quantitative or direct, comparative analysis. In the study by White (n.d.), this
approach revealed areas of similarity and contrast in cultural explanations
obtained from Americans and Chinese for a range of 30 problem statements,
some of which tended to confirm ethnographic characterizations of Chinese
as more “somatic” or “situational” in their explanations than Americans who
make greater use of psychological and affective constructs (See Kleinman
1980). An example of the format used to represent the results of comparative
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analysis of causal constructs associated with four types of problem statements
(symptom complaints) is shown in Figure 5. The problem statements are listed
in the center, with causal constructs used frequently by each cultural group
shown on either side (dotted lines indicate a statistically significant contrast
in the fequency with which one cultural group used a given construct in com-
parison with the other).

CAUSE (AMERICAN) PROBLEM CAUSE (HONG KONG)
BODY 23 Appem:?> BODY
e
_ —» 16 Weak e ——— SITUATIONAL PRESSURES
=" -
EMOTION 2. Sleeping g~ EMOTION

Fig. 5. Comparison of causal inferences about illness complaints among Americans and
Hong Kong Chinese (dotted lines indicate p < .05, Fisher’s Exact Test) (from White n.d.).

Causal inferences have long been described as the “backbone” of folk theories
of illness. The greatest emphasis in the ethnographic literature on medical beliefs
has been the description of indigenous explanations of illness. Although this
focus may over-emphasize the rational orientation of cognition (just as did the
ethnoscience emphasis on classification), it points to a universal preoccupation
with making sense, or giving meaning to illness events. As Fabrega (1974) has
written, people in many different (all?) societies sce occurrences of illness as
behavioral discontinuities or disruptions in people’s lives. A study involving
interviews with both healthy and sick people in the U.S. revealed that they
saw health as an

expected, normative, ‘natural’ property of human existence ... In contrast, iliness was
regarded as an intrusion, an external imposition that renders the person passive and power-
less (Herzlich 1973, cited in Haan 1979:118).

Illness, it seems, induces attempts to explain it; and folk theories of illness
provide the symbolic means by which to accomplish that task. Yet we know
very little about how different cultures organize explanations of illness as a
conceptual task. Most studies of cultural explanations of illness have given
either fragmentary or overly abstract typologies (e.g., Foster 1976) which specify
neither (1) the structuring of multiple causal factors, nor (2) the significance of
causal constructs for other aspects of reasoning about illness, such as the recogni-
tion of behavioral consequences (but see Fabrega and Hunter 1979) or health-
seeking decisions (see Young 1980). Promising exceptions to this state of affairs
include Kleinman’s (1974, 1980) formulation of a series of interrelated questions
often posed by folk “explanatory models”; Young’s (1976:16—17) discrimina-
tion of a least four types of etiological information evident in explanations
of illness cross-culturally; D’Andrade’s (1976) differentiation of ‘potential’,
‘sufficient’ and ‘contributory’ causal relations diagrammed in Figure 4; and
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Fabrega’s (this volume) distinction between ‘why’ (‘“‘causal”) questions and
‘how’ (“mechanism”) questions in cultural explanations.

One of the few instances of an attempt to explore the internal organization of
causal reasoning and construct an explicit model of the structure of indigenous
explanations of illness is given by Colson (1971a:29). The model, based on
Malay data obtained through a large number of interviews, is shown in Figure
5. The value of such a model is that it makes explicit the culturally-appropriate
(“allowable”) inferences about the causes of illness in a way which can be
checked and revised as additional interpretations of illness episodes are recorded.
This form of representation also entails a certain “generative” capacity, in that
it describes 717 possible (culturally appropriate) explanations of iliness (Colson
1971a:35). The model describes several varieties of both “immediate” and
“ultimate” cause which constitute four major types: “natural”, “supernatural”,
“unethical behavior”, and “inappropriate behavior”; and represents the inter-
relations among the various causal constructs. However, it purposefully excludes
any connections between these constructs and additional conceptual factors
such as types of symptom, illness or treatment choice. Although Colson writes
that, “An illness label is a summary of symptoms ... (which) can be the result
of numerous different ‘causes’”; and claims further that, “the ‘labeling’ of
a disorder does not specify or even imply an etiology” (1971a:28), it would
be surprising if his Malay informants normally ponder the full range of 717
possible causal sequences in explaining a given pattern of symptoms,

WiNd e
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Behavior
God a
Weakened l ‘Germs’ == |—4 Symptoms
Condition
Natural
Pathogens \
Physical
Inappropriate Trauma
Behavior
Spirits
Nﬂ:

> - |ndicates those points at which illness episodes may begin
Fig. 6. Malaysian theories of illness causation (from Colson 1971:29).

It is difficult to evaluate the above statement about the relation of etiology
and “labeling” without examples of actual medical discourse which illustrate
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the process of reasoning about illness and selecting among potential causal ex-
planations. Compare Colson’s statement above to Clement’s claim that ““Samoan
categories of mental illness are largely based upon knowledge of cause rather
than classification of symptoms ... the cause is implied in the diagnosis or
classification of the problem” (1974:253). Is this a matter of cultural difference,
or an artifact of different ethnographic procedures? How are we to decide?

In addition to implicational relationships between type of illness and causa-
tion, a number of studies have suggested that inferences about causation may
provide a basis for choice of treatment. For example, Fabrega and Silver observed
that,

... the distinctions made among illnesses on the basis of cause seem to correspond to
methods of curing ... The correspondence ... is salient enough to reinforce other in-
dications that concepts of cause and cure are intimately bound up with one another in
Zinacanteco medical beliefs (1973:230).

Their statement has been echoed by many ethnographic studies, including
Gaines’ description of decision-making by psychiatrists who * ... define prob-
lems (diagnose) in terms of their notions of etiology and from these notions
come their ideas about what to do about such problems so conceived” (1979:
410). Similar inferential relations described for widely different cultures suggest
that there are cross-cultural regularities in the cognitive processes which underlie
interpretations of illness, For example, in writingabout Kongo medical diagnosis,
Janzen (1978:189) notes that, despite marked differences in the definition
of illness,

The syllogism used is the same as in Western medicine: If symptom (or disease) 4 is not
cured by medicines W or X, then the affliction must be disease B, for which medicines
Y and Z are appropriate.

These cross-cultural similarities are echoed in Feinstein’s (1973:212) argument
that there are historical regularities in the form of diagnosis in Western medicine:

During the past century both ends of the diagnostic process [i.e., “input” (what counts as
evidence) and “output” (known disease entities)] have received many alterations, but
the internal rational pathway that connects input to output has retained the same general
purpose and format (Brackets added).

Ethnographic accounts suggest that cultural beliefs about the association
of cause and cure may be quite impervious to change on the basis of contradic-
tory evidence (Lieban 1976). For example, the fact that a Solomon Islands’
priest may not cure a particular instance of ‘spirit attack’ does not mean that
one believes less in the efficacy of priestly cures for ‘spirit attacks’. Rather, his
failure implies either that the treatment process was flawed or that the diagnosis
of ‘spirit attack’ is mistaken. Such inference-chains linking symptomatic expres-
sions of illness, causes and treatments appear to be extremely common cross-
culturally.
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Just as the ‘“‘health-seeking process” (Chrisman 1977) consists of goal-oriented
social behavior aimed at obtaining relief from illness, the ‘‘health-inferencing
process” is a sequence of cognitive operations through which existing informa-
tion about illness is used to pose relevant questions and fill in missing informa-
tion for a particular purpose, such as explaining a symptom-pattern, deciding
about appropriate treatment, or controlling negative consequences. This cogni-
tive process proceeds according to cultural beliefs about meaningful event
structures, (See Schank and Abelson (1977) for a more general discussion about
the episodic organization of common sense knowledge.) Narrative descriptions
of illness episodes as well as medical “cases”, the unit of professional discourse,
exhibit a definite processual structure with abundant evidence about the con-
ceptual relations which organize perceptions of health and illness. Just as actual
cases of illness have an episodic structure in which symptoms may change and
multiple treatments are pursued, the interpretation of illness is an active process
which may be revised repeatedly on the basis of social context, new information
about symptoms, or the success of a particular treatment. It is cultural beliefs
about “what goes with what”, “what causes what”, “what cures what”, etc.
which make some inferences or interpretations more plausible than others.
Studies which have constructed models of the sequential organization of “paths”
in cultural interpretations and treatments of illness (e.g., Lewis 1975:250;
Young 1976:16; Amarasingham 1980) indicate that processual models are a
useful format for representing the contingent, branching structures characteristic
of folk theories of illness.

THE CASE OF THE MISSING DOMAIN

The conclusion that “everyday” thinking about illness ranges far beyond diag-
nostic characteristics of disease is especially relevant for conceptions of mental
disorder, where the subject-matter is more explicitly behavioral and social.
Ordinary definitions of mental disorder are informed by cultural understandings
about personal, social and supernatural worlds. Ethnographic investigations of
conceptions of mental disorder cannot be bounded by a-priori definitions of
what is symptomatic of a problem, or what “counts” as a possible cause or
cure. The cross-cultural researcher may rightly ask, “What is “mental’ about
‘mental health’?”

It is the job of ethnographic research to discover the nature of the “tasks”
people are engaged in when they think and talk about mental illness. A recent
review of cognitive anthropology stated that, “ . . the ethnographer’s question,
‘What is going on here?” is not different from the psychologist’s question,
‘What thought processes are involved in this task?’ ””, and went on to argue that
theoretical debates about cultural beliefs have at times turned on the point of
what people are attempting to do in a given context involving “everyday”
thinking (Laboratory of Comparative Human Cognition 1978:66).

One of the major debates in psychiatry involves just such a question of
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task-definition. “Social-labeling” theorists such as Szasz (1961), Scheff (1966)
and Rosenhan (1973) have argued that interpretations of mental disorder by
lay people and psychiatrists alike are primarily a form of social control which
operates through culturally shared definitions of deviant behavior. This position
contrasts with the psychiatric model of mental illness which views the same
interpretive process as the diagnosis of an essentially medical disorder through
reasonably objective procedures, Of course, these differing views of mental
illness do not necessarily contradict one another, and one needn’t choose between
them. However, the issue of what definitions of mental disorder are all about
needn’t be left to armchair theorizing. Close attention to what people are
saying and doing when they talk about psychosocial problems can show to
what extent people are making evaluative, moral statements and to what extent
people are “problem-solving™ in the sense of attempting to explain and cope
with perceived illness.

There is abundant evidence to suggest that ordinary discourse about mental
disorder, at least in clinical settings, involves both sorts of ‘“task™, Analysis of
conversations between practitioner and client in “diagnostic” and “therapeutic”
situations indicates that much of what a client says is an attempt to define a
role for himself in relation to the practitioner or others outside the clinical
setting (Labov and Fanshel 1977; Caughey 1978). In contrast, Kleinman (1980:
105) suggests that individuals afflicted with illness commonly seek answers to
five types of questions which range from “etiology” to “treatment”. These
“questions” all presuppose that implicit “explanatory models” resemble closely
the medical process of diagnosing and treating disease. As Kleinman also ob-
serves, this type of illness-oriented problem solving is undoubtedly integrated
closely with clients’ social and moral preoccupations. Claims that one “task”
or the other, social control or medical treatment, predominates in cultural
interpretations of mental disorder have generally rested on thin ethnographic
ice. J. K. Wing has written that, ““ ... the two concepts of ‘illness’ — disease
theory and social attribution — exist side by side” (1978:19). One can only
agree, except to note that these “concepts” are by no means distinct or compart-
mentalized in common sense knowledge of illness.

One of the most promising areas of comparative research is the interconnec-
tion of these two aspects of common sense thinking about illness: implicit
“theories” of disease, and ethnopsychological “theories” of social behavior.
Conceptions of mental disorder must articulate with cultural conceptions of
the person and social reality. It is, universally, people who become ill or dis-
turbed. How this is viewed within a cultural community depends as much
on ideas about persons and social behavior as on ideas about disease (Hallowell
1967; Levy 1973; Selby 1974; Strauss 1977).

Comparative research on cultural conceptions of the person suggests that
Western views of the person as a “bounded, unique, more or less integrated
motivational and cognitive universe” are by no means universal (Geertz 1973;
Shweder and Bourne, this volume). The seemingly obvious notion that a person
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acts on the basis of a bundle of feelings, motives and intentions, housed within
the individual is, in fact, specific to a particular cultural way of looking at the
social world. Although it is risky to invoke the stereotype of Western society
as “individualistic”’, this seems an apt characterization of cultural themes which
organize American beliefs about persons and behaviors, in contrast with certain
non-Western cultures as argued by Shweder and Bourne (this volume) and
Murase (this volume). In the English-speaking world, the interpretation of
illness and social behavior is often “psychologized” by describing or explaining
it in terms of person-centric constructs like “mind”, “personality” and “emo-
tion”. This was a finding of the study by White (n.d.) mentioned earlier, in
which Americans made greater use of emotive constructs in explaining somatic
complaints than did Hong Kong Chinese (see Figure 5). It is important to
note that the “psychologization” of concepts of illness and social behavior is
by no means uniform in Western cultures (see Gaines, this volume). A number
of studies suggest that personal distress is expressed more frequently with
psychological constructs by White, educated and upper-middle class individuals
(Derogatis et al. 1971). Members of these populations are more frequently
judged “suitable for psychotherapy”, even when diagnosis is held constant
(Meltzer 1978).

Psychotherapy, especially psychoanalysis, which is embedded in Western
cultural traditions, attempts to treat mental disorder and alter deviant behavior
by probing the individual as a storehouse of past experiences, more or less in
isolation from his social environment (Pande 1968). Even when emotive con-
structs are employed in non-Western psychotherapies, they may only mediate
physical and environmental factors which are regarded as the root sources of
disorder (Wu, this volume). A recent study examining the type of interpersonal
problems expressed in psychotherapy chose to identify problem-statements on
the basis of sentencesin the general form “I can’t . . . (do something)” (Horowitz
1979). The use of these sorts of person-centric constructs in this study makes
a clear statement about the way in which even interpersonal problems are
phrased in an idiom focused on the individual as a unitary, active agent.

Comparative research is beginning to highlight some of the implicit character-
istics of Western concepts of personhood and social behavior which guide theory
building in both social science and psychiatry. Among the characteristics of
Western person-concepts which seem to influence cultural definitions of mental
disorder, is the primacy given to internal, mentalistic constructs (such as ‘minds’
and ‘personalities’) in explaining social events and psychiatric disorder. This
type of causal inference segregates the individual conceptually from perceived
influences in the external environment, both social and supernatural. Just how
different this person-centered mode may be in contrast to non-Western beliefs
is discussed by many of the authors in this volume, especially Shweder and
Bourne. Fabrega and Silver noted that * . . . systematic ideas about the structure
and function of the body are not important in Zinacanteco medical knowledge.
What are important are concepts of causality ... (1973:87); and “To some
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extent, Zinacantecos also lack the concept of self that is internally housed,
autonomous, and separate from the selves of other *“objects”, i.e., persons,
things, deities, or animals” (90). Similar observations have been made in a wide
range of ethnographic studies. For example, Janzen writes, “Kongo etiology
consistently draws the effective boundary of the person differently, more
expansively, than classical Western medicine, philosophy and religion” (1978:
189).

These fundamental characteristics of social perception may have pervasive
influences on the nature of cultural interpretations of mental illness. Given
an explanatory system not defined on the basis of autonomous individuals,
it is understandable that folk healing may focus more on relationships (with
other people, or with supernatural entities) than with processes internal to the
individual. This orientation is evident in the cultural form of certain kinds of
“therapy” in Santa Isabel, Solomon Islands. Both illness and social conflict
are “treated” with a ritualistic form of verbal and social interaction known as
‘disentangling’. A ‘disentangling’ session may focus on the ailments of one
individual, or on social strains evident in the community. In either case, ‘dis-
entangling’ sessions provide a context for the public discussion of conflicted
relations within a particular group (usually kinship), in order to locate the
social and interpersonal causes of illness. Close attention to the nature of con-
versation in such ‘disentangling’ sessions indicates that discussion of ‘emotion’
is aimed more at correcting “entangled” social relations than at describing the
internal states of individuals (White 1979, 1980; see also Ito 1978).

In global perspective, this sort of causal reasoning which “looks for” social
interdependencies in constructing accounts of illness or behavior, seems more
prevalent than the type of person-centric explanations typical of American
culture. The underlying logic or cultural rationale of ‘disentangling” sessions
in Santa Isabel is evident in a great many ethnographic accounts which have
noted “expanded” definitions of personhood which seem to encompass various
significant others, such that actions of one person (especially moral transgres-
sions) may have direct consequences (such as illness or misfortune) for other,
related persons. In these systems of belief, ill-health is one of the most potent
symbols of social conflict and moral transgression (see also Turner 1964).

It is important to note that such notions as conceptions of “the person”
are at least as susceptible to reification as conceptions of illness. There is a
growing amount of evidence that the way in which cultures define personal
and social worlds can have a definite impact on the course and outcome of
serious mental disorders, such as schizophrenia (IPSS 1973, Waxler 1979).
However, these observed differences in the outcome of treatment for schizo-
phrenia are “explained” on the basis of cultural constructs which have so far
not received a convincing, satisfactory account in ethnographic research. We
have almost no framework for conducting comparative investigations of social
perception in explicit linguistic or cognitive terms which would bring such
vague notions as “the self” or “the person” into the realm of ethnographic
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and experimental scrutiny. The study by White (n.d.) suggests that both within-
culture coherence and between-culture contrasts in folk explanations of illness
are linked to more fundamental assumptions about personhood and social
behavior. And the research reported by Shweder and Bourne (this volume)
indicates that it is possible to identify specific features of social cognition which
correspond with cultural variations in person concepts. In their analysis, the use
of personality trait words in contrast to situation-specific vocabulary in explana-
tions of social events, provides a reliable indication of cultural differences in
conceptions of the social universe. Continued development of our ability to give
adequate ethnographic accounts of social cognition may increase the role of
cultural variables in future mental health research.

CONCLUSION

This paper began by alluding to the influence of implicit cultural models on
the interpretation of mental disorder by lay persons and professionals alike.
Cultural knowledge structures people’s responses to those disruptive intrusions
which are labeled “illness” or “craziness” and which evoke attempts at explana-
tion. Although it is largely cross-cultural research which has produced an aware-
ness of the role of cultural models in illness behavior and mental health services,
the significance of such implicit models is by no means confined to “exotic”
or plural populations, Cultural beliefs about illness and social behavior are an
important ingredient in ordinary, “everyday” explanations of disorder as well
as in clinical judgments in mental health research and practice. It is through the
discovery and description of such cultural constructs that we may gain explicit
understanding of the cognitive and social processes which organize interpreta-
tions of and responses to illness events,

A review of methodological issues in the study of cultural models of mental
disorders shows that there have been few studies aimed primarily at describing
the conceptual organization of folk knowledge about illness, especially “mental
disorder”. Formal analyses of illness constructs have shown that it is possible to
study systematically the distribution of medical knowledge in specific popula-
tions. In addition, procedures have been devised to represent cognitive processes
which structure cultural reasoning about illness. However, formal models of
illness beliefs have often produced overly static and narrowly “medical” descrip-
tions of folk knowledge. Recent ethnographic approaches to the study of
“everyday” thinking about illness have included a progressively wider range of
cultural constructs which appear relevant to the kinds of inferences people
make about physical or behavioral disturbance. Comparative research suggests
that perceptions of mental disorder are informed by basic cultural assumptions
about the nature of personhood and social behavior. Further studies of the
linkages between specific types of illness beliefs and socio-moral constructs
may yield significant generalizations about mental disorder across cultures.
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RICHARD A. SHWEDER AND EDMUND J. BOURNE

DOES THE CONCEPT OF THE PERSON VARY
CROSS-CULTURALLY?

INTRODUCTION

Our concern in this essay is with other people’s conceptions of the person and
ideas about the self. Our aim is to interpret a widespread mode of social thought
often referred to as concrete, undifferentiated, context-specific, or occasion-
bound thinking, a mode of social thought culminating in the view that specific
situations determine the moral character of a particular action, that the individ-
ual person per se is neither an object of importance nor inherently worthy of
respect, that the individual as moral agent ought not be distinguished from the
social status s(he) occupies; a view that, indeed, the individual as an abstract
ethical and normative category is not to be acknowledged.

Our aim, we wish to emphasize, is to interpret an alien mode of social thought.
Thus, before we look at the person concepts of such peoples as the Oriya,
Gahuku-Gama, and Balinese we feel obliged to consider a more fundamental
question: In what terms should we understand the understandings of other
peoples and compare those understandings with our own?

For over 100 years anthropologists have tried to make sense of alien idea
systems. For over 100 years anthropologists have been confronted with all
sorts of incredible and often unbelievable beliefs, as well as all sorts of incredible
and often unbelievable accounts of other people’s beliefs. A review of the
history of the anthropological attempt to translate the meaning of oracles and
witchcraft, wandering and reincarnated souls, magical “therapies”, unusual ideas
about procreation, and all the other exotic ideational formations that have come
their way would reveal, we believe, a tendency to rely on one of three interpre-
tive models for rendering intelligible the apparent diversity of human under-
standings. These three interpretive models can be referred to as universalism,
evolutionism, and relativism.

There is a fourth model; perhaps it should be named confusion(ism).
Confusion(ism) calls for the honest confession that one fails to comprehend
the ideas of another. We will not have much to say about confusion(ism) in this
essay. We would, however, like to confess, right here, that not infrequently we
are left in a muddled condition, especially when we are told, without exegesis,
such incredible things as, e.g., the Bongo-Bongo believe that their sorcerers
are bushcats, their minds are located in their knees, and their father is a tree, or
when we read, e.g., that the Guki-Gama cannot distinguish between the products
of their imagination and the objects of their perceptions.

Many anthropological accounts lack intelligibility. One does not know what
to make of them; whether to treat them as accurate reports about the confused
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and/or erroneous beliefs of others or dismiss them as bad translations; whether
to search for common understandings hidden behind superficial idiomatic
differences; or whether, alternatively to generously assume that the ideas of the
other form a coherent system derived from premises, or related to purposes,
that the anthropologist has failed to appreciate. Although we will not have much
to say about confusion(ism) we would like to discuss, however briefly, the three
other deeply entrenched models of anthropological interpretation: universalism,
evolutionism, and relativism.

Universalists are committed to the view that intellectual diversity is more
apparent than real, that exotic idea systems, alien at first blush, are really more
like our own than they initially appear.

Evolutionists are committed to the view that alien idea systems not only are
truly different from our own, but are different in a special way; viz., other
people’s systems of ideas are really incipient and less adequate stages in the
development of our own understandings.

Relativists, in contrast, are committed to the view that alien idea systems,
while fundamentally different from our own, display an internal coherency
which, on the one hand, can be understood but, on the other hand, cannot be
judged.

The universalist opts for homogeneity. “Apparently different but really the
same” is his slogan. Diversity is sacrificed to equality; equal because not dif-
ferent! The evolutionist, however, opts for hierarchy. Diversity is not only
tolerated, it is expected, and it is ranked. “‘Different but unequal” is the slogan
of the evolutionist. The relativist, in contrast, is a pluralist, “Different but equal”
is his slogan; equality and diversity his “democratic’ aspiration.

UNIVERSALISM, EVOLUTIONISM, AND RELATIVISM: INTERPRETIVE
RULES OF THUMB

Universalists, evolutionists, and relativists all try to process information about
alien idea systems following rules of thumb peculiar to their interpretive model
of choice. Indeed, the universalist, evolutionist and relativist each has his way of
processing data to help him arrive at his desired interpretation.

Universalism

Confronted with the apparent diversity of human understandings, there are
two powerful ways to discover universals in one’s data: (a) emphasize general
likenesses and overlook specific differences (“the higher-order generality rule”):
and/or (b) examine only a subset of the evidence (“the data attenuation rule”).

1. The higher-order generality rule. Osgood’s (1964) investigations of universals
in connotative meaning illustrate the application of the “higher-order generality
rule”. Emphasizing the way things are alike, and ignoring the ways they are
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different, Osgood discovers that all peoples appraise objects and events in terms
of three universal dimensions, viz. good vs. bad (evaluation), strong vs. weak
(potency), and fast vs. slow (activity). The universals are discovered, in part,
by moving to a level of discourse so general that “God” and “Ice Cream” are
descriptively equivalent; both are perceived as good, strong, and active.

The tendency to overlook specific difference and emphasize general likeness
is ubiquitous among universalists. In Levi-Strauss’ mind (1963, 1966, 1969a,b),
for example, the distinction between, e.g., voiced/unvoiced (in phonetics), raw/
cooked (in the culinary arts), sexual reproduction/asexual reproduction (in the
Oedipus Myth), and exogamy/endogamy (in marriage systems) are all rendered
equivalent, each an example of a purported human tendency to think in terms
of binary oppositions [Is this a trivially true logical claim, or a false empirical
claim?]. For ethologists and sociobiologists it is “conversation” (in human
primates) and “barking” (e.g., in canine folk) that are voiced in the same breath,
each an example of a universal “signaling” function of communication systems
[What does a cow say? Moo! What does a sheep say? Baa! What does a person
say?], while for others it is “marriage” and “pair-bonding” whose general af-
finities are made much of at the expense of potentially significant grounds for
divorce [what ever happened to the “sanctity” of marriage?] .

2. The data attenuation rule. Not infrequently, the discovery of a universal is
the product of a sophisticated process of data restriction and data attenuation.
Berlin and Kay (1969), for example, discover universal prototypes for the
definition of color categories, and a universal sequence for the emergence of
a color lexicon. Their study begins with two applications of the data attenuation
rule. First, “color” classification is equated with the task of partitioning a
perceptual space, pre-defined in terms of hue, saturation and intensity (thus,
attenuating the referential range of the “color” concept as understood by,
at least, some cultures (Conklin 1955). Secondly, all color categories whose
linguistic expression fails to meet certain formal criteria (e.g., superordination,
monolexemic unity) are eliminated from consideration. The consequence of
the application of these two data attentuation rules is that 95% of the world’s
expressions for color and most of the world’s color categories are dropped from
the investigation.

A second illustration of the data attenuation rule can be found in Nerlove and
Romney’s (1967) work on universal cognitive processes underlying the forma-
tion of “sibling” terminological systems. A major finding of their study is the
universal disinclination of the human mind to process disjunctive categories
(e.g., it is rare to have the same “sibling” term apply distinctively to both a
younger sister and an older brother). Yet Nerlove and Romney consider only
one portion of the referential range of “sibling terms” (nuclear family referents).
Secure in the conviction that nuclear family referents are expandable prototypes,
they decide not to examine the application in many cultures of “sibling” terms
to such (disjunctive?) kin types as “cousins” etc.
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3. Universalism’s benefits and costs. There are benefits and costs to the adop-
tion of a universalist stance. A major benefit is the thrill of recognition[My God!
They’re just like me after all!] that comes with the identification of a significant
point of resemblance. An Azande consults the chicken oracle (see Evans-Pritchard
1937). “Will I be killed on my journey to Z? The chicken is administered a
magical “poison”. If the chicken dies it means “Yes”; if it lives, “No”. The
chicken lives. A second chicken is consulted. This time the chicken’s survival is
taken as a caution to stay at home. But, the chicken dies. Reassured, our Azande
goes on the journey to Z. He is murdered en route! Do the Azande doubt the
veracity of their oracle? No! Instead they explain away the event in one of two
ways. Counter-witchcraft was being practiced at the time of consultation, or
perhaps women, standing too close, had polluted the consultation grounds.
Should one fail to notice within these practices some of the methodological
concepts of the Western applied scientist (?), viz., reliability checks (double
consultations), interfering background variables (counter-witchcraft), and
measurement error (pollution). The idioms differ, but they are easily overlooked
in the light of the recognition that the Azande’s search for truth relies on prin-
ciples not unlike our own.

Universalism, however, has its difficulties. All too often the pursuit after a
“higher-order generality” is like searching for the “real” artichoke by divesting
it of its leaves (Wittgenstein 1958, paragraph 164). The “higher-order” sphere
is all too often a higher-order of vacuity, the air gets very thin,

Consider, for example, the concept of “justice” (“fairness” or “equity”).
Stated as a higher-order generality (“treat like cases alike and different cases
differently””) “justice” is a universal concept. Appreciate, however, the laundered
emptiness of this higher-order formulation. As Hart (1961:155) remarks: the
abstract concept of justice

cannot afford any determinate guide to conduct ... This is so because any set of human
beings will resemble each other in some respects and differ from each other in others and,
until it is established what resemblances and differences are relevant, ‘treat like cases alike’
must remain an empty form.

For example, Americans deny 10 year olds the right to vote, enter into
contracts, etc. This exclusion, however, does not violate our abstract concept
of justice. Quite the contrary, it indicates that we subscribe to the belief that
in certain crucial respects, children are different from adults (e.g., they lack the
information and judgement to make informed decisions, etc.). From a cross-
cultural and historical perspective there have been many places in the world
where, given received wisdom and without relinguishing the “higher-order”
concept of justice, the difference between male and female, Jew and Christian,
Brahman and untouchable, Black and White, has seemed as obvious to others
as the difference between an adult and a child seems to us. Unfortunately, alt
these concrete, culture-rich (“thick” if you will; see Geertz 1973) variations in
the way people treat each other get bleached out of focus in the ‘“‘higher-order”
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description of “justice” as an abstract universal. Universality of agreement wanes
as we move from higher-order abstract principles to substantive cases.

Application of the “data attenuation rule” has its costs, as well. These costs
are clearly understood by Berlin and Kay (1969:160) who note:

... it has been argued, to our minds convincingly, that to appreciate the full cuitural signif-
icance of color words it is necessary to appreciate the full range of meanings, both referential
and connotative, and not restrict oneself arbitrarily to hue, saturation, and brightness. We
thus make no claim — in fact we specifically deny — that our treatment of the various color
terminologies presented here is an ethnographically revealing one.

The path traveled by the universalist is rarely the one that leads to ethnographic
illumination; only occasionally does it lead to a powerful, context-rich universal
generalization. However, when it does it should not be scorned.

Evolutionism

Confronted with the apparent diversity of human understandings, evolutionists
rely on a powerful three-stage rule of thumb for ordering that variety into a
sequence of lower to higher (primitive to advanced, incipient to elaborated)
forms; viz., (a) locate a normative model (e.g., the canons of propositional
calculus, Bayes’ rules of statistical inference, Newton’s laws of motion, Rawl’s
theory of justice, Mill’s rules for experimental reasoning, etc.); (b) treat the
normative model as the endpoint of development; (c) Describe diverse beliefs
and understandings as steps on an ideational Jacob’s ladder progressively moving
in the direction of the normative endpoint (see e.g., Piaget 1966; Kohlberg
1969, 1971).

The normative model defines what it is to have an adequate understanding
(e.g., given that P - Q it is more adequate to conclude ~Q - ~P than to con-
clude ~P - ~(). Variations in thought are ranked in terms of their degree of
approximation to the endpoint. The image is one of subsumption, progress, and
hierarchical inclusion. Some forms of understanding are described as though
they were incipient forms of other understandings, and those other forms of
understanding are described as though they can do everything the incipient
forms can do plus more (see Figure 1a); post-Copernican astronomy replaces
pre-Copernican astronomy — experimental logic (Mill’s laws of agreement and
difference) replaces magical thinking (Frazer’s laws of contagion and similarity).
If the subsumed, less adequate form of understanding can also be time-dated,
i.e., linked to early periods in history and/or childhood, so much the better.

Evolutionism has its appeal. For one thing, it permits the existence of variety.
Instead of searching for “higher-order” equivalences it takes variety and dif-
ference at its face-value (and tries to assign it a rank). Secondly, it does provide
a yardstick (the normative model) for talking about progress. The vocabulary
of the primitive vs. modern, adequate vs. inept, better vs. worse, adaptive vs.
maladaptive, is highly “‘developed” in the evolutionist literature.
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newer ideas

older ideas

a. Evolutionism's image

older ideas . newer ideas

b. Relativism's Image

Fig. 1. Evolutionism’s and relativism’s image of relationship between historically sequenced
ideas (adapted from Feyerabend 1975:177-178).

Evolutionism, however, has its pitfalls. There is no normative model for many
domains of social thought — no way of saying whether one form of understand-
ing is better or worse than another. Which is better? A kinship system where
older and younger brothers are terminological distinguished, or one where the
distinction is not encoded? The mind boggles at the evolutionary presumption
of the question. Which is better? A policy for allocating resources based on the
principle “to each equal amounts” or one based on the principle “to each
according to his work (or “to each according to his needs™). There seems to be
no general answer (see Perelman 1963).

There is a second difficulty with the evolutionary model, viz., the problem of
“presentism”. “Presentism” is the tendency to perceive the ideas of others
through the filter of one’s own current concerns. This pattern of perception is
diagrammed in Figure 1b (see Feyerabend 1975). It is all too easy to unwittingly
rewrite (and distort) the historical and ontogenetic record on others’ ideas,
dropping out or overlooking those problems, ideas and principles which are
no longer of contemporary concern. This is especially true when one’s search
through the ideas of others is guided by a contemporary normative model.
But, consider the possibility that our ideas have succeeded the ideas of others,
not through a process of subsumption, betterment and advance, but rather,
merely by “giving up” on the problems, principles and concepts of our ancestors
(see the hatched in area of Figure 1b). “Presentism” obscures the historical
record, making it appear our ideas can do everything the ideas of our predecessors
could do, plus more, when all we may have done is shifted our field of interest,
and altered the questions to be answered.

Relativism

Confronted with the apparent diversity of human understandings, relativists
seek to preserve the integrity of the differences and establish the co-equality of
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the variegated “forms of life”. Relativists typically process evidence according
to two rules of thumb: (a) The “contextualization rule”’; and (b) The “principle
of arbitrariness”.

1. The contextualization rule. A primary goal of the relativist is to seek, and
display, more and more information about the details of other peoples’ objec-
tives, premises, presuppositions, standards, knowledge, meanings, etc. [the
famous “native’s point of view”] ; so much detail that the ideas and conduct of
others come to make sense given the “context” (premises, standards, etc.). Thus,
for example, Benedict (1946), in her classic analysis of Japanese culture, takes
bits and pieces of Japanese conduct in World War II, their lack of respect for
national sovereignty (e.g., the invasion of China and attack on Pearl Harbor),
the suicide bombings, the “mistreatment” of American prisoners of war, etc.,
and places them in a conceptual framework (the Japanese understanding of the
advantages and necessity of “taking one’s proper place” in a domestic, national
and international hierarchy of individuals, groups and nations), a conceptual
framework within which “militaristic expansionism” is redescribed as an obvious
remedy for international anarchy, and the “atrocities” of the camps redescribed
as a valorous contempt for materialism and scorn of “damaged goods”.

2. The principle of arbitrariness. A closely related goal of the relativist is to
show that equally rational folk can look out on the “same” world and yet arrive
at different understandings; the relativist must find a way for reason to leave
us a free choice. To the extent that no rule of logic and no law of nature dictates
what is proper or necessary for us to believe or value, that is, to the extent there
is an element of “arbitrariness” or “free-choice” in our understandings, to that
extent reason is consistent with relativism. Socrates may be right that the
concept of “truth” implies “one” not many, but there are many points in a
cognitive structure where questions of truth and falsity, validity, error etc.,
are simply beside the point.

Hence, the passionate interest among relativists in the types of ideas underly-
ing non-rational action, ideas that fall beyond the scope of scientific evaluation,
for example, constitutive presuppositions (Collingwood 1972) (e g., “all behavior
is motivated by a desire to maximize pleasure and minimize pain”; what could
possibly count as a disproof?), performative utterances (Austin 1962) (eg.,
“You’re fired”, “I dub thee ... ”; in such cases the problem of getting one’s
words to correspond to, or match, reality does not seem to arise) and other de-
clarative speech acts (Searle 1979) (e g., various acts of “definition”), categorical
judgments of value (e.g., Hempel 1965) (e.g., “Killing is evil” and other avowals
or expressions of a commitment to a norm of conduct) and, of course, Pareto’s
“sentiments” (1935).

Hence, the rejection among relativists of both the “innocent eye” (ie., “we
classify things as we do because that’s the way things are”) and the “absolute
given” (i.e., “we classify things the way we do because that’s the way people
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are””) (Goodman 1968; quoted phrases from Volney Stefflre: personal com-
munication). For the relativist, knowledge, at its limits, is without foundation;
what is of value and importance is a matter of consensus; social “facts” are
created not discovered, The world of the relativists is a world where objects
and events are not classified together because they are more alike than other
things; quite the contrary, the relativist argues, objects and events seem to be
alike because they have been classified together (Goodman 1972). And why
have those folk classified things together in that way? That, the relativist will
retort, “depends on their purposes”. And, why do those folk pursue the purposes
they pursue? That, the relativist will say, is a question for the historian.

3. Relativism’s benefitsand costs. Relativism, like universalism and evolutionism,
has its distinctive benefits and costs. Relativism is consistent with a kind of
pluralism or cognitive egalitarianism, a definite benefit, at least for some ob-
servers. Relativists provide us with a charitable rendition of the ideas of others,
placing those ideas in a framework that makes it easier to credit others, not
with confusion, error or ignorance, but rather with an alternative vision of the
possibilities of social life.

Relativism, however, has its problems. Despite its egalitarian intentions,
relativism ironically lends support to a world based on intellectual domination
and power assertion. The relativist views the understandings of others as self-
contained, incommensurate, ideational universes (i.e., “paradigms™): across
these universes there is no comparability, no common standard for rational
criticism (see, e.g., Rorty 1979). Consequently, if people change ideational
worlds (as they do) it can only be explained, by the relativist, in terms of domi-
nation, force, or non-rational conversion, And, if two or more peoples should
disagree, as they often do, the only means of adjudication is “force of arms”
— there is nothing to discuss. When “consensus” is the final arbiter of what’s
real, numbers count, and the powerful and/or the masses have their way.

Kurt Vonnegut, in his novel Slaughterhouse Five, points to relativism’s second
bane. Says Vonnegut:

I think of my education sometimes. I went to the University of Chicago for a while after
the Second World War. I was a student in the department of anthropology. They taught
me that nobody was ridiculous or bad or disgusting. Shortly before my father died he
said to me — “You know you never wrote a story with a villain in it.” I told him that was
one of the things I learned in school after the war.

AN ALTERNATIVE CONCEPT OF THE PERSON: THE PHENOMENON

Any observer of an apparently alien concept, belief, or value must address the
question: in what terms shall this understanding be understood? How shall
this idea be translated? In this section we describe an apparently alien concept
of the person — we introduce the phenomenon of interest. In the next sec-
tion we discuss universalist, evolutionary, and relativist interpretations of the
phenomenon.
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Many Western observers of some non-Western peoples have made note of
a distinctive apperceptive style or mode of social thought; it goes under a variety
of cognate descriptions — concrete, non-abstractive, non-generalizing, occasion-
bound, context-specific, undifferentiated, situational.

Levy (1973:24) illustrates this “concrete style” of social thinking by reference
to one of his Tahitian informants, Poria. Poria is asked to define the word
hoa which Levy glosses abstractly as “friend”. Poria, however, responds by
enumerating a list of restricted, context-dependent conditions:

A hoa — we love each other — I come and get you to go to my house so that we may eat
together. Sometimes we go and stroll together on the path. Sometimes I go to your house
to eat. Sometimes I want you to help me with my work. Sometimes I go to help you. Some-
times we joke with the girls.

Levy notes that “much of village behavior having to do with personal and
social description” is marked by an emphasis on ‘““contexts and cases” (262),
and is “oriented to richness of detail . ,.” (268). He believes that Poria’s think-
ing and the thinking of most Tahitian villagers involves “a calculus in which
terms are understood on the basis of a large number of contextual factors”
(262). Numerous other observers in Africa, Central America, New Guinea and
Central Asia (e.g., Werner and Kaplan 1956; Bruner et al. 1966; Piaget 1966;
Horton 1967; Greenfield 1972; Luria 1976) concur in the observation that
certain cultures perceive things (e.g., “an apple found in a store” and “an apple
found on the ground”) in terms of unique contextual features (e.g., time, place,
coterminous objects, co-occurent events, etc.) while failing to generalize across
cases or equate things in terms of cross-contextual invariances (e.g., they’re
both “applies”; see Price-Williams (1975:28) for an illuminating discussion of
concrete thinking). Informants either respond to questions about how things are
alike by enumerating the ways in which things are different, or else emphasize
the way objects and events fit together in functional complexes or action se-
quences, without abstracting a common likeness.

This same style of concrete, contextualized, non-abstractive, apparently
undifferentiated thinking is found in various cross-cultural reports about the
concept of the “person”. What is noted is a tendency to not abstract out a con-
cept of the inviolate personality free of social role and social relationship — a
tendency to not separate out, or distinguish, the individual from the social
context.

Geertz (1975:48), for example, asserts that

the Western conception of the person as a bounded, unique, more or less integrated motiva-
tional and cognitive universe, a dynamic center of awareness, emotion, judgment, and action
organized into a distinctive whole and set contrastively both against other such wholes and
against a social and natural background is, however incorrigible it may seem to us, a rather
peculiar idea within the context of the world’s cultures.

There is, he notes, in Bali
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... a persistent and systematic attempt to stylize all aspects of personal expression to the
point where anything idiosyncratic, anything characteristic of the individual merely because
he is who he is physically, psychologically or biographically, is muted in favor of hisassigned
place in the continuing, and, so it is thought, never-changing pageant that is Balinese life.
It is dramatis personae, not actors, that endure; indeed it is dramatis personae, not actors,
that in the proper sense really exist. Physically men come and go — mere incidents in a
happen-stance history of no genuine importance, even to themselves. But the masks they
wear, the stage they occupy, the parts they play, and most important, the spectacle they
mount remain and constitute not the facade but the substance of things, not least the self
(Geertz 1975:50).

Twenty years earlier, in a brilliant discussion of morality and personhood,
Read (1955) spoke in similar terms about the Gahuku-Gama of New Guinea.
The Gahuku-Gama conception of man “does not allow for any clearly recognized
distinction between the individual and the status which he occupies” (255).
The Gahuku-Gama do not distinguish an ethical category of the person. They
fail

... to separate the individual from the social context and, ethically speaking, to grant him
an intrinsic moral value apart from that which attaches to him as the occupant of a particular
status (257).

The Gahuku-Gama recognize “no common measure of ethical content which
would serve as a guide for the moral agent in whatever situation he finds him-
self”” (260). For the Gahuku-Gama, people

are not conceived to be equals in a moral sense: their value does not reside in themselves
as individuals or persons; it is dependent on the position they occupy within a system of
inter-personal and inter-group relationships (250).

What this means is that for the Gahuku-Gama being human per se “does not
necessarily establish a moral bond between individuals, nor does it provide an
abstract standard against which all action can be judged . . . ” (261). Rather, the
“specific context”, the particular occasion, “determines the moral character
of a particular action” (260). For example, the Gahuku-Gama believe it is wrong
to kill members of their own tribe

but it is commendable to kill members of opposed tribes, always provided they are not
related to him. Thus, a man is expected to avoid his maternal kinsmen in battle though
other members of his own clan have no such moral obligation to these individuals (262).

Dumont’s (1970:1, 9) observations on India almost sound redundant. He
warns us against “inadvertantly attributing the presence of the individual to
societies in which he is not recognized”, and he points to a relational, contex-
tualized “logic” in which justice consists primarily in “ensuring that the propor-
tions between social functions [and social roles] are adapted to the whole
[i.e., society as a primary, not derivative, object] .

Geertz, Read, and Dumont contrast Bali, New Guinea, and India with a
Western mode of social thought in which the “individual” is abstracted from
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the social role, and the moral responsibilities of this abstracted, inviolate in-
dividual are distinguished from his/her social responsibilities and duties. Read
(1955:280) puts it this way: In the West

the moral duties of the person are greater than any of the duties which the individual
possesses as a member of society. His moral responsibilities both to himself and others,
transcend the given social context, are conceived to be independent of the social ties which
link him to his fellows.

In the West, as Trilling (1972:24) so aptly remarks, the person, inviolate in
his self-image, supposes that he is

an object of interest to his fellow man [and worthy of respect?] not for the reason that he
had achieved something notable or been witness to great events but simply because as an
individual he is of consequence.

How are we to interpret this widespread mode of social thought in which the
individual is not differentiated from the role, and where the person achieves no
abstract, context-independent recognition?

THE PERSON IN CONTEXT: EVOLUTIONARY, UNIVERSALISTIC AND
RELATIVISTIC INTERPRETATIONS

The Evolutionary Account

In keeping with their respect for intellectual variety and their desire to rank
diverse forms along a scale of progress, evolutionary theorists argue that concrete,
occasion-bound thinking (in both the social and non-social domain) is unequally
distributed across cultures, and can be explained by reference to one of four
types of cognitive “deficits” viz., the absence of (a) cognitive skills; (b) intellec-
tual motivation; (¢) pertinent information, or (d) linguistic tools.

1. Deficit 1: Cognitive skills. Luria’s (1976) work illustrates the evolutionary
emphasis on the absence of cognitive skills. He argues that “for some people
abstract classification is a wholly alien procedure” (60), and he suggests that
illiterate, unschooled peasants in the Uzbekistan and Kirghizan regions of
Central Asia lack the skill to “isolate (abstract) a common feature” of things
“as a basis for comparison” (80—81). Luria credits schools with fostering the
ability to abstract, to generalize and to think scientifically (also see Bruner
et al. (1966) on schooling effects and Greenfield (1972) and Goody (1977)
on literacy effects).

Kohlberg (1969, 1971) adopts a similar approach. His evolutionary scheme
for the ethical category of the person would account for the occasion-bound,
socially contextualized person concept of the Balinese, Gahuku-Gama and Hindu
by locating it as a stage in the evolution of an adequate moral orientation in
which respect for the abstract person transcends social roles. Thus, for example,
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the Gahuku-Gama view that the moral value of life cannot be separated from
the social status of a person, and the cognate view that in a “catastrophe” im-
portant people, people of status should be saved first, would be interpreted by
Kohlberg as an early childlike form of understanding, an initial step on the
ladder ascending to the more mature recognition of universal respect for the
value of life per se. For Kohlberg, movement through the stages of his evolu-
tionary scheme is ultimately explained by reference to the development of
certain cognitive processing skills, e.g., the ability to differentiate, take the
perspective of another, and generalize.

2. Deficit 2: Intellectual motivation. Levy’s (1973:269—270) work illustrates
the evolutionary emphasis on intellectual motivation instead of cognitive skill.
Levy interprets concrete thinking as an adaptation to life in a “cultural cocoon”.
Tahitian villagers, he argues, are deeply “embedded” in their own mundane
daily contexts. They are not motivated to reflect upon the alternative cultural
practices that surround them (e.g., the Chinese) nor do they have any need
to conceptually locate their own customs in a more general comparative frame-
work. Consequently, much of Tahitian village behavior “having to do with
personal and social description” is marked by an emphasis on “contexts and
cases” (262), and is “oriented to richness of detail . .. (268). Levy speculates
that such contextual embeddedness is “not conducive to science [and abstrac-
tion] ” (269-270).

3. Deficit 3: Pertinent information. Horton’s (1967) evolutionary interpretation
explains concrete thinking by reference to informational limitations. Contextual-
embeddedness, he argues, is primarily a cognitive concommitant of living in a
“closed intellectual predicament”, one too limited in opportunities to become
aware of alternative visions of reality. Informational opportunities wax with
the development of external trade, literacy and urbanization, and thus these
three conditions, Horton argues, are conducive to the development of abstract
modes of thought. Also see Super et al. (1977) for a discussion of the informa-
tional conditions favoring abstract thought. They conclude that cultures that are
“materially simple will rarely require [abstract] categorical organization . . . ”

4. Deficit 4. Linguistic tools. It is occasionally suggested that concrete thinkers
are speakers of impoverished languages, viz. languages lacking general terms as a
symbolic resource (e.g., Jesperson 1934). Thus, e.g., in Tasmanian each variety
of gum-tree and wattle-tree has a name but there is no equivalent for the expres-
sion “a tree”, while in Bororo (the classic illustration) each parrot has its special
name but the general lexical entry “parrot” is absent. Deficient in their symbolic
resources, lacking general terms, speakers of such languages are said to be prone
to overlook the likenesses between things; hence the failure to abstract.
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The Universalist Account

Evolutionary theorists, as we have just seen, argue that some peoples are distinc-
tively concrete in their thinking; this distinctive mode of thought is explained
by reference to deficits in cognitive processing skills, intellectual motivation,
pertinent information, or requisite tools. Universalists, in contrast, are skeptical
of the claim that some peoples are concrete thinkers, others abstract thinkers.
From the perspective of the universalist, attributions of differential concreteness
(or abstractness) by one people about another are illusory, and amount to little
more than an indication that the category system of the observers fails to align
with the category system of the people observed.

There are three claims implicit in the universalist interpretation of concrete
and/or abstract thinking. First, it is argued that apparent evidence of concrete and
abstract thinking is equally present in all cultures (concrete vs. abstract think-
ing is not a variable that can be used to distinguish one culture from another).
Secondly, it is argued, the attribution of concreteness or abstractness to other
people’s thinking is the inevitable result of the confrontation between uncali-
brated conceptual systems. More specifically, the universalist argues, we describe
other people’s thinking as concrete when they overlook likenesses or truths that
we emphasize ; we describe their thinking as abstract where they emphasize like-
nesses or truths that we overlook. Finally, it is argued, since no one conceptual
system can take note of, or encode, all possible likenesses, or record all possible
truths, where conceptual systems clash there will always be areas of both ap-
parent concreteness and apparent abstractness. The work of Kroeber (1909)
and Frake (1972) illustrates the universalist interpretation.

Frake’s (1962) universalist argument is advanced against the evolutionary view
of Jesperson (1934) that the mind of the “primitive” is concrete (overlooks
likenesses) in its classification of flora and fauna [remember those “parrots”].
Ironically, Kroeber’s (1909) universalist argument is advanced against the
opposite evolutionary view (Morgan: 1871) that the mind of the “primitive”
is excessively abstract (overlooks differences) in its classification of kinsmen
(e.g., a “father-inlaw” and a “grandfather” are similarly labeled in the Dakota
language).

It would be a mistake to conclude from this irony that primitive termino-
logical systems are concrete when it comes to plants and animals yet abstract
for kinsmen, Rather the main point of the universalist interpretation is that the
contrast between concrete and abstract systems of classification is an illusion
that:

. .. hasits origin in the point of view of investigators, who, on approaching foreign languages,
have been impressed with their failure to discriminate certain relationships [e.g., father-in-
law and grandfather] between which the languages of civilized Europe distinguish, and who,
in the enthusiasm of formulating general [evolutionary] theories from such facts, have
forgotten that their own languages are filled with entirely analogous groupings or classifica-
tions which custom has made so familiar and natural that they are not felt as such [eg.,
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overlooking the difference between cousins older and younger than oneself and denoting
them both with the same term] (Kroeber 1909:77).

Frake (1962:75) makes a similar point. He remarks that there is “no neces-
sary reason” that other people should heed those particular attributes which,
for the English-speaker, make equivalent all the diverse individual organisms he
labels “parrots” [see Findley 1979 for an example of the way attribute selection
can radically influence which organisms get categorized together]. As Frake
notes, any comparison of unaligned category systems will reveal cases where the
others’ thought seems quite concrete (they overlook likenesses that we empha-
size) as well as cases where their thought seems quite abstract (they emphasize
likenesses that we overlook).

To this point we have described the “logic” of universalist, evolutionary
and relativist understandings of other people’s understandings, and we have
characterized the evolutionary and universalist interpretations of concrete,
context-dependent, occasion-bound thinking. We now focus our attention
on one specific example of concrete thinking, that is, occasion-bound social
thinking, more particularly, the concept of the context-dependent person.
In presenting the results of a cross-cultural study of person description in India
and the United States, we display our reasons for rejecting the evolutionary
and universalist interpretations of the Hindu, Balinese, and Gahuku-Gama
context-dependent person concept. Finally, we construct an alternative, rela-
tivist interpretation which argues that the context-dependent concept of the
person is one aspect of a broader sociocentric ““‘organic” (or holistic) conception
of the relationship of the individual to society. It is a feature of holistic thinkers
that “units” (organs, body parts, groups, individuals, etc.) are believed to be
necessarily altered by the relations into which they enter (Phillips 1976). We
argue that concrete thinking (as a general phenomenon) is a by-product of
the commitment to a holistic world view, and we discuss the implications of
the sociocentric organic conception of the individual-social relationship for the
developing ego’s view of its-“self”.

CONTEXTS AND CASES: A STUDY OF PERSON DESCRIPTION IN INDIA
AND THE UNITED STATES

€

It is by reference to “contexts and cases” that Oriyas in the old town of
Bhubaneswar (Orissa, India) describe the personalities of their friends, neighbors,
and workmates. These personal accounts of Oriyas are concrete and relational.
They tell you what someone has done; behavioral instances are often mentioned.
They tell you where it was done. They tell you to whom or with whom it was
done. The descriptive attention of Oriyas is directed towards the behavioral
context in which particular behavioral instances occurred, e.g., “whoever be-
comes his friend, he remembers him forever, and will always help him out of
his troubles (Jaha sange thore sango hoichonti, tanku sobudino pain mone
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rokhithanti o tankoro jodi kichi subidha hue, taku dobaku cesta koronti)”,
“has no cultivatable land, but likes to cultivate the land of others (Caso jomi
nahi, othoco poros jomi casa koribaku bholo paanti)”, “when a quarrel arises,
cannot resist the temptation of saying a word (GondogoLotae hele pode nokohi
rohi paronti nahi)”, “will talk right in the face of even a British Governor (laat
saheb hele modhoys muhe muhe jobab diyonti)”, “comes forward whenever
there is an occasion to address a public meeting (Sobha somitire kohibaku
agua)”, “behaves properly with guests but feels sorry if money is spent on them
(Bandhu bandhobo asile bholo byosboharo dekhanti, kintu tonka poisa khorco
hele dukho koronti).”

This concrete-relational way of thinking about other persons differs from the
abstract style of our American informants. Americans tell you what is true of
a person’s behavior (e.g., he’s friendly, arrogant, and intelligent) while tending to
overlook behavioral context. Below we discuss the results of a comparison of
Oriya and American personality descriptions. As we shall see, the striking
tendency of Oriyas to be more concrete and relational than Americans does
not readily lend itself to evolutionary interpretation in terms of either (a) rela-
tive amounts of formal schooling; (b) relative degrees of literacy; (c) relative
socio-economic status; (d) the presence or absence of abstract terms in one’s
language; (e) the absence of skills of abstraction among Oriyas; or (f) relative
awareness of alternative behavioral contexts or variations in behavior.,

The concrete-relational style of Oriya social thought seems unrelated to
variations in cognitive skill, intellectual motivation, available information and
linguistic resources. By elimination, we are led to consider the way a culture’s
world view and master metaphors per se influence the relationship between what
one thinks about and how one thinks. We consider differences in Indian and
American conceptualizations of the relationship of the individual and society
with special reference to the sociocentric organic vs. egocentric reductionist
view of “man-in-society”.

Methodology

1. Informants. The 17 informants in the American sample came from three
separate groups: (1) counseling psychologists (3 women, 2 men); (2) a college
fraternity (6 men), and (3) nursery school teachers (6 women). In each group
they had known each other for at least one year. Their ages ranged from 19 to
47, and they all had received or were about to complete a college education.
They all lived in or around Chicago, Illinois. Socio-economically they were
predominantly middle-class.

The 70 Indian informants resided in the old town of Bhubaneswar, Orissa.
They were selected on the basis of caste criteria as part of a general enquiry
into household composition and caste interaction patterns. Thus, the full range
of the local caste hierarchy was represented. With two exceptions the Oriyas
were all males and spanned a wider age range than the Americans (18—70).
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Educational variability among them was also greater, ranging from no formal
education to the attainment of the M.A. degree. Seventeen informants had no
education at all. Eighteen informants were illiterate.

Caste, formal schooling and literacy are not orthogonal in the Indian sample.
Informants from the lower castes tend to be less educated and illiterate although
there are a number of informants from the upper castes who are literate but
relatively unschooled. The confounding of caste, literacy and schooling in the
sample is less worrisome than it might at first appear. The cultural differences in
concrete-relational thinking, to be reported below, are stable across the entire
Indian sample and do not vary by caste, education or literacy. Unschooled,
illiterate untouchables and highly educated, literate Brahmans differ from
Americans in the same way and do not significantly differ from each other.

2. The task. Informants in both populations responded to the task of describing
a close acquaintance. However, in the Indian group each informant described
up to three friends, neighbors, or workmates, whereas in the American group
each described the other four of five members of his/her group. There were also
slight differences in the instructions and format of the descriptive task between
the two cultures, an inevitable consequence of the fact that they had originally
been associated with independent studies. Indian informants were presented
with the instructions: Tankoro coritro, prokruti, o byoboharo bisoyore mote
bhalobhabore kuhontu, (Tell me in depth about so-and-so’s character, nature
[personality] and behavior), whereas Americans were asked: “How would
you characterize so-and-so’s personality?” Indians could respond in as many
or few ways as they chose (they averaged between seven and eight descriptive
phrases) whereas Americans were asked to provide 20 descriptive sentences
or phrases. Finally, Indians responded orally while Americans wrote out their
description.

Because these procedural differences could have interacted with the cultural
difference observed on the various dependent variables (see results section),
the following “ex-post facto” study was done with a sample of 10 Americans.
Informants were divided into two groups and given one or the other of the two
instructions mentioned above. In each of these groups some informants were
permitted to make as many responses as they wished, the others told to give 20
responses. All responses were given orally. While the different instructions had a
slight, statistically nonsignificant effect on the tendency of informants to give
concrete or abstract descriptions, this effect was nominal in comparison with
that associated with cultural differences, as reported in the results section.

3. The coding of descriptions. To facilitate coding, all descriptions were broken
down into constituent sentences. Where a sentence was compound or complex,
it was further broken down into units each of which contained no more than
one subject-predicate-object sequence. These units were subsequently referred
to as “descriptive phrases”. Each descriptive phrase was typed onto a 3 x 5
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card. In this fashion a total of 3,451 descriptive phrases for both cultures was
obtained.

A coding system was developed to enable judges to decide on the presence or
absence of a number of features related to concrete thinking, in particular (a)
descriptive reference to abstract traits; (b) descriptive reference to concrete
action; (c) descriptive incorporation of contextual qualifications.

An abstract trait reference (abbreviated “7T”) was operationally defined as
any attribute that answered the question, “What kind of person is the ratee?”
The judgment was made independently of the presence or absence of contextual
qualifications in the descriptive phrase. Thus “she is stubborn” and “she is stub-
born about family matters” would both be coded “T” although the final coding
for the two phrases would differ in the specification of additional contextual
qualifiers.

An action reference (“A”) answered the question, “Is this something the
ratee does?” This judgment also was made independently of the presence or
absence of contextual qualifiers. Thus, “she uses dirty language” and ‘‘she
uses dirty language when her friends give her advice about family matters”
would both be coded “A4” though they differ in the specification of additional
contextual qualifiers.

Pure emotive-evaluative terms (“7E”) such as “he is a good man” were
not considered traits (“7”) in our final analysis. One reason for drawing the
distinction was the reference to (moral) “character” (“coritro™) in the Oriya
instructions. This tended to elicit a ritualized initial response from most in-
formants. They would first say “he is a good man” or “he is not a good man”
and then go on with their description. “TE” phrases in both the American and
Oriya descriptions were dropped from the analysis discussed below. The total
number of descriptive phrases actually analyzed numbered 3,209 (1,524 Oriya,
1,685 American).

Contextual qualifications were coded under the following categories:

Personal Reference: (a) reference to a specific individual, often denoted by a proper or
common noun (e.g., “he gets angry with his father”) coded “P1”, (b) reference to a specific
group of others (e.g., “he makes fun of his family”) coded *P2”, (c) reference to people
or others in general (e.g., “he is honest with others™) coded “P3”, (d) reference to the
person described himself (e.g., ‘“‘he gets angry with himself””) coded “SR’’, (e) reference to
the rater (e.g., “‘he gets angry with me”) coded “RR”.

Qualification: (a) temporal: statement of when or how frequently the attribute occurs
(e.g., “last year he did favors frequently”) coded “time”, (b) locale: statement of where or
in what location the attribute occurs (e.g., “At school she puts on a front”’) coded “place”,
(c) general qualification: any statement of the conditions under which an attribute occurs
or obtains (e.g., “He gets irritable if provoked™) coded “‘qual”, (d) inferential qualification:
statement of the conditions under which the rater makes the attribution (e.g., “judging from
what others say, he is reserved”) coded “inf”, (e) any phrase which states an action, trait,
etc. without qualification is coded “No qualification” (Noqual).

A coding category called Miscellaneous Types allowed us to make more
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refined judgments about the presence or absence of references to traits of
actions:

Miscellaneous Types: (a) a reference to what the ratee likes (L or LA), (b) wants, seeks, or
desires (D or DA), (c) experiences (E or EA), (d) feels (F or FA), (e) is interested in (I or
IA), (f) is capable of or able to do (C or CA), (g) values (V or VA), (h) a reference to what
type of person the ratee is (e.g., “he’s a joker, a friend,” etc.) (R), (i) a reference to the
social role the ratee fills (e.g., “he’s a leader,” “he’s a teacher,” etc.) (R social), or (j) a re-
ference to the physical characteristics of the ratee (Phys).

The coding system provided explicit criteria, with positive examples, for the
identification of all the preceding categories. Phrases which were refractory to
any of the categories were coded “questionable” (?). Two illustrations of a
descriptive “phrase” and its coding according to the above system follow:

(a) “He jokes with his friends” (Coding: 4, P2).
(b) “She is stubborn” (Coding: T, Noqual).

Several composite categories consisting of combinations of those listed above
were also defined. These categories can be arranged along two dimensions of
abstractness — concreteness, which, following Levy (1973), we shall label
“Cases” and “Contexts”. They are defined as follows:

Cases: The contrast between trait-type references (“7” or “R™ or “RSocial”) (e.g., “he
is a leader”), on the one hand, and action references (“4” or “LA” or “DA”) (e.g., “he
lends people money™), on the other hand.

Contexts: The contrast between context-free references (“Noqual”) e.g., (“he is verbally
abusive™), on the one hand, and context-dependent references (“P,” or “P,” or “P3” or
“time” or “place™) e.g., (“he is verbally abusive to his father-in-law whenever they meet at
his home™), on the other hand.

4. Reliability and the determination of consensual codings. Four judges, all
graduate students, were trained to use the coding system. At least two judges
independently coded all 3,451 phrases comprising the basic data. In a majority
of cases three or all four of the judges coded the phrase.

Judges were originally asked to provide their first, second, third, etc. alterna-
tive codings of a phrase in cases where there was some ambiguity about the
correct coding. Only the first coding of each judge was used in our study. If
anything, this reduced intercoder agreement (reliability) from what it would
have been if the “closest” codings of a phrase among all of the two, three, or
four judges’ several alternatives had been used.

For the final data analysis it was necessary to arrive at a single, common
coding for each phrase. Two alternative procedures suggested themselves at this
point: (1) judges might have discussed the discrepancies among their independent
codings for each phrase and achieved a consensus or (2) a mechanical procedure
could be used to derive a “consensual coding” from among the two to four
alternatives for each phrase. The latter procedure was chosen for two reasons.
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First, time considerations advised against the laborious process of having judges
reconcile their differences for each of the 3,451 phrases. Secondly, a mechanical
procedure ensured that exactly the same impartial procedure would be applied
to each set of alternative codings for a phrase. Otherwise consensual codings
would have been based upon the subjective decisions of different combinations
of judges.

A computer program was devised to consider the alternative codings for a
particular phrase and include in the final, consensual coding, any category (i.e.,
trait, action, personal reference, etc.) which occurred in 2 out of 2 independent
codings, 2 out of 3, 3 out of 3, 3 out of 4, 4 out of 4 (thus, e.g., excluding cases
where the category occurred in only 2 out of 4 codings). To illustrate, suppose
four judges’ codings of a particular item were as follows: (1) T, P3, time, qual;
(2) T, P1, qual; (3) R, P3, qual; and (4) T, qual. The consensual coding here,
on the basis of the above criterion, would be “T, qual”.

Out of a total of 3,451 phrases, this procedure achieved a consensual coding
for 3,290 phrases or 95% of the corpus. This in itself suggests a relatively high
level of interjudge agreement. Interjudge reliability was operationalized more
precisely, however, by determining the percentage out of the total number of
instances of all categories among the alternative codings of a phrase which were
represented in the consensual coding. To illustrate, in the above example the
two categories comprising the consensual coding — “7T” and “qual” — occur
seven times among the various alternative codings. Since the total number of
instances of all categories among the alternatives is 12, it follows that 7/ 12, or
approximately 58% of the alternative codings, are represented in the consensual
coding. In brief, this particular reliability index estimated the proportion of
variance among the alternative codings which was “common” or consensual.

Averaging over the interjudge reliability estimates for the total of 3,290
phrases for which consensual codings were obtained, the mean estimate was
found to be 77%. This level of agreement seems both satisfactory and surprising,
given the difficulty the judges reported in applying the coding system.

5. Data analysis. With the consensual codings of phrasesavailable, it was possible
to compare the frequency and proportion of occurrence of any category between
the two cultures or among caste, literacy, or educational groups within India.
This constituted the first step of the data analysis.

Chi square tests were performed to test the significance of the difference
in frequencies observed for each comparison from the expected frequency. The
major results are reported in the following section.

The second step of the data analysis examined the relationship between the
two composite categories representing the “cases” and “contexts” dimensions
of abstraction discussed above. Each dimension was dichotomized. The “cases™
dimension was scored 1 or 0 depending upon whether a particular phrase con-
tained a trait, type, or social role attribution (T, R, Rsocial) or any of the
action attributions included under the composite category (A4, LA, DA) (see the
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section on the coding system above). The “contexts” dimension was scored 1
if the phrase contained any instance of the category Py, P,, P, time, place, and
0 if it contained no qualification (i.e., was coded NoQual).

Results

1. Contexts. Oriyas are more likely to say “‘she brings cakes to my family on
festival days”. Americans are more likely to say “she is friendly”. Contextual
qualifications having to do with personal reference (“P, ”, “P,”, “P3”), “time”
and “place” each occur significantly more often in Oriya descriptions of per-
sonality (p =< .001 for all five variables). American descriptions are noteworthy
for the frequency of descriptions that are entirely unqualified by context
(“Noqual™) (p = < .001). There are two exceptions. Americans use more self-re-
ferential qualifiers (“SR™) (e.g., “she is beginning to accept herself”’; “he is hard
on himself”’) than Oriyas (p =< .001). Americans also use more inferential qual-
ifiers (“inf) (e.g., “judging from what others say, he is very reserved”) (p =
< .001). Earlier we discussed a composite variable entitled “Contexts” (P,, P,,
P,, time, place vs. Noqual). The ratio of context-free to context-dependent
phrases is 3 to 1 in the American descriptions and 1 to 1 in the Oriya descriptions.

2. Cases. Oriyas tell you what someone has done, e.g., he shouts curses at his
neighbors. The emphasis is upon behavioral occurrences or “cases”. Americans
tell you what is true of what someone has done, e.g., he is aggressive and hostile.
Americans describe personality by means of trait (“T”) (e.g., “friendly”) and
type (“R”) (e.g., “a friend”) concepts (p = < .001). Oriyas describe personality
by reference to actions (“A4”, “LA”, “DA”) (p = < .01 for all three variables).
The only time Americans are more likely than Oriyas to mention what someone
does is when they describe a person’s capabilities (“C4”; p = < .05) or interests
(“LA”;p =< .01).

Earlier we discussed a composite variable entitled “Cases” (4, L4, DA, vs.
T, R, RSocial). The ratio of abstractions to actions is 3 to 1 in the American
descriptions but only 1 to 1.8 in the Oriya descriptions.

3. Contexts and cases. Case reference and context reference are not entirely
independent descriptive acts although their associational relationship, while
statistically significant (p = < .001) is only weak to modest (Phi = .30 for
the Oriyas and .18 for the Americans). The relationship can be summarized
as follows: There is a greater tendency to contextualize descriptions that make
reference to a behavioral case. One is more likely to contextualize “he curses”
[his  mother-inlaw] than “he is aggressive” [to his motherinlaw]. “He is
aggressive” is more likely to stand alone. We emphasize again that the positive
association between cases and contexts is weak to modest.

Discussion

Oriyas are more concrete than Americans in their descriptions of personality.
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80% of Oriya descriptions are either contextually qualified (P,, P,, P, time,
place) or make reference to a behavioral instance (4, LA, DA) (in contrast to
56% for the Americans). 46% of American descriptions are both context-free
(Noqual) and abstract (7, R, RSocial) (in contrast to 20% for the Oriyas). This
result compares favorably with the findings of Fiske and Cox (n.d.). When
American informants were asked to describe someone “so that someone else
would know what it’s like to be around this person” 40% of the items were
abstract traits. Trait attributions were twice as frequent as references to be-
havioral patterns.

How is this cross-cultural difference in the thinking of Americans and Oriyas
to be explained? We believe that each of the following plausible evolutionary
hypotheses is not supported by the evidence.

1. Hypothesis 1: The Oriyas have less formal schooling than the Americans.
Therefore, they are more concrete.

Formal schooling is often viewed by evolutionary theorists as a condition for
the development of skills of abstraction (e.g., Bruner et al. 1966; Luria 1976).
Considered as an aggregate the Oriyas are less educated than the Americans. 24%
of the Oriya descriptive phrases came from informants who had never been to
school. 65% came from informants with less than three years of schooling.
Nevertheless, the relative concreteness of the Oriya personality descriptions
is not related to this difference in education. Table I shows that the descrip-
tive phrases elicited from Oriyas with an educational level comparable to the
Americans (beyond high school) are more concrete than the American descrip-
tive phrases. In the Oriyan sample concreteness does not significantly vary across
educational levels for either “cases” (p = n.s.) or “contexts” (p = n.s.). Concrete
thinking in the personality domain transcends variations in formal schooling
experience. See Table II.

2. Hypothesis 2: The literacy level of the Oriyas is less than the Americans.
Therefore, they are more concrete.

Literacy is often cited by evolutionary theorists asa condition for the develop-
ment of skills of abstraction (e.g., Greenfield 1972; Luria 1976; Goody 1977).
The overall literacy level of the Oriyas is certainly less than the Americans. 25%
of the Oriya descriptive phrases were elicited from entirely illiterate informants.
Nevertheless, this relative difference in literacy levels does not explain the
relative concreteness of Oriya descriptions of personality. Literate and illiterate
Oriyas do not significantly differ in the relative concreteness of their personality
descriptions for either “cases” (p = ns.) or “contexts” (p = ns.). Concrete
thinking in the personality domain transcends variations in literacy in Orissa.
Moreover, if the illiterate Oriya informants are eliminated from the sample, the
difference in concrete thinking between Americans and literate Oriyas continues
to be significant. See Table I.
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3. Hypothesis 3: The Oriyas are of lower socio-economic status than the Amer-
icans. Therefore, they are more concrete.

Social and economic impoverishment is sometimes cited by evolutionary
theorists as a condition retarding the development of skills of abstraction (e.g.,
Luria 1976). Considered as an aggregate, the Oriya sample is probably of lower
socio-economic status than the American. We say “probably” because the notion
of relative socio-economic status is difficult to apply in a comparison of India
and the United States. A high status Brahman can be relatively impoverished
without serious threat to his/her caste position. Wealthy and powerful informants
can come from middle-level or even relatively low-status castes. However, since
16% of the descriptive phrases came from Bauris, an untouchable or so-called
“scheduled” caste, and since these informants were uniformly impoverished,
it seems safe to conclude that by most standards the Oriyas, as an aggregate,
are not as high status as the Americans. '

Socio-economic status, an elusive cross-cultural yeardstick, does not seem to
explain the relative difference in concrete thinking in the personality domain
between the two cultures. Within Orissa, concrete thinking does not vary by
caste status for either “cases” (p = n.s.) or “contexts” (p =n.s.). A comparison
of Brahman informants to American informants continues to reveal a cultural
difference in concrete thinking. Brahman informants differ little from the
overall Oriyan sample (see Table I). In fact, the truly remarkable feature of
Tables I and II is the stability of the evidence of concrete thinking across all the
Oriyan sub-samples. In Orissa the concrete style of personality description
transcends variations in education, literacy and caste.

4. Hypothesis 4: Concrete-Abstract thinking is a global cognitive process variable
that distinguishes Oriyas from Americans. Oriyas lack the skill to abstract or
generalize across cases.

5. Hypothesis 5: The Oriya language lacks general terms with which to refer
to individual differences in behavior. Therefore Oriyas are deficient in linguistic
resources for generating abstract descriptions of personality.

An investigation carried out by Shweder (1972: see Chapters 2 and 4 for
a detailed discussion) makes it apparent that hypotheses 4 and 5 are not very
helpful. The study concerned the influence of pre-existing conceptual schemes
and taxonomic structures on judgment. A sub-set of the descriptive phrases
elicited from our Oriya informants played a part in the study. The study revealed
the ability of our Oriya informants to generate and intellectually manipulate
abstract behavioral descriptions, and to recognize and utilize conceptual like-
nesses among them.

Ninety-nine representative descriptive phrases were written on cards and
presented to 43 Brahman informants from the community whose concrete style
of personality description we have been discussing. Most of these 99 phrases
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were concrete, i.e., they were either case specific or contextually qualified or
both. A full list appears in Shweder (1972:56—60).

Each of the 43 informants was asked to sort the descriptive phrases into
piles, placing together in the same pile items that might “go together” in the
same person. Each informant was then asked to name or label the piles he had
created. Informants were free to make as many piles as they liked and to place
as many descriptive phrases in each pile as they wished. After making an initial
sorting and labeling their piles, informants were asked to collapse their piles
into fewer, more general piles. They were asked to name or label these new piles.
This process of collapsing their groupings of phrases and naming their new
groupings went on as long as the informant was willing to produce fewer and
fewer piles, with more and more descriptive phrases in each.

The crucial point for our present discussion is that the sorting task success-
fully generated abstract and general terms (trait and type concepts) for describ-
ing personality from every one of the 43 informants. Using 43 informants, 420
different abstract trait and type terms were generated by means of the sorting
task. English translations of 81 of these terms are shown in Figure 2 (see Shweder
1972:65—66) for the original Oriya terms). (A casual perusal of G. C. Praharaj’s
seven-volume lexicon of the Oriya language, 19311940, should dissuade
anyone who believes our Oriya informants speak a language that is lacking in
abstract personality trait and type concepts.)

orthodox
stingy o ¢ e mature with experience
frugal ¢ e walchful & prepared
o crooked

selfishe esecretive © tough-minded
o fiatterer
 jealous o mediator
responsible .
malice e eprincipled
s uncontrol lable & threatenin clever
¢ able & threatening . brutaily frank o * self-confident

ecruel serious ® dem-mm- sell-respecting

unprincipled intolerant leader @ otormer
. .
ili-tempered well-wisher o sunselfish
unsociable
arrogant ¢ undaunted (fearless) ambitious ComPetents
.
.
o judgment paceqet:er . ful
. « dissatistied independent minded ¢
rude azye broad-minded e
. morale e kind
* e disrespectfui
worthiess o« shameless happy 1c.onten0 . ficient
guided by others « chronic worker * pokite )
i ® hard-working
sociable o
o show-oft
.
irresponsible * obstinate * a'lover” ¢ open @ loyal
mischievous  mmature o tickle
. backward
. . pessimistic contemplative o patiently able 1o tolerate
ignorant e . . y
timid & atraid smiling tace » obedient & * modest & humble manners

uncompficated e ® at peace (tranquil)
® harmiess
+ able to bend in humility
happy-go-lucky ®
no zeale
weak ®
» unhappy

Fig. 2. Two-dimensional scaling of 81 Oriya personality terms (for original Oriya terms, see
Shweder 1972:65—66).
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Oriya informants have no difficulty recognizing and arranging things in terms
of overarching conceptual likenesses. This was most clearly revealed by a second
sorting task study. 81 personality trait and type concepts (see Figure 2) were
selected to represent the 420 terms that had been generated in the first sorting
task. They were written on cards and presented to 25 Brahman informants
from the community whose concrete style of person description we have been
discussing. Except for one additional feature, the sorting task was identical
to the one previously discussed. Informants were asked to place items together
that “went together” in people. They were asked to label (or describe) the
piles. They were also asked to indicate which items in each pile were exemplary
instances of the concept suggested by the pile. After an initial sorting they were
asked to construct abstract hierarchies or taxonomies by collapsing the initial
piles into a small number of general categories. Again they were asked to label
(or describe) the categories, etc. The hierarchies of all 25 informants can be
found in Shweder (1972: Appendix 1).

A measure of association between all possible pairs of 81 terms was calculated
on the basis of the sorting task data. The particular measure has been described
by Burton (1968:81—84). It is a normal variate score which is sensitive to three
indices of “proximity” between a pair of terms. The primary index of “prox-
imity” is the number of times two terms are placed together in the same pile
over a sample of informants. This simple frequency count is adjusted to the
number of terms in the pile in question (the larger the pile, the less proximate
the two terms) and the total number of piles made by the particular informant
(the fewer the piles, the less proximate the two terms). The final measure of
association is a Z score. It was calculated using each level in the hierarchy of
each informant as if it were the sorting task of a different informant. The
measure was thus based on 73 partitionings of the 81 terms into piles. Subse-
quent analysis revealed that a simple frequency count of the number of times
two items appear together in a pile over each of the hierarchical levels of each of
the informants correlates .98 (person r) with the Z score used in our analysis.

The matrix of association among all possible pairs of 81 terms generated from
the second sorting task was scaled in two-dimensional space using the multi-
dimensional scaling program (MDSCALE) devised by Donald C. Olivier. A
two-dimensional spatial representation of the associational relationships among
the 81 terms is shown in Figure 2.

The most relevant feature of the scaling solution for our present discussion
is that it demonstrates that our Oriya informants have consistently classified
the terms on the basis of two independent underlying conceptual likenesses
that they have abstracted from the 81 terms. The vertical axis in Figure 2 is
interpretable as a ‘“‘dominance vs. submission” (or “power”) dimension. The
horizontal axis is interpretable as a “‘social desirability” dimension. In its abstract-
ness, generality and dimensional content the Oriya scaling solution in Figure 2 is
comparable to the conceptual organization of the personality domain discovered
in America (see, e.g., Leary and Coffey 1955; Lorr and McNair 1963, 1965; also
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see White (1980) on the possible universality of the scaling solution in Figure 2).
Figure 2 suggests that the concreteness displayed by our Oriya informants when
they freely describe personality or answer a request for information about
someone’s character, personality (nature) and behavior is not an indication of
a deficit in the cognitive skills of abstraction and generalization. Hypothesis
4 and Hypothesis 5 must be rejected.

6. Hypothesis 6: Oriyas live in a “closed” intellectual environment in which
they never have to confront alternative customs, behavioral styles, or viewpoints.
However, abstract thinking (the search for likenesses between diverse phenom-
ena) presupposes that one has access to information about variant phenomenon
and different perspectives. Oriyas, lacking such information, are disinclined to
abstract or generalize across cases.

Hypothesis 6 can be construed at a global level or at a level that is specific
to the way Oriyas freely describe personality. At a global level it might be argued
that Oriyas are so culturally insulated that they ought to display concrete think-
ing in all domains. We have already discussed the evidence that has led us to
reject the notion that Oriyas lack the ability to abstract (see Hypothesis 4).
There are also a number of features of life in the old town of Bhubaneswar and
India in general that make it difficult to even seriously entertain the hypothesis
that Oriyas live in a ““closed” informational environment.

There are 24 Oriya castes (including five major Brahman sub-castes) repre-
sented in the residential wards and quarters of the old town of Bhubaneswar.
There is considerable consensus concerning the relative status position of these
castes, a judgment that takes into account the relative “purity” of the customs
and behavior of a caste community. The concept of a caste hierarchy itself
pre-supposes (a) an awareness of the diverse life styles of interdependent com-
munities (e.g., do they eat meat, do they let their widows remarry, do they cut
their own hair, wash their own clothes, etc.); (b) the ability to evaluate and rank
caste communities in terms of the common yeardstick of “purity” (see, e.g.,
Dumont 1970). India is a land where diversity has always been accommodated
by means of the sophisticated device of explicit hierarchical interdependence.
Oriyas, evolutionists to the core, encourage diversity and rank it.

Caste disputes over relative status are a frequent occurrence in Orissa. When-
ever they occur, one has the opportunity to observe social cognition in action
over matters of importance to the participants. What one sees is a keen sensitivity
to behavioral variations and to the way those behavioral variations will be judged
from a third person perspective, e.g., in the eyes of a particular outside com-
munity or in the eyes of the general community.

A characteristic pattern of Oriyan social thought surfaces in disputes over
the relative status of caste communities. Consider a typical instance. Three
untouchable castes are involved in a dispute over the relative status of the
two lowest. The issue at stake is simply, “who is the lowest of the low?” In
order of relative “purity” the cast of castes includes community A (they are
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washerman), community B (they are agricultural laborers), and community C
(they are scavengers, basketmakers, and drummers). A’s wash other people’s
dirty linen. The “unclean” nature of this work guarantees their untouchable
status. Nevertheless, A’s are unquestionably higher in rank than either of the
other two communities; their relative superiority is asserted and in part con-
stituted by their refusal to wash B or C clothing. B’s and C’s are too impure even
for the A’s. The A’s are the highest of the untouchable castes. Their superiority
is never assailed in the dispute that arose between the B’s and C’s. In fact, the
competitive status claims of the B’s and C’s could only be resolved because
both communities accepted unquestionably the A’s persepctive on matters of
“purity”. At the time the dispute surfaced, the C’s were generally thought to
be the most “polluted” of all the castes. Their caste position was asserted and
in part constituted by their traditional activity of cleaning the latrines (and
thus handling excrement) in the wards of other castes. But then events got
underway.

(a) The status ploy by the C’s, They refuse to clean the latrines in the B
ward, thus, symbolically asserting their superiority. The move is effective. The
B’s have a serious dilemma. Either the B’s must let their ward latrines accumulate
excrement, etc., thereby polluting their neighborhoods, associating themselves
with filth, confirming their untouchable status, and aggravating an already
unpleasant living condition, or else they must clean their own latrines, thereby
sacrificing the one taboo or restraint they have to their credit that distinguishes
them from the C’s in the eyes of outside communities. What to do?

(b) B—A status negotiations. B representatives approach representatives of
the A community. They seek a trump card to use against the C’s. In fact, they
seek no less than to convince the A’s to wash their clothes. “Impossible”, assert
the A’s. “Your linen would pollute us and disgrace our community.” The B’s
persist. They remind the A’s that without the B’s, A weddings could not take
place. B’s blow the conch shell at A weddings; they threaten to withdraw. The
ploy is effective. Either the A’s must cease marrying their children (that’s no
option) or else they must blow the conch shell themselves or find someone
else to do it (Would it really be a wedding?).

(c) B—A Compromise. A compromise is struck. The A’s will wash B cloth-
ing. Not all B clothing. Not even most B clothing. They will wash the ritual
clothing that B performers wear in one particular religious ceremony on one
particular day. It is reasoned that ritual cloth is not polluted even if worn by
a B. The B’s are pleased. At least the A’s wash their clothing on some occasion.
They never wash the C’s clothes (as the C’s are soon to be informed, and re-
dundantly reminded). The A’s are pleased. They can continue marrying their
daughters at no cost to their community’s status. And the C’s? They go back
to cleaning the latrines in the B ward. The absence of diversity and the non-
recognition of alternative perspectives is just not an Indian problem.

However, hypothesis 6 might be construed narrowly. It might be argued that
Americans are more likely to experience their intimates in diverse behavioral
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settings, and thus are more likely to abstract out a common feature of their
behavior for personality diagnosis. We can only suggest that the situation with
our Oriya and American informants may be the reverse of that supposed by
hypothesis 6. Ethnographic observation suggests that our Oriya informants
experience their intimates in a relatively small and standard set of contexts,
e.g., at work, in family affairs, in ritual contexts, at public meetings, etc. They
also have much second-hand knowledge via gossip and rumor. However, the
number of settings in which teachers in a nursery school, college students in
a fraternity and psychologists in a counseling center experience one another
may be even less. Hypothesis 6 does not seem relevant to the cultural differences
we have discovered in the concrete vs. abstract way Oriyas vs. Americans de-
scribe individual differences.

We seem to be left in an explanatory void. In their free descriptions of
personality Oriyas are more concrete than Americans. They describe their
intimates by reference to behavioral instances (cases) and they qualify their
descriptions by reference to contexts. These differences hold up even when one
is comparing Americans to literate Oriyas, educated Oriyas, and high caste
Oriyas. Within the Oriya community, the concrete style of describing individual
differences is stable across castes and across educational and literacy levels. The
difference cannot be explained in terms of the “intellectual predicament” of
the Oriyas. They are aware of alternative behavioral styles. It is not a reflection
of a deficiency in skills of abstraction. In sorting tasks, Oriyas display a facile
ability to think abstractly. The difference has little to do with education, literacy,
socio-economic status or language. It seems to be a cultural phenomenon, and
it is perhaps as a cultural phenomenon that we should try to understand it.

A RELATIVIST THEORY OF THE CONTEXT-DEPENDENT SELF:
HOLISM AND ITS COGNITIVE CONSEQUENCES

As we have seen, Oriyas are less prone than Americans to describe people they
know in abstract, context-free terms. Instead of saying so-and-so is “principled”
they tend to say “he does not disclose secrets”. Instead of saying so-and-so
is “selfish” they tend to say “he is hesitant to give away money to his family”.
While this difference in person perception is only a “tendency” (e.g., 46%
abstract, context-free descriptions from Americans, 20% from Oriyas), it is a
pervasive tendency, stable across Oriya sub-samples, a tendency significant
enough to reject a universalist interpretation of context-dependent thinking.

Our results also lend little support to an evolutionary interpretation. As
noted earlier, Oriya informants do not lack skills of generalization and abstrac-
tion. They are aware that the behavior of someone who “does not become
partial while imparting justice” and “does not disclose secrets” can be described
as “principled” (nitibadi); they recognize that there are likenesses that link
together such very different behavioral occurrences as imparting justice and
keeping secrets. If asked to select from a corpus of concrete behaviors those
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that generally “go together” in people, Oriyas, like Americans, will utilize con-
ceptual likenesses to assist them in the task (“all those are principled behaviors”;
see hypothesis 5 above; also Shweder 1972, 1975, 1977a,b, 1980a, b; D’Andrade
1965, 1973, 1974; Shweder and D’Andrade 1979, 1980). Similarly, our results
suggest that the concrete mode of person perception of our Oriya informants
cannot be explained by reference to deficient information, motivation, or
linguistic resources (see hypothesis 1—6 above). Why then are Oriyas more
prone than Americans to describe their intimates by reference to ‘“cases and
contexts”.

How to Construct a Relativist Interpretation of Concrete Thinking

Relativists acknowledge that concrete, contextualized, occasion-bound thinking
is unequally distributed across human cultures, However, it is the position of the
relativist that the prevalence of context-dependent thinking in some cultures
tells us little about underlying deficits in cognitive processing skills, intellectual
motivation, available information or linguistic tools. The trick for the relativist
is to acknowledge diversity while shunning the evolutionary notion of “cultural
deficits”. How can this be done?

1. Distinguish ideational products from intellectual processes. Why are Oriyas
more prone than Americans to describe their intimates by reference to “‘cases
and contexts?” Relativists answer this question by drawing a sharp distinction
between intellectual process and ideational product. The relativist hypothesizes
that cultures differ less in their basic cognitive skills (e.g., generalization, abstrac-
tion, reversibility) than in the metaphors by which they live (Lakoff and Johnson
1980), the world hypotheses (Pepper 1972) to which they subscribe, and the
ideas underlying their social action. Thus, according to a relativist account, the
Oriyas, Balinese and Gahuku-Gama are perfectly competent information pro-
cessors, not unskilled at differentiating, generalizing and taking the perspective
of others, etc. What really distinguishes them from us is that they place so little
value on differentiating (e.g., person from role), generalizing (e.g., “treat out-
siders like insiders™) or abstracting (e.g., the concept of “humanity”); and, the
relativist is quick to point out, they show so little interest in such intellectual
moves because Oriyas, Balinese, and other such folk live by a metaphor and
subscribe to a world-premise that directs their attention and passions to particular
systems, relationally conceived, and contextually appraised. Indeed, a central
tenet of a relativist interpretation of context-dependent person perception is
that the metaphors by which people live and the world views to which they
subscribe mediate the relationship between what one thinks about and how
one thinks.

2. Holism: A mediating world premise. Holism is a mode of thought elaborating
the implications of the “part-whole” relationship: viz., (a) what’s true of, or
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right for, the whole is not necessarily true of, or right for, any or all of the parts
of the whole [e.g., “an arm can throw a football”, and “an elbow is part of the
arm” does not imply that “an elbow can throw a football”]; (b) diverse parts
of the whole are not necessarily alike in any crucial respects [e.g., while different
“kinds of” canines, say terriers and spaniels, are alike in some characteristic
ways, different “parts of”” a body, say finger nails and red blood cells, or different
“parts of” an automobile, say the axle and the fan belt, need not commune in
any way whatsoever]; (c) each part is defined by the particular relationships
into which it enters within the specific whole of which it is a part {e.g., try
defining a “tongue” or “brake” without functional, relational, or contextual
references]. For a holist, “unit” parts are necessarily altered by the relations
into which they enter (Phillips 1976).

From a holistic perspective unit-parts (e.g., an elbow) change their essential
properties when isolated from the unit-wholes (e.g., an arm) of which they are
a part. Thus, the holist concludes, it is not possible to understand or appraise
an entity in isolation, in the abstract. The holist is prone to seek contextual
clarification before making a judgment; the holist is disinclined to examine or
judge things in vacuo.

3. The body: “A metaphor people live by”. All societies are confronted by the
same small set of existential questions, and some societies even try to answer
them. A minimal set includes: (a) the problem of ‘“‘haves” vs. “have nots”. It
is a fact of life that the things all people want are unequally distributed within
any society. Have nots must be told in convincing terms why they have not.
“Haves” must have confidence that their privileges are justifiable and legitimate;
(b) the problem of our way of life vs. their way of life. Diversity of custom,
value, belief and practice is also a fact of life. Why should I live this way and not
some other way? “There but for fortune goes you or goes I” is not a satisfying
answer; (c) the problem of the relationship of nature to culture. Are we merely
“naked apes”, or better yet “rational featherless bipeds”, or still yet better “the
children of god”; (d) the problem of the relationship of the individual to the
group, to society, to the collectivity. There seem to be relatively few “solutions”
to this last problem; the “sociocentric” solution subordinates individual interests
to the good of the collectivity while in the “egocentric” solution society be-
comes the servant of the individual, i.e., society is imagined to have been created
to serve the interests of some idealized autonomous, abstract individual existing
free of society yet living in society.

Holistic cultures seem to embrace a sociocentric conception of the relation-
ship of individual to society, a sociocentric conception with an organic twist.
Some Indologists (see Dumont 1960, 1970:184—186; Marriott 1976), for
example, have noted that the concept of an autonomous, bounded, abstract
individual existing free of society yet living in society is uncharacteristic of
Indian social thought. “Man-in-society”, for Indians, is not an “‘autonomous,
indivisible, bounded unit” (see Marriott 1976). Like most peoples, Indians do
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have a concept of “man-in-society” but “man-in-society” is not an autonomous
individual. He is regulated by strict rules of interdependence that are context-
specific and particularistic, rules governing exchanges of services, rules governing
behavior to kinsmen, rules governing marriage, etc. (See our earlier discussion
of negotiations over caste status; hypothesis 6 above.)

The idea that man-in-society is not an autonomous individual is not unique
to India. Selby’s (1974, 1975) discussion of Zapotec culture in Oaxaca, Mexico
makes this apparent. Selby (1974:62—66, 1975) argues that the “folk explana-
tory model that puts responsibility for morality and cure on the individual” is
“deeply rooted in Western thought”. It is “as old as Thucydides, who wrote
2,400 years ago and was rediscovered and glorified in the Renaissance and
Reformation”. [Indeed, in the West, the fact that good works (e.g., scientific
discoveries) are often the products of base motives (e.g., envy) is treated as a
disturbing anathema, a glaring insult to our faith in the individual as the ultimate
measure of all things.] It is otherwise among the Zapotecs. Selby explicates the
Zapotec expression “we see the face, but do not know what is in the heart”
as follows: It is

not an expression of despair. They [Zapotecs] do not have to know what is in the heart,
because it isn’t defined as being very interesting and it shouldn’t have anything to do with
human relations.

With regard to perceptions of deviant behavior, Selby notes

[Zapotecs] do not, therefore, have to overcome their own prejudices about the character of
people who go wrong. They know their own society and how it works, and they are aware
of the sociological nature of deviance. They have no need to peer into people’s hearts and
minds . . . [my emphasis].

Selby presents case material indicating that even blatantly deviant acts (e.g.,
murder) do not elicit characterological attributions.

Oriyan culture is not Zapotec. Indians do peer into one another’s hearts and
minds; Indians unlike the Zapotecs do have a concept of “autonomous individ-
ualism”. But, and this is the main point, for an Indian to be an autonomous
individual one must leave society. The autonomous individual is the holy man,
the renouncer, the sadhu, the “drop out: (Dumont 1960, 1970). Yet even here
his goal is not to find one’s distinctive identity but rather to merge one’s soul
with the soul of others. When Indians peer into one another’s hearts and minds
they are more likely than most peoples to look for the ultimate universal, the
ground of all things, God.

What makes Western culture special, then, is the concept ‘“‘autonomous
distinctive individual living-insociety”. What makes Indian culture special is
the concept “autonomous non-distinctive individual living-outside-society”.
When it comes to “man-in-society” Indian views are not unique (indeed, their
views are prototypical and lucid expressions of a widespread mode of social
thought), but they do diverge considerably from the “natural man” tradition
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of Western social thought. In America, men-in-society conceive of themselves
free of the relationships of hierarchy and exchange that govern all social ties
and are so central to theories of the self in Orissa.

The sociocentric conception of the individual-social relationship lends itself
to an organic metaphor. Indeed in holistic sociocentric cultures like India the
human body, conceived as an interdependent system, is frequently taken as a
metaphor for society (and society, conceived as an organic whole, is sometimes
taken as a metaphor for nature).

The human body is a pregnant metaphor. It has its ruler (the brain), its
servants (the limbs), etc. Political affairs, interpersonal dyads, family organiza-
tion are all easily conceived after a model of differentiated parts arranged in a
hierarchy of functions in the service of the whole.

What we think follows from a holistic world view and sociocentric organic
solution to the problem of the individual-social relationship are some of the
features of the context-dependent, occasion-bound concept of the person: (a) no
attempt to distinguish the individual from the status s(he) occupies; (b) the view
that obligations and rights are differentially apportioned by role, group etc.;(c)
a disinclination to ascribe intrinsic moral worth to persons merely because they
are persons. [To ask of a holist: “Is killing wrong” is like asking a morphologist
or physiologist to assess the value of a body part or organ without knowledge
of, or reference to, its function in the interdependent organic structure of this
or that particular species.] Indeed, with their explicit cultural recognition and
even deification of obligatory, particularistic interdependence, Oriyas would
seem to be culturally primed to see context and social relationships as a necessary
condition for behavior.

By contrast, in the West, as Dumont (1970) notes, each person is conceived
of as “a particular incarnation of abstract humanity”, a monadic replica of
general humanity. A kind of sacred personalized self is developed and the individ-
ual qua individual is seen as inviolate, a supreme value in and of itself. The “self”’
becomes an object of interest per se. Free to undertake projects of personal
expression, personal narratives, autobiographies, diaries, mirrors, separate rooms,
early separation from bed, body and breast of mother, personal space — the
autonomous individual imagines the incredible, that he lives within an inviolate
protected region (the extended boundaries of the self) where he is “free to
choose” (see Friedman and Friedman (1980) for the purest articulation of this
incredible belief), where what he does “is his own business”.

More than that, the inviolate self views social relationships as a derivative
matter, arising out of consent and contract between autonomous individuals.
Society is viewed as mere “association” (see Dumont 1970). It, thus, hardly
seems surprising that despite much evidence to the contrary (Hartshorne and
May 1928; Newcomb 1929; Mischel 1968; D’Andrade 1974; Shweder 1975,
1979a; Nisbett 1980), our culture continues to promote the fiction that within
the person one can find a stable core “character”. Nor is it surprising that this
abstract individual, “man-as-voluntary-agent”, is protected by deeply enshrined
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moral and legal principles prescribing privacy and proscribing unwanted invasions
of person, property and other extensions of the self. Americans are culturally
primed to search for abstract summaries of the autonomous individual behind
the social role and social appearance.

4. From concrete thinking in particular to concrete thinking in general. We
have argued that concrete, “‘cases and contexts” person perception is an expres-
sion of a holistic world premise and sociocentric organic conception of the
relationship of the individual to society. But, what of concrete thinking in other
domains? For example, what about the evidence on “functional complexes”,
i.e., the tendency for informants in some cultures to respond to requests about
how things are alike by linking the things together in an action sequence or
activity structure? Consider one of Luria’s (1976:56) informants. The informant
is presented with four objects (hammer-saw-log-hatchet). He is asked: “which
of these things could you call by one word”. He is told: «“ . . . one fellow picked
three things — the hammer, saw, and hatchet — and said they were alike”. The
informant responds: “a saw, a hammer, and a hatchet all have to work together.
But the log has to be there too ... if you have to split something you need
a hatchet”.

To interpret this type of finding within a relativist framework one might
speculate that from the point of view of a holistic thinker it makes no sense to
ignore the functional interdependencies among objects and events, Indeed,
Luria’s illiterate, unschooled peasants repeatedly try, in vain, to explain to him
that it is “stupid” to ignore the way objects and events fit together in action
sequences (e.g., 1976:54, 77). One is reminded of Glick’s (1968) Kpelle in-
formant who insisted on grouping objects into functional complexes while
commenting “a wiseman can do no other”. Only when asked, “How would a fool
group the objects” did he give the Westerner what he wanted, a linguistically-
defined equivalence structure!

Is it far-fetched to imagine that holism, the sociocentric conception of the
individualsocial relationship, and the organic metaphor have a generalized in-
fluence on cognition. Perhaps! But, one should not overlook the following fact
about the cultural organization of knowledge. Although in our culture it is the
“natural” sciences that have an elevated position, in many non-Western cultures
(see Fortes 1959; Smith 1961; Durkheim and Mauss 1963; Horton 1968) much
of the intellectual action is in the arena of social thought. For us it is the organi-
zation of knowledge in physics and chemistry that is adopted wholesale as the
ideal for social understanding. More than a few social scientists are busy at
work searching for a “periodic table” of social elements. Many more have been
enamored of physical metaphors (forces, energy, mechanisms, etc.). In the
West, the physical world has become the model of the social world. Why should
not a reverse extension take place in other cultures, the social order as the model
of nature. Metaphors, deliberately selected to guide our thinking, often have
generalized effects on how we think.
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Privacy and the Socialization of the Inviolate Self

We have sketched the outline of a relativist interpretation of both “cases and
contexts™ person perception, in particular, and concrete thinking in general.
The concept of the context-dependent person, we have argued, is one expression
of a broader sociocentric organic view of the relationship of the individual to
society which in turn is an aspect of the holistic world view adopted by many
cultures. The holistic model, the sociocentric premise and the organic metaphor
focus one’s attention on the context-dependent relationship of part to part
and part to whole; the holist, convinced that objects and events are necessarily
altered by the relations into which they enter is theoretically primed to con-
textualize objects and events, and theoretically disinclined to appraise things in
vacuo, in the abstract.

To the question “Does the Concept of the Person Vary Cross-Culturally?”
our answer is obviously “yes”; we have tried to identify two major alternative
conceptualizations of the individual-social relationship, viz., the ‘“egocentric
contractual” and the *sociocentric organic”. It is crucial to recognize that
neither of these conceptualizations of the relationship of the individual to
society has the epistemological status of a scientific category. They are not
inductive generalizations. They are not the discoveries of individual perception.
Quite the contrary, the egocentric and sociocentric views of man are creations
of the collective imagination. They are ideas, premises by which people guide
their lives, and only to the extent a people lives by them do they have force.
How do people live by their world views? It is instructive to reflect, for example,
on the socialization of autonomy in the West.

We find it tempting to argue that Western individualism has its origins in the
institution of privacy — that privacy promotes a passion or need for autonomy,
which for the sake of our sense of personal integrity, requires privacy (see
Trilling 1972:24). Socialization is terroristic. The young are subject to all sorts
of invasions, intrusions and manipulations of their personhood, autonomy and
privacy. Where they go, when they sleep, what they eat, how they look, all
the intimacies of the self are managed for them, typically without consent.
Heteronomy is the universal starting point for socialization; it may or may not
be the end point.

It is sobering to acknowledge that our sense of personal inviolatability is a
violatable social gift, the product of what others are willing to respect and
protect us from, the product of the way we are handled and reacted to, the
product of the rights and privileges we are granted by others in numerous
“territories of the self” (Goffman 1971) (e.g., viz4-viz eating, grooming, hair
length, clothing style, when and where we sleep, who we associate with, personal
possessions, etc.). Simmel (1968:482) notes that “the right to privacy asserts
the sacredness of the person”. And, where are these “assertions” redundantly
(even if tacitly) reiterated? Well, the assertion is there in the respect shown
by a parent for a child’s “security blanket”. It’s there as well when an adult asks
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of a three-year-old “What do you want to eat for dinner?” and again in the
knock on the door before entering the child’s personal space, his private bed-
room, another replica of the assertion.

The ego’s view of its-“self” is the product of the collective imagination. In
the West, the messages implicit in many of our child handling practices may well
socialize deep intuitions about the “indecency” of outside (external) intrusions,
regulations or invasions of our imagined inviolatable self. Practices cultivate
intuitions, intuitions about what’s decent, which then support such Western
notions as “free to choose” (Friedman and Friedman 1980), “autonomy in
decision-making”, “sanctuary” and “my own business” (see the literature on
privacy law, e.g., Bostwick (1976); Gerety (1977)).

Of course not all cultures socialize autonomy or redundantly confirm the
right of the individual to projects of personal expression, to a body, mind, and
room of his own. To members of sociocentric organic cultures the concept of
the autonomous individual, free to choose and mind his own business, must
feel alien, a bizarre idea cutting the self off from the interdependent whole,
dooming it to a life of isolation and loneliness (Kakar 1978:86). Linked to each
other in an interdependent system, members of organic cultures take an active
interest in one another’s affairs, and feel at ease regulating and being regulated.
Indeed, others are the means to one’s functioning and vice versa.

It is also sobering to reflect on the psychic costs, the existential penalties of
our egocentrism, our autonomous individualism. There are costs to having no
larger framework within which to locate the self. Many in our culture lack a
meaningful orientation to the past. We come from nowhere, the product of a
random genetic accident. Many lack a meaningful orientation to the future. We
are going nowhere — at best we view ourselves as “machines” that will one day
run down. The social order we view as the product of our making — an “associa-
tion” based on contract and individual consent. In our view, society is dependent
on us. And what are our gods? Personal success and wealth; “the tangible evi-
dences of financial success have come to symbolize ... the whole expectancy
of ego satisfaction” (Smith 1952:398). Cut adrift from any larger whole the self
has become the measure of all things, clutching to a faith that some “invisible
hand” will by slight of hand right things in the end.

Of course what we’ve just said about egocentrism and autonomy in the West
could easily be rewritten in terms of psychic benefits and one should not forget
that sociocentrism has severe costs as well. Perhaps the real point is that the
costs and benefits of egocentrism and sociocentrism are not the same (pace
universalism), nor are the benefits mostly on one side and the costs mostly on
the other (pace evolutionism).

CONCLUSION

In 1929 Edward Sapir remarked that “the worlds in which different societies live
are distinct worlds, not merely the same world with different labels attached™.
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In this essay we have tried to show that different peoples not only adopt distinct
world views, but that these world views have a decisive influence on cognitive
functioning.

People around the world do not all think alike. Nor are the differences in
thought that do exist necessarily to be explained by reference to differences or
“deficits” in cognitive processing skills, intellectual motivation, available in-
formation, or linguistic resources. It is well known in cognitive science that
what one thinks about can be decisive for how one thinks (e.g., Wason and
Johnson-Laird 1972). What’s not yet fully appreciated is that the relationship
between what one thinks about (e.g., other people) and how one thinks (e.g.,
“contexts and cases”) may be mediated by the world premise to which one is
committed (e.g., holism) and by the metaphors by which one lives (Lakoff and
Johnson 1980).
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CULTURAL CONCEPTIONS OF MENTAL DISORDER
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5. TOWARD A MEANING-CENTERED ANALYSIS OF
POPULAR ILLNESS CATEGORIES: “FRIGHT ILLNESS” AND
“HEART DISTRESS” IN IRAN

INTRODUCTION

In recent publications, Marsella outlined an approach to cross-cultural psychiatric
epidemiologies. He suggests that such studies begin with an “emic determination
of disorder categories”, utilizing ethnoscience techniques ““to evolve categories
of disorder and their experiential components which are meaningful to the
cultures under study” (Marsella 1978:351; cf. Marsella 1979:246; 1980:49).
These illness categories should then be submitted to epidemiological research,
establishing baseline data and using multivariate analysis to determine objective
patterns of disorder for particular societies. Such culture-specific studies should
precede cross-cultural comparison. This approach will be welcomed by many
anthropologists as having significant advantages over traditional psychiatric
epidemiologies, of the sort Kleinman has called “the old transcultural psychiatry”
(Kleinman 1977). Anthropologists experienced in studying illness across cultures
will recognize also that the most fundamental aspect of such research — the emic
determination of categories of disorder — is fraught with important methodo-
logical and theoretical difficulties.

This paper will examine the relationship between mental disorders and culture-
specific or “emic” categories. At issue are the following kinds of questions.
How are we to discover culture-specific illness syndromes? Can we rely on
ethnoscience techniques to identify such categories? Can we expect folk cate-
gories to be used as labels for particular syndromes of symptoms? Can we expect
popular or folk illness categories to map onto Western psychiatric diagnostic
entities? Are epidemiologies of such folk categories feasible? These questions
lead directly to more general issues concerning the relationship of psychiatric
disorders and the system of shared meanings in terms of which suffering is
experienced and communicated in a society. How are we to study the meanings
associated with illness and healing across cultures? What is the status of cultural
“explanations” of psychiatric disorders? What does the anthropologist, engaged
in detailed cultural analysis and case studies, have to offer the psychiatric
epidemiologist?

In this paper we argue that any approach to studying illness cross-culturally is
embedded in a particular theory of language and meaning. We first demonstrate
that traditional epidemiologies and some anthropological theories share an
“empiricist theory of language”. This paradigm is criticized and a “meaning-
centered approach” that incorporates semantic and hermeneutic analyses pro-
posed. We then contrast the Iranian categories “illness by fright” and “heart
distress” to raise questions about the nature of emic categories of disorder. We
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conclude with a discussion of the implications of cultural analysis for psychiatric
epidemiology.

FOLK ILLNESSES, EPIDEMIOLOGY AND THE EMPIRICIST THEORY
OF MEDICAL LANGUAGE

Cross-cultural theories of illness and healing are grounded, explicitly or im-
plicitly, in a particular epistemology and theory of language. Assumptions are
made about the nature of disease and its relationship to the empirical or phe-
nomenological data observed by the clinician or researcher; about the status of
various forms of medical discourse (e.g., the complaint of a sick person, the
clinician’s diagnostic or therapeutic discourse, the scientist’s theory); and about
how the meaning of discourse is constituted. One of the most significant changes
in the human sciences in the past two decades has been the recognition of the
centrality of discourse and the importance of discourse analysis for understand-
ing social, political and personal realities. Examples of this change include the
emergence of linguistic philosophy and a renewed interest in Wittgenstein, the
growth of interest in Foucault’s discursive analysis among historians of medicine,
the development of socio-linguistics and interpretive theories in anthropology,
and a reconceptualization of the role of language in psychoanalysis. Despite
these changes, many anthropological theories of medicine, along with psychiatric
epidemiology and biomedical theory, remain grounded in a positivist under-
standing of discourse we may call “the empiricist theory of language”. If efforts
to carry out epidemiology in terms of categories of illness meaningful to the
society under study are to be successful, the empiricist paradigm must be sub-
jected to critical analysis and new techniques developed that are grounded in
emerging symbolic and discursive paradigms.

The empiricist tradition of anthropological studies of folk illnesses and cross-
cultural psychiatric research have shared the following basic assumptions.
Diseases, it is assumed, are grounded in biological or psycho-physiological
processes and therefore are universal. Their phenomenological appearance,
however, is shaped by culture. Culture systematically selects some symptoms
associated with a disease and suppresses others. Given the same set of body
sensations, members of different cultural groups will selectively attend to,
complain about, and seek professional help for some symptoms and not others.
In cases of thought disorders, the content of the symptoms will be culturally
variable as well. Folk medical systems provide a classificatory scheme that
maps symptoms onto discrete folk illness categories, which may or may not be
equivalent to *“‘real” (biomedical) disease categories.

This paradigm suggests a clear logic and strategy for research. First, anthropol-
ogists should study how folk theories lead members of a society to attend to
particular experiences and complain about them as symptoms, while other experi-
ences remain unlabeled and untroubling. The most valuable result of such a study
for clinicians and epidemiologists would be a culture-specific code describing the
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correct mapping of verbal expression onto underlying physiological processes.
Second, the anthropologist should study the mapping of culturally meaningful
symptom expressions onto the categories of folk nosology. Third, the results
of these studies should allow the clinician or epidemiologist to map folk illness
categories or sets of symptoms onto the diagnostic entities of scientific medicine
and psychiatry. Such a strategy would allow the researcher to move beyond the
phenomenal expression of suffering to the underlying disease entity.

The anthropological and cross-cultural literature is replete with studies assum-
ing this logic. Cross-cultural psychiatrists have often sought to establish that
the culture-bound disorders are known psychiatric diseases in cultural garb.
For example, anthropologists and psychiatrists have debated whether susto
should be considered an anxiety reaction associated with acute psychic stress
or a depressive disorder (e.g., Gillin 1948; Kiev 1972). Epidemiologists have
sought increasingly rigorous methods for identifying diagnostic entities in a
culture-free manner. This research has often failed to produce results that are
both culturally meaningful and epidemiologically significant.

Counter to this universalist position, cultural relativists have argued that
each society constructs its own psychiatric disorders by distinguishing normal
and deviant forms of experience and behavior. Some studies argue explicitly
that the fact that societies differentially respond to particular behaviors and
that different syndromes of deviance exist across cultures provides evidence that
there are no psychiatric diseases, that psychiatric entities are produced by
keepers of order in a society, and that such production is therefore essentially
political. Dispute over this contention has led to unproductive debate over the
ontological status of mental diseases and over the specificity with which culture-
bound illnesses are linked to biologically real diseases. Such debate often obscures
important cross-cultural findings and theoretical advances. As recently as 1976
in Science, Murphy implicitly identified social response theory with the position
that psychiatric diseases do not exist and sought to discredit such theory by
showing that all societies really do have mental illness.

Both the universalist position and the logic of the debate with the social
labeling theories are grounded in an empiricist theory of medical language. A
number of authors have criticized the methodology and philosophical assump-
tions of the universalist position (Kleinman 1977; Marsella 1978; Fabrega 1972).
We will briefly focus on the theory of discourse in which this position is em-
bedded to provide the basis for a positive critique and an alternative approach.
Biomedicine, cross-cultural epidemiologies, and a number of recent approaches
to medical anthropology share many of the assumptions of what Harrison calls
“the empiricist theory of language” (1972). The meaning of discourse, according
to this paradigm, is constituted by its relationship to empirical reality. Meaning
attaches to basic utterances in language through a conventional association
between a “language element” and a particular “world element” (Harrison 1972:
33; cf. Good 1977:52). In Foucault’s terms, this paradigm holds that the “order
of words” has meaning through an ostensive relationship to the “‘order of things”
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(Foucault 1970; cf. White 1973). The validity of a configuration of the symbolic
or discursive order is thus judged by the accuracy with which it reflects the
empirical order.

The history of empiricist theories of language and medicine are deeply en-
twined. Givner (1962) argues that Locke modeled this theory of language on
the medical experiments of his friend Sydenham. The two primary functions
of language, Locke believed, are designation and classification. Similarly, the
foremost task of clinical research, according to Sydenham, is the accurate
identification of naturally-occurring disease entities, the discovery of their
distinctive clinical features, and the establishment of nosologies that reflect
their natural interrelationships.

The dominant medical model employed in contemporary medical research
and clinical practice is grounded in an empiricist theory of language. Diseases
are conceived as universal biological or psychophysiological entities, resulting
from somatic lesions or dysfunctions. Somatic or biochemical disorders produce
experiences of distress and suffering that are communicated as complaints, and
physiological and behavioral abnormalities that may be measured by clinical,
laboratory or psychometric procedures. The patient’s discourse is thus interpreted
as a “manifestation” of an “underlying abnormality” and is “ultimately ascribed
to a particular diagnostic entity” (Feinstein 1973:220). The primary tasks of
clinical medicine are diagnosis — the interpretation of patients’ symptoms by
relating them to underlying disease entities — and “rational treatment” (Kety
1974) aimed at intervention in the biological sequence of causes of disorder.
Whatever the cultural form or rhetorical function a patient’s discourse may
have, and however untrustworthy a patient’s discourse may be, the primary
interpretive strategy of clinical medicine is to link complaints to underlying
processes and ultimately to disease entities. The semantic elements of medical
discourse have as their referents elements in the physiological order.

Many cross-cultural medical and psychiatric studies not only assume an em-
piricist theory of medical language, but are modeled specifically on biomedical
theory and clinical practice. This has been particularly important for the study
of folk illness categories. Ethnoscience and ethnosemantic studies of folk nosol-
ogies, prominent in the 1960s, serve as examples. Ethnoscience provided a proce-
dure for eliciting and analyzing elements in native classificatory schemata in
terms of the distinctive features that mark the boundaries of the categories. This
approach was modeled on biomedical theory in several ways. First, it assumed
the disease world (both in empirical reality and in folk knowledge) to be made
up of discrete and mutually exclusive disease entities, each having a name of its
own. For example, Frake described Subanun disease classification as follows:
Conceptually the disease world, like the plant world, exhaustively divides into a set of
mutually exclusive categories. Ideally every iliness either fits into one category or is describ-

able as a conjunction of several categories (Frake 1961:131).

Second, it assumed the distinctive features used to discriminate among disease
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entities to be symptoms (e.g., Kay 1979; Fabrega and Silver 1973:ch. 7). Third,
diagnosis was understood to be the linking of a patient’s condition to a disease
category through the interpretation of symptoms as distinctive features (e.g.,
Frake 1961). Thus, along with Locke and Sydenham, the ethnosemanticists
held designation and classification to be the primary functions of medical dis-
course. The logical conclusion of such an approach was to map folk categories
onto biomedical categories (see Fabrega and Silver 1973), thus providing a basis
for evaluation of the validity of folk categories and a procedure for epidemiol-
ogists who want to work within culturally relevant categories.

The empiricist theory of medical language and its application to cross-cultural
research may be criticized on a number of grounds. First, assumptions made
about the nature of illness categories and diagnosis have not been borne out
by empirical research. For example, illness categories in a number of societies
have not been found to be defined as a distinctive set of symptoms or clinical
signs as the ethnoscientists expected. Gilbert Lewis found that “the Gnau
do not depend on observation of the physical signs or symptoms of illness to
discriminate between them ... ” (Lewis 1976:75). Fabrega’s detailed analysis
of Zinacanteco illness categories showed that “most illness terms seemed to be
linked with a number of general symptoms” (Fabrega 1970:305) and that
several illness terms share the same distinctive features (Fabrega and Silver 1973:
116). This raises the question, as Fabrega recognizes, of whether symptoms
are the distinctive features of many illness categories, or whether “the critical
features of folk illnesses may refer to the social and moral characteristics of the
person who is ill” (Fabrega 1970:312).

In other societies, as our experience in Iran suggests, some illness categories
are defined in clinical/symptomatic terms while others are not. Second, tradi-
tional forms of diagnosis have often been assumed to be a process of linking
symptom clusters to illness categories. Again, the literature on healers demon-
strates that explicit elicitation of symptoms is often not part of the diagnostic
process. For example, prayer writers in Iran may gather astrological information
about a client, sometimes in the absence of the client, and determine the illness
category (fright, jinns, evil eye, etc.) without inquiring in any detail about
symptomatology. Finally, it is often assumed by cross-cultural studies grounded
in the empiricist paradigm, that folk illness categories are disease-specific or at
least specific to culturally patterned illness syndromes. Our research, which will
be described below, questions even this assumption. Thus, research findings
raise serious questions about using emic categories determined through ethno-
science techniques as the basis for epidemiological research.

The empiricist theory of medical language can also be challenged on more
fundamental theoretical grounds. First, empiricist theories assume folk taxon-
omies to more or less accurately reflect empirical reality. Since biomedical
categories reflect actual diseases with increasing accuracy, the validity of folk
nosologies can be determined by comparing them with biomedical categories.
This reasoning produces what Kleinman calls the “category fallacy”:
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Having dispensed with indigenous illness categories because they are culture-specific, studies
of this kind go on to superimpose their own cultural categories on some sample of deviant
behavior in other cultures, as if their own illness categories were culturefree (Kleinman
1977:4).

Second, the conception of cultural categories as conjunctions of discrete features
which divide reality into discrete, mutually exclusive units has come under
criticism. Eleanor Rosch (1975) argues that “the prevailing ‘digital’ model of
categories in terms of logical conjunctions of discrete criterial attributes is
inadequate and misleading when applied to most natural categories” (Rosch
1975:178). She proposes an alternative “analog” model, “which represented
natural categories as characterized by ‘internal structure’; that is, as composed
of a ‘core meaning’ (the prototype, the clearest cases, the best examples) of the
cateogory, ‘surrounded’ by other members of decreasing similarity and decreas-
ing ‘degree of membership’” (179). This view raises fundamental questions
about characterizing illness categories, as they are used either in folk practice
or by clinicians, as discrete and mutually exclusive. Rosch’s work suggests
findings corresponding with this view of illness categories may be an artifact of
the research methodology employed (e.g., ethnoscience elicitation procedures).
Third, recent work in cognitive psychology suggests that in practice, categories
join traits that have semantic similarity rather than those that correspond
in actual behavior. In a careful analysis of how observers rate behaviors of
individuals in experimental settings, D’ Andrade found that:

.. . traits the observer considers similar will be recalled as applying to the same person, even
when this is not the case. As a result of this effect, the correlations found between traits
prove to be due more to the observer’s conception of “what is like what” than to covaria-
tion in the behavior of the subject (D’Andrade 1974:161).

These findings challenge the view that “language elements” and “world elements”
are isomorphic and suggest further research is needed to discover how semantic
structures influence diagnostic judgments. Finally, the empiricist paradigm con-
ceives meaning as a relationship between language and a reality that lies outside
of language, and therefore as essentially independent of social and cultural
context. Such a view fails to call into question precisely those variables most
important in cross-cultural psychiatric studies.

We argue that the meaning of medical discourse is constituted in relationship
to socially constructed illness realities, which are developed in interaction with
physiological and psychophysiological processes but are no<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>